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Abstract 

The primary objective of this doctoral research was to examine the impact of acute care 

refonn and its implications for health system and provider outcomes in Newfoundland 

and Labrador, Canada. A second objective was to identify the best prpdictor models of , 
health care provider outcomes (organizational commitment, intent to/ stay, and health care 

quality) at different phases of the reform process. Registered nurses, the largest group of 

employees in the acute care sector, were selected as the exemplar for model testing. 

This doctoral research was comprised of three empirical studies, each of which led to 

manuscripts for publication. Theftrst study was an examination of the perceptions of 

system reform on health care providers (registered nurses, licensed practical nurses, 

physicians, allied health professionals, management personnel) conducted between 1999 

and 2000. The second empirical study was are-survey of health care providers between 

2001 and 2002. In the third study in 2005, the focus was on documenting registered 

nurses' changes in perceptions of health care rerorm and attitudes from previous years 

and monitoring consistency of predictors of final outcome (perceived health care quality, 

organizational commitment, intent to stay). Collectively, the three studies and the 

resulting five manuscripts constitute a thesis that rorms the basis ror an ongoing and 

future program orresearch ror monitoring perceptions and attitudes over time and the 

consistency orpredictors of outcome ror all health care providers. 

The findings indicate that restructuring had a negative impact on health care providers' 

perceptions of the emotional climate, practice issues, collaborative relations, trust in 



employer, job satisfaction, organizational commitment, intent to stKy and health care 

quality that was observed at all time periods. Key aspects of organizational culture 

emerged as significant predictors ofintennediate (trust in employer and gcneraljob 

satisfaction) and final outcome for registered nurses"'Health care provider perceptions of , 
the organizational culture and reactions to organizational change may, also have important 

implications for their health status, job perfonnance, productivity and sick leave usage, as 

well as ultimately for organizational outcomes such as service quality, efficiency and 

costs. 

This research based evidence has major health policy implications for three levels: macro 

(governments), meso (regional health boards, senior leadership and managers of 

institutions, public) and micro (individual health care providers, professional 

bodies/unions). Innovative strategies to promote and enhance organizational culture 

(emotional climate, collaborative relations, and practice issues) may ultimately lead to 

highcr levels of job satisfaction, trust in employer and organizational commitment, 

greater intent to stay, and more positive perceptions of health care quality. 
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Summary 

The doctoral research was comprised of three empirical studies, each of which led to 

manuscripts for publication. The first and second el1}pirical studies were components of a 
'f 

program of research funded by the Canadian Health Services ResearOh Foundation, 
, 

Health Care Corporation ofSt. John's and the Department of Health and Community 

Services, Government of Newfoundland and Labrador. 

The first study was an examination of the perceptions of system reform on health care 

providers (registered nurses, licensed practical nurses, physicians, allied health 

professionals, management personnel) in Newfoundland and Labrador. The work in 

chapters 2, 3, and 4 is a combination of my own work and the team effort on the larger 

program of research. For the initial survey (2000) the accessible population was restricted 

to health care staff either employed by or affiliated with provincial acute care institutions. 

A total of6401 health care providers comprised the accessible population. Two thousand 

eight hundred and ninety three surveys were mailed. The overall response rate for 2000 

was approximately 42% (n= 1222). The second empirical study was conducted in 2002. 

Health care providers were surveyed shortly after restructuring. In 2002, 2460 

questionnaires were mailed out. There were responses from 42% (n = 1034). 

The following three papers were written based on the findings of the first two studies and 

subsequently published in the Journal of Health Services Research and Policy. The 

Journal of Health Services Research and Policy granted written pennission to include all 

papers of which I was the principal and/or co-author (see Appendix A). 
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In Chapters 2, 3 and 4, I am primary author on each publication, having contributed 

equally with Dr. Christine Way. In chapter 2, health care provider outcomes during and 

shortly after acute care restructuring in the province Yiere examined. Cranges in human , 
resource indicators during six years of restructuring in NL and provid;rs' perceptions of 

refonn impact and attitudinal and behavioral reactions were measured. Comparisons were 

made between the region exposed to hospital aggregation and closure (i.e., St. John's) 

and other regions. Increases in average employee and full-time equivalent counts 

occurred in the S1. John's region, despite hospital closure and aggregation. Increases in 

staff dislocation and turnover were observed but paid sick hours decreased. Sick leave 

and overtime costs increased. Although perceived workplace conditions and attitudes 

and behaviors were generally negative, there was evidence of improvement over time, 

especially in S1. John's. Few significant regional or provider group differences were 

observed on most study variables. Aggregation of hospitals in St. John's did not lead to a 

decrease in employee counts, or deterioration in human resource indicators or attitudes. 

However provincial wide initiatives are needed to promote more positive work 

environments and increase organizational effectiveness. 

In chapter 3, changes in providers' perceptions of health care quality and the importance 

of health refonn, as well as patient satisfaction, during and two years after restructuring, 

were investigated comparing regions of the province exposed (St. John's) and not 

exposed to hospital aggregation. Most providers felt that restructuring of the health care 

system was a positive step at both time periods, but scores of providers' perceptions of 
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health care quality were low both during and two years after. In StJ~ohn's perceptions of 

quality and standards of care improved over time. Patients were extremely satisfied with 

the admission process and hospital stay at both time periods in St. John's. However, 

scores declined in 2002 in regions outside St. John's:'Aggregation of ?cute care hospitals , 
is possible without adverse effects on providers' perceptions or patie~t satisfaction. 

The largest health care provider group in the acute care sector is the registered nurses 

group. In chapter 4, the changes in registered nurses' perceptions of reform impact during 

seven years of health restructuring, and the attitudinal and behavioral reactions over four 

years comparing the St. John's region, where hospital aggregation occurred, to other 

regions of the province were examined. Data were collected on acute care nurses' 

personal characteristics and perceptions of the importance of reform and its impact on 

workplace conditions and health care quality in 1995, 1999,2000, and 2002. As well, 

nurses' work-related attitudes and turnover intentions were monitored across three time 

periods (i.e., 1999,2000, and 2002). Perceived workplace conditions and health care 

quality as well as attitudes and behaviors were generally negative; however, there was 

evidence of improvement over time. The temporal sequence of scores suggests that 

restructuring had an adverse impact on nurses' attitudes. Few significant regional 

differences were observed. Although health restructuring appears to have had an adverse 

impact on nurses attitudes in NL, aggregation of hospitals in St. John's was achieved 

without further deterioration. Provincial wide initiatives are needed to promote more 

positive work environments and increase organizational effectiveness. 

The work in chapters 5 and 6 is a combination of my own work and the team effort on the 
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larger program of research. The third study comprising thi s disserl~tion was conducted in 

2005. I took the lead in obtaining ethical approval to collect, input and interpret data on 

registered nurses (RNs) working in Newfoundland and Labrador ten years following the 

initiation of health system changes (2005). The focu~ is on RNs, the largest health care , 
provider group. Chapter 5 includes stu9Y findings based on the use of path analysis to 

identify the best predictors ofRNs perceived health care quality at two time periods 

(2002 and 2005). The article focuses on registered nurses' perceptions of organizational 

culture factors (emotional climate. practice-related issues, and collaborative relations), 

attitude (trust in employer) and perceived health care quality (quality, safety and 

standards of practice) during and five years after major organizational reform, and to 

identify the best predictors of perceived health care quality. The findings are based on 

survey data from a sample selected from the entire accessible population of nurses after 

major organizational reform (2005) and a randomly selected sample of registered nurses 

chosen during the reform process (2000). 

In Chapter 6, structural equation modeling analyses was used to test a conceptual model 

of registered nurses organi zational commitment and intent to stay ten years after the 

implementation of health system reform. Support exists forthe negative impact of reform 

on organizational culture and provider attitudes, but not the potential for changed 

interrelationships. This study examined and tested front-line registered nurses' 

perceptions of organizational culture and attitudes and behaviors after system reform, and 

tested a model linking culture to outcome (organizational commitment and intent to stay). 

Permission was received from Health Care Management Review to include this paper in 
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my dissertation (see Appendix A). 

Two additional manuscripts have been written for publication. The first manuscript 

presents the findings on the impact of organizationafbulture on clinic,l managers' 
I 

organizational commitment and intent to stay. Hierarchical regressio~ analyses were used 

to identify the best predictors of outcome for two study years (2000 and 2(02). It was 

published in the May 2007 issue of the Journal oj Nursing Administration. Dr. Christine 

Way is primary author on that manuscript and I am second author. The second 

manuscript is focused on the impact of organizational culture on physicians' perceived 

health care quality. Hierarchical regression analyses, path analysis and structural equation 

modeling were used to identify the best predictors of outcome for two study years (2000 

and 2002). I am the primary author on this manuscript with Dr. Christine Way, Dr. 

Brendan Barrett and Dr. Patrick Parfrey. The manuscript was submitted for publication in 

March 2007. 

In Chapter 7, there is a general discussion of the three studies, implications for health 

policy and research, and conclusions. Overall, the program of research has established the 

sustained negative impact of refonn on employees, physicians, and management 

personnel. The findings provide a strong empirically based platform for the development 

of evidenced-based policies and directives. 



Personal Contribution to the Program of Research - The Impact of Restructurin g 

on Acute Care Hospitals in Newfoundland and Labrador 

) , 
During the life of the program of research from 1999 to 2003 1 work~ as the Project 

Manager in addition to my role as a co-applicant on the investigative team. In 2003, I co-

authored a final report that was submitted to the Canadian Health Services Research 

Foundation and in 2005 I was part of a team that submitted a series of peer-reviewed 

scientific papers that were published as a supplement in the Journal of Health Services 

Research and Policy. 

My motivation fo r conducting this doctoral research was based on my experience as 

Project Manager. r was particularly interested in examining the implications of reforms 

for acute health care providers and system outcomes in the province of Newfoundland 

and Labrador. Prior to receiving funding, a skeleton team of researchers completed a 

review of the literature to identify reliable and valid instruments measuring perceived 

impact of reform (emotional climate of the workplace, practice-related issues, quality of 

care, safety concerns, and standards of care), trust in employer, collaborative relations, 

general job satisfaction, organizational commitment, and intent to stay. Permission was 

received from the various researchers/agencies to use and modify, where necessary, the 

selected scales. 

As Project Manager and cO-Investigator 1 worked with Dr. Christine Way to modify the 
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Impact of Health Care Reform Scale to enhance item clarity and mfle it relevant for all 

health care provider groups. Secondly, we developed a scale to assess satisfaction with 

managerial and interdisciplinary relations during and following restructuring. Both the 

Revised Impact of Health Care Reform Scale (RIHCRS) and the Col1~rative Relations , 
scale (CR) were validated in a 1999 pilot study of registered nurses. ;he Employee 

Attitude SUlVey (see Appendix B), comprised of all selected scales, was also val idated in 

the pilot study of registered nurses and in subsequent samples of licensed practical nurses 

and allied health professionals. 

In 1999 and 2000 I was involved in either a supelVisorycommittee member or Project 

Manager capacity on four Master of Nursing theses. Two of the theses reported findings 

on data obtained from RNs working in the acute care sector and a third on RNs working 

in community health. The fourth thesis focused on a group of managers working in three 

institutional health boards. The Conceptual Model ofBehaviorallntentions (CMBI) was 

developed by the research team to highlight possible linkages between the variables of 

interest during and following system changes. Multiple regression analyses, using a 

stepwise approach, were used to identify the best prediclOrs of organizational 

commitment and intent to stay in the original samples. The CMBI received partial 

support and provided valuable information fo r possible ways to modify the framework 

and consider alternate analyses for additional testing in future samples. Greater detai l is 

provided on these changes in Chapter I. 

As Project Manager and co-investigator I worked with Dr. Christine Way to identify a 
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reliable and valid instrument to measure patient satisfaction in the ho!~ital setting. The 

Quality Initiatives Program of the Health Care Corporation of St. John's (HCCSJ) had 

developed Your Hospital Stay· A Survey for Patients & Families to measure patients' 

satisfaction. The content and fonnat of the generic inst~ment was based on an extensive 
I 

literature review and comments received.from the HCCSJ consumer feydback committee. 

Based on our previous research with the hemodialysis patient population, perceptions of 

the care provided by physicians, nurses, and allied health professionals, and the time 

spent by each of these provider groups to help them understand their illness and treatment 

requirements emerged as important aspects of patient satisfaction. Pennission was 

received from the Director of Quality Initiatives of the HCCSJ to modify the original 

instrument. Six items were added to the care/caregiver scale and pilot tested. Exploratory 

factor analysis revealed a seven-factor solution with strong internal consistency for each 

factor. The final version of the 36·item Patient Satisfaction Scale consisted of seven 

scales designed to evaluate the hospital admission process (pre-admission scale, regular 

admission scale, and emergency admission scale) and hospital stay (accommodations, 

care process, discharge planning and caregivers). 

Collectively, the three studies and five papers constitute a thesis that fonns the basis for 

an ongoing and future program of research into the testing of a theoretical model using 

structural equation modeling on the impact of health system change on provider 

outcomes. An offshoot of this research focused on employees (registered nurses, allied 

health professionals, management personnel and management support staff) work 

attitudes, perceptions of factors related to work absence and actual turnover in the largest 
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regional heaJth board (St. John's) in 2004. This was a preliminary ' ttempt to expand the 

conceptual model to include other provider outcomes. A manuscript on the findings is in 

progress. 

A major focus of the program of research and my subsequent doctor .. l research was the 

timely dissemination of the respective study findings and transfer of knowledge to the 

key stakeholders, decision-makers and policy makers to assist in research informed 

policy making. The results were disseminated to the intended audiences through the use 

of direct written (executive summaries and reports) and verbal communication with the 

Department of Health & Community Services, Regional Health Boards, and professional 

organizations, as well as through video-teleconferences. The dissemination process also 

included regional forums comprised of members of the research tcam and stakeholder 

representatives (health care system managers and senior administrators, senior executive 

government representatives and health policy makcrs, physicians and employees, 

professional associations and unions) to debate the methods, and discuss possible 

knowledge utilization that might arise as a result of the respective studies' findings. A 

number of media interviews were also conducted by the senior investigators throughout 

the larger program ofrescarch. Finally, traditional academic methods (publication in the 

form of ajournaJ supplement and presentations at national and international conferences) 

were also utilized as a medium for knowledge transfer. Dissemination activities 

continucd throughout the course of my doctoral studies. A detailed overview of the 

knowledge transfer activities related specifically to health care providers over the coursc 

of the program of research and during my doctoral research is presented in Appendix C. 
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CHAPTER 1 

Introduction and Overview 



1.1 Context of health system reform in Newfoundland and Labrador: Driving 

forces, options and policy implementation 

I 
Prior to the 1990s, regionalization of health services was not a driving force in the . 
development or management of provincial health care systems. 1 In the early 1990s, fiscal 

constraint partly attributable to cutbacks in federal government funding to the provinces 

for health and social services, and escalating costs particularly in relation to hospitals, 

drugs and health technology emerged as powerful driving forces for change within the 

Canadian health care system. Provinces considered a number of options, including 

regionalization of health services, to deal with the growing crisis in the organization and 

del ivery of health care. 

Regionalization of health services involves devolution of authority from the provincial 

level to appointed or elected boards responsible for the delivery of selected health care 

services and programs to a defined geographic area.! The primary goals of 

regionalization included: the containment of escalating hospital costs; increased 

efficiency and effectiveness; integrated care; and the provision of a system more 

responsive to the needs of the local population. 

In Newfoundland and Labrador (NL) in the late 1980s and early 1990s, a heavy reliance 

on institutional health care services was evident. Commissions and task forces were 

fonned to identify solutipns to this emergent problem. 3-4 Key factors identified by senior 



administrators and health department officials leading to the introduction of 

regionalization in NL included (1) forces external to the province, (2) forces within the 

province, but external to the health care system, and (3) forces withif the health care 

system itself.! Key informants in Neville et al.'s study also identifiid four key drivers for , 
system refonn: cost and financial constraints; perceived inefficiency within the existing 

system; support for decentralization nationally and internationally; and desire for more 

local control and innovation in the public sector within the province. The provincial 

government availed of a window of opportunity to refonn its health care system, 

primarily through its policy of reg iona liz at ion of health services under the auspice of 

regional health boards, a similar policy adopted by all Canadian provinces except 

Ontario. 

The implementation of the regionalization policy in NL resulted in the creation of six 

health care regions and fourteen health boards in 1995/96. 5 integrated boards responsible 

for acute care, long-term care and community care services were initiated in two regions 

(Labrador and Northern). in three regions (Western, Central East and Central West) acute 

care and long-tenn care were combined and were responsible to institutional boards, but 

separate community health boards were created. Three boards governing acute care 

institutions, long-tenn care institutions and community care, as well as one provincially 

focused board addressing the cancer treatment and research needs of the province were 

established in the SI. John 's region. In 1998, the scope of services provided by the 

community and integrated boards was expanded to include social services (child welfare, 



rehabilitation and corrections). The history of the evolution and implementation of 

regionalization in NL has been documented by Twells et al. 6 (see Appendix D) 

'/ 

The Health Care Corporation of8t. John's (BCCSJ) served a predominantly urban , 
population of 193,355 and also provided tertiary care for the province. In 1995, the Board 

and its senior administration developed a strategic plan to merge hospitals, a long-

standing and highly chargcd political issue, which involved implementing program 

management across hospitals to facilitate change, communicating the plan to employees 

and the public, and reducing the number of acute care institutions from nine to five by 

2000.7 Downsizing of management personnel and support staff, but not frontline workers, 

also occurred in the region. The other regional boards served a predominantly rural 

population, and similar to the 81. John's region experienced downsizing ofmanagcment 

personnel and support starr and restructuring, but were not exposed to the problems 

associated with hospital closures and mergers. 

1.2 Impetus for Conducting a Program of Research on Centralization and 

Aggregation of Health Services 

Due to the paucity ofinfonnation on the evaluation ofregionalization and amalgamation 

of hospitals at a local and national level, an evaluative program of research was designed 

to collect and analyse data on the impact of change on the acute care sector. The 

proposed evaluative program was similar to the system-wide approach taken by Ontario's 



hospitals in 1998, encompassing four dimensions: clinical use and outcomes; patient 

perceptions of hospitals; financial performance; and system integration and change. 8 The 

focus was on the acute care sector, as it was resp{)nsible for the '<ygest proportion ofthe 
, 

provincial health care budget. A major focus of this study was the evaluation of the 
I 

endeavours by the HCCSJ to aggregate acute care hospitals. Key stakeholders (Health 

Care Corporation, Department of Health and Community Services), in consultation with 

the Clinical Epidemiology Unit of the Faculty of Medicine, conceived the idea of 

devising an evaluative plan that could receive matched co-funding from the Canadian 

Health Services Research Foundation. Drs. Patrick Parfrey and Brendan Barrett took the 

lead to obtain the collaboration of the Chief Executive Officers of the other provincial 

health care boards. A grant was written by an interdisciplinary team of researchers, 

policy-makers, and decision-makers and submitted for funding. 

The overall study objectives were: 

1. to systematically capture and document changes in the health care system through 

historical analysis of health care delivery; 

2. to collect, analyse and interpret information related to the health care system on 

costs, utilization, efficiency, provider and patient outcomes, and quality of 

medical care; 

3. to disseminate the information collected to the various stakeholders, including 

hospital administration, regional board members, and the Provincial Ministry of 

Health and Community Services; 



4. to compare change within the St. John's region, as it experienced amalgamation 

of hospitals, with the regions outside S1. John's which had not been exposed to 

hospital mergers. 

1.3 Program of Research for Dissertatioll 

The second study objective of the larger program of research provided the basis for my 

doctoral work. Although provider and patient outcomes were given equal weight in the 

larger projcct, the attitudes and perceptions of health care providers was the primary 

focus of my dissertation research. This was because the database did not allow for 

examination ofpotential1inkages between provider and patient perceptions of health care 

quality. 

1.4 Original Conceptual Model 

The conceptual framework guiding the original program of research was the Conceptual 

Model of Behavioral Intentions (CMBI). The CMBI was based on an integrated causal 

model oftumover behavior9 and determinants and consequences of psychological 

contract violation. 10-12 Several factors were conjectured to influence behavioral intentions 

(intent to stay), including determinants (importance of reform, organizational culture and 

health care quality), covariates (intermediate outcomes of psychological contract 

violations, restructuring satisfaction, job satisfaction, and organizational commitment), 



and correlates (select personal characteristics and staffing issues). The covariates also 

served as mediators buffering the effects of detenninants and preceding covariates on 

outcome. Figure 1.1 illustrates the relationships between the majqr variables within the 

context of health system refonn. 
I 

Figurtl.I:ConceptUilIModdofBehavioI1l1Intcntions 

Source: Way, c., Gregory, D., Bam:t~ IJ., & Parfrcy, P.S. (1m). Conceptual Model ofBchaviorallnlcntions. St. 
lohn's:MerooriaIUnivCTStlyofNcwfoundland,FacullyofMedicinc 



Theoretical and empirical support exists in the literature for the hypothesized 

relationships among study vatiables. Common attributes of culture (team work, 

collaborative relations, leadership, quality ofwOJ;k life, communicationlinfonnation) are 
) 

considered important for creating conducive work environments 13-14 , positive provider 

I 
outcomes, quality patient care and optimal health outcomes. 13.15 A meta-analytical study 

found that positive perceptions of leadership behaviours and practices, organizational 

support, participatory style decision-making, justice, fairness , and leadership style 

increased trust in leadership.16 Other meta-analytic studies detennined that work 

environment and job characteristics are strongly associated with job satisfaction I7-18. 

There is also empirical support from meta-analytics studies for multiple correlates of 

commitment, including job and organizational characteristics Gob challenge and scope, 

autonomy, and centralization), group/leader relations and role states (role ambiguity, 

conflict, and overload). 19 Meta-analytic studies support the importance of diverse 

organizational culture factors for intent to leave.2o Finally, meta-analytic findings also 

support the strong association of trust to satisfaction, commitment and intent to quit l6, 

and satisfaction to commitment19 and intent to leavel 8. 

Several causal models have been proposed to explain how various factors impact nursing 

turnover. 9. IS. 21-23 Despite variant predictive factors most ofthese models depict a 

multidimensional, linear process incorporating detenninants Gob-related, work 

environment), intervening attitudes Gob satisfaction, organizational commilment), 



behavioural intentions (intent to stay/leave, etc.), and correlates (i.e., personal 

characteristics). As well, determinants are conjectured to exert direct effects on attitudes, 

and indirect effects on turnover intentions via attitudinaJ states. Trust, not normally a part -, ~ 

of the turnover models, is surfacing as an important predictor of~atisfaction, commitment 

and intent to stay. 11.12. 16.24 

Despite empirical support suggesting that RNs' are dissatisfied with the quality of 

nursing care in the aftermath of system restructuring 2S.37, less is known about factors 

influencing those perceptions. Few research studies have explored the linkages between 

RNs' perceptions of health care quality and work environment factors (autonomy, 

collaborative relations, communication, support, staffing levels, care delivery models) 26-

29,32·3),36.38-42 and trust in employer 29.30. 

1.5 Revised Conceptual Model 

Preliminary analyses of the data collected in 1999 and 2000 revealed connicting findings 

on the best predictors of behavioral intentions. As a result of these analyses and new 

insights gleaned from the research and theoretical literatures, we had to re-conceptualize 

our notions concerning the feasibility of focusing on one final outcome. Several 

modifications were made to the original CMBI. First, the feasibility of combining quality 

of care, safety issues and standards of care scales to form a composite score of perceived 

health care quality was confirmed by factor analysis. This step facilitated the inclusion of 



health care quality as a prominent outcome versus an antecedent of outcome. Second, the 

collaborative relations factor was treated as a detenninant as opposed to a covariate in the 

model. Third, factor analysis confinned the feasibility of combining emotional climate, 
-, ~ 

practice issues, and collaborative relations scales to generate oneOconstruct 
, 

(organizational culture). Finally, organizational commitment was treated as final outcome 

as opposed to an intennediate outcome in the revised model. 

Hierarchical regression analysis was chosen as the appropriate basis for identifying 

groups of predictors for subsequent model testing using path analysis and/or structural 

equation modeling. This work subsequently became the central focus of my doctoral 

research. 

The Model of Health Care Provider Outcome hypothesizes that detenninants (emotional 

climate, practice-related issues, and collaborative relations) exert direct effects on 

intermediate outcomes (trust in employer and job satisfaction) and outcome 

(organizational commitment, intent to stay and perceived health care quality). 

Intermediate outcomes exert direct effects on outcome and mediate the effects of culture. 

Finally, satisfaction mediates the effects of trust on commitment, intent and perceived 

quality. More positive perceptions of culture, greater trust and increased satisfaction are 

predictive of greater commitment and intent to stay and more positive perceptions of 

health care quality. Figure 1.2 illustrates the relationships between the major variables 

within the context of health system refonn that led to the research questions, the three 

studies and the five manuscripts. 

10 



The model was tested with several groups of health care providers. In the second and 

third studies, samples of registered nurses (RNs), the largest health care provider group, 

were used to test a model linking organizational-i:ulture factors to) trust and perceived 

health quality. This model was also tested with physician samples from the first and 

second studies, the group with the most comparable ratings to ru4s on perceptions of 

refonn impact. The RN samples from the second and third studies were also used to test 

a model linking organizational culture factors to trust, satisfaction and organizational 

commitment, and a model linking organizational culture to trust, satisfaction and intent to 

stay. These models were also tested with first-line mangers from the first and second 

studies. 

11 



Organizational 
Commitment 

Intent to Stay 

Perceived Health Care 
Quality 

Figure 1.2 Model of Health Care Provider Outcome 

12 



1,6 Research Questions 

The specific research Questions guiding the dissertation work were as follows: 

I. What are health care providers' perceptiops of the importance of refonn. 
) 

organizational culture (emotional climate of the workplac~, practice-related issues 
I 

and collaborative relations), health care quality (quality of care, safety, standards 

of care), work-related attitudes (trust in employer, job satisfaction, organizational 

commitment), and expressed likelihood of staying with current employers during 

and following health system refonn in NL? 

2. Are there significant intercorrelations among health care providers' ratings of 

organizational culture, trust in employer, job satisfaction, and the outcomes 

organizational commitment, intent to stay and perceived health care quality? 

3. What impact, if any, do demographic variables (personal characteristics, group 

membership and region) have on shaping provider perceptions of the impact of 

refonn on organizational culture and health are quality and provider work-related 

attitudes and behaviors? 

4. Are perceptions of culture (emotional climate, practice-related issues and 

collaborative relations) signi ficant independent predictors of outcomes? 

5. Does trust in employer and job satisfaction mediate the predictive power of 

13 



organizational culture for organizational commitment, intcnt to stay, and 

perceived health care quality? 

) 

6. Does job satisfaction mediate the predictive power of trust in employer for 

I 
organizational commitment, intent to stay, and perceived health care quality? 

The specific findings for each of the research questions are outlined as individual 

chapters in this dissertation. Chapters 2, 3, and 4 address research questions one to three. 

Chapters 5 and 6 address research questions four to six. 
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Objectives: To monitor changes in human resource indicators during six years of 

restructuring in Newfoundland and Labrador, and to measure providers' perceptions of 

refonn impact and attitudinal and behavioral reac.tions comparin& changes in the St. 
I 

Jolm's region, where hospital aggregation occurred, to other regidns. , 
Methods: Data on human resource indicators from 1995/96 to 2001102 were obtained 

and analyzed. The Employee Attitude Survey was sent to acute care staff(N = 5353) to 

assess perceptions ofrefonn impact on workplace conditions, work-related attitudes, 

turnover intentions, and personal characteristics. The response rate for 2000 and 2002 

was approximately 42% (n= 1222 and 1034, respectively). Only respondents to both 

surveys (n = 589) were used in the analysis. 

Results: Increases in average employee and full-time equivalent numbers occurred in the 

St. John's region, despite hospital closure and aggregation. Increases in staff dislocation 

and turnover were observed, but paid sick hours decreased. Sick leave and overtime costs 

increased. Although perceived workplace conditions, and attitudes and behaviors were 

generally negative, there was evidence of improvement over time, especially in St. 

John's. Fcw significant regional or provider group differences were observed on most 

study variables. 

Conclusions: Aggregation of hospitals in St. John 's did not lead to a decrease in 

employee counts, or deterioration in human resource indicators or attitudes. However, 

province-wide initiatives are needed to promote more positive work environments and 

increase organizational effectiveness. 
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Introduction 

The Canadian health care system is predominantly publicly funded, and provides 

universal coverage. Rising costs and declining fj.nancial resources pressured provincial 
. I 

governments, which are responsible for health care delivery, intolimplementing reforms 
, 

that could contain costs while maintaining high quality. Newfoundland and Labrador 

(NL) is a Canadian province with a declining population spread over a relatively large 

geographic area. Similar to other provinces, 1-2 a large portion of health care resources is 

spent on hospitals and affiliated institutions, with substantial amounts allocated to 

salaries. 3 

Similar to other Canadian provinces, 4-6 NL relied primarily on regionalization of health 

boards between 1994 and 1996 to rationalize services and promote system efficiency.7 

Regionalization led to the creation of six health regions and the formation of 14 health 

boards from approximately 60 hospital, community and long-term care health boards.8 

Most regions had separate community and institutional boards, except for the two 

northern regions of the province, where integrated boards were fonned from a merger of 

institutional and community health boards. The institutional boards were comprised of 

long-term care, health centres, hospitals and rehabilitation centers, with the exception of 

St. John's where the nursing home board remained a separate entity. 

The integrated and institutional boards outside St. John's serve a predominantly rural 

population. Consolidation oflocal boards and management structures resulted in 40%-
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I' 
50% reductions in management personnel.8 Although the number of acute care hospitals 

remained unchanged, acute care beds were reduced by 14.5% (i.e., 953 to 815) fTOm 1995 

to 2002. 

I 
Additional reform strategies (i.e. , downsizing, restructuring, reengineering, and 

institutional mergers and closures) were mostly concentrated in the 8t. John's region.7 

The Health Care Corporation ofSt. John's (HCCSJ), the largest provincial institutional 

board, serves a predominantly urban population totaling 200,000, 9 and is also the major 

provincial tertiary centre for several specialties. Over a five-year period (1995-2000), the 

HeeS} experienced organizational, clinical, and site integration,lO Although the number 

of acute care beds was reduced by 16.4% (i.e., 940 to 786) from 1995 to 2002, 

downsizing was limited to significant reductions in management and support staff (i.e., 

approximately 50% per group). 

There is limited empirical evidence to support the premise that the anticipated benefits 

(e.g., cost-containment, integration of services, and effectiveness of health care delivery) 

of devolved decision-making through regionalization have been achieved in Canada. s In 

contrast, there is a developing research base suggesting that restructuring of the health 

care system has had negative effects on health care providers (e.g., work-related attitudes, 

perceptions of the work environment, absenteeism, turnover). ]] A potential confounding 

variable in the current study, not referenced in other studies, was the presence of 

provincial labour unrest. The first survey of registered nurses occurred in 2000, 10 

23 



months after a provincial strike, during which they were legislated back to work. 

Provincial strike action was also taken by labfX-ray workers in 2000, hospital support 

workers in 2001 and physicians in 2002. The majpr issue in these strikes was the level of 
) 

compensation, although maintenance of employee numbers was :f secondary issue. 

This article presents data on staff outcomes in NL, during and shortly after acute care 

restructuring. One purpose was to monitor serial changes in human resource indicators 

(e.g., external hires, internal transfers, sick leave costs and hours). Another purpose was 

to monitor perceptions ofrefonn impact (i.e., emotional climate of the workplace, 

practice-related issues, and managerial and interdisciplinary relations), and attitudinal and 

behavioral reactions (i.e., job satisfaction, organizational commitment, trust in employers, 

and turnover intentions) in 2000, the peak period of worker dislocation in St. JOM'S, and 

2002 shortly after hospital aggregation was completed. A final purpose was to examine 

regional differences in provider outcomes, because it was hypothesized that the St. John's 

region, exposed to more extensive refonn, would have more negative outcomes than 

other regions. 

Metbods 

Procedure 

The Human Investigation Committee of the Faculty of Medicine, Memorial University of 

Newfoundland, approved the study protocoL Monitoring of key aspects of health care 

delivery in several regioQs ofNL was undertaken from 1995 to 2002. The evaluation 
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I' 
included human resource indicators and staITreactions (i.e., registered nurses [RNs], 

licensed practical nurses [LPNs], allied health professionals [AHPs], managers [MP] and 

physicians [MDs]). St. lohn's was compared with other regions on select indicators 
-, ) 

because the fonner region was exposed to substantial hospital cloture and aggregation. 

I 
Survey data were collected via mail-outs of confidential questionnaires to potential 

respondents' home addresses. Reminder letters were sent two weeks later. 

Data Collection Instruments 

Data collection instruments included audited reports from the Financial Services Division 

of the Department of Health and Community Services, 12 Annual Benchmarking Surveys 

of the Human Resources Benchmarking Network, 13-19 Human Resource Indicator 

Database, 20 and Employee Auitude Surveys. 

Human resource indicators 

Indicators selected for investigation included employee count, external hires, internal 

transfers, and sick hours per eligible employee. HCCSJ trends were compared with the 

national health sector average from 1996/97 to 2001102 and regions outside ofSt. John's 

for 2000/01 only. 
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Sick leave alld overtime costs 

Annual audited expenditures for acute care hospitals were obtained for 1995/96 to 

2000101 and analyzed by a health economist. The analysis focuse)d on determining sick 

leave and overtime costs as a percentage of regular work expenditures by provider group. 

Employee Attitude Survey (EAS) 

The EAS used standardized scales from the research literature, as well as researcher-

developed scales (see Appendix), to collect data on perceptions of health care reform 

impact on workplace conditions, work-related attitudes, behavioral intentions, and key 

personal characteristics. The Collaborative Relations (CS) scale, developed by Way and 

Gregory, assessed satisfaction with managerial and interdisciplinary relations following 

restructuring. 21 Two subscales of the Revised Impact of Health Care Reform Scale 

(RD-ICRS)2l examined perceptions of the emotional climate of the workplace and 

practice issues. The RfHCRS is a modified version of the Impact of Health Care Reform 

Scale (D-ICRS) used in surveys ofRNs by Wall and Pyne.23 The !HCRS was found to 

have good construct validity and fairly high internal consistency, as measured by 

Cronbach's alpha (i.e., 0.87-0.83 for the total scale).22-23 

Work-related attitudes and behavioral intentions were measured with several scales. A 

modified version of the General Job Satisfaction scale (GJS) of the Hackman and 

Oldman Job Diagnostic Survei4 measured overall job satisfaction. Commitment was 

assessed with Mowday et al. 's Organizational Commitment Questionnaire (OCQ).l S 
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The Intent to Stay scale (IS), adapted from Turnley and Feldman's Intent to Quit and Job 

Search Scales, 26 measured turnover intentions. Trust in employers was measured with 

Turnley and Feldman's Psychological Contract y'iolation (PCV) scaie.26 

) 
I 

Standardized measures examined personal characteristics (e.g., occupation, years of work 

in health care, years in current position, geographic region, gender, age, etc). 

Survey Sample 

For the initial survey (2000) and at follow-up (2002), the accessible population was 

restricted to health care staff either employed by, or affiliated with provincial acute care 

institutions. In 2000, stratified random samples of RNs and LPNs were selected from 

relevant association/council mailing lists. While a second stratified random sample of 

LPNs was selected at follow-up, the RNs sample was restricted to respondents from the 

2000 survey due to changes in the association's policy on release of names for research 

purposes. Initial and follow-up surveys were also adm inistered to the entire population of 

AHPs and MOs, and MP from three institutional boards (i.e., S1. John's and two outside 

boards). 

A total of9237 health care providers comprised the accessible population. Details on the 

inclusion criteria and the usc of power analysis techniques for sample selection are 

presented elsewhere.27 The response rate for 2000 and 2002 was approximately 42% (n= 

1222 and 1034, respectively). The number of respondents to both surveys was 589. 
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Dala Analysis 

Survey data were coded and entered into the Statistical Package for the Social Sciences 

(SPSS) for analysis. Analyses focused on time trends and inter- ard intra-regional 

differences. Frequencies and percentages were used to describe the sample's personal , 
characteristics. i tests assessed the comparability of responders in 1999/2000 and 

2001 /2002, with those responding at both time periods on key characteristics. Scale 

scores were summed and divided by the total number of items to determine scale means. 

Cronbach ' s alpha coefficients assessed the internal consistency of individual scales. 

Paired-samples 1- tests were used to assess changes in scale scores over time for the sub-

sample completing the survey at both time periods, and for each provider group. As well, 

independent-samples 1- tests were used to compare total responders with the 2000 and 

2002 surveys on major study variables. Due to the number of associations examined, 

findings were reported as significant ifthep value was < .01. Effect sizes for significant 

changes were calculated with Cohen's d statistic.28 Study results were the same whether 

the repeat sample or total samples at both time periods were used. Thus, the decision was 

made to present findings on the repeat sample only. 

Analysis of variance (ANOVA) tests were also used to identify group differences on 

scale scores at each time period. With unequal group sizes, the post-hoc Scheffe test 

investigated pairwise differences. Bivariate correlations were used to evaluate 

relationships anlOng major study variables. 
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I' 
Results 

Sample characteristics 

Table 2.1 summarizes demographic and work chwacteristics of responders to the first and 

second surveys, and the repeat sample. Tests of difference (i.e., J and t -tests) revealed 

I 
that the repeat sample was representative of the total responders at initial or follow-up 

only, on most characteristics, except position tenure and years ofwark experience. 

Respondents to both surveys were primarily female (71 %), were distributed equally 

between S1. John's and outside regions, averaged 44 years of age, had more than JO years 

ofwark experience, and had been in their current positions for more than five years. 

Repeaters were comprised of six provider groups: RNs (26.8%), MDs (26.5%), AHPs 

(19.9%), MP (I 5.8%), and LPNs (11 %). 
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Table 2.1 Demographic and Work Characteristics ofRespondents f n Years 2000, 2002, 
and those who responded in both 2000 and 2002. 

Responded Responded Responded at 
Yr 2000 Yr 2002 At both time 

(o~1222) (0 ~1034) periods 

%! (0 ~ 589) 
N % N N % 

Sex] 
Male 405 33.2 331 32.1 172 29.3 
Female 816 66.8 700 67.9 415 70.7 

Region l 

St. John's (urban) 592 48.5 496 48.3 292 49.8 
Outside St. John's (rural) 628 51.4 531 51.7 294 50.2 

Age (mean, sd)! 41.8 (9 .4) 43.5 (9.1) 43 .8 (8.9) 

Total Work ExperienceL 

~ 9 Years 2481 28.3 161 22.2 116 27.0 
10 to 19 years 294 33.6 244 33.7 160 37.2 
::: 20 years 333 38.1 319 44.1 154 35.8 

Current Position Tenurc2 

< 4 years 360::: 4\.2 231 32.0 171 39.9 
5 to 9 Years 225 25.7 213 29.5 120 28.0 

::: 10 years 289 33.1 279 38.6 138 32.2 

Years in Independent 
Practice3 

~ 10 years 115 34.7 105 34.4 44 28.2 
11 to 20 years 112 33.8 92 30.2 63 40.4 
> 20 years 104 31.4 108 35.4 49 31.4 

Years Practicing in NL3 

~ 10 years 134 39.9 138 44.8 53 34.2 
11 to 20 years 111 33.0 80 26 .0 60 38.7 
> 20 years 91 27.1 90 29.2 42 27.1 

Note: Numbers do not alwals add to total number of responders due to missing data. 
I RcpresentsTotal Sample; Excluding Physicians; Jphysicians Only. t p<.OOI 
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Human Resources Indicators 

Table 2.2 presents data on human resource indicators for the St. John's region during and 

following restructuring. The average number of employees at thc}HCCSJ increased 

steadily up to 1999/00 and stabilized in 2001/02. As well, an initial decrease in the 

average full-time equivalent count was followed by a steady increase up to 2000/01, 

before starting a downward trend in 2001/02. In its second year of operation (1996/97), 

the external hire rate for the HeeSJ almost doubled (i.c., 4.8% to 9.1 %), declined the 

following year, and increased again before declining in 2001102. The total hires ratio 

(i.e., sum of external hires and internal transfers as a proportion of employee counts) is 

reflective of major staff dislocation (i.e., 11 % in \996/97 to 34.8% in 1999/00, and 

declining to 15.7% in 2001/02). The large ratio in 1999/00 was mainly due to the internal 

job change of approximately 1100 of the 2198 RNs. The turnover rate (separations as a 

proportion of employee count) declined steadily for the first 3 years (i.e., 12.2% to 4.9%), 

but increased to 11.4% in 2000/01 before declining to 8%. Paid sick hours per eligible 

employee for the HCCSJ declined significantly between 1996/97 and 2001/02 (111.4 vs. 

86.9 hours). 

In 2000/01, after peak. dislocation in St. John's, the external hire rate, total hires ratio, and 

turnover rates for regions outside S1. John's were below HCCSJ levels (i.e., 9.3% vs. 

10.7%,21.8% vs. 25.7%, and 5.1 % vs. 11.4%). The average paid sick leave days per ful1-

time equivalent varied considerably between the S1. Jo1m's region and outside regions for 

2000/01 and 2001/02. In the St. John's region, the number of paid sick leave days 
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declined from 13.84 to 13.51. Comparatively, the number of paid sick leave days 

increased slightly from 16.26 to 16.32 in regions outside ofSt. John's (data not shown). 

) 

Table 2.2 Employee Count, External Hires, Internal Transfers, Thrnover and Employee 
Wellness Indicators for the St. John's region 

Indicator 1996197 1997198 1998199 1999100 2000101 

Employee Count 
Average employee 5888 6401 6541 6754 6757 
count 
Average Full~time 5304.88 5193.04 5661.91 5917.38 5998.89 
Equivalent Count 

External Hires 
Total # of external 284 583 525 735 721 
hires 
External Hire Rate 4.8 9.1 8.0 10.9 10.7 

Internal Transfers 
#Internal Transfers 370 997 834 1614 1016 
Internal Transfers to 56.6 63.1 61.4 68.7 58.5 
Total Hires Ratio 
Total Hires Ratio 11.1 24.7 20.8 34.8 25.7 

Turnover 
Turnover rate 12.2 10.0 4.3 4.9 11.4 

Employee Wellness 
Sick hours/per eligible 111.4 105.2 94.4 94.4 91.1 
employee 

Data Source: Report of the Annual Benchmarking Surveys (1996-2002) - Human 
Resources Benchmarking Network 
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I' 
Sick leave costs for the HCCSJ and regions outside St. John 's for 1995/96 and 2000/01 

are summarized in Table 2.3. For the HeCS], sick leave costs increased slightly for RNs 

and AHPs, decreased for hospital support worker~ and remained stable for MP. 
) 

Comparatively, increases in sick leave costs for regions outside orst. lohn's were similar . 
to the HeCS] for AHPs, but much higher for RNs. As well, outside regions experienced 

substantial increases for hospital support workers, but decreases for MP. 

Table 2.3 also presents comparative data on overtime costs for the HCCSJ, and outside 

regions. Overtime costs increased for all provider groups in both regions, but were 

greater for RNs. As well, these costs increased more markedly for the HeCS] than 

outside regions, except for MP which were similar across regions. 

Table 2.3 Sick Leave and Overtime Costs as a % of Regular Work Expenditures 

Absolute change in 
1995/96 2000/01 % 

Group 
St. John's I Other 81. John's I Other St. John's 

Sick Leave 
HSW* 9.6 8.7 8.0 12.1 -1.6 
RN 7.8 7.5 8.8 10.8 + 1.0 
AHP 3.0 2.6 3.9 3.8 +0.9 
MP 2.9 3.4 2.8 2.5 -0.1 

Overtime 
HSW* 2.4 1.5 7.1 3.9 +4.7 
RN 2.9 1.7 10.8 7.1 +7.9 
AHP 1.7 1.1 5.1 2.4 +3.4 
MP 0.9 0.5 3.4 3.0 +2.5 
HSW - Hospital Support Worker (*Includes Licensed Practical Nurses), RN ­
Registered Nurse; AHP = Allied Health Professionals; l\.1P = Management. 
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Workplace Conditions and Attitudes 

Table 2.4 presents descriptive statistics for the repeat sample, and each provider group. 

For both time periods, most respondents were con.cemed about the negative impact of 
. ) 

refonn on the emotional climate of the workplace (e.g., stress due1.o increased job . 
demands, less respect and recognition, less supportive co-workers, etc.), practice issues 

(i.e., less staff-management communication, decision latitude, and continuing education 

opportunities), and managerial and interdisciplinary relations (e.g., less visible and 

accessible managers, more time spent on connict). Despite feeling satisfied with their 

jobs, most respondents were distrustful of employers' willingness to fulfil commitments 

made upon hiring, had poor organizational commitment scores, and were unsure about 

staying with current employers. 

Few statistically significant differences were observed across provider groups; however, 

there were a number of noteworthy trends. At baseline. RNs were more negative, and 

MP more positive about workplace conditions than other groups. Similar findings were 

observed for work-related attitudes, except job satisfaction (i.e., greatest for LPNs). 

AHPs were least likely and LPNs most likely to stay with current employers. 

At follow-up, LPNs and MDs were most negative about the emotional climate of the 

workplace and practice issues, respectively. and MP the most positive. MDs were more 

negative, and AHP more positive about managerial and interdisciplinary relations than 

other groups. LPNs had become less satisfied with their jobs, MDs less committed to 
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organizations, and RNs and MDs less trustful of employers than other groups. MP had 

the most positive attitudes (i.e., more satisfied, committed, and trustful). Finally, AHPs 

were the least likely, and LPNs the most likely, t9 stay with current employers. 
. I , 

, 
T.blt U Workplace Condition and Work Attitude Soores in those who responded at both time periods (2000 and 2002) by 
Health Care Provider Group 

Midpoint All Groupst AHP* LPNt RN* MP' MOt 
orualt (N=589) (0= 117) (n=65) (0= 158) (n=93) (n= I56) 

2000 2002 2000 2(HP '000 2002 2000 2002 2000 '002 2000 2002 
WorkplmConditions 

Emotional 3.5 2.73 2.85 t 2.83 JOlt 2.62 2.54 2.54 2.82 :1: 2.90 3.48 :1: 2.90 2.89 
Climate (.86) (.97) (.81) (.84) (.84) (.85) (.94) (1.04) (.84) (.83) (.760 (1.00) 

Practice Issues 3.5 3.11 l15 l15 314 3.04 2.93 2.89 3.09 4.09 4.11 l05 2.90 
(1.14) (1.20) (1.07) (1.02) (UI) (1.29) (1.13) (116) (.73) (.67) (1.07) (1.24) 

Collaborati\'e 3.5 101 l24 t 123 ).50 t 3.34 3.25 2.82 3.23 :1: _. _. 1[0 3.00 
Relations (1.19) (1.21) (1.10) (1.11) (\.26) (\.25) (1.22) (114) (1.16) (1.20) 

Work Atti tudcs 
Job Satisfaction 4 4.60 4.65 4.66 4.84 4.97 4.53 4.27 4.57 4.76 4.81 4.64 4.54 

(U8) (US) (1.17) (1.08) (1.20) (1.42) (1.47) (Ll9) (U6) (1.22) (1.46) (1.50) 

Organiutional 4 3.94 3.98 ).91 4.1\6 4.11 3.99 3.51 3.71 5.03 4.98 165 156 
Commitment (LlS) (Ll9) (1.08) (1.1\6) (1.26) (Ll2) (\18) (1.42) (\.22) (\.24) (Ll6) (1.43) 

Intent to Stay 3 3.36 3.42 liS 319 3.12 3.14 319 3.32 3.40 3.57 3.43 3.39 
(.94) (.97) (.90) (.94) (.81) (.78) (.96) (1.03) (.86) (.85) (1.02) (1.05) 

Trust in 3 2.S[ 2.92 :1: 2.82 2.90 2.71 2.86 2.65 2.81 t 3.09 l26 t 2.85 2.81 
Emp[oyer (.63) (.64) (.51) (.61) (.61) (.48) (.58) (.61) (.60) (.61) (.75) (.72) 

~(tc, AHP A1hed Hcallh I'rofrniooal, LPN Licmsed Practical Nuno:, RN ReglSlCrtd ~ur:se; MP Management 1'erwnncI. MO Docter 
~,Rqmtd r.ignificam IC'/ds refertor.ignifiClllt change!! ol'tftirnc::' p < .01 ; I P < ,001 
t Weigbted mean and standard deviation scores are reponed. 
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t' 
Change over Time in Workplace Conditions and Attitudes 

By 2002, significant improvements were observed in perceptions of the emotional 

climate (p < 0.01). managerial and interdisciplinary relations (p < 0.01), and trust in 
-, -, 

employers (p < 0.001) for the total sample. However, only AHPsi(p < 0.01), RNs (p < 

I 
0.001), and MP (p < 0.001) had more positive perceptions of the emotional climate. As 

well, only AHPs (p <0.01) and RNs (p <0.001) were more satisfied with managerial and 

interdisciplinary relations, and only RNs and MP became more trustful of employers (p < 

0.01). Job satisfaction levels declined for LPNs (p = 0.01), but increased for RNs (p = 

0.01). No significant differences were noted on any variables for LPNs and MDs. 

Moderate to strong, positive intercorrelations were observed among both the workplace 

condition variables and attitudelbehavior variables. In addition, moderate to strong, 

positive associations were noled between workplace condition and attitudelbehavior 

variables (data not shown). The strength and magnitude of all associations improved 

with time, especially within St. John's. 

Change Over Time by Region 

Significant improvements occurred in the emotional climate (p < 0.001), managerial and 

interdisciplinary relations (p < 0.01), and trust in employers (p < 0.01) in the St. John's 

region over time (Table 2.5). Comparatively, only trust in employers (p < 0.01) 

improved in outside regions. 
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There were few significant inter-regional differences. At baseline, respondents in St. 

John's were less inclined to stay (p < 0.001), and less trustful of employers (p < 0.01) 

than their counterparts from other regions. At follow-up, differences in intent to stay 
-, I 

failed to reach statistical significance, but respondents within St. John's remained less 

I 
trustful of employers (p < 0.01). Although respondents from St. John's were more 

positive about practice issues than those from outside regions, this difference only 

reached statistical significance at follow-up (p < 0.01). 

T.bltZ.5 Change Over Time in Health Cart Pro~ider's Perteplions of Wort Conditions and Wor1c Attitudes by Region 

Midpoint SLJoh'J" O.tsidfSLJo~I'J" 

or$l:llr (1"'292) (m=294) 
2000 2002 [fred pl'fllue 2000 2002 [rrHI pVllillt 

Silt, Jilt , 
Workpll(tConditioaJ 

EmotiooalClimate 15 2.78 2.99 * .(1.11 .000 2,69 2.80 ~.06 .034 
(.86) (1.01) (.86) (.93) 

Practice Issues 15 3.23 3.32 ~04 .206 2,97 2.98 ~.004 939 
(1.12) (1.22) (US) (1.18) 

Collaborath'e Jj 3.05 3.281 .(1.10 .002 108 3.20 .(I.OS "5 
Relations' (1.17) (1.22) (1.21) (1.2 1) 

WorkAllitudu 
Job Satisfaction 4.46 4.61 ~.06 .052 4.74 4.69 t{l.02 .46' 

(1.4J) (1.30) (1.34) (1.40) 

Organizational 3.8J 3.88 ·0.03 217 4.08 4.08 .979 
Commitment (1.32) (1.38) (1.37) (1.41) 

IntrnttoStay J12 3.33 ~.06 .037 3.52 J.S2 .983 
(.89) (.97) (.97) (.97) 

Trust in Employer l7S 2.8st .(1.08 .001 2.88 2.99t .(1.03 004 
(.58) (.62) (.66) (.6S) 

·MuoccnKllut:tudcd_NruRcponcd"""1icwIewI ... rtr"'''''''1icw....,., ..... u .. 'p<OI.l p < ,1XI1 
N"'" .. \Io'.,&blt<I ...... """SbIIIWd~.,;oa:s .... ftflO'\<'d..H"""'K(ftS'dIr:<;IlIIOftpo$lb ... llbhlob 
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Discussion 

Strategic decisions made in NL by various governments and health care boards have 

transformed the work life of acute care providers... Similar to other Canadian provinces, 
) 

6,29·31 the acute care sector in NL has been subjected to realignmetJt and reallocation of 
I 

resources following aggregation of institutional boards and hospitals, and downsizing of 

middle management and support staff in most regions. In S1. John's, closure of one acute 

care hospital and hospital aggregation resulted in substantial dislocation of frontline 

workers, especially nursing staff, as in other provinces.29• 30, 32, 33 In contrast to other 

provinces,6,29-J l,JJ.J5 no concomitant reductions occurred in the number of front-line 

workers or skill-mix ratios, 

A slight decline in paid sick hours was observed between 2000 and 2001 in the S1. John's 

region, However, these numbers were consistently above the national health sector 

average by approximately 20 per year, D.20 Counter to the current study findings on the St. 

John's region, Cummings and Estabrooks,! 1 following a systematic review of the 

literature on the effects of hospital restructuring on health care providers, reported that 

increases in work absences had occurred, with the most notable increases attributed to 

nursing staff who had changed work units, 

In NL, workplace conditions were perceived as less than desirable by all provider groups 

during the two-year study period, as were their attitudes and behaviors, Possible 

contributing factors could include province-wide labour unrest, restructuring efforts in all 
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I' 
regions, and performance and efficiency issues at the boardlgoverrunent interface (e.g., 

government-mandated operational reviews, problems with recruitment and retention of 

CEOs, political baUles within regions to prevent.Qospital closure, etc.). An additional 
) 

factor could be the increasing trends observed in the average length of stay, and resource 
j 

intensity weights for the acute care sector in 2000/01.36 These findings appear to support 

front-line staff's concerns about increasing workload and demands (i.e., caring for sicker 

and a more complex mix of patients). 

Study results provide support for the assumption that health care providers working in 

current environments of change have adverse reactions to their workplace, and have 

already become radicalized, as shown by widespread strike action. Provider groups 

across all regions were experiencing such work pressures as limited control over practice 

and participation in decision·making, poor organizational climates, and conflictual 

relations with management and other disciplines. Although ratings of the emotional 

climate of the workplace and work relations showed marginal gains overtime, they still 

remaincd in the low range. 

There is evidence from other Canadian provinces that acute care providers perceive their 

work environments to be severely compromised by restructuring initiatives. Several 

researchers 32,37--4S have found support for a negative climate (e.g., increased job demands 

and stress, low morale and burnout, less encouragement and recognition, increased 

frustration, less satisfact(on with quality of work life, etc.). There is also support for 
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negative perceptions ofrefonn impact on practice (e.g., decreased contro l, less 

opportunity for participation in decision·making, less opportunity for professional 

development, etc.).32,37.38,4144.46 Finally, poorer f'ltings are typically given to collaborative 
. I 

and supportive relations with management and co·workers folloWing restructuring.37, 38, 

4144,46 

Despite being reasonably satisfied with their jobs, most staff groups who had low 

organizational commitment, were distrustful of employers, and were uncertain about 

staying with current employers. Several Canadian researchers reported a decline in job 

satisfaction,33.38.39.41.44-46 organizational loyalty and commitment,J2,37,41,42,45,47,48 and trust 

levels following restructuring.J2,)7,41,48,49 In all, three Canadian studies were identified 

that reported on turnover intentions following restructuring. While Aiken et aJ. J8 found 

that slightly less than 20% of hospital nurses surveyed in Ontario, Alberta, and British 

Columbia were planning to leave, this percentage increased to 30% for those under 30 

years of age. In a three· year follow·up of hospital nurses in Ontario, Burke40 found that 

20% had either left nursing, or were working elsewhere. Zboril·Benson34 found that 

about 42% of their sample of nurses working in acute and long·term care in 

Saskatchewan was seriously considering leaving the profession. 

Study findings failed to support the hypothesis that providers in St. John's exposed to 

more substantial restructuring would react more negatively than their counterparts from 

other regions. Comparatively, Laschinger et aJ.46 found that urban tertiary care nurses in 
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Ontario were more satisfied with their jobs, but had less autonomy, less control over their 

practice, and poorer collaborative relations with physicians than their rural counterparts. 

The similarity in providers' perceptions and reactions inside and outside 5t. John's during 

restructuring, with noted improvements in some cases for 5t. John's, suggests that 

measures implemented to buffer the impact of hospital closure and aggregation may have 

been effective. Some of these measures included a publicly presented strategic plan for 

aggregation, implementation of programme-based management, tacit support from all 

stakeholders, and a decision not to downsize the front-line workforce. The last measure 

meant that, as hospital beds were reduced, front-line workers were reallocated to other 

growing programmes (e.g., cardiac care, dialysis, research, etc.). The economic 

consequence of this decision was that acute care costs, heavily innuenced by employee 

numbers and wage increases, continued to rise above the growth rate of several 

macroeconomic indicators (e.g., gross domestic product, total personal income, total 

provincial government revenues, etc.).8 

It is also possible that the uncertainty associated with regionalization, modest 

restructuring measures and downsizing of management in regions outside St. John's, 

engendered similar reactions to changes in S1. John's. Nonetheless, our St. John's data 

indicate that hospital closure and substantial hospital aggregation occurred without the 

expected deterioration in employee perceptions, attitudes and behaviors. The strong 

association observed between workplace conditions and attitudeslbehaviors suggests that 
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opportunities exist to develop imaginative programmes to improve the emotional climate 

of the workplace, relations and organizational commitment, and reduce sick leave costs. 

There is empirical support for an association between more positive perceptions of 
-, ) 

workplace conditions and greater job satisfaction,39,42.46,47.49.s1 commitment,32,39.42,47 and 

trust in employers.48 

The data reported here are subject to a number of limitations. It is not possible to attribute 

cause and effect to restructuring initiatives due to lhe absence of baseline data on most 

provider outcomes prior to system changes. The presence of restructuring pressures in 

the comparison region probably contributed to the minimal differences observed in 

providers' perceptions, attitudes, and behaviors across regions. The low response rates 

limit the generalizability of the findings. Only short-tenn impacts of restructuring were 

measured; therefore, further improvements are possible from change strategies initiated 

in St. John's. Finally, self-reported measures are subject to response bias, and potential 

collaboration between respondents at the same site and in the same union. 

Conclusion 

During acute care restructuring initiatives in NL, most survey respondents had negative 

feelings about workplace conditions, low levels of organizational commitment and trust 

in employers, and ambivalent feelings about staying with current employers. On the 

positive side, most respondents were satisfied with their jobs, and improvements 
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following restructuring were noted on several variables, especially perceptions of the 

emotional climate of the workplace and collaborative relations. 

) 

It was anticipated that staff in St. John's, the largest region with tlte most extensive 
, 

reforms and greatest dislocation of workers, would show greater negativity than those in 

other regions. Study findings failed to support this conjecture and imply that change 

strategies implemented prevented deterioration in attitudes and behavior. Furthermore, 

although sick leave hours in NL are high in comparison to the national average, the 

steady decline in the St. John's region could be attributed to strategic intClVcntions. 

In considering how the results ofthe currcnt study CQuld be used for policy-making 

purposes, the findings may help provide a greater understanding of, and appreciation for, 

the impact reform initiatives can have on health care providers. Employees' perceptions 

of the work environment and reactions to organizational change have important 

implications for health status, job performance, productivity, and sick leave usage, as 

well as ultimately for organizational outcomes (e.g., selVice quality, efficiency, costs, 

etc.). The challenge will be to improve the emotional climate of the workplace, together 

with organizational commitment, at a time when radicalization of the workforce may 

have already occurred in response to planned restructuring. A key factoring in the 

successful implementation of change strategies is the recognition and acknowledgement 

that each provider group has its own ethos. It is critical that each group's readiness for, 

and acceptance of, change is evaluated before change is implemented, taking into 
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I' 
consideration that human and organizational behavior are the most difficult 

transfonnations to bring about Importantly, involvement of health care professional [sic] 

prior to, during, and after health care restructuril'!~ together with open and transparent 
. I 

sharing ofinfonnation throughout the change process are necessary to buffer the impact 

ofrefonns. 
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Appendix 
Psycbometric Properties of Employee Attitude Surveys 

Scale 

Workplace 
Conditions 

Alpba 
2000 & 2002 

Content 

Emotional 0.71 & 0.80 The seven-item emotional climate scale was used to assess key 
Climate aspects of the work environment: frustrating, motivating, 

challenging, appreciative, relations, morale and supportive. In 
a repeat survey of the Way study sample,22 Way and Gregory 
assessed the psychometric properties of the RlHCRS.21 This 
version was found to have strong internal consistency (i.e., 
alpha of 0.87 for overall scale, and subscale ranges between 
0.60 and 0.82). Factor analysis reinforced the scale's construct 
validity, with items loading on six factors representing 
theoretical meaningful clusters (i.e., importance of refonns, 
emotional climate, practice issues, quality of care, safety 
concems and standards). 

Practice 0.75 & 0.79 The four-item practice issues scale of the RlliCRS measured 
Issues perceived control over practice, access to educational services, 

and involvement in workplace problem identification and 
resolution. 

Collaborative 0.88 & 0.88 The five-item CR scale assessed satisfaction with the visibility 
Relations and accessibility of management, communication with 
(CR) management, interdisciplinary approaches to care, and time 

spent dealing with interdisciplinary conflicts since 
restructuring. In a pilot test of the CR in 1999, Way and 
Gregory reported good construct validity (i.e., a one-factor 
solution, with 69.14% of the total variance explained) and 
strong internal consistency (0.89).21 
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Scale 

Workplace 
AttitudesIBehaviors 

Alpha 
2000 & 2002 

General Job 0.80 & 0.83 
Satisfaction (GJS) 

Organizational 0.92 & 0.93 
Commitment 
Questionnaire (OCQ) 

Intent to Stay (IS) 0.76 & 0.79 

Psychological 0.75 & 0.78 
Contract Violation 
(PCV) 

Content 

) 
The three-item GJS scale assessed overall job 
satisfaction. Scale reliabilitier are reported to be ~ 0.76. 
In a 1999 pilot study with a repeat sample of nurses, 
Way and Gregory reported good internal consistency (V 
= 0.78).21 

The nine-item OCQ assessed overall commitment to an 
organization. Alpha coefficients range from 0.84 to 
0.90.25 Pilot study data supported high internal 
consistency ('1 = 0.92). 

This scale assessed the likelihood of staying with 
present employers, potential for leaving if another job 
opportunity surfaced and search efforts fo r another job. 
Turn ley and Feldman reported high internal consistency 
for the IS scale (a = 0.92) .26 Pilot study data supported 
a one-factor solution and good internal consistency (V = 

0.73). 

Psychological contracts are generally defined as a set of 
implied obligations existing between the employee and 
the employer. When these contracts are violated, 
employees' sense of trust in employers is compromised. 
The PCV assessed how well and how often 
organizations fulfilled original implied commitments, 
and how well rewards match what was promised or 
expected. Turnley and Feldman reported high internal 
consistency for the pev (a = 0.86).26 Pilot study data 
supported a one-factor solution and good internal 
consistency (0.75). 
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Objectives: To monitor changes in providers' perceptions of health care quality and the 

importance of health refonn, as well as patients' satisfaction with services during and two 

years after restructuring, comparing the region of-the province that was restructured (St. 
. I 

John's) with those regions in which hospitals were not aggregated. 
, 

Methods: The Employee Attitude Survey questionnaire was sent to acute care providers 

(N ~ 5353) to assess personal characteristics and perceptions of the impact ofrefonn on 

workplace conditions, work-related attitudes and turnover intentions. The response rate 

for 2000 and 2002 was 42% (n~ 1222 and 1034, respectively). Only respondents in both 

surveys (n == 589) were used in the analysis because study results were the same for both 

the repeat sample and total samples. A Patient Satisfaction Survey questionnaire was 

administered to patients discharged from acute care facilities in 2000 (n = 1741) and 2002 

(n =: 704). Response rates were 82.5 % and 90.2 %, respectively. 

Results: Most providers felt, at both time periods, that restructuring of the health care 

system was a positive step, but felt that health care quality was low. In the St. John's 

region, perceptions of quality and standards of care improved over timc. Patients were 

extremely satisfied with the admission process and hospital stay at both time periods in 

St. John's. However, satisfaction declined in 2002 in regions outside St. John's. 

Conclusions: Aggregation of acute care hospitals is possible without adverse effects on 

providers' perceptions of health care quality or patient satisfaction. 
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Introduction 

There is no empirical evidence that restructuring improves the quality of health care in 

the acute care sector. A province-wide plan was4eveloped to evaluate the impact of 

acute care restructuring in Newfoundland and Labrador (NL) frorh 1995 to 2002. A full 
I 

description of the changes in NL has been presented elsewhere. 1,2 Several objective and 

subjective indicators were used to monitor the outcomes. This paper focuses on patients' 

and providers ' perceptions of care quality. Another paper focuses on objective evidence 

obtained from extensive medical chart audits and other indicators of care quality. 3 

Subjective evaluations of quality have less credence than objective measures, especially 

when appraising the impact of extensive system reforms. However, patients' 

expectations about hospital care and ratings of actual care received while hospitalized are 

important indicators ofheallh care quality."·7 The consistently high positive evaluations 

obtained from patient surveys 7-10 coupled with limited to no change in gross quality 

indicators (e.g., access, mortality, re-admission rates, etc.) 11-15 have been prescribed as 

evidence that the health care system can be subjected to extensive reform without having 

negative repercussions for quality outcomes. 

Restructuring of the acute care system and greater emphasis on efficiency and 

effectiveness has made it more difficult for health care providers to deliver the care 

necessary to meet patients' needs. 7, 16-22 While some argue that providers' perceptions 
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are important indicators of quality,6 others view such perceptions as suspect due to their 

potentially self-serving nature. 23 

) 

One purpose of the current analysis was to monitor providers ' petteptions of the , 
importance of health care refonn and its impact on the quality of care, standards of care 

and safety in 2000, the peak period of worker dislocation in S1. John's, and 2002 after 

completion of hospital aggregation. A second purpose was to monitor patients' 

satisfaction with their admission process and hospital stay (accommodations, care 

process, care received from health care providers, and preparation for discharge) during 

these time periods. A final purpose was to examine regional differences in providers' 

and patients' perceptions. It was hypothesized that the S1. John 's region, exposed to more 

extensive refoll11 and aggregation of hospitals, would have more negative perceptions 

than other regions. 

Methods 

The Human Investigation Committee of the Faculty of Medicine, Memorial University of 

Newfoundland, approved the study protocol. Employee survey data were collected via 

mail-outs of confidential questionnaires to health care providers' home addresses. 

Reminder letters were sent two weeks later. 

Patient satisfaction data were collected 2-3 weeks post-hospital discharge via telephone 

surveys. Research assistants or clinical managers identified patients who met the 
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inclusion criteria and provided them with infonnation about the study following hospital 

admission. Patients who were willing to participatc in the study completed and signed a 

standardized postcard, which was returned to a PWlel of four trained telephone 
. I 

interviewers. ~ 

Data Collection Instruments 

Employee attitude survey (EAS). The EAS was used to collect data on perceptions 

of health care refonn, the perceived impact of restructuring on health care quality and key 

personal characteristics (see Appendix H). Three subscales of the Revised Impact of 

Health Care Refonn Scale (RTHCRS) examined perceptions of quality of care, standards 

of care and safety. Items were rated on a six-point scale, ranging from I (strongly 

disagree) to 6 (strongly agree), with higher scores indicative of more positive attitudes. 

The RlHCRS is a modified version of the Impact of Health Care Refonn Scale (lHCRS) 

used in surveys of registered nurses.24.25 The IHCRS was found to have good construct 

validity and internal consistency as measured by Cronbach's alpha (0.87 and 0.83 for the 

total scale). 

Standardized measures examined personal characteristics (occupation, years of work 

experience in health care, years in current position, geographic region, sex and age). 
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I' 
Patient satisfaction survey (PSS). The PSS was derived from Your Hospital Stay - A 

Survey for Patients & Families. 26 The conlent and fannat of the generic instrument was 

based on an extensive literature review and coml!!.ents received from the Health Care 
) 

Corporation orSt John's (HeeSJ) consumer feedback committee, Permission was 

, 
received from the Director of Quality Initiatives of the HCCSJ to modify the instrument 

for the current study. 

A pilot test of the modified instrument was undertaken at the HCCSJ (n = 236) in March 

and April 2000. Exploratory factor analysis revealed a seven-factor solution with strong 

internal consistency for each of these factors. The final version of the 36-item PSS 

consisted of seven scales designed to evaluate the hospital admission process (pre-

admission scale, regular admission scale, and emergency admission scale) and hospital 

stay (accommodations, care process, discharge planning and caregivers) (see Appendix 

H). Items are rated on five-point scale, ranging from I (very satisfied) to 5 (very 

dissatisfied). The scale steps were reverse scored prior to data entry, with higher scores 

indicative of greater satisfaction. 

Study findings from the larger sample indicated that the PSS had good construct validity 

and fairly high internal consistency for most scales for 2000 and 2002 (average 

Cronbach's alpha of 0.79 and 0.90, respectively). The high internal consistency for the 

hospital stay scales may be due to the clustering of ratings in the satisfied and very 

satisfied scale steps. 
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Sample 
.' , 

Provider sample. Health care providers consisted of all registered nurses (RNs), licensed 

practical nurses (LPNs), and allied health profess\onais CARPs) working in acute care 
) 

settings, management personnel (MF) from three institutional boirds (St. John's and two 
I 

outside boards) and all doctors CMOs) employed in the province. The accessible 

population had to meet the following inclusion criteria: name recorded on an updated 

mailing list of the professional governing body/counciUinstitutional boardllicensure 

board, and a willingness to participate. A total of9237 health care providers comprised 

the accessible population. 

In 2000 and 2002, 2893 and 2460 questionnaires, respectively, were mailed out. There 

were responses from 42% (1222 and 1034, respectively). Table 3.1 provides the 

breakdown for each provider group for each study year. 

Due to the relatively small size of the accessible population for AHP, MDs, and MP 

(Table 3.1) and the low response rates, the decision was made to survey the entire 

populations of these providers at both time periods. In 2000, a total of271 AHPs,337 

MDs and 197 MP returned completed questionnaires, resulting in response rates of 

60.6%,35.9%, and 57.6%, respectively. In 2002,149 AHPs, 309 MDs and 169 MP 

responded, giving response rates of 41 %,32.9%, and 47.7%, respectively. The final 

sample sizes were within the desired range, as determined by power analysis for bivariate 

correlation tests and tests of difference with medium effect sizes.27 
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In 2000, the total accessible population for RNs and LPNs was 3583 and 1091, 

respectively. A proportionate stratified random stlmple was used to select samples of 
) 

RNs (n = 327) and LPNs (n = 256) from each region of the providce. From experience of 

poor response rates, the decision was made to double the sample sizes for the RNs and 

LPNs. A total of223 RNs and 194 LPNs returned completed questionnaires, resulting in 

response rates of34.l% and 37.8%, respectively. 

In 2002, the RN sample was restricted to those responding to the 2000 survey due to 

changes in the association's policy on release of names for research purposes. The 

accessible population was reduced to 214. The total number of respondents was 158, 

resulting in a 73.8% response rate. 

A second proportionate stratified random sample of LPNs by region was selected for the 

2002 survey from the accessible population (n = 1173). Based on power analysis, the 

required sample size was 298, but this was again doubled. A total or249 completed 

surveys were available for data analysis, resulting in a 42.7% response rate. The number 

of completed surveys was lower than the desired amount, but adequate for data analysis. 
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I' 
Table 3.1. Summary data on the 2000 and 2002 accessible population, mail outs and 
response rates for each provider group for 2000 and 2002. 

Croup Year Accessible Number of Number of Response 
Population Mail outs Responses Rate 

RN 2000 3,583 654 2~3 34.1 
2002 214 ~58 73.8 

LPN 2000 1,091 512 J,94 37.8 
2002 1,173 583 249 42.7 

AHP 2000 447 447 271 60.6 
2002 363 363 149 41.0 

MD 2000 938 938 337 35.9 
2002 937 944 309 32.9 

MP 2000 342 342 197 57.6 
2002 356 356 169 47.7 

RN, registered nurse; LPN, licensed practical nurse; AHP, allied health professional; 
MD, doctor; MP, management personnel. 

Patients 'sample. For the patients' satisfaction survey, the accessible population was 

restricted to adult patients using one study site within and one outside of S1. John's during 

the data collection time frames. Study participants had to meet the following inclusion 

criteria: greater than or equal to 16 years of age; not admitted to ICu/CCU, psychiatry or 

palliative care areas; not confused, hard of hearing, or temlinally ill; did not previously 

participate in the swvey during a different admission; not on isolation precautions; able 

to understand and speak English; and telephone number available. 

All patients admitted to hospital during the study periods in 2000 were 2960 and 1444 in 

2002. Following application of the exclusion criteria, the accessible populations were 

1741 in 2000 and 704 in 2002. Response rates were 82.5% and 90.2%, respectively. 
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Data Analysis 

Survey data were coded and entered into the Statistical Package for the Social Sciences 

(SPSS) for analysis. Analyses focused on time-r~lated trends and inter- and intra-
. I 

regional differences. Frequencies and percentages were used to ~scribe providers' and 

patients' sample characteristics. Scale scores for both the EAS and the PSS were 

summed and divided by the total number of items to detennine scale means. Cronbach's 

alpha coefficients assessed the internal consistency of individual scales. 

Provider sample. l tests assessed the comparability of responders in 2000 and 

2002 with those responding at both time periods on key characteristics. Paired-samples t-

tests were used to assess changes in scale scores over time for the total repeat sample 

completing the survey at both time periods, and for provider groups. Independent-

samples I-tests were used to compare total responders for each time period on major 

study variables. Due to the number of associations examined, findings were reported as 

significant if the p value was < 0.01. Effect sizes for significant changes were calculated 

with Cohen's d statistic. 24 Study results were the same whether the repeat sample or total 

samples at both time periods were used. Thus, the decision was made to present findings 

on the repeat sample only. The sample responding at both time periods totalled 589 or 

11% of the total. 

Analysis of variance (ANOVA) tests were used to identify group differences on scale 

scores at each time period. With unequal group sizes, the post hoc SchefTe test 
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I' 
investigated pairwise differences. Bivariate correlations were used to evaluate 

relationships among major study variables. 

'/ 
Patient sample. The i statistic and independent I-test were used where appropriate to 

, 
assess the comparability of responders in 2000 and 2002 on key characteristics. Given 

the use of non-probability sampling techniques and cross-sectional samples at both time 

periods, independent I-tests were used to assess changes in satisfaction scores between 

the two time periods. 

Results 

Provider Sample Characteristics 

A description of the personal and work characteristics of those who responded only to the 

first, only to the second, and to both surveys has been reported.28 The repeat sample was 

representative of respondents at each time period, except for position tenure and years of 

work experience. Due to the absence of published data on most provider groups, we were 

unable to determine the representativeness of the final samples to the various accessible 

populations. 

Respondents to both surveys were primarily female (71 %), were distributed equally 

between S1. John's and other regions, averaged 44 years of age, had more than 10 years 

of work experience, and had been in their current positions for more than five years. The 

repeat sample consisted of 158 registered nurses, 156 medical doctors, 117 allied health 
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professionals, 93 management personnel and 65 licensed practical nurses. RNs comprised 

27% of the sample, MDs 26%, AHPs20%, MP 16%, and LPNs 11%. 

Importance of Reform and Health Care Quality , 
Mean scores and standard deviations for the repeat sample and each provider group are 

presented in Table 3.2. For both 2000 and 2002, the majority of providers felt that 

restructuring of the health care system was a positive step. They supported importance of 

refonns and movement to community-based care, appreciated professional challenges, 

and felt empowered to be active participanls. Despite this, scores of overall health care 

quality were low in both surveys. Providers were concerned about the unreasonable 

access to services and inadequate resources for providing comfort or meeting patients' 

emotional/psychosocial and basic care needs. Although there were concerns about 

patients' safety (i.e., insufficient stafTto provide safe care, and inadequate discharge 

preparation and access to community resources following hospital discharge), most 

providers felt procedures were being perfonned in a safe and competent manner and that 

the necessary physical resources were available to provide safe care. Providers were also 

concerned about the low standards of care in their institutions. While in-service 

education on new policies and procedures werc believed to be sufficient, most providers 

believed that patients were at increased risk for potential hann due to increased job 

demands, and found it necessary to lower professional standards due to increased 

demands, sicker patients, and shortened lengths of stay. 
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I' 
While most provider groups had similar perceptions about the importance ofrefonn and 

health care quality. several differences should be highlighted. In 2000, MP and LPNs 

were significantly more positive about the quality of patient care and safety measures 
, ) 

than other groups. In 2002, although similar findings were observed for safety, only MP 

I 
continued to be more positive about quality orpatient care than other groups. In 2000, 

MP viewed standards of care more positively than AHPs and RNs, whereas MDs were 

more positive than RNs. In 2002, only MP held significantly more positive views about 

standards of care than other groups. 

Finally, the importance of reform was significantly linked with all health care quality 

indicators (p < 0.01). Although the associations were in the low range, the findings 

indicated that greater perceived importance of reform was associated with more positive 

views of quality, safety and standards. 
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Table 3.2. Provider perceptions of the importance of health care refonn and of health care quality during and two years after 
restructuring. 

Midpoint All Groups AHP LPN RN MP MD 
ofSealc· (0 ~ 589) (n ~ 117) (0 ~ 65) (0 ~ 158) (n ~93) (n ~ 156) 

2000 2002 2000 2002 2000 2002 2000 2002 2000 2002 2000 2002 
Importance of 3.5 4.19 4.19 4.17 4.24 3.91 3.79 4.08 4.14 4.82 4.69 4.07 4.10 
Reform (.87) (.85) (.77) (.82) (.93) (.98) (.83) (.82) (.72) (.70) (.86) (.82) 

$ 
Health Care Quality 

3.5 2.82 2.92t 2.59 2.72 3.12 3.00 2.61 2.89t 3.35 3.63t 2.76 2.63 
(1.00) (.97) (.86) (.82) (.84) (.84) (.92) (.93) (1.11) (.98) (1.02) (.96) 

Safety Issues 3.5 3.26 3.37t 3.01 3.14 3.73 3.66 3.20 3.47; 3.61 ;1.94 3.21 3.14 
(.91) (.91) (.83) (.79) (.86) (1.01) (.86) (.91) (.72) (.60) (.99) (.92) 

Standards of 3.5 3.09 3.17 2.99 3.00 3.17 2.90 2.86 3.12t 3.59 3.91 3.25 3.23 
Care (1.05) (.99) (.91) (.83) (1.04) (1.05) (1.05) (.97) (1.16) (.97) (1.05) (.98) 

*Weighted mean and standard deviation scores are reported. Scores range from I to 6, with higher scores reflecting more positive 3ltihldes. Reported 
significant levels refer to significant changes over time:' p < 0.01; t p < 0.001. AHP, allied health professional; LPN, licensed practical nurse; RN, 
registered nurse; MP, management persollllel; MD, doctor. 



Changes over time 

Perceptions of quality of patients' care (p < 0.01) and safety (p < 0.01) improved 

sign ificantly for the repeat sample between 2000-and 2002. Perc)'tions of AHPs, LPNs 

and MDs did not differ significantly over time. In contrast, RNs ~ad sign ificant ly more 
I 

positive perceptions of quality, safety, and standards, and MP was more positive about 

quality. 

Regional differences 

Table 3.3 summarizes regional results. While all health care quality indicators showed 

improvement over time in the S1. John's region, only safety issues achieved statistical 

significance at the cutoff level (p < 0.01). No significant changes were obselVed in any 

of the study variables in regions outside ofS1. John's. 

Few significant inter-regional differences were obselVed in either 2000 or 2002. 

Although the importance of reform approached significance in 2000, it only achieved 

statistical significance in 2002, with respondents in St. John's sign ificantly more positive 

than their counterparts from other regions. 
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Table 3.3. Change in perceptions of the importance ofrefonn and health care quality for 
the repeat sample between 2000 and 2002: S1. John 's and other regions. 

St. John's region Other regions 
{n~:Z921 {n"'2941 

Midpoint 2000 2002 P Cohen's Effect 2OQO 2002 P Cohen's 
of scale- vulue d Sizer , l'u/ue d 

Importance 3.5 4.29 4.30 923 -0.01 -0.01 4.09 4.10 .834 ·0.01 
of Reform ( .84) (,82) (.88) (.86) 

Health Care Quality 
Quality 3.5 2.80 2.93 .019 -0. 13 -0.06 2.82 2.91 .122 ·0.09 
of Care (1.01 ) (1.00) (.99) (.95) 

Safety 3.5 3.22 3.37t .004 -0.08 -0.16 3.27 3.33 .271 -0.03 
Issues (.9\) (.92) (.92) (.96) 

Standards 3.5 3.09 3.27 .022 -0.08 -0.15 3.04 3.06 856 -0.02 
of Care (1.09) (1.01) (.99) (.93) 

*Weighted mean and standard deviation scores are reported, with higher scores reflecting 
more positive attitudes; tp < .01 

Parients' Sample Characteristics 

Respondents were predominantly women at both time periods (61 %) and predominantly 

admitted to an acute care facility in the St. John's region (73% in 2000 and 69% in 2002) 

(Table 3.4). The percentage of respondents admitted to hospital through an emergency 

room was similar in both time periods (46% and 48%). The mean age was 51.7 (SO ± 

18.8) in 2000 and 52.1 (SO ± 19.2) in 2002. While l and (-tests revealed no significant 

differences based on gender or age, there were significantly more pre-admissions (29% 

vs 37%) and less regular admissions in 2002 (15%) than in 2000 (36%). 
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Table 3.4 Characteristics of patient sample in 2000 and 2002 

2000 2002 

Characteristic % % 

Male 559 38.9 246 38.7 
Female 877 61.1 389 61.3 

Regioll of 
Admissioll 1050 73.1 437 68.8 

St. John's 386 26.9 198 31.2 
OutsideSt. 

John's 

Type of Admission 
Pre- 411 28.7 234 36.9 

admission 362 36.2 95 15.0 
Regular 661 46.1 305 48.1 
Emergency 

The sample size varies as a function of missing data. The sample size for respondents 
was 1436 in 2000 and 635 in 2002. 

Patient Satisfaction Levels 

The content in this section summarizes the findings on patient satisfaction with the 

hospital admission process and hospital stay. Comparatively, the care process and 

caregivers received the highest ratings, while accommodations and the admission process 

received the lowest ratings (Table 3.5). Satisfaction ratings did not vary by age or sex. 

For both 2000 and 2002, respondents reported a high level of satisfaction with the 

admission process. Most respondents in 2000 (91 %) and 2002 (95%) were satisfied or 

very satisfied with the care received in the pre-admission clinic. Most respondents in 

2000 (86%) and 2002 (97%) were also satisfied or very satisfied with the care received 
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during regular admission. Most (90% in 2000 and 92% in 20020 were very satisfied with 

the care received from the emergency room staff. 

Most survey respondents were generally satisfied with their hospital stay in 2000 and , 
2002. Specifically, the majority ofrespondcnts in 2000 (79%) and 2002 (85%) were 

satisfied or very satisfied with hospital accommodations (i.e., infonnation received on 

room and floor features, as well as such aspects as privacy, cleanliness, noise level, 

temperature, etc.). Nearly all reported high levels of satisfaction with the care received 

while hospitalized (i.e., concern and respect shown for patients and families, infonnation 

provided about the illness, tests and treatments, answers to questions, participation in 

decision-making about their care, the plan of care, staff's willingness to involve 

family/friends in the care process, respect for privacy and personal infonnation, and 

assistance with meals and getting around). Most respondents in 2000 (94%) and 2002 

(95%) also reported high levels of satisfaction with the care provided by nurses, 

physicians, and allied health professionals, and the time spent by each provider group in 

promoting understanding of illness and treatment requirements. Although only about 5% 

expressed dissatisfaction with the time spent by nurses and other caregivers, II % -14% 

expressed dissatisfaction with the time spent by physicians. Finally, most respondents in 

2000 (93%) and 2002 (96%) were highly satisfied with their level of preparation for 

hospital discharge (Le. , infonnation about medications and appointments, care required at 

home, and available community services; personal and family preparation on care 
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requirements at home; and time spent on discharge planning, as well as arrangements 

made for hospital). 

, 
Table 3.5. Patient perceptions of admission process and hospital1tay for 2000 and 2002: 
St. John's region versus other regions. 

2000 2002 

Tolal St. Outside Total St. Outside 
(N=1436) John's (n=386) p- (N z 635) John's (n"'198) p-value 

(n=1050) value (n=437) 
(SD) (SD) (SD mean (SD) 

{SD} {SD} 
Admi.\·.\'ion Process 

Pre-admission 4.57 4.55 4.65 4.34 4.47 4.09 
(.55) (.55) (.53) NS (.50) (.53) (.30) P - .0000 

Regular 4.62 4.61 4.64 NS 4.40 4.50 4.00 P - .0000 
Admission (.59) (.59) (.59) (.57) (.60) (.000) 

Emergency 4.54 4.50 4.64 p '" .006 4.40 4.57 4.05 p =.0000 
Admission (.64) (.67) (.56) (.58) (.53) (.50) 
Hospital Stay 
Accommodations 4.30 4.29 4.32 4.16 4.22 4.05 

(.88) (.89) (.85) NS (.95) (1.01) (.79) NS 

Care Process 4.73 4.74 4.72 NS 4.70 4.77 4.54 P - .0000 
(.52) (.52) (.49) (.53) (.51) (.54) 

Caregivers 4.75 4.75 4.74 NS 4.61 4.66 4.35 p - .OOI 
(.49) (.50) (.45) (.49) (.45) (.55) 

Discharge 4.67 4.68 4.65 NS 4.57 4.66 4.39 p= .0000 
Planning (.66) (.68) (.64) (.62) (.62) (.57) 

Weighted mean and standard deviation scores are reported. Scores range from 1 to 5, 
with higher scores refl ecting more positive attitudes; NS, not significant. 
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Changes over time and regional differences 

Table 5 also summarizes the regional data (S1. John's vs. elsewhere) for the two time 

periods. While there were no significant differences in respondents' satisfaction with any 

admission type (i.e., pre, regular or emergency) in S1: John's between/2000 and 2002, , 
satisfaction levels were significantly lower in other regions (p < O.OOp. Satisfaction 

ratings of all scale items tended to be lower in 2002 (50 % -70 % shift in ratings from 

very satisfied to satisfied). 

Although no regional differences were observed with the pre-admission and regular 

admission processes in 2000, respondents in S1. John's were significantly more satisfied 

with both admission types (p < 0.001) than their counterparts in other regions in 2002. In 

contrast, respondents in S1. John's were significantly less satisfied with the emergency 

admission process than their counterparts in other regions in 2000 (p < 0.01), but were 

significantly more satisfied than respondents in other regions in 2002 (p < 0.001). 

Similar to the admission process, respondents to the 2002 survey in the S1. John's region 

did not differ from those responding to the 2000 survey on any of the hospital stay 

variables. In contrast, respondents from outside regions were significantly less satisfied 

with hospital accommodations, the care process, caregivers and preparation for discharge 

in 2002 than in 2000 (p < 0.001). This difference was due to the reduced tendency to 

give very satisfied ratings in 2002. 
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In 2000, respondents' satisfaction with hospital stay was comparable between the two 

regions. In contrast, respondents in St. John's were significantly more satisfied with 

hospital accommodations, the care process, caregivers and preparation for discharge than 

their counterparts in other regions in 2002. 

Discussion 

Ahhough most respondents from each provider group supported the importance of 

system reforms over the study period, their perceptions of health care quality were low. It 

is likely that this is a result of restructuring because the serial evaluation of nurses over a 

longer time frame supports such a concJusion.29 Staff at a large teaching hospital in 

Ontario generally agreed that organizational changes were needed in the pre-restructuring 

period, but were concerned about health care quality during and following system 

changes.3o 

Acute care providers in NL believe that their ability to provide quality services has been 

compromised, in part, because system reforms (e.g., re-engineering, reductions in support 

and management personnel, bed closures, mergers) have altered the nature of the work 

environment, shortened lengths of stay and increased inpatient acuity levels. Front-line 

workers, especially nursing staff, from other Canadian provinces have expressed similar 

concerns. 1.1 6- IS, 2<J..21 Job change, bumping, staff reductions and altered skill mix coupled 

with increased patient severity and complexity were highlighted as key factors 

contributing to decreased quality. 1,16.17,21,31032 Similar to the current study's findings, 
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providers report having less time available for meeting patients' b41c and 

psychosociaVemotional care needs. 16-19 

In the current study, providers reported being less ablt to maintain work and professional , 
standards. Several Canadian researchers 17.18.20,21 found that nurses perceived health care 

quality to be generally sufficient to maintain professional standards, but were concerned 

about having to lower standards under certain circumstances (e.g., workload demands, 

job change, acuity levels of patients, shortened lengths of stay). Similar to the current 

study's findings, there is evidence to support the belief that the competence and abilities 

of staff and doctors are being maintained at acceptable levels. 16.18,22 In contrast, some 

providers feel that patient safety is at increased risk due to the perceived inadequacy of 

hospital-based physical and human resources, 7.16,17,21 patients' and families' preparation 

for hospital discharge, 7.16 and community resources, especially with earlier discharge of 

sicker patients. 21 

Despite significant improvements in perceptions of quality and safety issues for the total 

sample over time, only the difference in nurses' scores achieved statistical significance 

on all indicators. Regionally, a significant improvement in safety was only noted in the 

S1. John's region. A three-year follow-up of front-line workers and supervisors employed 

by a large teaching hospital undergoing merger and re-engineering of services in Ontario 

closely parallels the situation confronting providers in the S1. John's region of the current 

study.22 Significant declines were observed in staff perceptions of certain quality 
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indicators (quality of care, hospital's commitment to quality impr1Vement, stafT's ability 

to deal with medical emergencies, and overall quality of hospital care and services) but 

not others (staff competence, and learning and research environments). In contrast, in a 

three-year follow-up study of nurses in Ontario, limIted improvemen~ in perceptions of , 
reduced hospital functioning and lower quality of patient care since rjestructuring were 

found. 33 

Although providers' and patients' perceptions are considered important outcomes, 

discrepancies often exist in how individuals providing care and those receiving it view 

quality. 2J,J4.J~ In contrast to the generally low ratings ofheahh care quality by provider 

groups in the current study, patients were very positive about the quality of care received 

during their hospital slay. Two Canadian studies provide some support for the current 

study's findings. 1.8 Despite being quite satisfied with the overall care received while 

hospitalized, patients in both of these studies were dissatisfied with discharge preparation 

and the post-discharge period. In addition, providers felt that the integration of admission 

and discharge services had improved access but improvements were needed in 

communication, efficiency, and discharge screening, among others. 8 Lynam et at. found 

that most providers believed that system refonns (e.g., changes in organizational 

structures, workforce reduction, focus on clinical efficiency) coupled with increased 

patient acuity taxed their ability to maintain optimal care quality. 7 
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In the current study, most patients were satisfied or very satisfied '1ith the admission 

process and discharge planning, with discharge rated significantly higher than admission 

in 2000 and 2002. In contrast, Hadjistavaropoulos et af. reported that patients were 

moderately satisfied with admission and discharge, with satisfaction ~tings slightly 

higher for admission. 8 Three Canadian studies addressed patient sati~action with . 
specific aspects of discharge planning. Similar to the current study's findings, two found 

that patients 55 years of age and older, discharged from acute care settings in NL and 

Quebec, respectively, reported high levels of satisfaction with arrangements made for 

their return home. 36.37 In contrast, patient satisfaction with hospital discharge preparation 

in Ontario for 2000 and 2002 was considerably lower. 1o 

In the current study, there were no significant differences in satisfaction levels between 

the two time periods in the St. John's region. Similar findings have been reported 

elsewhere. lO However, significant decreases were observed in admission and discharge 

ratings over time for other regions, with time spent waiting to be admitted from the 

emergency room the greatest source of dissatisfaction. In contrast, while 

Hadjistavaropoulos et aJ. reported no change in satisfaction levels or admission 

timeliness, patients were dissatisfied with early and inadequate preparation for 

discharge. g 

With most patients satisfied or very satisfied with care and caregivers in the current 

study, this suggests that patients place equal value on providers' communication style, 
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infonnation sharing, tangible support, competence, and time spenf providing infonnation 

and promoting understanding. Patients elsewhere have also rated the quality of care 

received during hospitalization from good to excellent. 8· 10 Patient ratings of the care 

process did not change over time in the current study; however, a sliljht decrease was , 
observed in Ontario after two years of improvement. 10 Although a s!gnificant decline 

was noted in patients' satisfaction with all caregivers in regions outside St. John's, 

patients in Ontario were slightly less satisfied with the quality of care received from 

nurses and other caregivers, but remained satisfied with physicians. 10 

Finally, although only minimal regional differences were noted in satisfaction levels in 

2000, patients in the St. lohn's region were significantly more satisfied with the 

admission process and hospital stay in 2002 than those in other regions. The observed 

differences were primarily due to the greater decline in satisfaction levels outside ofSt. 

John's over time. In contrast, Ontario's residents reported comparable levels of 

satisfaction with community hospitals and major tertiary care centres in both 2000 and 

2002. 10 

The study had a number of limitations. It is not possible to attribute cause and effect to 

restructuring initiatives due to the absence of baseline data on providers' outcomes prior 

to system changes. A second study limitation relates to the low response rates for the 

providers' sUIVeys which may limit the representativeness of the findings. The use or 

stratified random sampling and/or the total sample, as well as a repeated measures design, 
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partially compensates for this. A third limitation is that self-rep01~d measures are 

inherently subjective, and collaboration between respondents at the same site and in the 

same union may have occulTed. Furthermore, the use of telephone surveys may result in 

patients being less likely to report dissatisfaction wlien asked about t~e care received , 
during hospitalization compared with a mailed questionnaire, which raintains 

anonymity. Finally, only short-term impacts of restructuring were measured; therefore, 

further improvements are possible from change strategies taken in SI. John's. 

In conclusion, although acute care restructuring in NL did not result in cost control, 3 

there was no impact on objective indicators of care quality. The high patient satisfaction 

scores obtained provide support for ability of the acute care sector to maintain acceptable 

levels of quality, despite substantial restructuring. 

An entirely different picture of health care quality was derived from provider perceptions. 

To understand the perception oflow quality from the viewpoint ofNL providers, it is 

imperative that one recognizes that there were significant reductions in management 

layers, bed closures, and institutional closures, and there were high levels ofintemal 

transfers between institutions, departments, and units, especially in the St. John's region 

where aggregation of hospitals occurred. 

The similarities of scores by providers in St. John's and other regions in 2000, and the 

improvement noted for St. John's during the early post-restructuring period, suggest that 
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major restructuring of acute care hospitals is feasible without atteJIant deterioration in 

providers' perceptions. As well, the observed increases in dissatisfaction ratings in other 

regions emphasize the importance of continuing this kind of analysis within and between 

regions. 

The current study findings highlight the disparity between health care providers' and 

patients' views' about the quality of care. A couple of factors could be responsible for 

these differences. First, patients may be reluctanllo report dissatisfaction for fear of 

reprisals on subsequent or future care. Second, providers recognize gaps based on 

professional standards that are not immediately obvious to patients. Thus, these two 

groups are using a different conceptual definition for quality of care. For example, patient 

satisfaction surveys monitoring quality of care tend to focus on the caring and supportive 

aspects (informational, tangible and emotional), while surveys of providers' perceptions 

focus more on professional standards, safety issues, and the adequacy of human and 

physical resources. 

There are a number of policy implications arising from the current study's findings. First, 

policy formulations must focus on a collaborative multidisciplinary approach to the 

delivery of health care. Second, hospital administration needs more empirical evidence 

linking providers' perceptions of diminished quality of care to patient outcomes (e.g., 

adverse effects, medical errors) prior to the formulation and implementation of any health 

policies directed at this issue. Therefore, continuous surveillance of patients' and 
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providers' perceptions is imperative in order to explore the potentt~ linkage of 

professional practice to patients' outcomes. Third, it could be argued that as patients 

become more well-infonned about balanced report cards, outcomes and complication 

rates, more direct questions should be posed related"fo their perceive4 level of and 
I 

satisfaction with the quality of clinical care (e.g., received the correc~ medication, correct 

diagnosis and/or treatment). 
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Appendix 

Scale 

RlHCRS 

Alpha 
2000 & 2002 

I' 
Content 

In a repeat survey of the Way Ji study sample, Chubbs assessed the 
psychometric properties of the RIHCRS,J9 This version was found to 
have strong internal consistency (i.e., alpha of 0.87 for overall scale, 
and subscale ranges between 0.60 and 0,82). F,actor analysis 
reinforced the scale's construct validity, with it~ms loading on six 
factors representing theoretical meaningful c1u~ters (i.e., importance of 
reforms, emOlional climate, practice issues, qUflity of care, safety 
concerns and standards). 

Importance of 0,71 & 0.80 This four-item scale assessed the perceived importance ofprovincial 
reform restructuring and community-based care trends, professional 

challenges and motivation to facil itate an important role for ones 
profession, 

Health Care Quality 
Quality of Care 0,71 & 0 .80 This four-item scale assessed perceptions about patient access 10 

services since restructuring, resource adequacy for ensuring comfort 
and meeting emotionaVpsychosocial needs, and adequacy of personnel 
to meet basic care needs. 

Standards of 0.75 & 0 .79 This four-item scale measured perceived potential for patient harm due 
Care to workplace stress/demands and inadequate information on new 

policies/procedures, and ability to meet professional care standards 
regarding workload demands, acuity levels, and ALOS. 

Safety Issues 0.88 & 0.88 This five-item scale assessed perceptions about the adequacy of 
discharge preparation for patients/families, safety and competency 
issues in procedure performance, adequacy of physical and human 
resources to provide safe care, and adequacy of conununity resources 
for patients followi ng hospital discharge. 
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Scale Alpba 
2000 & 2002 

Patient Satisfaction 

I Hospital Stay 

Accomodations Scale 0.59 & 0 .96 

Caregivers Scale 0.83 & 0.87 

Care Process Scale 0.92 & 0.98 

Discharge Planning 0.93 & .97 
Scale 

" Hospital admission 
Pre-Admission Scale 0.69 & 0.81 

Regular Admission 0.85 & 0.87 
Scale 

Emergency Admission 0.75 & 0.86 
Scale 

I' 
Content 

The two-item Accommodations Scale measured satisfaction 
with information provided about the room (e.g., telephone, 
TV) and floor (e.g., location of the qJiet room) features, and 
overall accommodations (e.g., privacy, cleanliness, noise 
level, temperature), 

This six-item scale assessed satisfaction with the care 
provided by physicians, nurses and allied heailh 
professionals, as well as the time spent to facilitate 
understanding of illness and treatment requirements. 

This nine·item scale assessed satisfaction with concern and 
respect for patient and family/visitors, information given 
about the illness and treatment, answers to ques tions, plans of 
care, participation in decision~making, involvement of 
family/friends in care, respect for privacy and personal 
infonnation, and assistance with ADLs. 

This siJ[-item scale assessed satisfaction wi th infomliltion 
provided about the care required at home, medications and 
appointments, and avai lable community services. Additional 
items addressed satisfaction with self and family preparation 
for care required at home, the amount of time devoted to 
discharge planning, and arrangements made for hospital 
discharge. 

A four-item scale measuring satisfaction with being admitted 
on the same day as the surgery/test, total length of time spent 
in the pre-admission clinic, and the infonnation provided on 
the procedure and Advanced Health Care Directives. 

This four-item scale assessed satisfaction with eJ[planations 
about the admitting process, sensitivity of admitting stalTto 
personal needs and need for privacy, and the time spent in the 
admitting department. 

A five-item scale assessing satisfaction with the concern 
shown by staff, treatment given, infonnation provided to 
family members, and provisions made for family presence. 
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Abstract 

Objectives: To monitor changes in registered nurses' perceptions of the impact of seven 

years of health care restructuring in Newfoundl3[.ld and Labrador (NL) and to measure . ) 

attitudinal and behavioral reactions over four years comparing the St. John's region, 

I 
where hospital aggregation occurred, to other regions of the province. 

Me/hods: Data were collected on acute care nurses' personal characteristics and 

perceptions of the importance of reform and its impact on workplace conditions and 

health care quality in 1995, 1999, 2000, and 2002. Nurses' attitudes and intentions were 

monitored across three time periods (i.e. , 1999,2000, and 2002). 

Results: Perceived workplace conditions and health care quality, as well as attitudes and 

behaviors were generally negative. However, there was some improvement over time. 

The temporal sequence of scores suggests that restructuring had an adverse impact on 

nurses ' attitudes. Few significant regional differences were observed. 

Conclusions. Although health services restructuring had an adverse impact on nurses' 

attitudes, aggregation of hospitals in St. John's was achieved without further 

deterioration. Provincial wide initiatives are needed to promote more positive work 

environments and increase the organizational effectiveness. 
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Introduction 

Concerns about inequitable access to health care and escalating costs have been the major 

driving forces propelling transformation of the Canadian health care system for the past 
" ) 

15 years. Regionalization of health services, by amalgamating sOL'erallocal health boards 

and centralizing authority under one regional board, was envision/ed as a popular strategy 

for facilitating integration and coordination of health care delivery, controlling costs and 

improving service quality. I) Besides regionalization, Canadian hospitals have used such 

strategies as downsizing, restructuring, re-engineering and mergers.2-4 

In the province of Newfoundland and Labrador (NL), there was a reduction in the 

number of boards in the six health care regions, integration of acute and long-term care 

except in the 51. John's region, and 40%-50% reductions in management positions and 

support personncl between 1994 and 1996. In five of the six regions, administration of 

separate facilities was replaced with a functionally oriented system and multidisciplinary 

teams. The resulting cost savings were re-directed to expand frontline services to help 

maintain quality.s 

The 51. John's region, the largest employer of nurses in the province, has had the most 

pervasive health care reforms. Besides regionaiization, hospitals have undergone 

downsizing, restructuring, re-engineering, closure and merger of facilities. Tertiary and 

secondary care facilities were incorporated under the authority of the Health Care 

Corporation ofSt. John's (HCCSJ) with complete integration of administrative and 
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support services. In April 1996, the HCCSJ eliminated the traditional departmental 

structure and integrated clinical services under a programme-based management structure 

(i.e., clinical and support services re-organized in~o 16 programmes), resulting in 
) 

significant changes in managerial roles and responsibilities. A prQressional practice 

model was also implemented to facilitate decentralized, collaborative decision-making. 

Additional initiatives (including Nursing Peer Support Group, Nursing Professional 

Practice Framework, Corporate Professional Practice Committee and Nurse's Quality of 

Worklife Team) were implemented to support nurses and facilitate nursing input into 

issues affecting practice and the work environment.s Finally, closure of one adult acute 

care hospital and integration of its services with the two remaining acute care hospitals 

resulted in a huge dislocation of about 50% of nursing staff. 

Many of the refonn initiatives have had direct and indirect implications for registered 

nurses (RNs) working in NL. Labour unrest dominated the provincial scene in 1999. A 

nurses' strike in April ended with the passage of Bill 3, which removed the 

Newfoundland and Labrador Nurses Union's (NLNU) right to binding arbitration and 

imposed a collective agreement. The NLNU issued 'Code of Conduct' guidelines to its 

members dealing with the elimination of non-nursing duties. In May 1999, the 

government announced several initiatives to help reduce nurses' workload: increase the 

availability of existing support staff; hire more support staff; and convert a number of 

casual positions (n = 340) to pennanent positions. Following months of negotiations 

between representatives from the NLNU and government, an agreement was also reached 
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t' 
on classification issues in August of 2000 and government monies allocated to support 

the recruitment and retention of new graduate nurses. 

) 

Successful achievement of the objectives of health care reform riquires meaningful 
, 

consultation with and involvement of all provider groups at each stage of the process. 

The past decade has seen a proliferation of studies and reports addressing the problems 

generated by refonn initiatives. There is a developing research base on the negative 

repercussions experienced by RNs in terms of workplace conditions, health care quality, 

satisfaction with managerial and interdisciplinary relations, general job satisfaction, 

organizational commitment levels, trust in employers, and intentions to remain with 

current employers.6-1J Concerns have been raised that the negative impact of reform on 

employee attitudes and behaviors may decrease the effectiveness and efficiency of 

organizations.1,11,14,IS 

The current study is part of a larger project to examine the implications of reform for 

acute care organizations in NL. This paper has four objectives: 

to examine how RNs perceived the impact of health care reform in acute care; 

to assess RN outcomes such as trust in employers, general job satisfaction, 

organizational commitment, and likelihood of staying with current employers; 

• to monitor changes in perceptions and outcome over seven years with a focus on 

within· and between·regional differences; 
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to examine the associations between perceptions of reform impact and provider 

outcomes. 

Methods 

Four sUlVeys ofRNs working in the NL health care system were conducted at key 

periods in the reform process (1995, 1999,2000, and 2002). Although the 1995 study 

included a survey ofRNs working in all health care sectors, the 2000 study was restricted 

to those working in acute care. The 1999 and 2002 studies were repeat surveys of 

respondents to the 1995 and 2000 studies, respectively. A notable strength of the current 

study was the use of two repeated-measures designs as opposed to a series of cross­

sectional designs. 

Procedure 

In 1995, the professional regulatory body for RNs in the province, the Association of 

Registered Nurses of Newfoundland and Labrador (ARNNL), commissioned a study to 

generate a database on attitudes toward health care reform. This was at the start of 

regionalization, but prior to managerial restructuring and rationalization of services. 

Questionnaires were sent to a random sample and reminders were mailed four weeks 

later. To maintain anonymity and confidentiality, questionnaires did not include any 

identifying information about respondents. Return envelopes were coded to correspond 

with the mailing list to allow tracking by region. 
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For subsequent surveys, data collection commenced following ethical approval from the 

Human Investigation Committee, Faculty of Medicine, Memorial University of 

Newfoundland. In the 1999 study, the ARNNL supported and facilitated data collection 
) 

by cross referencing the 1995 study list ofRNs against the most cbrrent registration list to 

identify those still practicing in the province. The same process used for data collection 

in the 1995 study was followed in the summer of 1999. 

For the 2000 and 2002 studies, the decision was made to obtain additional data-sets that 

would provide a useful point of comparison for the 1995 and 1999 data. The ARNNL 

generated the most updated list of acute care nurses working in direct care in 2000 by 

registration number and matching region. The data collection process for the 2000 and 

2002 studies was similar to the 1995 and 1999 studies, except for the inclusion of 

registration numbers on questionnaires for the purpose offollow-up. In addition, in 2002, 

a second wave of questionnaires was sent out to the 85 non-responders, increasing the 

overall response rate by approximately 13%. 

Population and Sample 

In the 1995 study, the accessible population (those appearing on the most recent mailing 

list of the ARNNL and agreeing to participate in research through the ARNNL; n = 3982) 

was used to generate a proportional stratified random sample ofRNs (n = 736) working 

in all health sectors in the six regions of the province (Eastern 1, Eastern 2, Eastern 3, 

Central, Western, NorthemlLabrador). A total of 333 responded to the survey (45.2% 
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response rate). The sample was similar to the population of nurses on all major 

demographics, with the exception of years of nursing experience. 16 This difference could 

be explained in part by the variant coding practices used in the sa'fple questionnaire and 

the ARNNL registration form. 
I 

In 1999, questionnaires were sent to all RNs who had responded to the 1995 survey and 

who were still licensed and working in the province (n :: 290). Completed surveys were 

received from 181 (62.4%). The respondents were similar to the population as regards 

age and education. A large discrepancy was observed in employment status, which can be 

explained by the conversion of a large number of part-time to full -time positions. 

During the 2000 study, the criteria used to define the accessible population were the same 

as in the 1995 study, except for the restricted focus on RNs working in acute care. A 

proportional stratified random sample of 654 was selected from the total accessible 

population (n :: 3583). Responses were obtained from 223 (34.1 %). The sample did not 

differ significantly from the population as regards age, education, and employment status. 

For the 2002 study, the sample was restricted to those responding to the 2000 sunrey and 

still practicing in acute care settings (n:: 214). Responses were received from 158 

(73.8%). As in 2000, the sample reflected the provincial nursing population working in 

acute care as regards age, education, and employment status. 
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Instruments 

The instruments used for data collection varied over time. A brief summary follows on 

the questionnaires used to measure the various categories of variables at different study 
) 

phases. Greater detail on the scales and their psychometric propelties is presented 

elsewhere. 17,18 

At baseline, the Perceptions of Health Care Refonn Questionnaire (PHCRQ) was used. It 

consists ofa sociodemographic section and the Impact of Health Care Refonn Scale 

(!HCRS). The 25-item !HCRS was developed from qualitative data on RNs' perceptions 

of proposed refonns for the NL health care system.16 It assesses perceptions of the 

importance ofrefonn, workplace conditions (such as emotional climate and practice 

issues), and health care quality. Scale items for the lHCRS are rated from I (strongly 

disagree) to 6 (strongly agree), with higher scores indicating greater satisfaction. 

For subsequent surveys, the Employee Attitudes Survey (EAS) was developed. It 

consists ora demographic and work-related section and scales measuring perceptions of 

the impact ofrefonns and provider outcomes. The [HCRS was modified to enhance item 

clarity, resulting in an additional 5 items. The 30-item Revised Impact of Health Care 

Refonn Scale (R[HCRS) measured refonn impact with the same six subscales as the 

original !HCRS. In addition, the five-item Collaborative Relations (CR) scale developed 

by Way and Gregory assessed satisfaction with managerial and interdisciplinary relations 

following restructuring. Both the RIHCRS and CR scale were validated in the 1999 
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study. Scale items for the RIHCRS and the CR are rated from I (strongly disagree) to 6 

(strongly agree), with higher scores indicating greater satisfaction. 

) 

Four scales were used to assess work-related attitudes (trust in e~ployers, job satisfaction 

and organizational commitment) and behavioural intentions (i.e., intent to stay). Trust in 

employers was measured with a four-item Psychological Contract Violation (PCV) 

scale. 19 Items are rated on a five-point scale, ranging from 1 (very poorly fulfilled, very 

infrequently, much less than promised or much less than it should) to 5 (very well 

fulfilled, very frequently, much more than promised or more than it should). Higher 

scores indicate less perceived violation of implied contracts. Job satisfaction was 

measured with the three-item General Job Satisfaction scaie. 20 Items are ranked from 1 

(strongly disagree) to 7 (strongly agree), with higher scores indicating greater job 

satisfaction. The nine-item Organizational Commitment Questionnaire (OCQ) assessed 

organizational commitment. 21 Items are rated from I (strongly disagree) to 7 (strongly 

agree), with higher scores indicating greater commitment. The three-item Intent to Stay 

(IS) scale was adapted from The existing Intent to Quit and Job Search Scales. 19 Items are 

rated on a five-point scale, ranging from 1 (very unlikely/infrequently) to 5 (very 

likely/frequently). Higher scores reflect greater intent to stay with current employers. 

Data Analysis 

Descriptive statistics were used to examine personal characteristics and the distribution of 

individual items, subscales and total scale scores. Weighted means were calculated for 
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each subscale and scale by dividing the individual scores by the relevant number of 

items. 

For the purpose of data analysis, only those respondents to the 1995 and 1999 surveys 
I 

who worked as clinicians in acute care were included. This reduced the sample sizes from 

333 to 281 and 181 to 155, respectively, and when applied to the 2000 and 2002 data-sets 

the sample size decreased from 223 to 222 and 158 to 135, respectively. 

Tests of difference (i and Hcsts) were used to assess the comparability of the 1995 and 

2000 samples. Differences in perceived impact of reform and work-related attitudes and 

behavioural intentions across the time periods were examined in a number of ways. 

Although the same group of nurses was surveyed in 1995 and 1999, it was not possible to 

match the responses of each participant between the two time periods. Thus, the (-test for 

independent groups was used to compare mean scores. In contrast, it was possible to 

match the 2000 and 2002 respondents; thus, the paired-samples I-test was used to assess 

changes in mean scores. 

There were no statistically significant differences between repeat responders and non-

responders on any of the impact of health care refoml variables (p > 0.01). There were, 

however, a number of significant differences in work-related attitudes and behavioral 

intentions. Specifically, repeat responders were more satisfied with their jobs, more 
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I' 
corrunitted to their organizations and more likely to stay with their current employer (p < 

0.01). 

I 
One-way analysis of variance (ANOYA) was used to examine changes in major study 

, 
variables across the study years. When ANOV A results were significant or approached 

significance, the appropriate multiple-comparison procedure was used to determine the 

differences between specific years. Due to the number of differences examined, the 

significance level was set atp < 0.01 for all ANOVA results (overall and post-hoc 

comparisons). A similar fonnat was used to examine regional differences over time. 

Study findings in this paper are restricted to ANOV A results. 

Pearson's correlation coefficient (r) was used to determine the degree of association 

between the impact and provider outcome variables, as well as among the provider 

outcome variables. Also, Pearson's r, I-tests and/or ANOVA were used to examine the 

influence of correlates, such as personal characteristics, on major study variables. An 

alpha level of 0.01 was selected as the significance level for tests of association and 

difference. 

Results 

Sample Characteristics 

Table 4.1 summarizes key characteristics of the RN samples at different time periods. 

Because 1999 and 2002 y.rere repeat samples of previous years, the discussion is 
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I' 
restricted to a comparison of the random samples of clinical nurses working in acute care 

obtained in 1995 (n = 281) and 2000 (n = 222). The mean sample age was 35.6 years 

(SO ± 8.2) in 1995 and 38.3 years (SO ± 8.1) in,4000. There were no statistically 
) 

significant differences between 1995 and 2000 samples based on~egion of employment 

and education level. However, there were a number of significant differences in tenns of 

years of nursing experience, employment status, current position tenure and age. 

Specifically, there were fewer RNs with less than 20 years work experience categories 

2000 than in 1995 (i! [3] = 24.22, p < 0.001). A greater number of respondents in 2000 

were older (I = [497] = -3.68, P <0.001) and working in full-time positions <i [2] = 

1.056, P < 0.01) than their counterparts in 1995. These differences maybe a function of 

an aging workforce and contract negotiations to convert a number of casual positions to 

regular full- and/or part-time positions in the province. 

Changes over time 

Workplace conditions. For all study years, RNs were most negative about the 

emotional climate of the workplace (Table 4.2). Nurses believed that restructuring had 

negative repercussions for the emotional climate (less satisfying and challenging, and 

more stressful due to increased demands, less respect and reduced co-worker support), 

practice issues (less involvement in decision-making and control over practice, and 

reduced continuing education opportunities), and collaborative relations (less visible, 

accessible and infonnative managers; and more strained interdisciplinary relations). 
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Table 4.1 Personal characteristics ofregis'tered nurses womcing in acute care in 
1995 (" ~ 281), 1999 (" ~ 155), 2000(" ~ 222), and 2001 (" ~ 135) 

I 
1995 1999 2000 2002 

Cbaracteristic % % % % 
Education 

Diploma 245 87.2 128 82.6 191 86.0 118 87.4 
BN or higher 36 12.8 27 17.4 31 14.0 17 12.6 

Region 
St. John's 129 45 .9 73 47.1 90 40.9 64 47.4 
Outside Regions 152 54.1 82 52.9 130 59.1 71 52.6 

Employment Status 
Full-time 185 66.3 111 71.6 170 76.2 104 77.0 
PmHime 46 16.5 30 19.4 35 15.8 26 19.3 
Casual 48 17.2 14 9.0 17 7.7 5 3.7 

Nursing Experience 
.'5 4 years 48 17.1 22 9.9 5 3.7 
5 - 9 years 63 22.4 26 16.8 36 16.2 18 13.3 
10 -19 years 128 45.6 73 47.1 92 41.4 58 43.0 
2'.20 years 42 14.9 56 36.1 72 32.4 54 40.0 

Years in Current Position 
.:s 2 year 65 23.1 25 16.1 46 20.7 22 16.4 
3 -4 years 44 15.7 12 7.7 34 15.3 22 16.4 
5 - 9 years 109 38.8 39 25 .2 62 27.9 43 32.1 
> l0 i:cars 63 22.4 79 51.0 80 36.0 47 35.1 

BN, Bachelor of Nursing 
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In comparison to the 1995 data at the start ofregionaiization but prior to re-engineering, 

there was a significant worsening of nurses' attitudes toward the emotional climate and 

practice issues in 1999. However, these attitudes. started to improve by 2000 and 
) 

approached 1995 levels in 2002. In addition, nurses' perceptions'of collaborative 
I 

relations were mostly negative in 1999. There was evidence of an upward trend by 2000, 

with 2002 levels significantly different from previous years. 

Regionally, no significant differences were obselVed between nurses working in S1. 

John's and those working in other regions at any of the time periods (data not shown). In 

addition, regional patterns of change closely paralleled the provincial scene. 

Importance of reform and health care quality. The data presented in Table 4.2 also 

suggest that, although RNs understood and supported the need for health care refonn, 

they were concerned about the negative impact of such initiatives on health care quality. 

Specifically, a significant number were concerned about the low quality of patient care 

(unreasonable access to selVices and inadequate resources for providing comfort or 

meeting patients' emotionaU psychosocial and basic care needs) and less-than-optimal 

care standards (insufficient in-selVice education, lower professional standards due to 

increased demands, greater patient acuity and shortened lengths of stay). Although most 

respondents acknowledged that patient safety was an issue because ofinadequate staffing 

levels, patient preparation for discharge and patient access to community resources post-
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I' 
discharge, they were confident that physical resources were adequate and procedures 

were perfonned in a safe and competent manner. 

i 
While no significant changes were detected in how nurses viewed importance ofrefonn, 

I 

their attitudes toward health care quality fluctuated in a manner similar to that of 

workplace conditions. Specifically, the significant decrease observed in nurses' ratings 

of quality and standards of care from 1995 to 1999 was followed by steady improvements 

in 2000 and 2002. Although a similar pattern was observed with safety issues, both the 

1995 and 2002 levels were significantly higher than those obtained in 1999 and 2000. 

Finally, similar to the data on workplace conditions, no significant differences were 

observed between nurses working in St. John's and those working in other regions at any 

of the time periods (data not shown). In addition, regional patterns of change closely 

paralleled the provincial scene. 
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Table 4.2 ) 
Serial scores on the Impact of Health Care Refonn perceived by I'Cgistered nurses 
working in acute care in NL from 1995 to 2002. 

1995* 1999' 2000: 2002§ 
Subscales Mean Mean Mean Mean F 

(SD) (SD) (SD) (SD) 
Importance ofrefonn 4.23 4.05 4.00 4.02 3.67 

(.77) (.97) (.85) (.79) (p ~ .012) 
Workplace Conditions 

Emotional Climate 2.88 2.33 2.47 2.70 13.95 
(.96) (.86) (.97) (.98) (p= .ooo)*"'* 

Practice Issues 3.46 2.60 2.85 2.96 22.50 
(1.11) (1.09) (1.13) (1.23) (p = .000)*** 

Collaborative relations 2.63 2.73 3.12 7.17 
(1.07) (1.18) (1.22) (p ~ .001)" 

Health Care Quality 
Quality of Care 2.75 2.19 2.53 2.77 14.76 

(.88) (.94) (.93) (.82) (p = .000)*** 
Safety Concerns 3.51 2.79 3.12 3.40 23.44 

(.92) (.91) (.90) (.87) (p = .000)*** 
Standards of Care 3.01 2.45 2.79 3.01 12.75 

(.95) (.90) (1.05) (.87) (p = .000)*** 

·ARNNL 1995 (n = 281). tRestructuring Project 1999 (n = 155). tRestructuring Project 
2000 (n ~ 222). 
§Restructuring Project 2002 (n = 135). 
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f 
Work attitudes/behaviours. For all study periods, nurses were distrustful of employers' 

intentions to fulfil commitments made to them upon hiring, had low levels of 

commitment to their organizations, and were unsp.re about staying with current employers 
) 

(Table 4.3). There were no significant changes in these work*related variables over time. 
I 

In contrast, nurses were generally satisfied with their jobs. Satisfaction levels improved 

over time, with 2002 levels significantly higher than previous years (p < 0.01). 

No significant regional differences were observed in work attitudcslbehaviours for any of 

the study years (data not included). There were also few significant changes within 

regions. Although satisfaction levels improved in the St. John's region over time, 

statistical significance was only achieved in 2002 (p < 0.01). 

Table 4.3 
Serial scores on Work Attitudes perceived by registered nurses working in acute care 
in NL from 1999 to 2002 

1999' 2000f 2002% 
Subscales Mean {SD) Mean {SD) Mean (SD} F 
Trust in Employer 2.60 (.62) 2.56 (.61) 2.75 (.57) 3.90(p .021) 

Job Satisfaction 3.89 (1.38) 4.05 (1.48) 4.49 (1.31) 6.94 (p ~ .001) 

Organizational Commitment 3.58 (1.29) 3.37 (1.29) 3.55 (1.28) 1.45 (p "" .237) 

Intent to Stay 3.02 (.92) 3.11 (1.02) 3.28 (1.01) 2.45 (p ~ .088) 

*Restructuring Project 1999 (n - 155); TRestructuring Project 2000 (n - 222); 
tRestructuring Project 2002 (n "" 135); SD, standard deviation. 
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Correlates of Outcome. For all time periods, significant positive correlations were 

observed among refonn impact and work-related attitudesfbehaviours. There were few 

changes in the magnitude (0.25-0.65) and significnnce levels (p < p.OI to < 0.001) over 

I 
time. Table 4.4 summarizes the correlations for the 2002 sample. The findings suggest 

I 

that more positive perceptions of workplace conditions and health care quality are 

significantly associated with more positive work-related attitudes and behaviours. In 

contrast, more positive views toward the importance of reform were only significantly 

correlated with greater levels of organizational commitment and job satisfaction. 

Table 4.4 
Correlations between registered nurses perceptions of the Impact of Health Care Refonn 
and Work Attitudes in 2002 

Variable Trust in Commitment Job Ioteot to 
Employer Satisfaction Stav 

Workplace 
COllditions 
Emotional Climate 0.53·" 0.48··· 0.65"'·· 0.46··· 
Practice Issues 0.39··'" 0.36··'" 0.43··· 0.30·· 
Collaborative 0.49··· 0.47··· 0.56··· 0.42··· 
Relations 
lIealthCare Quality 

ualitv of Care 0.39··· 0.33··· 0.29·· 0.29·· 
Safety Issues 0.41··· 0.29·· 0.39··· 0.37··· 
Standards of Care 0.37··· 0.32··· 0.26·· 0.35··· 

Importance of 0.11 0.25·· 0.31··· 0.06 
refonn 

Notes: 
•• p < 0.01. ···p < O.OO I. 
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Discussion 

RNs working in all jurisdictions in NL identified problems with the workplace and health 

care quality prior to the implementation ofmajor; refonn. RNs wOrking as clinicians in 

acute care were generally supportive of the importance of refonn: but remained 

dissatisfied with workplace conditions and health care quality. In addition, the 1999, 

2000 and 2002 study findings highlighted the levels of low trust, organizational 

commitment and intent to stay among nurses. Nonetheless, they retained positive 

attitudes toward their jobs. Nurses' perceptions were similar, regardless of the 

organizational structure (traditional, functional versus programme-based management) 

governing the health care region of employment. 

RNs perceptions of workplace conditions and health care quality declined from the early 

stages of reg iona liz at ion in 1995-9. Despite steady improvements in subsequent years, 

nurses remained apprehensive about the repercussions ofrefonn. One hypothesis - that 

the low ratings observed in the St. John 's region could be partially due to closure of 

hospitals and major statT dislocation - was not tenable because nurses' scores were 

similar in other regions. It is difficult to determine if the modest gains observed from 

1999 to 2002 were the result of major investments made by the HCCSJ during the reform 

process. Our findings on the low ratings of the workplace (emotional climate, decision 

latitude, controVresponsibility, supervisory! interdisciplinary relations) early in the 

refonn process parallel those related elsewhere. 12.22 Similar to the findings from NL 

studies, Burke 23 reported that nurses in Ontario felt that the quality of patient care 
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continued to be compromised three and six years following restructuring and downsizing. 

Inconsistent findings have been reported on staff perceptions of the quality of patient care 

post-hospital mergers and re-engineering of serv.i,ces. 12 

The introduction of programme-based management in conjunction with a professional 

practice model in the HCCSJ was intended to facilitate decentralized, participatory 

decision-making and improve intra- and inter-disciplinary communication.s Mechanisms 

were also introduced to ensure that the quality of patient care was maintained. However, 

significant reductions in management positions, as well as role changes and increased 

responsibilities of clinical managers, could partially explain the protracted period of 

greater negativity toward workplace conditions, and the slow but steady improvement 

four to six years following the initiation of restructuring in the S1. John's region. 

Several Canadian studies were identified, which examined the impact of health care 

reforms on acute care nurses. Similar to the HCCSJ in NL. shared governance models 

were implemented in most provinces along with the elimination of middle management 

positions. In contrast to the NL scene, there was also downsizing and replacement of the 

RN workforce with multi-skilled workers. Similar to the current study, other researchers 

have found that nurses tend to give low ratings to the emotional climate of the workplace. 

6.8.10,12,24_26 However. contradictory findings have been reported elsewhere. 22,21 
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Improvements in professional nursing practice and collaborative relations were expected 

following the introduction of patient-centred care and shared governance models. There 

is some evidence supporting greater autonomy aad practice contjl 22, 28 and imprOVed 

interdisciplinary relations. especially with physicians following r~structuring. 28,29 1n 

contrast, other researchers have found that acute care nurses report limited practice 

control and input into decision-making, 7,8.10,29 reduced in-service and professional 

development opportunities/,I0.26 Iess visible. accessible and supportive managers, &-

8,10.12.26,29 and greater strained interdisciplinary relations.7, I I 

With the focus on re-engineering and restructuring. acute care institutions introduced 

patient-centred care models to help reduce inefficiencies ofthe traditional system and 

better meet the needs of patients. The current study was generally inconclusive on the 

impact of redesign initiatives on the quality of care. Similar to the current study. other 

researchers have reported on the positive recognition given to the intent and value of 

health care refonn by nurses.22, 30, 31 1n addition, empirical evidence suggests that RNs 

believe that the overall quality of acute care has been compromised.7.8, 10-12, 25.26, 29 

However. objective measurement of quality of care undertaken in the larger project 

suggests there was no negative impact on patients' outcomes. 32 Similar findings on the 

lack of evidence to support nurses ' concerns about compromised quality of patient care 

following restructuring have been reported by others. 33 
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With regard to the specific aspects of quality of care, RNs are generally concerned with 

the reduced time for providing comfort and basic care, and dealing with psychosocial 

needs. 7,IO,11,15.26.29,34 Despite concerns about patiqlt safety/·8.10.26.29 nurses feel capable of 
) 

maintaining acceptable competency levels.8.12.29 In addition, althdugh nurses feel capable 
, 

of meeting professional standards, they are concerned about having to lower standards 

under certain circumstances (workload demands, job change, acuity levels of patients and 

shortened lengths of stay)Y' 10.11. 2S There is also some support for the perceived 

increased susceptibility of patients to potential harm from errors and injury.7,8. 26. 29 

The incongruence between nurses' expectations about reform and perceived outcomes 

may be a contributing factor in RNs' distrust of employers, low levels of organizational 

commitment and ambivalence about staying with current employers observed in the 

current study. Similar to this study, other Canadian researchers have conjectured that the 

low trust,8.9.22,35,36 commitment,7.9,26.28,35,36 and intent to sta/4,29,37 scores obtained from 

nurses are due to the shortfalls associated with restructuring. The modest gains observed 

in job satisfaction could possibly be due to the benefits accrued following the labor 

dispute settlement in 2000. In contrast to the current study, low and/or decliningjob 

satisfaction levels have been reported by others.6.7, 10, 13, 15. 24. 28 

Finally, all impact scales were significantly related to provider outcome scales. These 

results suggest that RNs' perceptions of workplace conditions and health care quality are 

important determinants of attitudes and behaviours during and after reform. Although no 
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comparable studies were identified on the effects of restructuring on nurses' trust of 

employers, others suggest that feelings of powerlessness may generate greater feelings of 

distrust.8,9 

RNs who have positive perceptions about the importance ofrefonn, workplace conditions 

and health care quality have significantly higher levels of overall job satisfaction. 

Specifically, studies conducted at various stages of the refonn process support the 

important effects of the emotional c1imate,6,13,22,28,:l1.3~,36,:l8 practice controVautonomy, 

13.22,28,31,35,36,38 collaborative relations,8,10,13,28 and health care quality 8,31,36 on acute care 

nurses' overall job satisfaction. There is less support for the linkage between nurses' 

organizational commitment and perceptions of the emotional ciimate,8,J5 practice 

controVautonomy,9,J9 and collaborative relations.6-7 Finally, few studies have examined 

how perceptions about workplace conditions and health care quality relate to acute care 

nurses' likelihood of remaining with current employers. In contrast to the current study's 

findings, Laschinger et at. found that work place cmpowennent had a minimal effect on 

continuance commitment.9 

The authors wish to acknowledge a number of study limitations. Although the study is 

longitudinal in nature, it is not a true repeated-measures design, due to the use of two 

random samples and the absence oflinking criteria between the first two study periods. 

This obviously compromises the conclusiveness of the findings. A second study 

limitation relates to the low response rates that are typical of mail out surveys. However, 
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the use of sampling techniques and the fairly strong comparability between the sample 

and the population on available demographics partially compensate for this. The third 

limitation is the refusal of an increasing proportion of nurses to al}ow release of their 

names for research purposes. This restricted access limits the gen~ralizability of not only 
I 

the current study's findings but also future studies to the general nursing population. 

Conclusion 

Despite the growing body of research designed to systematically monitor the impact of 

organizational change on intended outcomes (patient, provider and organizational 

effectiveness), there is no consensus on what facilitates employees' acceptance of and 

adjustment to change. RNs working in acute care in NL continue to perceive negative 

repercussions resulting from changes in the health care system. Clearly, the supportive 

mechanisms instituted to buffer the impact of change have had limited success and 

further intervention is required. Provincial initiatives to improve the emotional climate of 

the workplace and collaborative relations may achieve improvements in nurses' attitudes 

and behaviours, which may translate into enhanced organizational commitment and 

subsequent improvement in productivity. An equally important consideration from a 

policy perspective is the perceived negative impact on health care quality. It is has been 

documented in this study and elsewhere that restructuring has significantly altered the 

face of professional nursing practice. Yet, very few measures, if any, have been 

implemented to address this issue. Policy~makers considering further health care refonn 

must consider the impact of such initiatives on nursing practice. One helpful strategy may 
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be to institute initiatives to foster better collaborative relations among the professions and 

with management. 
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Abstract 

Registered nurses' (RNs) perceptions of organizational culture factors, trust in employer, 

and perceived health care quality during (N "'" 22·2) and five years~(N "'" 343) after major 

organizational refonn in the acute care setting of one Canadian p;ovince were 
I 

investigated, and an exploratory model linking aspects of culture, trust, and quality was 

tested. For both time periods, most variable scores were in the low range and depicted 

moderately positive intercorrelations. Support for the proposed model was mixed. Select 

culture variables predicted health care quality at both time periods; but trust emerged as a 

significant predictor in 2000 only. The findings support the negative impact of system 

transfonnation on RNs and the link between culture and health care quality. 
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The Canadian heahh care system underwent extensive transformation including 

restructuring, downsizing, and re-engineering of services over the course of the 1990s in 

response to escalating health care costs and decr~asing fiscal resources. Re-engineering 
. I 

and restructuring within the acute care sector consisted of major Changes to the structure 

I 
and processes of care (reducing labour costs, changing skill-mix, cross-training starf, 

shortening length of stay, and introducing client-focus care through multidisciplinary 

teams). Downsizing initiatives involved reducing the size of the nursing workforce and 

managerial layers and number of management personnel. These reform measures were 

implemented despite the absence of definitive empirical evidence confirming their 

usefulness. 1-2 

Health system reform in Newfoundland and Labrador (NL), Canada began with 

regionalization of health boards between 1995 and 1997. Acute and long-term care was 

integrated in all regions except St. John's, the major tertiary care centre for the province. 

Management and support personnel numbers were reduced by 40% to 50%, and a 

functionally oriented system with multidisciplinary teams replaced the separate 

administration of facilities in 5 of the 6 regions. The St. John's region, the largest 

employer of nurses, was subjected to the most pervasive reform with closure and merger 

ofhospitalslfacilities, integration of clinical services under program-based management, 

altered managerial roles and responsibilities, dislocation of about 50% of nursing staff, 

and use of a professional practice model to facilitate decentralized, collaborative 

decision-making.] 
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The primary objective of reform was to induce greater productivity and efficiency at a 

reduced cost while maintaining optimal quality of care. There is an extensive literature 

base on the multidimensional impact of this initiative. One focus rat has received less 

attention than others is the repercussions for the quality ofnursin~ care. Of particular 
I 

importance is how registered nurses (RNs), the largest group of providers in acute care 

settings, perceive their ability to deliver quality care in transformed environments. It is 

also important to identify those factors present in the work environment that shape nurse 

perceptions of health care quality. 

The focus of the current study was on acute care RNs' perceptions of organizational 

culture (emotional climate, practice issues and collaborative relations), attitude (trust in 

employer) and health care quality (safety, standards and quality) at two points in time 

(i.e., during and following system reform). The primary purpose was to test an 

exploratory model linking aspects of organizational culture and trust in employer to 

perceived health care quality. The Conceptual Model of Behaviorallntentions (CMBn 

was developed to highlight possible linkages between variables of interest (Fig. 1). The 

CMBI hypothesizes that significant positive correlations exist between aspects of 

organizational culture, trust in employer, and perceived health care quality. Secondly. 

organizational culture and trust will be significant independent predictors of perceived 

health care quality. Third, the predictive power of organizational culture will be mediated 

by trust. 
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Team work, collaborative relations, leadership, quality of work life, and communication! 

infonnation are common attributes of culture/climate considered important for creating 

conducive work environments4-~, positive provi~r outcomes, quality patient care and 
i 

optimal health outcomes. 4,6-7 Research findings support the predhminately negative 
I 

impact of system refonn on nurse ratings of the work environment.1,8-17 

Important aspects of the social and psychological dynamics of the workplace are also 

reflected in trust (psychological contracts fonned during social exchanges between 

employers and employees).18 Increasing attention is being given to the conduciveness of 

restructured health care environments for maintaining trustful relations between nursing 

staff and their employers. 9,14-15,19-20 In a meta-analysis of research on trust in leadership 

and its antecedents, Dirks and Ferrin2! found that more positive perceptions ofleadership 

behaviours and practices, organizational support, participatory style decision-making, 

justice and fairness and leadership style were associated with increased trust in 

leadership. 

For the most part, the empirical evidence suggests that RNs' are dissatisfied with the 

quality of nursing care in the aftermath of system restructuring.l.ll.16.22-27 However, the 

research base is less insightful on factors responsible for those perceptions. An extensive 

review of the literature revealed several research studies that explored the linkages 

between RNs' perceptions of health care quality and work environment factors 

(autonomy, collaborative relations, communication, support, staffing levels, care delivery 

models), 10-12,14-15,22-23,26.28-31 and trust in emp!oyerI4-15. 
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Only a few research studies focusing on perceived quality of care were predictive in 

nature. Some authors tested various conceptualizations that linke~ work environment 

factors (structure and process) to perceived quality with regressioJ modeling 12.22-23.27.30-32 , 
or causal modeling14. In their study, Laschinger, Shamian et al. 14 depict a 

multidimensional, linear process incorporating organizational characteristics (autonomy, 

control, and collaboration), intervening variables (trust and emotional exhaustion) and 

outcome (work satisfaction, perceived quality of care, and perceived quality of unit). 

Study's findings supported the hypotheses that higher degrees of autonomy, greater 

control over practice and more positive nurse-physician collaboration are associated with 

higher levels oflrust in management and lower levels of burnout which leads to more 

positive perceptions of the quality of care. 

Laschinger, Shamian, et al.'s14 model is somewhat reflective of the proposed model in the 

current study; however, there are a number of differences. Similar to Laschinger, 

Shamian et al. 14 trust is considered to be a mediator of perceived health care quality. 

Laschinger, Shamian, et al. 'S14 model focuses on a multidimensional, linear process 

whereas, in the current study it is hypothesized that organizational culture factors 

(emotional climate, practice issues, collaborative relations) exert independent and 

interactive effects on intennediate outcome (trust in employer) and outcome (perceived 

health care quality). The intennediate outcome (trust in employer) exerts a direct effect 

on outcome, and mediates the effects of organizational culture factors. Although a link 
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between more positive perceptions of culture, greater trust, and greater perceived health 

care quality may appear reasonable, exploratory testing of the model is essential. 

Emotional 
Climate 

FIGURES.! 

Perceived Health 
Care Quality 

Proposed Model Linking Aspects of Organization a! Culture, Trust, and Perceived Health 

Care Quality 
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I' 
The following hypotheses were tested in the current study: 

1. Significant positive correlations exist between aspects of organizational culture 

(emotional climate, practice issues, collaborative relations), trs1 in employer, and 

perceived health care quality. 
, 
, 

2. Registered nurses' perceptions of organizational culture (emotional climate, 

practice issues and collaborative relations) and trust will be significant 

independent predictors of perceived health care quality. 

3. The predictive power of climate, practice·related issues and collaborative 

relations for perceived health care quality will be mediated by trust. 

Methods 

The data were obtained as part of a program of research approved by the Human 

Investigation Committee of the Faculty of Medicine, Memorial University of 

Newfoundland. The program of research examined the implications of reform forNL 

acute care institutions.33 . Descriptive study findings with other samples of RNs have been 

reported elsewhere. 1~.1~.34 The analysis used in the current study moved from the 

descriptive to the inferential stage and is based on data from a sample selected from the 

entire accessible population of nurses after major organizational reform (2005) and a 

randomly selected sample of registered nurses chosen during the reform process (2000). 
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I' 
Sample selection 

In 2000, a proportional stratified random sample of654 was selected from the total 

accessible population of registered nurses emplor.cd in the acute care setting in the 
. I 

province of Newfoundland and Labrador, Canada (N = 3,583). The sample did not differ 

significantly from the total population based on age, education, ~d employment status 

(i.e., full-time versus part-time). In 2005, the NL provincial nursing association generated 

an updated list ofRNs working in acute care settings (N = 3890) by matching region. The 

accessible population (n = 1,173) was restricted, due to privacy regulations, to those 

willing to participate in health services research. Given normally low response rates, 

surveys were mailed to the home addresses of the entire accessible population, and 

reminder letters sent two weeks later. 

Instruments 

The Employee Attitude Survey (EAS) was used to collect standardized 

demographic/work related data (years of work experience, current position tenure, 

education, employment status, geographic region, sex and age in years). In addition, data 

was collected on select organizational culture factors (emotional climate, practice-related 

issues and collaborative relations), health care quality (i.e., quality of care, safety issues, 

and standards of care), and provider attitudes (trust in employer). 

Two subscales of the Revised Impact of Health Care Refonn Scale (RllICRS) consisted 

of 11 items examining the emotional climate (e.g., management and peer support, open 
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communication, constructive organizational climate, etc.) and practice-related issues 

(e.g., control/empowerment, input into decision-making, etc.). RIHCRS items are rated 

from 1 to 6, with higher scores indicating more P.9sitive perceptions of the emotional 
. I 

climate and practice issues. The RlHCRS is a modified version of the Impact of Health 

Care Reform Scale used in a survey ofRNs 35 Both versions had'gOOd construct validity 

(factor analysis) and fairly high internal consistency. Cronbach's alpha coefficients have 

been reported for the climate (.71 and .80), and practice issues (.75 and .79) in samples of 

health care providers.34 The total health care quality scale consisted of 13 items from 

three subscales of the RfHCRS. The total scale examined perceptions of quality of care, 

standards of care, and safety concerns. The items are rated from I to 6, with higher scores 

indicating more positive perceptions of health care quality. Cronbach's alpha coefficients 

have been reported for the quality of care (.71 and .80), standards of care (.75 and .79) 

and safety concerns (.88 and .88) scales in samples of health care providers.2s In the 

current study, factor analysis confirmed the feasibility of combining the quality of care, 

standards of care and safety issues scales to generate the perceived health care quality 

scale. Internal consistency of the scale in the current study was .85 and .84. 

The 5-item Collaborative Relations (CR) scale assessed satisfaction with managerial and 

interdisciplinary relations following restructuring. The CR scale developed by the 

researchers had good construct validity (i.e., a one factor solution and strong internal 

consistency). Cronbach's alpha coefficients have been reported for collaborative relations 

(.88 and .88) scales in samples of health care providers.34 
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The 4-item Psychological Contract Violation scale assessed trust in employers. 36 Items 

are rated from 1 to 5, with higher scores indicatiy.e ofless perceived violations (higher 
. I 

levels of trust). Cronbach's alpha has been reported to be 0.75 and 0.75. 34 

Analysis 

Data analyses were performed with the Statistical Package for the Social Sciences 

(SPSS), version 11.5 and the Analysis of Moment Structures statistical package, version 

5.0. Descriptive statistics examined personal characteristics and distribution of sub-scale 

scores. Chi-square and t-tests were used to compare groups. independent samples t tests 

were used to detennine differences in organizational culture, work-related attitudes and 

outcome between 2000 and 2005. Analysis of variance tests were used to determine the 

impact of personal characteristics on scale scores at each time period, and the post-hoc 

Scheffe test to investigate pair-wise differences. Evaluation ofintemal consistency and 

intercorrelations was based on Cronbach's alpha and bivariate correlations, respectively. 

Hierarchical regression analysis was used to identify the best predictors (determinants 

and intermediate outcome) of outcome (health care quality). Only independent variables 

significantly correlated with health care quality were entered into the regression equation. 

Multicollinearity among independent variables was examined, but none of the variables 

was very strongly associated with any other. Theoretical models were tested using path 

analysis. Preliminary analysis indicated that the problem with missing data was random 

and not severe resulting in the elimination of 18 cases (8.1 %) in 2000 and 30 cases (8%) 
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I' 
in 2005. As recommended by Kline37 a minimum of four criteria was employed to 

evaluate model fit • Chi-square (x\ Comparative Fit Index (CFI), Incremental Fit Index 

(IF!), Tucker-Lewis Index (TLI), and the Root M~an Square Error of Approximation 
) 

(RMSEA). I 

Results 

Response rates and sample description 

Of the total surveys mailed out in 2000, 223 were returned (34.1% response rate). 

Eighteen (8.1 %) cases with incomplete data were eliminated, leaving a final sample of 

205. In 2005, although 458 surveys were returned (39% response rate), 85 

managers/nursing faculty and 30 incomplete surveys were excluded, leaving a final 

sample of343. 

Table 5.1 summarizes the demographic characteristics ofRNs employed in the acute care 

setting for both survey years. The majority of respondents were diploma prepared and in 

current positions for 5 or more years, had lO or more years of nursing experience and 

worked full-time. The average age in 2000 and 2005 was 38.3 and 37.4 years, 

respectively. Although the majority of respondents worked in acute care facilities in 

regions outside St. John's in 2000, the sample was equally divided between St. John's 

and other regions in 2005. The education level difference was expected due to the 

provincial nursing association's requirement of a Bachelor of Nursing for entry-to-

practice by the year 2000" The sample of respondents following restructuring was 
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comprised of a greater number of nurses with ~ 4 years of tot a! work experience. This 

was most likely attributable to the government addressing nurses' workload issues by 

investing $44 million dollars over 5 years to crea\e 325 new pennanent nursing positions 
) 

("Province acting,"1999).38 There were no significant differences~between the samples 

based on years in current position, employment status or age. 

Table 5.1 Personal characteristics of registered nurses working in direct care in 2000 and 
2005. 

Characteristic 2000 
(n = 222) 

Education"· (n, %) 
Diploma 191 (86.0) 
'BN or higher 31 (14.0) 

Region· (n, %) 
St. John's 90 (40.9) 
Outside Regions 130 (59.1) 

Employment Status (n, %) 
Full-time 170 (76.6) 
Part-time 35 (15.8) 
Casual 17 (7.7) 

Nursing Experience" (n, %) 
~ 4 years 22 (9.9) 
5 - 9 years 36 (16.2) 
10 -19 years 92 (41.4) 
2: 20 years 72 (32.4) 

Years in Current Position· (n, %) 
~ 2 year 46 (20.7) 
3 - 4 years 34 (15.30 
5 - 9 years 62 (27.9) 
2: 10 years 80 (36.0) 

Age in years [mean (SD)] 38.3 (8.1) 

Note. Percentages were calculated on the basis of valid responses. 
IBN = Bachelor of Nursing; 
• p < .05." P < .01. ... P < .001. 
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2005 
(n = 343) 

225 (60.3) 
148 (39.7) 

190 (50.9) 
183 (49.1) 

262 (70.2) 
68 (18.2) 
43 (11.5) 

76 (20.4) 
52 (13.9) 
117 (31.4) 
128 (34.3) 

94 (25.2) 
62 (16.6) 
108 (29.0) 
109 (29.2) 
37.4(9.4) 



Descriptive statistics and scale reliabilities 

Descriptive data on predictor and outcome variables for 2000 and 2005 are presented in 

Table 5.2. For both study periods, RNs believed that restructuring negatively impacted 
" I 

the organizational culture (emotional climate, practice-related issltes, and collaborative . 
issues), were distrustful of employers' intentions to fulfill commitments made to them 

upon hiring, and viewed health care quality in a negative light. Improvement in scores 

was observed over time for all scales including organizational culture, trust in current 

employer, and perceived health care quality (p < .001). 
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I' 
Table 5.2 Number of Items, Ranges, Midpoint of Scales, Means, Standard Deviations of 
Organizational Culture Variables, Trust in Employer, and Health Care Quality in 2000 
and 2005 

Subscales Number of items _. Range Midpoint 2000' 20056 

of scale M M 
(SD)' (SD)' 

Organizational Culture I 
Emotional Climate' 1 - 6 3.5 2.48 2.84*" 

(.97) (.97) 
Practice Issues' 1 - 6 3.5 2.85 3.24··· 

(1.12) (1.15) 
Collaborative relationsC 1 - 6 3.5 2.72 3.43·" 

(1.18) (1.08) 
Trust in Emp]oyerd 1 - 5 2.59 2.94··· 

(.59) (.56) 
Total Health Care Quality 3.5 2.85 3.10·" 

(.82) (.79) 
Quality ofearec 1 - 6 3.5 2.55 2.79·· 

(.93) (.87) 
Safety Concerns' 1 - 6 3.5 3.14 3.39** 

(.89) (.90) 

Standards oreare' 1 - 6 3.5 2.81 3.06·· 
(1.04) (.99) 

aResttuctuting Project 2000 (n = 222). bRestructuring Project 2005 (0 = 343). 

C Higher scores indicate morc positive perceptions of the emotional climate, practice 

issues, and health care quality and greater satisfaction. dHigher scores indicate less 

perceived violation of implied contracts. eWeighted mean and standard deviation scores 

are reported. 

**p < O.Ol;***p < O.OOl. 
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The internal consistency of the RlHCRS sub-scales ranged from. 75 to .89 in 2000 and 

.76 to .86 in 2005 (see Table 5.3). Cronbach alpha values for the trust in employer scale 

in 2000 and 2005 were .78 and .81, respectively (Jable 5.3). 

, 
The first step in hypotheses testing was to detennine the intercorrelations among major 

variables and the effects of personal characteristics. The correlation matrix is presented 

in Table 5.3. The low to moderate correlations of organizational culture variables with 

intermediate and outcome variables at both time periods suggest that more positive 

perceptions of the emotional climate, practice issues and collaborative relations are 

related to greater trust, and more positive perceptions of health care quality. As well, 

moderate to strong intercorrelations were observed between higher levels of trust and 

more positive perceptions ofheaIth care quality. However, the magnitude of the observed 

association between trust in employer and perceived health care quality was weaker in 

2005 (r = .39, p < .001) than 2000 (r = .52, P < .001). Based on simi lar findings for both 

time periods, there was ample evidence for the potential usefulness of organizational 

culture and the intervening attitude trust as predictors of perceived health care quality. In 

contrast, most personal characteristics exerted little or no influence on intennediate and 

outcome variables (data not shown). The decision was therefore made to exclude them 

from further analysis. 
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Table 5.3 Correlation matrix of predictors and outcome variables for the 2000 and 2005 
survey years 

Variable 3-, 

I. Emotional Climate 

2000 1.00 (.80) 
2005 1.00 (.82) 

2. Practice-Issues 

2000 .46··· 1.00 (.75) 
2005 .58··· 1.00 (.76) 

3. Collaboration 

2000 .53··· .65··· 1.00 (.89) 
2005 .60··· .64··· 1.00 (.86) 

4. Trust in Employer 

2000 .59··· .41··· .46··· 1.00 (.78) 
2005 .50·" .35··· .49··· 1.00 (.70) 

5. tTotal Health Care 
Quality 

2000 .65··· .44··· .52··· .52··· 1.00 (.85) 
2005 .62··· .4S··· .50··· .39··· 1.00 (.84) 

Note. Cronbach's alpha was used to measure internal consistency of scales and is 

reported in parentheses. 

tTotal Health Care Quality Scale . 

••• p < .001. 
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Prediction of perceived health care quality 

During regression analysis variables were entered according to their position in the model 

(organizational culture variables first, intermediate outcome seco,)d). The hypothesized 

model for perceived health care quality was partially supported. ~or 2000, at the first 
I 

step of the analysis emotional climate and collaborative relations entered the model. At 

the second step, the mediating effects of trust were minimal. Emotional climate, 

collaborative relations and trust combined to explain 50010 of the variance. Slightly 

different results were obtained in 2005. At the first step, emotional climate, practice 

issues and collaborative relations entered the model. At the second step, the mediating 

effects of trust were minimal , but it failed to enter the equation. Climate, practice issues 

and collaborative issues combined to explain 42% of the variance (data not shown). 

Model Testing 

The proposed conceptual model was tested with the 2000 and 2005 samples using path 

analysis. The proposed model was saturated (emotional climate, practice-related issues, 

collaborative relations had paths to trust and perceiVed health care quality and trust had a 

path to health care quality), but could be used to test the critical ratios for each path. In 

both sampl es of nurses, most critical ratios were significant except the path from practice 

to trust and practice to perceived health care quality in 2000 and the paths from practice 

to trust and trust to perceived health care quality in 2005. The paths were constrained to 

zero in the revised model for each respective sample and were re-evaluated. 
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Model Fit 

When the non-significant paths from practice to trust and practice to perceived health 

care quality were constrained to zero in the 2000 sample the final 'f0del fit the data (i = 

, 
2.03, df ~ 2, eFI ~ 1.00, lFl ~ 1.00, TLI ~ 1.00, RMSEA ~ .008) with all paths highly 

I 

significant. Emotional climate (p = .45) and collaborative relations (p = .24) had a direct 

effect on trust. Emotional climate had a direct effect on perceived health care quality (p = 

.46), and an indirect effect through trust (p = .06). The findings also supported the direct 

effects of collaborative relations (p = .24) on perceived health care quality, and its 

indirect effect through trust (p = .03). Positive perceptions of the emotional climate and 

collaborative relations were associated with greater levels of trust in the employer and 

higher levels of perceived health care quality. Based on the magnitude of their total 

effects, the determinants ofheahh care quality may be ranked as follows: emotional 

climate (p =.53), collaborative relations (p =.28), and trust (p =.14) (see Table 5.4). The 

standardized path coefficients for the final model are presented in Figure 5.2. The amount 

of explained variance in trust and perceived health care quality was 38% and 52%, 

respectively. 

In 2005, the non-significant paths from practice to trust and trust to perceived health care 

quality were constrained to zero, with the revised model fitling the data cl = 2.67, df = 2, 

eFI = .999, lFl = .999, TLI = .999, RMSEA = .031) and all paths highly significant. 

Emotional climate (P = .32) and collaborative relations (P = .24) had a direct effect on 

trust. In addition, climate (P = .46), practice-related issues (P = .13) and collaborative 
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relations W := .14) had direct effects on perceived health care quality. Positive 

perceptions of the emotional climate, practice-related issues and collaborative relations 

were associated with greater levels of trust in emRloyer and higher levels of perceived 
) 

health care quality. Based on the magnitude of their total effects, the detenninants of 
I 

health care quality may be ranked as follows: emotional climate (.46), collaborative 

relations (P :=.14), and practice-related issues (p :=. 13) (Table 5.4). The standardized path 

coefficients for the final model are presented in Figure 5.2 . The amount of explained 

variance in trust and perceived health care quality was 31 % and 42%, respectively. 

Table 5.4 Summary of Total. Direct, and Indirect Effects of Reduced Model 
(standardized path coefficients) for 2000 and 2005 Survey Years 

2000 
Trust Health Care 

I Qual;ty 
Standardized Total Effects - Estimates 

Emotional Climate .45 53 
Practice issues 
Collaborative .24 .28 
Relations 
Trust .14 

Standardized Direct Effects - Estimates 
Emotional Climate .45 .46 
Practice Issues 
Collaborative .24 .24 
Relations 
Trust .14 

Standardized Indirect Effects - Estimates 
Emotional Climate .06 
Practice Issues 
Collaborative .03 
Relations 
Trust 
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2005 
Trust Health Cue 

QuaHty 

.33 .46 
.13 

.30 .14 

.33 .46 
.13 

.30 .14 



2000 sample 
i = 2.03 , df = 2, p = .363 
R2= .52 
IFI = 1.00 
CFI = 1.00 
TLI = 1.00 
RMSEA = .008 

2005 sample 
i = 2.67, df = 2, p = .263 
R2=.42 
IFI = .999 
CFI = .999 
TLI = .995 
RMSEA =.031 

Note: df, degrees of freedom; CFI. Comparative Fit Index; IFI, Incremental Fit Index; R2 , 
percent explained variance; RMSEA, Root Mean Square of Approximation; TFI, Tucker-Lewis 
Index; (TLI); X2, Chi-square. Standardized path coefficients and their significance tests for the 
Reduced path model arc presented .• p < .05, ... p < .001. ·2000 sample on the left; 2005 
sample on the right in italics. 

Figure 5.2 
Reduced Model ofOrganizationai Culture Factors, Trust and Perceived Health Care Quality 
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Discussion 

The restructuring of acute care hospitals in one Canadian province provided the 

opportunity to investigate the impact on registered nurses (RNs) Prrceptions of 

organizational culture factors (emotional climate, practice-related 1ssucs and 
I 

collaborative relations), trust in employer, and perceived health care quality during and 

ten years after initiation of extensive system transformation in the acute care hospital 

sector. Another aim of the study was to test a theoretical model linking aspects of 

organizational culture and work-related attitudes to perceived health care quality. RNs 

employed in acute care settings continue to experience negative effects following the 

transformation, despite significant improvements in all study variable scores over time. 

It is discouraging to see that nurses perceptions of the emotional climate, practice issues 

and health care quality remain at the low levels observed at the start of the system 

transformation in 1995. 15 It is anticipated that the revitalization of the nursing workforce 

in NL will be a major challenge given that further system changes were implemented in 

April 2006 involving retraction to 4 regional integrated authorities from 14 regional 

health boards. The government departments that invoke extensive transformation, as 

well as regional integrated health authorities responsible for carrying out government 

directives, must become more cognizant of the potential for the long term negative 

impact on all health care providers, and have concomitant policies to buffer that impact. 
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The results of the correlation analysis provide partial support for the hypothesized 

relationships. All aspects of organizational culture (emotional climate, practice-related 

issues and collaborative relations) were positively,associated with }rust in current 

employer and perceived health care quality. The findings corroboAte the positive 
I 

associations observed between comparable and different culture variables and trust in 

other studies of nurses. 14,19.20,39 Study findings also support the positive associations 

observed between similar and disparate culture variables and perceived health care 

quality in other studies. 10·12,14·1~,22·2J,26,28·Jl 

The current study's findings also support the significant correlations among trust and its 

relationship to perceptions of health care quality. Laschinger, Shamian, et al. 14 reported 

that RNs who had higher levels of trust in management were also more likely to have 

more positive perceptions of health care quality. 

The current study's findings also partially supported the theoretical model linking 

organizational culture and work-related attitudes to perceived health care quality. More 

positive perceptions of the emotional climate and collaborative relations were directly 

linked with more positive perceptions of health care quality during and following 

extensive transfonnation of the health care system. These findings highlight the 

importance of creating more positive work climates (challenging, motivating and 

supportive) and collaborative relations with managers and other professional groups. 

Similar to the current study's findings, Ametz23 reported that autonomy, influence over 
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daily decisions, participatory management, skill development had a direct positive impact 

on perceived quality of care. The findings of Ametz23 and the current study highlight the 

importance of targeting these areas with managertlent strategies anp interventions aimed 

I 
at improving perceptions of quality of care. 

With regard to the proposed mediating role of trust between organizational culture factors 

and perceived health care quality, the current study provides minimal and inconsistent 

support for trust. The lack of predictive power for trust in 2005 may be related to the 

significant decline in the magnitude of the relationship between trust and perceived health 

care quality and the slight increase in the strength of the association between practice 

issues and quality. The switch between trust and practice-related issues in 2005 may also 

be explained by the fact that major system reforms had already taken place five years 

previously. It may also be due to inadequate sensitivity and specificity of the scales used 

to measure perceived health care quality or the sample sizes. Despite the inconsistent role 

oftrusl as a predictor of perceived health care quality, it is an important factor to consider 

in a system that is undergoing continuous transformation. Only one study was identified 

in the literature directly linking trust to perceived health care quality. 14 Similar to the 

current study, Laschinger et aJ. I4 found that trust was a significant mediator between 

organizational characteristics (autonomy, control and collaboration) and nurse 

assessments of quality care. In contrast to Laschinger et al. 'S 14 study, the current study 

used two cross-sectional random samples of registered nurses at two intervals of the 

restructuring process (before, during and following). 
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Limitations 

Thc study findings must be viewed with caution given the cross-sectional nature of the 

study design, which does not permit inference of .(tausality among the constructs. 
I 

Generalization of the findings maybe limited due to: (1) the studt population consisting 

ofRNs who indicated a willingness to participate in research, (2) the relatively low 

response rate, and (3) the use of self-reported data. In addition, there is a possibility of 

clustering of effects within hospitals and units, which could impact on the validity of the 

conclusions. Although it is possible to test for the clustering effect using causal modeling 

techniques, we did not collect uniu'hospitallevel data. 

Conclusions 

This study was designed to examine acute care registered nurses' perceptions of 

organizational culture (emotional climate, practice issues and collaborative relations), 

health care quality (safety, standards and quality) and attitude (trust in employer) at two 

points in time (i.e., during and following system reform) and to test a model linking 

aspects of culture and trust in employer to perceived health carc quality. This study 

provides empirical evidence for the importance of organizational culture factors on work 

attitude and perceptions of health care quality and its findings ofTer partial support for the 

hypothesized relationships specified in the conceptual model. The preliminary findings of 

this exploratory model suggest that further research in this area is required to gain a better 

understanding ofthc relationships bctwecn and among trust and other work-related and 

organizational culture variables. 
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The greatest asset of any organization are the employees, a thought worth remembering at 

a time when the health care system is faced with Qngoing health care provider recruitment 
) 

and retention issues. This study suggests that there is an urgency fur managers and policy 

makers to develop and implement supportive and nurturing strategies that will enhance 

the organizational culture (emotional climate, collaborative relations), which should 

result in more positive perceptions of health care quality. 
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Abstract 

Background: Health care refonn has significantly altered employment relations. 

Research findings suggest that the presence or ab~ce of supportive work environments 
I 

helps explain the differences observed in employee attitudes and thmover intentions. , 
Purposes: The purposes of this study were to examine front-line registered nurses' 

(RN's) perceptions of organizational culture and attitudes and behaviors and test a model 

linking culture to outcome (organizational commitment and intent to stay). 

Methodology: A nonexperimental predictive survey design was used to test the model in 

a sample (N =: 343) of acute care registered nurses RNs employed in one Canadian 

province. Data were collected with the following scales: Emotional Climate, Practice 

Issues, Collaborative Relations, Psychological Contract Violation, General Job 

Satisfaction, Organizational Commitment Questionnaire, and Intent to Stay. 

Findings: The response rate was 29.4%. Most respondents were middle aged and 

diploma prepared, had been in current positions for 5 or more years, had 10 or more years 

of nursing experience and worked full-time. Despite moderate levels of job satisfaction, 

RNs held negative perceptions of culture (emotional climate, practice-related issues and 

collaborative relations), trust and commitment, and were unlikely to stay with current 

employers. Structural equation modeling provided support for the impact of culture, trust, 

and satisfaction on commitment and partial support for intent to stay, explaining 45 and 

31 % of the variance, respectively. 

Practice Implications: The development and implementation of policies and 

interventions aimed at creating more supportive work environments, and greater trust in 
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I' 
employers and job satisfaction have merit. The most obvious benefit from such strategic 

interventions is the potential for improving RNs' organizational commitment and 

reducing turnover intentions. 
) 

Key words: intent to stay. model testing, nurses, organizational co/nmitment. 
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In troduction 

Extensive refonn of the health care system occurred in all Canadian provinces in the 

1990s without adequate empirical evidence auesting to their effectiveness. 1·2 Over the 
. I 

past decade several studies have addressed the negative repercusstons experienced by 

i 

registered nurses (RNs), the largest provider group, in tenns of satisfaction with 

workplace conditions, health care quality, collaborative relations, the job, organizational 

commitment, and trust in leadership after extensive refonn. I •3•9 • 

What is not clear is how system refonn may have altered hypothesized linkages among 

organizational factors and outcomes. Study findings on a large cross-section of employee 

groups in Canada indicated that work environment factors (job demands, supportiveness, 

access to resources) have significant implications for employment relationships (trust, 

commitment, communication and influence), and that ratings of all of these factors are 

lowest for health care employees subjected to restructuring, downsizing or job 

changing. lO 

Regionalization of health services occurred in Newfoundland and Labrador (NL), 

Canada, between 1995 and 1997. Six institutional health boards were created by 

integrating acute and long-tenn care in all regions except S1. John's, the major tertiary 

care center for the province. Five of the boards moved from a facilities-based to a 

functional-based structure with multidisciplinary teams, and one to program-based 

management. Management and support personnel were reduced by 40 to 50%. The St. 
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John's region, the largest employer of nurses, was also subjected to closure and merger of 

hospitals/facilities and dislocation of approximately 50% of nursing staff. It was also one 

of the few regions to use a professional practice model to facilitat'} decentralized, 

collaborative decision-making. 

The primary purpose of this study was to determine how frontline RNs working in acute 

care rate organizational culture, work-related attitudes, and likelihood of staying with 

current employers after the health system reform in NL. A second purpose was to test a 

model linking culture (emotional climate, practice issues, and collaborative relations), 

attitudinal states (trust in employer and job satisfaction) to outcome (organizational 

commitment and intent to stay). 

Conceptual Framework 

The Conceptual Model of Behavioral Intentions (CMB!) was developed to highlight 

possible linkages between variables of interest after system changes. The CMBI was 

based on an integrated causal model of turnover behavior11 and determinants and 

consequences of psychological contract violation. 12•14 Several factors were conjectured to 

influence behavioral intentions, including determinants (workplace conditions and health 

care quality), covariates (intermediate outcomes of trust in employer, collaborative 

relations, job satisfaction, and organizational commitment), and correlates (select 

personal characteristics). The covariates also serve as mediators buffering the effects of 

determinants and preceding covariates on outcome. 
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Although the original model was supported during data analysis, the difficulty was in 

discerning the predictive capabilities of a large number of determinants and covariates 
I 

due to multicollinearity problems with hierarchical regression ana1ysis. Upon further 
/ 

appraisal of relevant literature, it was discovered that Mueller, Wallace and Pricel~ found 

empirical support for the conceptual and operational distinctiveness of the attitudinal and 

behavioural components of commitment. Separation of the affective and behavioural 

dimensions of commitment was further supported by Meyer, Allen and Topolnytsky.16 In 

a review of literature on the current employment relationship, Roehing, Cavanaugh, 

Moynihan and Boswell17 reported that empirical evidence suggests that significant 

changes have occurred and new strategies are required for enhancing important 

components like organizational commitment (affective and continuance). The authors 

made special reference to organizational culture, trust in employers, and collaborative 

relations as key factors requiring greater consideration. 

Thus, the decision was made to revise the CMBI and test it with other data sets, including 

the one uscd in the current study. The revised model hypothesizes that determinants 

(organizational culture) exert direct effects on intermediate outcomes (trust in employers 

and job satisfaction) and outcome (organizational commitment and intent to stay). 

Intermediate outcomes exert a direct effect on outcome and mediate the effects of culture. 

Finally, satisfaction mediates the effects of trust on commitment and intent. More 
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positive perceptions of culture, greater trust, and increased satisfaction generate greater 

commitment and intent to stay. 

There is some theoretical and empirical support in the literature fdr the hypothesized . 
relationships among study variables. Common attributes of culture (team work, 

collaborative relations, leadership, quality of work life, communicationlinfonnation) are 

considered important for creating conducive work environments,IB. 19 positive provider 

outcomes, quality patient care and optimal health outcomes. IS, 20 In a meta-analytical 

study, Dirks & Ferrin21 found that positive perceptions of leadership behaviours and 

practices, organizational support, participatory style decision-making, justice, fairness, 

and leadership style increased trust in leadership. Other meta-analytic studies detennined 

that work environment and job characterislics are strongly associated wilhjob 

satisfaction.22•B and that satisfaction is associated with trust Dirks & Ferrin21• Finally, 

meta-analysis findings also support multiple correlates of commitment, including job and 

organizational characteristics Gob challenge and scope, autonomy, and centralization), 

group/leader relations and role states (role ambiguity, conflict, and overload) and job 

satisfaction.24 

Several causal models have been proposed to explain how various factors impact nursing 

turnover. I I . 23,23-27 Despite variant predictive factors most of these models depict a 

multidimensional, linear process incorporating delenninants Gob-related and work 

environment), intervening attitudes Gob satisfaction, organizational commitment), 
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behavioural intentions (intent to stay/leave, etc.), and correlates (i.e., personal 

characteristics). As well, detenninants are conjectured to exert direct effects on attitudes, 

and indirect effects on turnover intentions via attitudinal states. Tryst, not nonnally a part 

of the turnover models, has surfaced as an important predictor of iatisfaction, 

commitment and intent to stay.4,lJ.14,21 

In summary, there is increasing research support for the assumption that RNs' 

perceptions of culture, trust in employer, and job satisfaction impact organizational 

commitment and intent to stay. However, further multivariate analysis research is needed 

to identify the most important predictors. 

Methods 

Design 

The data were obtained as part of a program of ethically approved research examining the 

implications ofrefonn for NL acute care institutions.2s Study findings with other samples 

of RNs in 2000 and 2002 have been reported elsewhere.7•s In the current study, a non· 

experimental predictive survey design was used to test the proposed model. 

Sample 

In 2005, the provincial nursing association generated an updated list ofRNs working in 

acute care settings (N "" 3890) by matching region. Due to privacy regulations, the 

accessible population (n T 1,173) was restricted to those willing to participate in health 
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services research. Given nonnally low response rates, surveys were mailed to the home 

addresses of the entire accessible population, and reminder letters were sent 2 weeks 

later. Although 458 surveys were returned, 85 mWlagersinursing faculty and 30 . ) 

incomplete surveys (missing data) were excluded, leaving a final sample of 343 and a 

response rate of29.4%. 

Data Collection Instruments 

The Employee Attitude Survey (EAS) was used to collect data on RNs' perceptions of 

organizational culture (emotional climate, practice-related issues, and collaborative 

relations), provider attitudes (job satisfaction, trust in employer, and organizational 

commitment), behavioral intentions (intent to stay), and key demographic variables. A 

description of the constructs comprisi ng the EAS is presented in Table 6.1. 

Organizational culture was defined in tenns of satisfaction with the emotional climate of 

the workplace, practice issues, and collaborative relations. Two subscales of the Revised 

Impact of Health Care Refonn Scale (RlHCRS) and the Collaborative Relations (CR) 

scale examined organizational culture. Scale items are rated from I to 6, with higher 

scores indicating greater satisfaction. The Rll-ICRS is a modified version of the Impact 

of Health Care Refonn Scale used in a survey ofRNs.29 Both versions had good construct 

validity (factor analysis) and fairly high internal consistency. The CR scale developed by 

the researchers had good construct validity (i.e., a one factor solution and strong internal 

consistency). Good a coefficients have been reported for the climate (.71 and .80), 
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practice issues (.75 and .79) and collaborative relations (.88 and .88) scales in samples of 

health care providers.8 Subscale reliabilities for the current study were adequate (i.e., .76, 

.82 and, .86 respectively). Factor analysis confinned the feasibilitr of combining the 
, 

emotional climate, practice issues, and collaborative scales to generate the organizational , 
culture construct. The internal consistency of the scale was .90. 
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Table 6.1 Description or Constructs or Employee Attitude Survey 

Scale ~~~ No of a Content 
Items 

Emotional 2.83 7 .82 This sca)e assessed key aspects of the work 
Climate (.97) environment: job satisfy1nglchallenging, 

frustration with care, indreased demands/strcss 
creates disillusionment, )ow morale, and 
unpleasant relations. 

Practice Issues 3.24 .76 Scale items measured perceived control over 
(1.15) practice, access to educational services, and 

involvement in workplace problem 
identification and resolution. 

Collaborative 3.44 .86 This scale assessed satisfaction with the 
Relations (1.08) visibility and accessibility of management, 

communication with management, 
interdisciplinary approaches to care, and time 
spent dealing with interdisciplinary conflicts 
since rcstructurine:. 

Psychological 2.94 .70 This scale assessed how well and how often 
Contract (.56) organizations fulfilled original implied 
Violation commitments and how well rewards match 

what was oromised or exoected. 
General Job 4.72 .80 Scale items assessed satisfaction with the job 
Satisfaction (1.33) itself and type of work and co-worker 

satisfaction. 
Organizational 4.08 .92 Scale items assessed the affective response to 
Commitment (1.22) and identification with and involvement in the 

onzanization. 
Intent to Stay 3.37 .72 Scale items assessed the likelihood of staying 

(.90) with present employers, potential for leaving if 
another job opportunity surfaced and search 
efforts for another' ob. 

Note: Weighted mean and SD scores are reported, with higher scores reflecting more 
positive attitudes. Cronbach's (.( was used to measure internal consistency of scales. 
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Trust in employer pertains to beliefs about implied agreements between employees and 

employers. Violations occur when employees perceive that employers have not fulfilled 

obligations (fair pay, job security, and promotion,). in return for hard work and loyaJty.12 
l 

Trust in employer was measured with the Psychological Contract Violation scale. 13 . 
Items are rated from 1 to 5, with higher scores indicating less perceived violations. The 

internal consistency was reported as .75 and .75. 8 In the current study, it was .70. 

Job satisfaction was conceptualized as an individual's overall affective response to the 

job. A modified version of the General Job Satisfaction scale30 measured satisfaction. 

Scale items are ranked from I to 7, with higher scores indicating greater satisfaction. The 

modified scale evidenced good internal consistency (.80 & .83) with health care 

providers,s similar to the current study (.80). 

Commitment, conceptualized as the affective response to and identification with and 

involvement in the organization, was assessed with the Organizational Commitment 

Questionnaire.3] Items are ranked from 1 to 7, with higher scores indicating greater 

commitment. Very good internal consistency (.92 and .93) was reported for health care 

providers,s similar to the current study (.92). 

Behavioral intentions were conceptual ized as an individual's likelihood of staying with 

current employers.]4 The Intent to Stay scale was adapted from the Intent to Quit and Job 

Search Scales.1J Items are rated from I to 5, with higher scores reflecting greater intent to 
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t' 
stay. The scale had an internal consistency of .76 and .79 with health care providers8 but 

was slightly lower for the current study (.72). 

) 
The demographic/work related variables included standardized questions (years of work 

, 
experience, current position tenure, education, employment status, geographic region, 

gender, and current age). 

Data Analysis 

Data analyses were performed with the Statistical Package for the Social Sciences 

(SPSS), Version 11.5, and the Analysis afMament Structures statistical package. Version 

5.0. Descriptive statistics examined personal characteristics and distribution of sub-scale 

scores. Evaluation ofintemal consistency and inter-correlations was based on 

Cronbach's (J, and bivariate correlations, respectively. Theoretical models were tested 

using structural equation modeling techniques. Preliminary analysis indicated that the 

problem with missing data was random and not severe, resulting in the elimination onD 

cases (8%). As recommended by Kline32 (1998), a minimum of four criteria were 

employed to evaluate model fit - -l, comparative fit index (CFI), incremental fit index 

(lFI), Tucker-Lewis Index (TLI), and the root mean square error of approximation 

(RMSEA). 
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Results 

Descriptive Statistics 

Table 6.2 presents the demographic findings. MQ~t respondents were middle aged, 
) 

diploma prepared and employed in the 51. John's region; had bed. in their current 
, 

position for 5 or more years; had 10 or more years of nursing experience; and worked 

full-time. Although comparable to the provincial nursing population on employment 

status, the sample was younger and more educated.33 

Table 6.2 Personal characteristics ofRNs working in direct care in 2005 (N = 343) 

% 
Education 

Diploma 201 58.6 
Baccalaureate or higher 142 41.4 

Region 
81. John's 177 51.6 
Outside regions 166 48.4 

Employment status 
Full time 239 69.7 
Part time 63 18.4 
Casual 41 12.0 

Nursing Experience 
::; 4 years 73 21.3 
5 - 9 years 48 14.0 
10 -19 years 108 31.5 
::: 20 years 114 33.2 

Years in current position 
::; 2 year 87 25.4 
3 - 4 years 58 16.9 
5 - 9 years 97 28.3 
::: 10 years 101 29.4 

Age, mean (SD), years 37.4 (9.4) 
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The score distributions of the study variables are presented in Table 6.1. Weighted means 

were calculated for each subscale and scale by dividing individual scores by relevant item 

numbers. Although satisfied with their jobs, most,RNs believed th:t restructuring had 

negative repercussions for organizational culture, were distrustful"of employers' 
, 

intentions to fulfill conunitments made to them upon hiring. had low levels of 

commitment to their organizations, and were unsure about staying with current 

employers. 

Testing the Model 

The first step in hypotheses testing was to generate a correlational matrix for major study 

variables (Table 6.3) and difference tests to determine the effects of personal 

characteristics (data not shown). The moderately strong positive inter-correlations 

among determinants (organizational culture), mediators (trust and satisfaction), and 

outcome (commitment and intent to stay) suggest that determinants and mediators are 

useful predictors of outcome. The limited contribution of demographic variables to the 

causal models resulted in their exclusion. 
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Table 6.3 Intercorrelations among Organizational Culture, Trust, in Employer Job 
Satisfaction, Organizational Commitment and Intent to Stay (N = 343) 

Variable 
1. Emotional Climate 1.00 

2. Practice Issues .58 1.00 

3. Collaboration .60 .64 1.00 

4. Total Culture .88 .83 .85 1.00 

5. Trustt .50 .35 .48 .52 1.00 

6. Satisfaction .58 .39 .43 .56 .46 1.00 

7. Commitment .48 .34 .50 .51 .55 .55 1.00 

8. Intent to stay .38 .31 .31 .37 .38 .54 .44 

Note: All reported significant levels (two-tailed) are at the p < .001 level. 

tTotal Organizational Culture Scale 

The proposed model was tested using structural equation modeling with maximum 

1.00 

likelihood estimation. The emotional climate of the workplace, practice-related issues 

and collaborative relations are indicators of the latent variable "organizational culture". 

Variable interrelationships suggested that climate was the strongest contributor to this 

construct. Each outcome (organizational commitment and intent to stay) was tested 

separately. 
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When organizational commitment was the outcome, the hypothesized model did not fit 

the data r.t = 48.4, df= 6, CFl = .950, IFI = .951, TLI = .876, RMSEA = .144) according 

to recommended standards.34-3s Based on suggesJ.ed Modifications Indexes, theoretically . ) 
plausible paths were created between the error terms of climate arid relations and 

relations and practice·related issues. The revised model revealed/an improved fit (-£ = 

17.6, df = 4, CFI = .984, IF! = .984, TLI = .940, RMSEA = .100); see Figure 6.1) with all 

paths highly significant. The findings supported the direct effects of all variables and the 

indirect effects of culture and trust on conunitment. Culture had a direct positive effect on 

trust (p = .57), satisfaction (P = .48), and commitment (P = .23). In addition, culture 

indirectly influenced conunitment through trust (p = 0.17), satisfaction (p = 0.13) and the 

path from culture to trust passing through satisfaction (P = 0.03). On the basis of the 

magnitude of their total effects, the determinants of organizational commitment may be 

ranked as follows: culture (P = .56), trust (P = .36) and satisfaction (P = .27). The 

standardized path coefficients for the final model are presented in Figure 6.1. The amount 

of explained variance was 45%. 
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i = 17.6,df=4 
R' = .45 
IFI = .984 
eFI = .984 
TLi = .940 
RMSEA = .100 

.27''' 

Note: df, degrees of freedom; eFl, Comparative Fit Index; IFI , Incremental Fit Index; 
R2 . percent explained variance; RMSEA, Root Mean Square of Approximation; TFf, 
Tucker-Lewis Index;';, Chi-square. 

Standardized path coefficients and their significance tests for the reduced path model 
are presented." p < .01; ••• P < .001 

Figure 6.1 Final model linking organizational culture, trust, job satisfaction, and 
organizational commitment 
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I' 
When intent to stay was the outcome, the data also did not fit the proposed model (-£ = 

38.2, df~ 6, CFI ~ .958, IFI ~ .958, TLI ~ .894, RMSEA ~ .126). All originally 

hypothesized paths were statistically significant, .,:",ith the notable exception of the culture 

) 
to intent to stay path, which was removed . Paths were added between two error tenus 

(practice-related issues and relations and climate and relations). 1he fe-tested model 

revealed an improved fit (-/ = 11.5, df= 5, CFl = .992, LFI = .992, TLI = .975, RMSEA = 

.062), with the findings supporting the direct effects of all variables, except culture, and 

the indirect effects of culture and trust. As predicted, culture had a direct positive effect 

on trust (p = 0.57) and satisfaction (p = 0.50). In addition, culture indirectly influenced 

intent through trust W = 0.10), satisfaction (P = 0.23) and the path from culture to trust 

passing through satisfaction (P = 0.05). Based on the magnitude of their total effects, the 

detenninants of intent to stay may be ranked as follows: satisfaction (P = .46), culture (P 

= .38), and trust (P = .25). The standardized path coefficients for the final model are 

presented in Figure 6.2. The amount of explained variance was 31 %. 
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x' ~ 11.5, df~ 5 
R2 =.31 
1F1 ~ .992 
CFI ~ .992 
TLI ~ .975 
RMSEA~.062 

.46'" 

Note: df, degrees of freedom; CFI, Comparative Fit Index; IFI, Incremental Fit Index; 
R2, percent explained variance; RMSEA, Root Mean Square of Approximation; TFI, 
Tucker-Lewis Index ; (TLl); t, Chi-square. 

Standardized path coefficients and their significance tests for the reduced path model 
arc presented." p < .01; ••• p < .001 

Figure 6.2 Final model linking organizational culture, trust, job satisfaction, and intent 
to stay 
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Discussion 

Frontline RNs working in acute care in NL have negative perceptions of the 

organizational culture (i.e., emotional climate, practice-related iss)es, and collaborative 

relations). Furthennore, although moderate levels of job satisfactfon were reported, low 

ratings were given to trust, commitment, and intent to stay. Importantly, 69.4% of the 

respondents indicated that they were likely or very likely to leave their current employer. 

The causal models tested in the current study provide support for the impact of culture, 

trust, and satisfaction on commitment, but partial support for intent to stay. Study results 

support the proposition that cuilure, specifically emotional climate and practice issues, 

has a direct effect on commitment. As well, culture had indirect effects on commitment 

through trust and job satisfaction. Similarly, Laschinger et al.4 reported that work 

empowennent structures (infonnation, support, resources, and opportunity) had a direct 

effect, as well as an indirect effect through trust, on affective commitment. Taunton et 

al.27 also found that managerial, organizational, and work characteristics had significant 

direct effects on commitment, and indirect effects through job satisfaction. In a more 

recent study, Laschinger and FineganJ6 reported that structural empowennent had a direct 

effect on organizational commitment, as well as indirect effects through trust and job 

satisfaction. The implication is that interventions targeting organizational culture may 

result in greater levels of trust, satisfaction, and commitment. 
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In the current study, trust and satisfaction were significant direct predictors of 

commitment. Consistent with this study, levels of perceived psychological contract 

violation were identified as significant predictors,of organizationa~ loyalty for business 

managers and executives. 14 Support also exists in the nursing liter~ture for the direct , 
effect of trust on affective commitment.4 As well, causal model findings support the 

strong direct effect of job satisfaction on organizational commitment.27,36 

The model for intent to stay fit the data reasonably well, with significant direct, positive 

effects for trust and job satisfaction. Contrary to our initial hypothesis, culture had only 

an indirect effect on intent to stay. This could be attributed to the weak correlation 

between these variables, to the sensitivity and specificity of the scales used to measure 

culture, or both. In contrast to the current study's findings, direct effects of several 

culture factors on nurses' turnover intentions have been reported. 2s-27,37 In the current 

study, trust and satisfaction partially mediated the effects of culture on turnover intent. 

Despite support from the business sector on the positive and direct effect of implied 

contract violations on anticipated turnover, 13-14 these researchers did not examine the 

effects of determinants and mediators for commitment or turnover intentions. Support 

exists for the indirect effects of determinants (group cohesion, stress, interpersonal 

relations, routine, role overload, pay, autonomy, and leadership style) on nurses' turnover 

intentions through job satisfaction.26-27, 37 Finally, the predictive significance of job 

satisfaction on intent to stay has been established.26, 37 
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Limitations 

The cross-sectional nature of the study design and subsequent path analysis does not 

confinn causality, which requires an intervention..,to prove the hypothesis that changes in 
) 

organizational culture and trust will improve organizational comrtitment and employee 

I 

turnover intentions. The generalizability of the findings may be limited due to (a) the 

study population consisting ofRNs who indicated a willingness to participate in research, 

(b) the relatively low response rate. (c) the absence of data on non-participants. (d) the 

possibi lity that nested models (nurses within hospitals and unit/wards) contributed to the 

significant results obtained. and (e) the use of self-reported data. 

Conclusion and Practice Implications 

Study results are consistent with previous findings documenting the importance of job 

and work environment factors for employee attitudes and behaviours. Empirical support 

for the proposed models of organizational commitment and intent to stay has serious 

implications for all levels of management. What is important is that management direct 

more attention to developing and implementing strategies to enhance culture (emot ional 

climate. practice issues and collaborative relations), trust in employers and job 

satisfaction. The role of organizational culture is integral given its direct effect on 

organizational commitment and its indirect effects through trust and job satisfaction on 

commitment and intent to stay. 
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Health care managers must work in partnership with all levels of providers to identify and 

implement interventions to improve organizational culture and renew trustful 

employment relationships. In a system continuou,sly undergoing change, organizational 
i 

leadership must have in place policies and interventions that are responsive to employee 

needs. Integral to the success of such interventions is the provision of adequate human 

and physical resources to address the most challenging aspects of nurses' work 

environment (climate, control over practice, and collaborative relationships), and the 

presence of visionary leaders that are visible and accessible to all staff. Managers should 

be mindful of the fact that organizational cuilure in and of itself may have no direct effect 

on turnover intentions. Ongoing evaluation of timely change strategies is strongly 

recommended in a system that will likely be subjected to further reform. 
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CHAPTER 7 

General Discussion and Implications for Policy and Research 



7.1 General Discussion and Policy Implications 

The final chapter provides a summary discussion pfthe three studies, health care provider 
. I 

descriptive findings, and registered nurses (RN) findings (causal modeling). The 

I 
discussion on policy is divided into two sections. The first section focuses on a review of 

the literature guiding policy decisions for transformed health care systems. The second 

section presents an overview of policy implications resulting from empirical evidence on 

the impact of system refonn on acute care providers. Policy implications for the macro, 

meso, and micro levels, as well as potential areas for future applied health research will 

be highlighted. Finally, a summary discussion of the conclusions and description of 

knowledge transfer activities are presented. 

7.1.1 Summary Discussion of the Three Studies' Findings 

This is the most extensive and comprehensive program of research of its kind ever 

conducted in Newfoundland and Labrador and was specifically designed to examine the 

short to mid-term impact (5 to 7 years) of system reform on a number of health care 

provider groups' (physicians, licensed practical nurses, management personnel, allied 

health professionals, registered nurses) perceptions of work conditions and health care 

quality, work-related attitudes, and behavioral intentions. Registered nurses became an 

exemplar group because it is the largest grouping of acute care providers and the only one 

with available baseline data on the perceived impact of health care reform. 
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An important focus of the work for this doctoral dissertation was to test conceptual 

models linking aspects of organizational culture (emotional climate, practice issues and 
. I 

collaborative relations), intervening attitudes (trust in employer, job satisfaction), and 

I 
outcome (organizational conunitment, intent to stay, perceived health care quality). The 

size of the RN sample enabled the use of hierarchical regression and causal modeling 

techniques. Model testing has also been completed with front-line managers and 

physicians, with a paper on the managers' data published. 1 

A broad objective of the studies was to capture and document a wide range of acute care 

providers' perceptions of health system changes for historical purposes. The ultimate 

intent was to inform and provide evidence that contributes to a better understanding of 

the impact of system reform on providers to policy makers at the federal and provincial 

levels of government, decision makers, professional associations/unions and providers, 

and the public. This improved understanding could be used to assist in the development, 

implementation, and management of health human resources policies and initiatives 

arising from those policies. 

Thefirst study in this dissertation involved an examination of the perceived impact of 

system reform on health care providers (registered nurses, licensed practical nurses, 

physicians, allied health professionals, management personnel) during restructuring. The 

operational measures (see Appendix B) for all of the studies were specifically designed to 

190 



assess providers' perceptions of important areas of system reform. In the second 

empirical study health care providers were surveyed shortly after restructuring. The third 

study in 2005 focused solely on registered nurses. " 

The studies were co·sponsored by two partners in the province (Department of Health 

and Community Services, Government of Newfoundland and Labrador and the Health 

Care Corporation of St. John's) that expressed an interest in evaluating the impact of 

system reform on a number of areas, including health care providers. The external co· 

sponsor was the Canadian Health Services Research Foundation, an organization which 

supports evidence-based decision-making in the organization, management and delivery 

of health services through funding research, building capacity, and transferring 

knowledge. Close collaboration with the local co-sponsors (health ministry and the 

largest regional health board) of the research, health services researchers, employers, and 

professional associations and unions paved the way for the collection and analysis of data 

deemed relevant and useful for all parties. All groups were optimistic that the body of 

evidence emerging from this research could be useful in the formulation of public policy 

in health care. 

7.1.2 Overview of Health Care Provider Descriptive Findings 

Studies one and two examined the perceptions of organizational culture among several 

provider groups. The results indicate that the perceptions of all provider groups resulted 
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in low ratings of organizational cu lture during and following health system 

transformation. More specifically, all provider groups had negative perceptions of 

organizational culture and health care quality. Significantly, despi\e acknowledging the 

importance of system reforms, acute care providers in NL believed that their ability to 

provide quality services had been compromised, in part, because reform initiatives (re-

engineering, reductions in support and management personnel, bed closures, and 

mergers) had altered the nature of the work environment, shortened lengths of stay and 

increased inpatient acuity levels. As well, all of the provider groups evidenced low levels 

of organizational commitment and trust in employers, and were unsure about staying with 

current employers. On a positive note, most providers were satisfied with their jobs 

throughout the reform period. 

It was anticipated that acute care providers in S1. John's, the largest region with the most 

pervasive reforms and the greatest dislocation of workers due to hospital aggregation and 

closure, would show greater negativity than those in the other regions of the province. 

This conjecture was not supported by the findings, suggesting that change strategies 

implemented to buffer the impact of hospital closure and aggregation effectively 

prevented deterioration in perceptions, attitudes and behavior. 
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7.1.3 Registered Nurses Findings 

In the study of registered nurses, findings suggest. that a multitude)of factors influence 

nurses' attitudes, intentions and perceived quality of care. In samples of registered nurses, , 
the testing of conceptual models linking aspects of organizational culture (emotional 

climate, practice issues and collaborative relations) to work-related attitudes (trust in 

employer, job satisfaction, and organizational commitment), and behavioral intentions 

(intent to stay), as well as linking culture to trust in employer and perceived health care 

quality suggested that a common, but significant, finding was the link between aspects of 

organizational culture to commitment, intent to stay and quality. Key aspects of 

organizational culture were highlighted as the best predictors of outcome, but this 

research finding warrants further monitoring over time. 

7.1.4 Summary 

The linkages between key organizational culture factors (emotional climate, practice 

issues, collaborative relations), intervening attitudes (trust in employer, job satisfaction), 

and outcome (commitment to the organization, turnover intentions and health care 

quality) for select health care provider groups, especially registered nurses, suggest that 

system change can impact the greatest asset of any organization - the employees. It is in 

the public's interest for policy makers to formulate policies aimed at minimizing the 

impact of health system reform on providers. It would be important to determine whether 
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r 
these interventions did lead to more positive perceptions of the organizational culture and 

greater levels of trust, organizational commitment. intentions of staying with current 

employer and more positive perceptions of health care quality. The studies' findings will 

likely provide missing information that will enable stakeholders tQ) engage in more 

infonned discussions with each other and ideally. inspire the creaGon of broadly endorsed 

provincial health human resources policies that can be readily implemented. 

7.2 Policy Directions for Transforming Health Care Systems -Importance of 

Evidence-based Change 

Regionalization of health services occurred over a decade ago, yet there is very little 

evaluative data on its envisaged achievements.2 There is also very little empirical 

evidence to support the claims associated with reengineering - cost reduction, 

improvement in work processes, productivity and patient care.3 Based on a review of 

available Canadian research and policy reports, and where necessary, U.s. study findings, 

Shannon and French3 suggest that reengineering strategies have not worked and that the 

impact on nursing and patient outcomes has been negative. Finally, a review of the 

literature on organizational downsizing in healthcare by Davis, Savage, and Stewart4 

concluded that there is inconsistent evidence regarding the long-tenn benefits of 

downsizing. 

194 



Several reform initiatives (restructuring, reengineering, hospital closure and aggregation, 

bed reductions and downsizing) occurred concomitantly with regionalization of health 

services in Canada in the 1990s. The acute care s«ctor was inundated with reform 
) 

because it represented the greatest health care expenditure. There \vas scant empirical 
I 

evidence supporting the effectiveness of reform initiatives5-6 or their long-term impact for 

an organization's performance in terms of costs, quality of services, and satisfaction of 

consumers and employees7• The restructuring component of the health services agenda 

for cost containment essentially targeted human resources, the largest health care 

expenditure; yet, the long-term effects of restructuring on health human resources 

received little to no attention.s 

7.2.1 Health Human Resources 

Health services researchers began to investigate the impact of acute care sector 

restructuring on providers' perceptions early in the process of restructuring, particularly 

for registered nurses. The accumulation of evidence from studies using variant research 

designs and at different stages of system reform from the mid I 990s onwards all report a 

negative impact of restructuring on workplace conditions, health care quality, 

collaborative relations, the job, organizational commitment, and trust in 1cadership.9-1 0 

Although human resources is the most important input into the provision of health care, 

this issue only reached t~ public and political agendas around 2000, almost a decade 
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I' 
after health care restructuring and downsizing. A growing number of national and 

provincial reports highlight health human resource problems associated with working 

conditions and work environments subsequent to th; health system tJfUlsformation in the 
I 

19905. 11 -15 

In 2001 , policy-makers, decision-makers and health services researchers identified health 

human resources (recruitment and retention) as a top priority for research and action, l6 In 

2004, it remained the number one priority for policy makers, decision-makers and applied 

health researchers. Notably. issues such as improvement of the workplace, appropriate 

workloads, improvements in quality of work-life, teamwork and interdisciplinary 

collaboration and leadership were identified as key research areas. l1 

The necessity of creating high quality work environments in the health care industry has 

been addressed by researchers in a number of key national reports. 12-15, IS-20 It is believed 

that high-quality work environments contribute to strong employment relationships (trust, 

commitment, communication and influence) and in tum are related to improved quality 

of work-life and organizational perfonnance, '9 Study findings on a large cross-section of 

employee groups in Canada indicated that work environment factors (job demands, 

supportiveness. access to resources) have significant implications for employment 

relationships (trust, commitment, communication and influence), and that ratings of all of 

these factors are lowest for health care employees subjected to restructuring, downsizing 

or job changing, 19 
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Clearly, the empirical evidence suggests that it is in the best interest of all levels of 

government to foster high quality work environments for their employees. However, the 

real gap in health human resources research is in the study of the Pfocesses linking 

intervention to positive individual and organizational outcomes.10~or example, despite 
I 

overwhelming evidence supporting the negative impact health system refonn has had on 

registered nurses, less is known about how system refonn may have altered hypothesized 

linkages among organizational factors and outcomes. 

The federal, provincial, and territorial levels of government made an important policy 

decision with the integration of health human resources (issues of recruitment and 

retention, healthy workplaces) into the 2003 Health Accord.11 Further, establishment of 

the Health Council of Canada in the 2003 Accord on Health Care Renewal11 and the 

subsequent enhancement of the council's role in the 2004 10-Year Plan to Strengthen 

Health CareH were positive steps in communicating to the public about key issues such 

as health care access, quality, and health human resources. In 2005, the government of 

Newfoundland and Labrador fulfilled its agreement by reporting to the public on an 

action plan focusing in part on the training, recruitment and retention of health human 

resources, and establishing healthy workplaces.23 The plan provides a clear indication of 

the government's commitment to support healthy workplace initiatives. 
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In summary, the structural (restructuring, reengineering, and downsizing) aspects of 

health system transformation and their impact on provider outcomes have been subjected 

to extensive research. In contrast, regionalization9fhealth services has been evaluated to . ) 

a far lesser extent. The point has been made by some researchers that the relationships 

j 

that define work experiences, and the outcomes of these relationships for workers and 

employers require more concerted research efforts. The findings of the studies 

comprising this doctoral work contribute new information on the linkages between 

aspects of organizational culture (emotional climate, practice issues, and col laborative 

issues), intervening variables (trust in employer and job satisfaction) and provider 

outcome (organizational commitment, intent to stay, and perceived health care quality). 

The findings provide valuable information for a number of levels includ ing applied health 

researchers, decision makers, policymakers, etc. 

7.1.2 Quality o/Care Issues 

Provincial commissions identified quality of care as a key princip le in health care reform 

initiatives. 13,24 In the aftermath of system reform, health human resources and quality of 

care issues concurrently moved higher up the policy agenda at all levels (government, 

boards, organizations, public, health care providers; professional associations/unions). 

Improving quality and the outcomes of care has emerged as a central theme in the United 

States, 25 United Kingdom, 26 and Canada 24. 27, A notable difficulty associated with the 

issue of quality of care is how quality is interpreted and can differ between users, 
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providers and organizations. Patients and providers use different conceptual definitions 

for quality of care. Patient satisfaction sUlVeys monitoring quality of care tend to focus on 

the caring and supportive aspects, while surveys 6fproviders' pe'1eptions focus more on , 
professional standards, safety issues, and the adequacy of human ~nd physical resources. 

The use of a common framework for health system users, providers and organizations is 

required. Achieving clarification and gaining consensus on what health care quality really 

means is an essential first step. The Alberta Quality Matrixfor Heallh 28 is one tool that 

could be used to guide data collection across all health care sectors within each region. 

In 2004, the Health Quality Network developed a common framework for health system 

users, providers and organizations that helps organize information and thinking around 

the complexity of the health system. Six dimensions of quality are assessed: accessibility, 

availability, appropriateness, effectiveness, efficiency and safety. A major premise of the 

matrix is that collaboration among health care organizations, health care providers, and 

various stakeholders is the key ingredient for health care quality. 

7.3 Policy Implications 

A number of policy implications can be drawn from this research which could contribute 

to at least three phases of the policy-making process: agenda setting; policy formulation; 

and implementation. Policy recommendations are directed at three levels: macro 

(governments), meso (regional health boards, senior leadership and managers of 

institutions, public) and micro (individual health care providers, professional 
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bodies/unions). Discussion of study results are organized around health policy 

implications for each level. While the micro level policy implications are generally useful 

for all health care provider groups, a number of specific implication, have been addressed 

I 
for registered nurses. 

7.3.1 Macro Level Implications (Governments) 

The federal government's role in health care organization and delivery is limited by the 

Canadian Constitution, which dictates that provincial/territorial governments are 

primarily responsible for the provision of health care and health policy. The federal 

government has control or influence on health policy at the provincial level primarily 

through the Canada Health Act of 1984?9 The Canada Health Act authorizes the federal 

government to make fiscal transfers to the provinces and territories for the provision of 

insured hospital and physician services. The transfer payments are subject to compliance 

with five principles of the Act: comprehensiveness, universality, accessibility, portability 

and public administration. The federal government can playa pivotal role through the 

transfer of funding to the provinces, in determining what issues (e.g., health human 

resources, healthy workplace, quality of care, cost containment) are placed on federal and 

provincial health policy agendas. 

Commitment to healthy workplaces must be tempered with the reality of a system 

continually faced with escalations in health care expenditures and costs of care. Policy 
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makers at both levels of government, but particularly so at the provincial level, will be 

forced to deal with the impact of health policy decisions aimed at human resource issues, 

such as numbers of employees and costs and/or quality of care concerns. It is imperative 
. I 

that the provincial government clearly identify and communicate its policy goals to all 

key health system stakeholders, identify the manner in which goals will be achieved. and 

identify the mechanism by which it will measure the success or failure in achieving stated 

goals. Most importantly, future government blueprints for health care transformation 

must explicitly consider their impact on the work environment and employees. 

7.3.2 ftfeso Level Implications (Regional Health Boards, Senior Leadership and 

Managers of Institutions, Public) 

7.3.2.1 Regional Health Boards 

Regional health boards are mandated and funded to be responsible for providing health 

care services to a population. In addition. they are responsible for their staff recruitment 

and professional development. It is important. therefore. to consider that any policy 

formulation takes into account the unique needs of health care providers employed by or 

affiliated with each board and their respective institutions. Similar to the federal and 

provincial govenunent, regional heaUh boards, senior leadership and managers must 

explicitly consider the impact of future proposals for system reform on work 
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I' 
environments and employees and engage the professional bodies/unions in the planning 

process. 

1 
A key factor in successful implementation of change strategies is recognizing and 

acknowledging that each health care provider group has its own ethos. It is critical that 

each group's readiness for, and acceptance of, change is evaluated before change is 

implemented. An important consideration is that human and organizational behaviors arc 

most resistant to transformations. Involvement of health care providers prior to, during, 

and after health care restructuring together with open and transparent sharing of 

information throughout the change process are necessary to buffer any negative impact of 

reforms. 

7.3.2.2 Senior Leadership and Managers o/Institutions 

Health care managers must work in partnership with all levels of providers to identify and 

implement intelVentions to improve organizational culture and renew trustful 

employment relationships in the aftermath of reform. Greater autonomy, appreciation, 

recognition and opportunities for professional development, adequate resources, 

improved lines of communication, and co-worker and supelVisor support are all critical 

for enhancing the organizational culture. It is recognized that the identification, 

development, implementation and evaluation of such intelVentions will require time, 

etTort and resources. Nonetheless, it is essential that in a system continuously undergoing 

202 



change, organizational leadership have policies and interventions in place that are 

responsive to employee needs. 

Integral to the success of such interventions is the provision of ad~uate human and 

physical resources to address the most challenging aspects of health care providers' 

organizational culture (climate, control over practice, collaborative relationships). In 

addition, there must be a visible and accessible presence of visionary managers. This was 

a major challenge post-regionalization with 40% to 50% reductions in management and 

support staff in all regions of the province. 

Empirical support for the proposed models of organizational commitment and intent to 

stay has serious implications for all levels of management. Management must direct 

more attention to developing and implementing strategies to enhance culture (emotional 

climate, practice issues and collaborative relations), trust in employers and job 

satisfaction. The role of organizational culture is integral given its direct effect on 

organizational commitment, and its indirect effects through trust and job satisfaction on 

both commitment and intent to stay. Provincial initiatives to improve the emotional 

climate of the workplace and collaborative relations may achieve improvements in health 

care provider' attitudes and behaviours. which may translate into enhanced organizational 

commitment and subsequent improvement in productivity. 
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During times of restructuring and downsizing, senior managers are pre-occupied with 

cost reductions, efficiency, productivity, etc. as opposed to health care providers' work 

environment or outcomes. Regional health board~'and individual organizations need to 

partner with employees, professional associations and unions to m,ake the necessary work 

environment changes. Rebuilding trust between the employer and employee and 

enhancing commitment in the organization must be a senior management priority. 

There are also a number of specific policy implications for senior leadership and 

managers of the regional health boards that emerge from the study findings focusing on 

provider and patient perceptions of health care quality. Policy fonnulations must focus on 

a collaborative interdisciplinary approach to the delivery of health care. At a national 

level there is a drive to promote interdisciplinary collaboration to ensure the delivery of 

quality and effective care.30-33 The reports suggest that there is limited insight on how to 

make these teams work. Although the structure and/or composition of the teams may be 

relatively straightforward, the process of getting the teams to work collaboratively may 

prove to be more of a challenge. Interdisciplinary collaboration requires teamwork. A 

synthesis of existing evidence regarding effective teams in health care and what is being 

done to promote effective teamwork in Canada and elsewhere was completed in 2006. A 

report commissioned by the Canadian Health Services Research Foundation suggests that 

teamwork and team composition may be positively linked to quality and safety.30 The 

requirements of collaborative team work include strong leadership, role clarity, trust, 

respect, and feelings of being valued. 
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Hospital administrators require more empirical evidence linking providers' perceptions of 

diminished quality of care to actual patient outcorpes (e.g., adverse effects, medical 
) 

errors) prior to the fonnulation and implementation of any health policies directed at this 

I 
issue. Therefore, continuous sUlVeiJlance of patients' and providers' perceptions is 

imperative in order to explore the potential linkage of professional practice to patient 

outcomes. 

Researchers have also suggested that a multi-level approach to change is necessary to 

maximize the probability of success of quality improvement initiatives.J4 The four levels 

of change include: the individual, the group or team, the overall organization, and the 

larger system or environment in which the individual organizations are embedded. 

Further, quality improvement initiatives must pay greater attention to issues ofleadership 

at all levels, culture that supports learning throughout the care process, team or micro-

system development, and infolll1ation technology for both continuous quality 

improvement and external accountability.J4 

7. 3.2.3 Public 

The onus is also on the public to become engaged and ensure that the government holds 

true to its commitment to create healthy workplaces. Clearly, it is in the public's best 

interest to have satisfied, committed providers that work in positive, healthy workplaces. 
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The need for an immediate improvement to the workplace environment of health care 

providers in the acute care setting can be supported through the current research findings. 

It could be argued that as patients become more well-infonned ab&ut balanced report . 
cards, outcomes and complication rates, more direct questions should be posed related to 

their perceived level of and satisfaction with the quality of clinical care (e.g., received the 

correct medication, correct diagnosis and/or treatment). Methods such as those developed 

to encourage consumer feedback (telephone hotline, patient satisfaction questionnaires. 

external program advisory committees. focus groups, and processes for patient 

complaints through a Patient Relations Officer) in the 81. John's region should be 

considered. 

7.3.3 Micro Level Implications (Individual Health Care Providers and Professional 

Associations and Unions) 

7.3.3.1 Individual Health Care Providers 

The findings of the current studies can provide individual health care providers with more 

insight not only into key factors influencing their work, but also ways in which they 

could assume some responsibility for improving the work environment (e.g., providing 

support to co-workers, initiating contact with managers to facilitate organizational 

changes). Individual health care providers must assume part of the responsibility for 
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improving their professional autonomy by engaging in workplace committees, 

encouraging colleagues to speak out about managerial and organizational decisions 

negatively influencing the practice environment, "nd by providing) feedback to managers 

about practice issues or concerns. 
, 

7.3.3.2 Professional Associations and Unions 

The findings of the current studies are also useful for professional associations and labor 

unions. The findings provide empirical support for the negative impact of change on all 

participating health care provider groups' perceptions of the emotional climate, practice 

issues and collaborative relations. Professional associations and unions playa prominent 

role in the health care system. Moving health human resources issues to the health policy 

level and making positive changes can be daunting challenges for individual health care 

provider groups. During the course of this research it was evident that adversariallabour-

management relations were present as reflected in the number of labour strikes. 

Associations and unions can playa useful role as negotiators for improvements in aspects 

of the organizational culture (emotional climate, control over practice, collaborative 

relations) and in the identification of solutions or strategies to initiate change through 

labor-management relations and through the collective-bargaining process. Professional 

associations/unions must move toward rebuilding and restoring trust with management. 
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The primary goal of a recent initiative developed by the Association of Registered Nurses 

of Newfoundland and Labrador and the College of Licensed Practical Nurses of 

Newfoundland and Labrador is to improve the work lives of nurses across the province 
) 

by addressing issues such as workload, nursing leadership, controtover practice and work 
I 

life, professional development, organizational support, and communications and 

collaboration. The Quality Professional Practice Environment Program is designed to 

assist nurses and their employers to create and maintain workplaces that support high 

quality nursing services and value the personal well-being of nurses. 3S 

It is somewhat perplexing that in the province with the highest number of RNs and LPNs 

per population, prolonged negative perceptions of organizational culture, low levels of 

trust, job satisfaction, and organizational commitment, ambivalence towards remaining 

with current employer, and negative perceptions of health care quality prevailed. 

Importantly, absenteeism in NL health occupations was and continues to be notably 

higher than that of the national average for health occupations.36•n The leaders of the 

different professional associations and unions can take the commonalities in the findings 

of the studies and work collaboratively in an effort to create a strong, unified voice on 

issues related to aspects of organizational culture, trust, job satisfaction, commitment to 

the organization, and perceived health care quality. 
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7.4 Recommendations for Future Research 

The findings of this research support the negativeimpact of refo1s on aspects of 

organizational culture, perceived health care quality, work attitudes, and intent to stay. 

Although the available data on acute care nurses' perceptions of the impact of health care 

refonn spans over a decade, the database for other health care providers is limited to two 

time periods (during and shortly following restructuring). While the repeated measures 

design used in studies one and two provide meaningful data on the direction and strength 

of the changes in provider perceptions' of the impact ofrefonn over time, the 

understanding of the longer-tenn impact of system changes on all provider groups is 

warranted. Ongoing research is required to evaluate the impact of future restructuring 

and/or cost containment initiatives on all provider groups. 

The current studies' findings also provide partial support for the conceptual framework 

guiding this doctoral research. The findings support the important effects of 

organizational culture (emotional climate, practice issues, collaborative relations) on 

work attitudes (trust and job satisfaction), organizational commitment, intent to stay and 

perceived health care quality. Nevertheless, model testing with cross-sectional data is 

limiting. Interpretations of the logic of the conceptual model will be strengthened by 

using longitudinal data and relying on nested modeling analyses to detennine if there are 

clustering effects at the work unit, organizational, and/or regional level. In addition, more 

research is required to gain a better understanding of the links between aspects of 
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organizational culture (emotional climate, practice issues, collaborative relations), trust in 

employer, job satisfaction, organizational commitment, and intent to stay in other groups 

of health care providers. Although the registered nurses group was)llsed as an exemplar 
, 

for this doctoral research, there has been ongoing analysis of clinical management and , 
physician groups from the larger program of research. 

The studies' findings provided insightful data on the predictive power for registered 

nurses of organizational factors and work-related attitudes for intennediate outcomes 

(trust in employer, job satisfaction) and final outcomes (organizational commitment, 

intent to stay, perceived health care quality). However, the individual variables and 

variable sets explained only 50% of the variance in perceived health care quality and 

organizational commitment, and only one third in intent to stay. Future research, with a 

broader set of organizational culture and work-related factors, would help employers and 

managers identify the most effective employee retention initiatives and allow for a more 

thorough investigation of the conceptual model. 

Employees' perceptions of the work environment and reactions to organizational change 

have important implications for health status, job perfonnance, productivity, and sick 

leave usage, as well as ultimately for organizational outcomes (e.g., service quality, 

efficiency, costs). The major gap not investigated in this doctoral research focuses on the 

link between aspects of organizational culture (emotional climate, practice issues, 

collaborative relations), trust in employer, job satisfaction, perceived health care quality, 
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organizational commitment, intent to stay, and actual health care provider (e.g., turnover, 

sick leave, number of grievances, health, productivity) and patient outcomes (e.g., 

mortality, adverse events). The work would requi.t:e the use of integrative conceptual 
I 

frameworks, research designs and statistical methods that are cap<fule of considering all 

I 
of the factors outlined in an expanded version of the conceptual model used to guide this 

doctoral research. 

The role played by personal and situational factors in shaping attitudes and behaviors can 

be better elucidated using qualitative research methodologies in future studies. 

Qualitative studies would provide a more in-depth understanding of acute care providers' 

perceptions of the impact of health care refonns and their work-related attitudes, 

behavioral intentions and perceptions of health care quality. As well, qualitative research 

data could provide some answers to questions arising from the quantitative data (e.g., 

Despite downsizing of management personnel, why were managers more positive than all 

other provider groups? Why were there minimal improvements in perceptions of the 

emotional climate, practice issues, and collaborative relations in a region that embraced a 

program-based management approach to the organization and delivery of care?). 

FinalJy, and perhaps most importantly, the mounting empirical evidence supporting the 

impact of health system refonn on health care providers in general, and registered nurses 

in particular, warrants the need for immediate interventional studies. Arguably, this 

health human resources issue has been exhaustively investigated. The time has come to 
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act on the evidence that supports the importance of culture in the current study and 

elsewhere and to think "out of the box" and identify more creative interventions aimed at 

addressing this and other very challenging health·human resource }ssues. Since registered 

nurses continue to provide the bulk of direct care within the NL h~alth care system, it 

appears reasonable to implement an intervention with this group as a starting point. 

Targeting organizational culture factors (emotional climate, practice-issues, and 

collaborative relations) utilizing randomized controlled trials and/or prospective cohort 

studies would be extremely valuable for planning effective strategies to reduce 

perceptions of mistrust, to enhance job satisfaction and organizational commitment, to 

reduce thoughts about leaving current employers, and to improve perceptions of health 

care quality. If successful, the intervention (or a modified provider specific version, if 

necessary) could be extended to other health care providers and possibly other health care 

sectors. 

It has been suggested that the implications of reg iona liz at ion for improving Canadian 

healthcare management and delivery, and ultimately, the health of Canada's populations, 

have yet to be adequately assessed and reported.J8 In NL, health carc refonn/restructuring 

has continued to stay on the political agenda. Despite the lack of empirical support for the 

effectiveness of reg iona liz at ion, the provincial government initiated a policy ofre-

regionalization, which resulted in the retraction of the fourteen Regional Health Boards to 

four Regional Integrated Health Authorities in April 2005. Although the importance of 

evaluating the latest round of integration was acknowledged and generally supported, to 
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date no such evaluation has occurred. It is imperative that applied health researchers 

continue to partner with policy makers and decision makers to evaluate the impact of this 

latest reform strategy (re~regionalization) and/or additional restructuring initiatives and 
I 

its impact on health human resources. 

7.5 Conclusions 

My doctoral work provided me with a rich opportunity to focus on a multidisciplinary 

approach to the examination of the impact of health system reform in the acute care 

setting. The research provided me with an opportunity to investigate the health care 

provider groups as individual silos, in addition to allowi ng me to compare findings across 

the provider groups. 

Provider groups across all regions of the province perceived such work pressures as 

limited control over practice and participation in decision~making, poor organizational 

climates, and conflict with management and other disciplines. Although ratings of the 

emotional climate of the workplace and work relations showed marginal gains over time, 

they remained in the low range. In addition, despite being reasonably satisfied with their 

jobs, most staff groups who had low organizational commitment, were distrustful of 

employers, and were uncertain about staying with current employers. The similarity in 

providers' perceptions and reactions in St. John's and other regions during restructuri ng, 

with noted improvements in some cases for St. John's, suggests that measures (publicly 

presented strategic plan for aggregation, implementation of program-based management, 
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tacit support from all stakeholders, a decision not to downsize the front-line workforce) 

implemented to butTer the impact of hospital closure and aggregation in the St. John's 

region may have been effective. There needs to b~ a significant in~estmcnt in fostering 

aspects of the organizational culture of health care providers acro~ all regions, with an 

I 
aim of rebuilding trustful relationships and improving job satisfaction and organizational 

commitment, which should ultimately lead to greater intent to stay and more positive 

perceptions of health care quality over the long-tenn. 

In considering how results of the three studies comprising this dissertation are used for 

policy-making purposes, it is important to appreciate that they will move us closer to 

gaining greater insight into the impact of health system change in the acute care setting 

on a number of health care provider groups' perceptions of the importance of health care 

refonn, work conditions (emotional climate, practice issues, collaborative relations, 

quality of care, safety, standards of care), work attitudes (trust in employer, job 

satisfaction, organizational commitment), and turnover intentions. More specifically, the 

identification of common significant predictors (e.g., aspects of organizational culture) of 

organizational commitment, turnover intentions and perceived health care quality in 

registered nurses, makes it more feasible to target specific interventions. 

There is undoubtedly a compelling need for more and better data on a considerable 

number of health organization and delivery of care issues, but particularly for health 

human resources (e.g., interventions aimed at promoting healthy workplaces) and the 
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options available to address them. The studies' findings provide useful comparison for 

previous and future research, as well as direction for health system stakeholders in the 

area of health human resources policies and care de'ivery strategies,; and applied health 

research. 

Valuable lessons can be learned from the province's policy to regionalize its health 

selVices and restructure its health care system in the early 1990s. It is important that we 

take the lessons learned from the past so that future health system change efforts build on 

prior success and avoid previous errors. Steady increases in real costs surpassing the 

growth in the financial capacity of the NL government and dispirited staff continue to 

surface as major forces that will presumably influence the direction of health care policy 

in the province. 

7.6 Knowledge Transfer Activities 

To promote the engagement of key stakeholders in the health care system there was wide­

spread and ongoing dissemination of findings throughout the course of this doctoral 

research to the co-sponsors, institutional health boards, professional associations/unions, 

health care providers, teams of management personnel, and the public. In addition, the 

findings were disseminated at three regional forums held across the province, thus 

providing opportunities for as many stakeholder representatives as possible to be privy to 

the research findings. Finally, five papers were written as part of this dissertation. Three 
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have been published, one has been accepted for publication, and one has been submitted 

for peer-review). The results provide useful comparative data for stakeholders 

responsible for developing human resources policies (workforce and workplace) and care 
) 

delivery strategies aimed at the delivery of high quality care. 
, 
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You Will Only Be Heard If You Respond! 

Nursing Colleague: 

Since 1995 registered nurses have participated at different times (i.e., 1996, 1999, 
2000, and 2002) in research studies examining the impact of health care reform in 
acute care facilities under institutional and integrated boards. The findings have 
been widely disseminated at local , national and intemationallevels. With another 
phase of restructuring announced, we would like to gather additional data on 
nurses= perceptions of the impact of reform to date before implementation of any 
future initiatives. 

ARNNL registration numbers are recorded on the questionnaires for the purpose of 
including the same people in a future survey. There is no way for the 
investigators to match registration numbers with personal identifiers (i.e., 
names or addresses). All identifying information has been retained by the 
ARNNL to ensure confidentiality of responses. 

We hope that you will take this opportunity to express your views. 

Enclosed is an envelope (postage pre-paid) for you to return the questionnaire. 
Thank you for taking the time to help us with this project. 

The deadline reply date is February 25, 2005. 

Enclosure 
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Part I: General Information 

The information that you provide in this section will be helpful in etermining how 
representative the sample is in terms of the nursing workforce. It ill also facilitate 
comparisons across areas of practice and within a1I.d among regio . Please ONLY 
CIRCLE ONE RESPONSE for Questions I thru 9. 

I. Position Held: 

(1) Administrator 
(2) Educator 
(3) Researcher 
(4) Staff/Clinician 

(5) Other (please specify) _ ______ _ 

2. Predominant Clinical Area (e.g., Medicine, Surgery, Cardiology etc.): 

3. Total Years Experience in Health Care: 

4. Total Years with Current Employer (Board): 

5. Total Years in Current Position: 

6. Nature of Employment: 

(I) Full-Time (permanent) 
(2) Full-Time (temporary) 
(3) Part-Time (permanent) 
(4) Part-Time (temporary) 
(5) Casual 
(6) Not Employed 

7. Region of Workplace: 
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PLEASE DO NOT 
WRITE IN THIS 

SECTION. 

CODE 



(1) Health Care Corporation ofS1. John=s 
(2) Avalon 
(3) Peninsulas 

(4) Central East 
(5) Central West 
(6)Westem 
(7) Grenfell 
(7) Labrador 

8. Educational Background: (Circle one on ly, i.e, h ighest level) 

(1) Diploma/Certificate 
(2) Baccalaureate 
(3) Masters 
(4) Doctorate 

(5) Other (please specify) ______ _ 

9. Gender: 

(I) Male 
(2) Female 

10. Age in years: _ _________ _ 
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Part II: Organizational Commitment 

In this section ofthe questionnaire we are interested in how you would rate your commitment to 
your present employer. It is important that you respond to all items. Please circle the number 
that best describes your present position. 

Use the following scale to rate your degree of agreementl<tisagreement witf! each statement: , 

Strongly Moderately Slightly 
Disagree Disagree Disagree 

Neither 
Disagree or 
Agree 

5 
Slightly Moderately Strongly 
Agree Agree Agree 

Strongly Strongly 
Agreo Disagree 

11. I am willing to put in a great deal of effort 
beyond that normally expected in order to 
help this organization be successful. 

12. I talk up this organization to my friends as 
a great organization to work for. 

13. I would accept almost any type of job 
assignment in order to keep working for 
this organization. 

14. I find that my values and the 
organization=s values are very similar. 

15. I am proud to tell others that I am part of 
this organization. 

16. This organization really inspires the very 
best in me in the way of job performance. 

17. I am extremely glad that I chose this 
organization to work for over others I was 
considering at the time ljoined. 

18. I really care about the fate ofthis 
organization. 

19. For me this is the best of all possible 
organizations for which to work. 
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Part Ill: Trust In Employer/Intentions 

Use the following scales to rate how you feel about your organization. Again it is important that 
you respond to all items. Please circle the number that best captures your position. 

20. Overall, then, bow well has your organization fulfilled the commitments that were made 
to you when you were hired? . ) 

Very Poorly 
Fulfilled 

Poorly 
Fulfilled 

Neutral 

, 
i 

Fulfilled Very Well 
Fulfilled 

21. Overall, then, how often has your employer failed to meet the commitments that were 
made to you when you were hired? 

Very Infrequently Neutral Frequently Very 
Infrequently Frequently 

22. Considering all of your job factors together, how does the amount of rewards that you 
actually receive from your organization compare to the amount of rewards that your 
organization promised you? 

Much Less 
Than Promised 

Less Than 
Promised 

About the Same More Than Much More 
As Promised Promised Than Promised 

23. Overall, how does the amount ofrewards (both financial and non-financial) you receive 
from your organization compare to the amount that you think it should provide? The 
amount my organization supplies is: 

Much Less 
Than It Should 

Less Than It 
Should 

About As Much More Than Much More 
As It Should It Should Than It Should 

24. Considering the impact of downsizing/restructuring on the health care system, how likely 
is it that you will stay with your current employer? 

Very 
Unlikely 

Unlikely Unsure 
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25. I would consider leaving my present position if another emploJthent opportunity 
presented itself? I 

v cry Unlikely Unsure Likely Very 
Unlikely Likely 

26. How often have you put any serious effort into searching for a ncw,job (e.g. checking 
newspapers or ads, making calls, sending resumes, etc.)? • 

Very 
Infrequently 

Part IV: Satisfaction 

Infrequently Neutral Frequently Very 
Frequently 

In this section of the questionnaire we are interested in your overall satisfaction with your job as 
well as select areas related to managerial restructuring within your organization. Again it is 
important that you respond to all items. Please circle the number that best describes your 
present position. 

Use the following scale to rate your degree of agreement/disagreement with each statement: 

Strongly 
Disagree 

Moderately 
Disagree 

3 
Slightly 
Disagree 

Neutral 

General Satisfaction 
27. Generally speaking, I am very satisfied 

with this job. 

28. I am generally satisfied with the kind of 
work I do in this job. 

29. Most people in this job are very satisfied 
with the job. 
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5 
Slightly 
Agree 

Strongly 
Disagree 

Moderately 
Agree 

Strongly 
Agree 

Strongly 
Agree 

6 7 



Use the following scale to rate your degree of agreementldisagreement~ith each statement: 

Strongly 
Disagree 

Moderately 
Disagree 

Collaborative Relations 

3 
Slightly 
Disagree 

31. I am generally satisfied with the visibility 
and accessibility of management personnel 
since restructuring. 

32. I am generally satisfied with the degree to 
which management seeks input on 
professional care standards. 

33. I am generally satisfied with the amount of 
informationlinservice provided to help 
prepare me for changes related to 
restructuring (e.g. job responsibilities, 
transfer of functions, etc.) 

34. I am generally satisfied with the 
interdisciplinary approach to patient/client 
care in my organization. 

35. I am generally satisfied with the amount of 
time spent dealing with interdisciplinary 
conflicts. 
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4 
Slightly 
Agree 

Strongly 
Disagree 

I 

Moderately 
Agree 

Strongly 
Agree 

Strongly 
Agre' 
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Part V: Health Care Reform 

In this section ofthe questionnaire we are interested in knowing how you view the changes that 
have occurred in the health care system. The content of the statements include overall 
impressions about the impact of health care reforms, as well as some specifics with regard to 
quality and safety concerns, workplace conditions, and pr,!fessionai issues. It is important that 
you respond to all items. Please circle the number that best describes your present position. , 
Use the following scale to rate your degree of agreement/disagreement wi\h each statement: 

Strongly 
Disagree 

Moderately 
Disagree 

3 
Slightly 
Disagree 

Slightly 
Agree 

37. I understand the importance of downsizing 
and restructuring the health care system in this 
province. 

38. Health care reforms have not placed sufficient 
emphasis on maintaining quality care 
standards. 

39. Patients/clients have reasonable access to 
health care services despite downsizing and 
managerial restructuring efforts. 

40. The movement towards community based care 
is a positive step in helping facilitate greater 
patient/client accountability and responsibility. 

41. Changes in the health care system have given 
health care providers the opportunity to gain 
greater contro l over their practice. 

42. Supplies/resources are often not adequate to 
ensure patient/client comfort. 

43. Despite personnel reductions, it is still 
possible to meet patients",/clients= basic care 
needs. 
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Strongly 
Disagree 

Moderately 
Agree 

Strongly 
Agree 

Strongly 
Agree 



Strongly 
Disagree 

Moderately 
Disagree 

3 
Slightly 
Disagree 

4 
Slightly 
Agree 

44. Because of overwhelming workload demands, 
it is often necessary to lower care standards. 

45. I am confident that patients/clients and family 
members receive adequate teaching and 
counselling in preparation for discharge. 

46. Due to increasing acuity levels, it is not 
possible to adequately assess or meet 
patients=/clients= emotional/psychosocial 
needs. 

47. I am confident that in my agency procedures 
are being performed in a safe and competent 

48. Because of inadequate inservice education on 
new policies/procedures, I believe 
patients/clients are being placed at risk. 

49. Patients/clients are more susceptible to 
potential harm from delays or errors due to 
increased demands and stressors in the work 
place. 

50. Most of the time we have the necessary 
pbysical resources (e.g. equipment, supplies, 
facilities) to provide safe care. 

51 . Most of the time we have the necessary 
human resources (i.e. nurses, physicians, 
allied health professionals, and support staff) 
to provide safe care. 

52. Adequate health care resources are not always 
available in the community for patients/clients 
upon discharge. 
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Strongly 
Disagree 

( 

Moderately 
Agree 

) 

3 I 

Strongly 
Agree 

Strongly 
AS'", 

5 6 



Strongly 
Disagree 

Moderately 
Disagree 

3 
Slightly 
Disagree 

Slightly 
Agree 

53. At my workplace, staff meet regularly with 
management to discuss workplace concerns. 

54. At my workplace, staff meet regularly with 
management to identify ways to resolve 
problems and build on strengths. 

55. At my workplace, opportunities are provided 
to keep current with latest developments 
through reading and attending workshops, 
inservices, and teleconference sessions. 

56. Because I feel powerless to change things 
where I work, it is difficult to be motivated to 
act as an advocate for patients/clients. 

57. Due to increased acuity and shortened lengths 
of stay, it is not always possible to meet 
professional care standards. 

58. As a consequence of recent changes in the 
health care system, I can appreciate the 
challenges facing my profession. 

59. As a consequence of recent changes in the 
health care system, I feel empowered to be an 
active participant in affirming an important 
future role for my profession. 

60. Because 1 work in a supportive environment, I 
am able to give that >extra= effort when my 
job demands it. 

61 . Due to the heavy workload in my workplace. I 
feel really frustrated with the reduced level of 
care that is provided. 
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Strongly 
" Disagree 

t; 
Moderately 
Agree 

Strongly 
Agree 

Strongly 
Agree 



Strongly 
Disagree 

Moderately 
Disagree 

Slightly 
Disagree 

Slightly 
Agree 

62. Although I strive to give/ensure consistent and 
competent care, I rarely receive appreciation 
or recognition for what I do. 

63. Increased demands and stress in the workplace 
have led to unpleasant working relationships 
with co-workers and other health care 
providers. 

64. In the aftennath of restructuring efforts, I find 
that my time management skills have become 
more important. 

65. Increased demands and stress in the workplace 
have engendered a sense of disillusionment 
and low morale. 

66. Since restructuring of the health care system, I 
find my job more satisfying and challenging. 

January 12,2005 

239 

Strongly 
_ .. Disagree 

I 2 

Moderately 
Agree 

Strongly 
Agree 

Strongly 
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Appendix C 

Knowledge Transfer Activities 
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Knowledge transfer 

A major focus of the program of research and my subsequent doctoral research was 

the timely dissemination of the respective studies"Iindings and trartFfer of knowledge , 
to the key stakeholders, decision-makers and policy makers to assist in research 

I 

infonned policy making. The results were disseminated to the intended audiences 

through the use of direct written (executive summaries and reports) and verbal 

communication with the Department of Health & Community Services, Regional 

Health Boards, and professional organizations, as well as through video-

teleconferences. The dissemination process also included regional forums comprised 

of representatives and stakeholders (health care system managers and senior 

administrators, senior executive government representatives and health policy 

makers, physicians and employees, professional associations and unions) to debate 

the methods, and discuss possible knowledge utilization that might arise as a result of 

the respective studies' findings. A number of media interviews were also conducted 

by the senior investigators throughout the larger program of research. Finally, 

traditional academic methods (publication in the fonn of ajournal supplement and 

presentations at national and international conferences) were also utilized as a 

medium for knowledge transfer. Dissemination activities continued throughout the 

course of my doctoral studies. A detailed overview of the knowledge transfer 

activities related specifically to health care providers over the course of the program 

of research and during my doctoral research follows. 
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PUBLISHED REFEREED PAPERS 

Kent, G., Power, L.. Gregory, D., Barrett, B.1., MacCallum, G.c.. Stone, E., & 

Parfrey, P.S. (2004). The Need for Coronary Artery Bypass Graflin,g in 
, 

Newfoundland and Labrador: The Impact of Increased Demand. C~n J CardioI2004; 

20 (4): 399-404. 

ABSTRACTS 

Gregory OM. (2004, September). Acute Care Restructuring in Newfoundland and 

Labrador, Canada: lmpact of Hospitai Aggregation on Health Provider Outcomes. 

Refonning Health Systems: Analysis and Evidence. 6th International Conference: 

Strategic Issues in Health Care Management. 8t. Andrew's University, Scotland. 

[Paper Presentation] . 

Twells, L, Doyle M, Gregory, D, Barrett S, Parfrey, P. Acute Care Restructuring in 

Newfoundland and Labrador, Canada: The History and Impact on Costs. (2004, 

September). Refonning Health Systems: Analysis and Evidence. 6th International 

Conference: Strategic Issues in Health Care Management. St. Andrew's University, 

Scotland. Funded by the Canadian Health Services Research Foundation, the Health 

Care Corporation ofSt. John's, Department of Health and Community Services, 

Government of Newfoundland and Labrador. 
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Curtis, BM, Barrett, BJ, Batstone A, Gregory, D, & Parfrey P. (2003, November). 

Impact of ongoing assurance and continuous quality improvements in nephrology. 

American Society of Nephrology, San Diego, Cali-fomia. 

Curtis, BM, Barrett, BJ, Batstone A, Gregory, D, & Parfrey P. (2003, May). Impact 

of ongoing assurance and continuous quality improvements in nephrology. Canadian 

Society of Nephrology, St. John's, NL. 

PEER-REVIEWED RESEARCH REPORTS 

Barrett B, Gregory D, Way C, Kent G, McDonald J, Batstone A, Doyle M, Curtis B, 

Twells L, Negrijn C, Jelinski S, Kraft S, O'Reilly DO, Smith S, Parfrey PS. (March, 

2003). The Impact of Restructuring on Acute Care Hospitals in Newfoulldland. A 

report submitted to the Canadian Health Services Research Foundation, Ottawa, ON. 

NON-PEERED REVIEWED RESEARCH REPORTS SUBMITTED TO THE 

CANADIAN HEALTH SERVICES RESEARCH FOUNDATION (2001) 

(abbreviated version) 

Gregory OM, Negrijn C, Way C, Parfrey P. (September, 2001). A comparison of 

patient's perceptions of their hospital stay in two regions in Newfoundland and 

Labrador. 
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Gregory OM, Negrijn C, Parfrey P. (June, 2001). Patient's perceptions of acute care 

hospitals in Newfoundland and Labrador. Final Report Avalon Health Care 

Institutions Board. 

Gregory, OM, Negrijn C, Way C, Parfrey P. (January, 200 1). Newfoundland and 

Labrador's Chief Executive Officer's and Board Members' perceptions of 

regionalization and program based management. 

RESEARCH REPORTS OR REPORTS PRODUCED FOR GOVERNMENT 

(2000-2004) 

I. Gregory, D.M., Way, c., Dodd, c., Audas, R., & Parfrey, P. (November, 

2004). Employees Perceptions of Factors Influencing Absencefrom Work: 

Health Care Corporation of St. John's. A report submitted to the Health Care 

Corporation ofS1. John's, St. John's, NL, Canada. Funded by the 

Newfoundland and Labrador Centre for Applied Health Research. 

2. Gregory, O.M., Way, c., & Parfrey, P. (April 2003). Patient's Perceptions of 

their Hospital Stay: A longitudinal study of two health regions in 

Newfoundland and Labrador. A report submitted to the Department of Health 

and Community Services, S1. John's, NL, Canada. Funded by the Canadian 

Health Services Research Foundation, the Health Care Corporation ofS1. 

John's, Department of Health and Community Services, Government of 

Newfoundland and Labrador. 
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3. Gregory, D.M., Way, C, Barrett, B., & Parfrey, P. (December 2002). Health 

Care Restructuri ng in the Acute Care Sector: Implications for Physicians' 

Attitudes. A report submitted to the NcwfQundland and Labrador Medical 
) 

Association, S1. John's, NL, Canada. Funded by the Canadian Health Services 
I 

Research Foundation, the Health Care Corporation ofSt. John's, Department 

of Health and Community Services, Government of Newfoundland and 

Labrador. 

4. Gregory, D.M., Way, c., Barrett, B., & Parfrey, P. (November 2002). Health 

Care Restructuring in the Acute Care Sector: Implications fo r Registered 

Nurses' Attitudes. A report submitted to the Association of Registered Nurses 

of Newfoundland and Labrador, St. John's, NL, Canada. Funded by the 

Canadian Health Services Research Foundation, the Health Care Corporation 

of S1. John's, Department of Health and Community Services, Government of 

Newfoundland and Labrador. 

5. Gregory, n.M., Way, C., Barrett, 8., & Parfrey, P. (November 2002). Health 

Care Restructuring in the Acute Care Sector: Implications for Management 

Personnel Attitudes. A report submitted to the Department of Health and 

Community Services, Government of Newfoundland and Labrador, S1. John's, 

NL, Canada. Funded by the Canadian Health Services Research Foundation, 

the Health Care Corporation ofS1. John's, Department of Health and 

Community Services, Government of Newfoundland and Labrador. 
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6. Gregory, D.M., Way, c., Barrett, B., & Parfrey, P. (November 2002). Health 

Care Restructuring in the Acute Care Sector: Implications for Lab/X·ray 

Workers' Attitudes. A report submitted to.the Newfoundlard and Labrador 

Association of Public Employees, St. John's, NL, Canada. Funded by the , 
Canadian Health Services Research Foundation, the Health care Corporation 

ofSt. John's, Department of Health and Community Services, Government of 

Newfoundland and Labrador. 

7. G regory, D.M., Way, c., Barrett, B., & Parfrey, P. (November 2002). Health 

Care Restructuring in the Acute Care Sector: Implications for Allied Health 

Professionals' Attitudes. A report submitted to the Association of Allied 

Health Professionals, 8t. John's, NL, Canada. Funded by the Canadian Health 

Services Research Foundation, the Health Care Corporation ofSt. John 's, 

Department of Health and Community Services, Government of 

Newfoundland and Labrador. 

8. G regory, D.M., Way, c., Barrett, B., & Parfrey, P. (September 2002). Health 

Care Restructuring in the Acute Care Sector: Implications fo r Hospital 

Support Workers' Attitudes. A report submitted to the Newfoundland and 

Labrador Association of Public Employees, St. John's, NL, Canada. Funded 

by the Canadian Health Services Research Foundation, the Health Care 

Corporation ofSt. John 's, Department of Health and Community Services, 

Government of Newfoundland and Labrador. 
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9. Gregory, D.M., Way, c., Barrett, 8., & Parfrey, P. (September 2002). Health 

Care Restructuring in the Acute Care Sector: Implications for Licensed 

Practical Nurses' Attitudes. A report submitted to the COurcil of Licensed 

Practical Nurses, St. John's, NL, Canada. Funded by the danadian Health 

Services Research Foundation, the Health Care Corporation ofSt. John's, 

Department of Health and Community Services, Government of 

Newfoundland and Labrador. 

10. Gregory, n.M., Negrijn, C., Way, C., & Parfrey, P. (September, 2001). A 

Comparison of Patient's Perceptions of their Hospital Stay in Two Regions in 

Newfoundland and Labrador. A report submitted to the Canadian Health 

Services Research Foundation, Ottawa, Ontario, Canada. Funded by the 

Canadian Health Services Research Foundation, the Health Care Corporation 

of St. John's, Department of Health and Community Services, Government of 

Newfoundland and Labrador. 

11. Gregory, D.M., Negrijn, C., & Parfrey, P. (June, 2001). Patient's Perceptions 

of Acute care Hospitals in Newfoundland and Labrador. Final Report Avalon 

Health care Institutions Board. A report submitted to the Canadian Health 

Services Research Foundation, Ottawa, Ontario, Canada. Funded by the 

Canadian Health Services Research Foundation, the Health Care Corporation 

ofSt. John's, Department of Health and Community Services, Government of 

Newfoundland and Labrador. 
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12. Gregory, D.M., Negrijn, C, Way, C., & Parfrey, P. (January, 2001). 

Newfoundland and Labrador's Chief Executive Officer's and Board 

Members' Perceptions of Reg iona liz at ion and Program Bled Management. A 

report submitted to the Canadian Health Services Rcsearch4Foundation, 

Ottawa, Ontario, Canada. Funded by the Canadian Health Services Research 

Foundation, the Health Care Corporation ofSt. John's, Department of Health 

and Community Services, Government of Newfoundland and Labrador. 

13. Way, c., Baker, N., Chubbs, D., Davis, J., Gregory, n.M., Barrett, B., & 

Parfrcy, P. (January, 2001). The Impact of Health Care Refonns on Registered 

Nurses: A report submitted to the Canadian Health Services Research 

Foundation, Ottawa, Ontario, Canada. Funded by the Canadian Health 

Services Research Foundation, the Health Care Corporation of St. John's, 

Department of Health and Community Services, Government of 

Newfoundland and Labrador. 

14. Gregory, D.M., Way, C, Barrett, 8., & Parfrey, P. (January, 2001). The 

Impact of Health Care Refonns: Physicians Perceptions. A report submitted 

to the Canadian Health Services Research Foundation, Ottawa, Ontario, 

Canada. Funded by the Canadian Health Services Research Foundation, the 

Health Care Corporation ofSt. John's, Department of Health and Community 

Services, Government of Newfoundland and Labrador. 

15. Gregory, D.M., Negrijn, C, Budgell, J., Kent, G., Browne, L., Parsons, N., 

Way, C., Smith, S., & Parfrey, P. (December, 2000). Patient's Perceptions of 
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f' 
Acute Care Hospitals in Newfoundland and Labrador. Summary of Findings: 

Health Care Corporation ofSt. John's. A report submitted to the Canadian 

Health Services Research Foundation, Otta}Va, Ontario, Canada. Funded by 
'/ 

the Canadian Health Services Research Foundation, the He~lth Care , 
Corporation ofSt. John's, Department of Health and Community Services, 

Government of Newfoundland and Labrador. 

16. Gregory, D.M., Ncgrijn, C., Budgell, J., Browne, L. t Way, C, & Parfrey, P. 

(November, 2000). Patient's Perceptions of Acute Care Hospitals in 

Newfoundland and Labrador. Final Report Central Newfoundland Regional 

Health Centre. A report submitted to the Canadian Health Services Research 

Foundation, Ottawa, Ontario, Canada. Funded by the Canadian Health 

Services Research Foundation, the Health Care Corporation of Sf. John's, 

Department of Health and Community Services, Government of 

Newfoundland and Labrador. 

17. Way, C., Davis, J., Cregory, D.M., Barrett, B., & Parfrey, P. (November, 

2000). The Impact of Health Care Refonns on Management Personnel. A 

report submitted to the Canadian Health Services Research Foundation, 

Ottawa, Ontario, Canada. Funded by the Canadian Health Services Research 

Foundation, the Health Care Corporation of St. John's, Department of Health 

and Community Services, Government of Newfoundland and Labrador. 

18. Way, C., Cregory, D.M., Pond, M., Barrett, 8., & Parfrey, P. (October, 

2000). The lmpac\ofHealth Care Refonns on Licensed Practical Nurses in 
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I' 
the Acute Care Setting. A report submitted to the Canadian Health Services 

Research Foundation, Ottawa, Ontario, Canada. Funded by the Canadian 

Health Services Research Foundation, the Health Care Corprration of St. 

John's, Department of Health and Community Services, Gdvemment of . 
Newfoundland and Labrador. 

19. Way, C., Pond, M., Gregory, n.M., Barrett, B., & Parfrey, P. (October, 

2(00). The Impact of Health Care Refonns on Allied Health Professionals. A 

report submitted to the Canadian Health Services Research Foundation, 

Ottawa, Ontario, Canada. Funded by the Canadian Health Services Research 

Foundation, the Health Care Corporation ofSt. John's, Department of Health 

and Community Services, Government of Newfoundland and Labrador. 

20. Gregory, D.M .• Negrijn, c., Budgell , J., Browne, L., Way, c., & Parfrey, P. 

(October, 2000). Patient's Perceptions of Acute Care Hospitals in 

Newfoundland and Labrador. Summary of Preliminary Findings: Central 

Newfoundland Regional Health Centre. A report submitted to the Canadian 

Health Services Research Foundation, Ottawa, Ontario, Canada. Funded by 

the Canadian Health Services Research Foundation, the Health Care 

Corporation ofS1. John's, Department of Health and Community Services, 

Government of Newfoundland and Labrador. 

21. Gregory, n.M., Way, C., Barrett, B., & Parfrey, P. (October, 2000). The 

Impact of Health Care Reforms on Support Staff in the Acute Care Setting. A 

report submitted to the Canadian Health Services Research Foundation, 
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Ottawa, Ontario, Canada. Funded by the Canadian Health SelVices Research 

Foundation, the Health Care Corporation ofSt. John's, Department of Health 

and Community Services, Government oLNewfoundland and Labrador. 
) 

PRESENTATIONS (ORAL AND POSTER) (1999-2005) 

Gregory OM. (2005, June). Acute Care Restructuring in Newfoundland and 

Labrador, Canada. - The Next Phase of Refonn and Evaluation. Health Systems 

Changes Workshop. Newfoundland and Labrador Center for Applied Health 

Research. Deputy Minister of Health, CEOs of the four Regional Integrated 

Health Authorities, senior executive managers, policy makers, decision-makers, 

invited speakers, and representatives of provincial professional 

associations/unions, Airport Irm, St. John's, NL. [Oral Presentation]. 

Gregory OM. (2005, June). Employees' perceptions offactors influencing 

absence from work: Health Care Corporation ofSt. John's. Senior Management, 

Medicine Program, Health Sciences Centre, S1. John 's, NL. [Oral Presentation]. 

Gregory OM. (2005, March). Employees' perceptions of factors influencing 

absence from work: Health Care Corporation of St. John 's. Executive 

Management, Senior management, Representatives From the NLNU, AAHP, 

Management Support Group, Management Personnel, Main Auditorium, Health 

Sciences Centre, St. John's, NL. [Paper Presentation]. 
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Gregory OM. (2005, February). Employees' perceptions of factors innuencing 

absence from work: Health Care Corporation ofSt. John' s. Employee Wellness 

Advisory Committee, Health Care Corporation ofS1. John 's c,0rporate Offices, 
, 

St. John's, NL. [Paper Presentation]. 

Gregory DM. (2004, December). Acute Care Restructuring in Newfoundland and 

Labrador, Canada: Peninsulas Health Care Corporation, All Management 

Meeting, Clarenville, NL. [Paper Presentation]. 

Gregory OM. (2004, December). Acute Care Restructuring in Newfoundland and 

Labrador, Canada: Faculty of Medicine, Health Policy 6288. Course Facilitator-

Dr. Doreen Neville, S1. John's, NL. [Paper Presentation}. 

Gregory OM. (2004, October). Acute Care Restructuring in Newfoundland and 

Labrador, Canada: Impact of Hospital Aggregation on Health Provider Outcomes. 

Annual Clinical Epidemiology Day, Department of Health and Community 

SelVices, Government of Newfoundland and Labrador, S1. John's, NL. [Oral 

Presentation]. 

Gregory OM. (2004, October). Acute Care Restructuring in Newfoundland and 

Labrador, Canada: Impact of Hospital Aggregation on Health Provider Outcomes. 
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Faculty of Medicine-Scientific Days. Faculty of Medicine, Memorial University 

of Newfoundland, S1. John's, NL. [Paper Presentation]. 

) 

Gregory OM. (2004, September). Acute Care Restructuring i~ Newfoundland 

and Labrador, Canada: Impact of Hospital Aggregation on Health Provider 

Outcomes. Refonning Health Systems: Analysis and Evidence. 6th International 

Conference: Strategic Issues in Health Care Management. St. Andrew's 

University, Scotland. [Paper Presentation]. 

Gregory OM. (2004, June). Employees Perceptions of Factors Influencing 

Absence from Work (Preliminary Findings): Health Care Corporation of St. 

John's. St. John's, NL. [Paper Presentation]. 

Gregory OM. (2004, February). An Evaluation of Acute Care Restructuring in 

Newfoundland. Canadian Centre for Analysis of Reg iona liz at ion and Health. 

Vancouver, British Columbia. [PaperPresentationJ. 

Curtis, BM, Barrett, BJ, Batstone A, Gregory, D. & Parfrey P. (2003, 

November). Impact of ongoing assurance and continuous quality improvements in 

nephrology. American Society of Nephrology, San Diego, California. [Poster 

presentation]. 
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I' 
Curtis, 8M, Barrett, BJ, Batstone A, Gregory, D, & Parfrey P. (2003, May). 

Impact of ongoing assurance and continuous quality improvements in nephrology. 

Canadian Society ofNcphrology, S1. John's, NL. [Poster prescytation]. , 

Gregory OM, Parfrey, P. (2003, June). The Impact of Restructuring on Acute 

Care Hospitals. Central West Regional Health Board, Grand Falls-Windsor, NL. 

[Paper Presentation]. 

Gregory OM, Parfrcy, P. (2003, June). The Impact of Restructuring on Acute 

Care Hospitals. Western Memorial Regional Health Board, Comer Brook, NL. 

[Paper Presentation]. 

Gregory OM, Barrett B., Parfrey, P. (2003, June) . The Impact of Restructuring 

on Acute Care Hospitals. Grand Rounds, Faculty of Medicine, Memorial 

University of Newfoundland, St. John's, NL. [Paper Presentation]. 

Parfrey, P. (May, 2003). Evaluation of Acute Care Hospital Restructuring in 

Newfoundland and Labrador: Implications for the Future. Dietitians of Canada 

Conference - Destination-20IS. St. John's, NL. [Oral Presentation]. 

Parfrey, P. (March, 2003). Evaluation of Acute Care Hospital Restructuring in 

Newfoundland and Labrador: Findings related to the overall three year program 
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of research. A presentation to the Board of Directors, Health Care Corporation of 

St. John's, St. John's, NL. [Oral Presentation]. 

, 
Parfrey, P. (February, 2003). Health Care Restructuring in the ~cute Care Setting: 

Final Report. A presentation to the Department of Health and Community 

Services, Government of Newfoundland and Labrador, S1. John 's, NL. [Oral 

Presentation]. 
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Objectives: To document the history ofregionalization and its effects on the 

Newfoundland and Labrador acute care health system, and to describe changes in acute 

care expenditure in the St. John 's region where h6!lpital redesign, ~osure and aggregation , 
occurred in relation to other regions not exposed to aggregation. 

Methods. Interviews were conducted with senior health officials. Transcripts and other 

reports were reviewed. Financial data were abstracted from audited general ledger 

statements received from the Ministry of Health . 

R esults: Regionalization achieved its objectives of hospital aggregation in St. John 's. 

The average number of full-time equivalent employees increased slightly by 2% (5304 -

5416). 

In some regions, integration of services was delayed because of conflict and resistance to 

change. There was somc disparity between the Provincial Government's objectives for 

cost control and the CEOs' perceptions of economics of scale. Between 1995/96 and 

2002/03, total expenditures for the St. John's region and the other five regional hospitals 

increased by 46% and 54%, respectively; total personal income of the population and 

government revenues increased by only 18% and 16%, respectively. 

ConciusiolJs: Regionalization in Newfoundland and Labrador facilitated aggregation of 

hospitals, but did not control the number offront-line workers and, consequently, total 

acute care expenditure. Expenditure increased significantly bctween 1995 and 2002, at a 

rate which exceeded the increase in government revenues. The government's ability to 

pay for acute care will not be achieved unless employee costs are controlled or 

provincial income increases. 
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Int..-oductioD 

Through the 1 990s, the health care system in Newfoundland and Labrador (NL), Canada, 

experienced substantial refonn, 1 driven by escalating hospital cost~, provincial fiscal 

limitations, and the challenges of delivering care to a small populalion in a vast 

geographic area. 2 Regionalization transferred the level of power and authority from 

multiple hospital boards responsible to the Department of Health to a substantially 

smaller number of regional health boards.3.~ 

The primary goals of reg iona liz at ion were the containment of increasing costs of hospital 

care, increased efficiencies and effectiveness, integrated care, and the provision of a 

system that was more responsive to the needs of the local population.4.~ 

Institutional, community and integrated regional health boards (appointed and 

accountable to the Minster of Health and Community Services) were given direct 

responsibility for the provision and delivery of health services in their regions. These 

boards were created at a time when the total provincial population was 567,442 according 

to the NL Economics and Statistics Branch. The St. John's regional board referred to as 

Health Care Corporation St. John's (HCCSJ), served a predominantly urban population 

of 193,355, was originally responsible for nine acute care facilities, and also provided 

tertiary care for the province. Its mandate included aggregation of hospitals, a 

longstanding and highly charged political issue. The other regional boards served a 
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predominantly rural population, and were not exposed to the problems associated with 

aggregation of hospitals. 

) , 
The objectives of this article are: to document the history ofregio~alization and its effects 

on the NL acute care health system; to describe expenditure changes in both the S1. 

John's region where hospital redesign, closure and aggregation occurred, and in other 

regions not exposed to aggregation, and to analyze the govenunent's capacity to pay for 

acute health care during the study period. In subsequent papers, more data are provided 

that will further support policy conclusions in this paper. We provide the historical 

context of health system refonn, during and after regionalization of the health system, 

both inside and outside S1. John 's. We discuss the disparity between the intended and 

perceived objectives of reg iona liz at ion between the provincial govenunent and the Chief 

Executive Officers (CEOs) of the regions. In addition, we describe annual expenditures 

of the HCCSJ and five rural hospitals, from 1995196 to 2002103. As a measure of the 

Government ofNL's continued ability to fund acute care services, changes in these 

hospital expenditures are compared with changes in NL's nominal and real gross 

domestic product (GDP), total personal income and total provincial government 

operating revenues over this time period. 
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Metbods 

Interviews were conducted by the lead investigator (PSP) with several fonner deputy 

ministers of health (the most senior officials in th~'Provincial Ministry of Health) who , 
were involved in restructuring, and the CEOs of the newly fonned)lealth boards. Each 

interview was conducted face-to-face, individually, and lasted for several hours. The 

interviews were taped and subsequently transcribed. Researchers reviewed the 

transcripts and organized the responses by themes. Other documents (e.g., annual reports, 

ministry documents, newspaper articles, published articles, and working papers) were 

reviewed to document changes in the province's health care system. Financial data for 

the Health Care Corporation ofSt. John's were abstracted from audited general ledger 

statements. The Department of Health and Community Services provided similar 

condensed financial infonnation for the other regions. Changes in acute care delivery in 

St. John's and in regions outside the capital region were documented and analysed. Gross 

Domestic Product (GDP), total personal income and total provincial government 

revenues were obtained from the Department of Finance, Economics and Statistics 

Branch. 

History 

Provincial 

The process of health care restructuring started in the early 1980s when the NL 

Government sponsored a Royal Commission on Hospital and Nursing Home Costs.6 This 

265 



t' 
commission put forward over 200 recommendations that supported hospital closures and 

the amalgamation of selVices across the province. Although major refonn did not occur 

during this period, the province did experience mirtor changes with)the closure of cottage 

hospitals throughout rural NL and the transfonnation of many oft~ese hospitals into 

health ciinics.1 In 1990, a national Health Ministers Conference focused on the potential 

for regionalization to help deal with escalating hospital costs. This discussion took place 

in the context of federal cutbacks to health care and social services' funding, a reduction 

of Federal Transfer Payments from the federal government to the provinces, and 

escalating acute care costs driven by new technologies, drugs and patient demand. It was 

in this climate that restructuring of the health system in Newfoundland was initiated. 

In 1992, the provincial government commissioned a report to review the number of 

hospital boards in Newfoundland and to provide recommendations on how 

regionalization should unfold. The report, released in 1993, supported the reduction in 

boards from approximately 60 to six or seven, each with specific responsibility for 

defined geographical areas 8 (geographical rather than functional regionalization) 

(Figure. 1) . The report supported the establishment of institutional health boards (hospital 

services, long-tenn care, and rehabilitation services), community health boards and 

integrated boards (acute, long-tenn and community care). The stated objectives of 

regionalization in this report included: improving service quality; effective and efficient 

use of scarce human and fiscal resources; economies of scale; enhancing co-ordination of 
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acute and long-tenn care; and providing the opportunity for publicly appointed trustees to 

provide meaningful input into regional boards. 

) 

The report commissioned by the NL government was one of sever~l that had been 

published in Canada in the previous 20 years, recommending regionalization of 

provincial health systems. 6.9.10 The key recommendations outlined in the report were 

accepted. Regionalization of the health system was announced in 1993 and completed in 

1996. The final product was the establishment of the 14 regional boards: six institutional 

boards; four community health boards; two integrated boards; one nursing home board; 

and one provincial cancer treatment and research foundation based in St. John's (Table 

I). The institutional boards were responsible for hospital and long-tenn residential care 

for people 65 years and older, and persons suffering from chronic debilitating diseases 

(except in St. John's, where a separate nursing home board was established). Community 

health boards were mandated to coordinate the organization, management and delivery of 

community-based services and to provide health promotion, protection services, home 

care, home support, continuing care, mental health and addiction services, as well as 

child welfare, family rehabilitation and youth correction services. Regional integrated 

boards in the north and in Labrador provided both institutional, and health and 

community services. In St. John' s, both the Health Care Corporation and the Cancer 

Treatment and Research Foundation were given a tertiary care mandate for the entire 

province. 
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Tablet 
Type of Regional Health Board in Nl following restructuring 

Type of Board Iservices 
Name of board 

provided 

Institutions Boards Health Care Corporation SI. John's (acute 
referral centre for province) 
Avalon Institutions Board 
Peninsulas Healthcare Board 
Central East Health Care Institutions Board 
Central West Health Care Corporation 
Western Health Care Corporation 

Health & Community Services Health & Community Services 51. John's 
Boards Health & Community Services Eastern 

Health & Community Services Central 
Health & Community Services Western 

Integrated Regional Health 
Services Grenfell Regional Health Services 

Institutions, Health Labrador Corporation 
community and long-

Long-tenn care board St. John's Nursing Home Board 

Provincial Tertill.!y_Cancer Care Cancer Treatment and Research Foundation 

Source: Nl Provincial Government: Economics and Statistics Branch 
http: //www.economics.gov.nf.ca/populationibyage-HIB.asp 
http: //www.economics.gov.nf.ca/oopulationlbyage-HCS.asp 

Health Care Corporation of St. John's 

Population served 

(2003 numbers) 

193,355 

50,748 
51,256 
41,012 
60,370 
82,372 
183,992 
11 1,368 
101,382 
82,372 

15,893 
24,557 

40% of nursing 
home beds 
1050 long-tenn care 
beds in SI. John's 

Province-wide 

In the early 1980s, the provincial government issued a mandate to the St. John's Hospital 

Council to plan the restructuring of the hospitals in the St. John's region. The option 

accepted by the Minister included closing the paediatric hospital and rehabilitation unit, 

building a new children's hospital combined with a rehabilitation unit at the existing 
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main adult hospital site, as well as closing one of three adult hospitals. In 51. John's, nine 

acute care facilities were consolidated in 1995 under the Health Care Corporation of 51. 

John's, the largest region in terms of population ill;the province (196,000 in 2000- 38% 
) 

of total provincial population). Administration of institutionalloOg-term care was kept 

separate, unlike in regions outside 51. John's. 

The HCCSJ developed and applied a strategic plan focused on organizational, clinical 

and site integration. Efforts were made to communicate the plan objectives to staff, 

unions, and the public. Organizational administrative functions were integrated in the 

first year. In 1996, program management across all the HCCSJ's hospitals was 

introduced to facilitate integration of clinical services across sites in anticipation of site 

closures (see the paper by Davis in this issue, which outlines the change strategies used to 

implement the strategic plan).11 

Consolidation of institutions within the HCCSJ resulted in a 50% reduction in all levels 

of management and in support staff. The adult acute care site closed in June 2000 and 

the children's hospital moved to its new site in 2001, by which time acute care had been 

reduced from nine to six sites. Between 1995 and 2002 in 51. John's, the average number 

of full-time equivalent employees did not decrease as might have been expected, but 

actually increased slightly by 2% (5304 - 5416). 12·18 The number of acute care beds 

decreased from 940 in 1995 to 786 in 2002, a reduction by 13% from 4.7 beds per 1000 

population to 4.1 per 1000 population (Table 2). 
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Ta ble 2 

Population and bed numbers in 1995 and 2002, in the St. John's and other regions ofNL 

1995 2002 , 

# Rate/ lOOO # 
Region Population* Beds** population Population* Beds .. 

S!. 
198,027 940 4.7 193,067 786 

J ohn 's 

Otber 
369,927 953 2.6 325,652 815 

regions 

Total 567,954 1893 3.7 518,719 160 1 .. Sources. Provincial Government. Economics and Statistics Branch, 
.... Depanment of Health & Community SelVices 

Outside St. John '5 

Rate/l 000 
Population 

4.1 

25 

3.2 

In the regions outside of St. John's, administrative consolidation of several acute and 

% 
cha nge 

-2.5% 

-12% 

long-tenn care faci lities and isolated cl inics occurred (1994 - Central East Board; 1995-

Avalon, Central West and Western Boards, 1996 - Peninsulas Board). In each case this 

was associated with a major reduction of 40·50% in management staff (personal 

communication). Different organizational structures and management styles were 

adopted, generally involving some centralization of management and integration across 

fac ilities. In some cases, multidisciplinary teams were fonned to deliver programs and 

selVices. Integration of olinical selVices did not always follow, partly as a result of 
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I' 
geographic challenges. The number of acute care beds was reduced from 953 to 815; 

however, the number per 1000 population remained stable due to a decrease in the 

population. In 1995, there were 2.6 beds per IOOO''population and bf' 2002 this number , 
had decreased by only 4% to 2.5 beds per 1000 population (Table ;). 

Intra-regional political differences affected regional planning and implementation efforts 

in the Western region. The new regional model sparked controversy between health care 

providers, senior management, regional board members and community groups over the 

location, allocation and integration of services. This conflict has resulted in a high 

turnover of CEOs. Between 1995 and 200 1. the Western Regional Health Board 

appointed four CEOs to its Board. None of the four completed their full term of service 

(four years). In the fall of2oo1, the Western Regional Health Board requested a study to 

review the reasons for the high turnover ofCEOs in its region. A report entitled 'Study of 

Retention of Chief Executive Officers: Reasons and Recommendation '" was conducted by 

a fonner Regional CEO in October 2001. 19 The findings suggested that many of the 

region's problems were related to: conflicting messages and lack of funding on the part of 

the province; failure of the regional board to deal with inappropriate provincial and 

municipal interference; the lack of buy-in to a regional model by local physicians; and 

politicians fostering their own agendas using the health care system. 
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In the Peninsulas Board region, public resistance to the restructuring process occurred 

during the first three to four years. In 1997, the corporation proposed a relocation of 

10ng-tenn care beds within the region, which was tIlet with strong political and 
) 

community opposition. Consequently, the number of acute care an& long-term care beds 
, 

in the Bonavista area has remained unchanged from 1995 to 2002. In this region, 

resistance also occurred in Burin because of conflict between local physicians and the 

Peninsulas Health Care Corporation. The absence of senior administrative personnel in 

Burin and the fact that a small group of physicians and community groups resisted the 

concept of a regional health board led to opposition of reg iona liz at ion. As a result of this 

conflict, the Minister of Health commissioned a review in 1999. resulting in a report 

entitled 'Issues o/Contention between Burin Area Physcians and Administralio'''. 20 As a 

result of the recommendations ofthis report a Vice-President of Operations was 

appointed in Burin, resulting in a strengthened administrative link between the different 

sites. 

Both the interview transcripts and these independent reports suggested that these conflicts 

could have been avoided had there been better planning and communication between the 

Provincial Ministry, the Regional Boards and the management staff. The remaining 

boards were successful in integrating some services. 
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I' 
Wage Increases 

In 1999, public sector workers were given a 7% across-the-board increase in wages. 

However this did not decrease provincial labour unrest. A provincilJl nurses' strike 

occurred in \999, during which nurses were legislated back to wor}.. At this time, the 

nurses underwent an occupational review and were awarded an additional 8.5% increase 

in wages. An eight-day illegal provincial strike by lab X-ray workers occurred in 2000, 

resulting in an additional &% increase in wages. A two-week strike by hospital support 

workers occurred in 2001 resulting in an additional payment of 6% increase in wages. 

Resu lts 

Perspectives o/key stakeholders 

Although the objectives of reg iona liz at ion were stated in the 1993 report to government, 

there was no explicit Provincial strategic plan in place to ensure the communication of 

the objectives to the newly established Regional Health Boards or an implementation 

plan to help ensure the realization of the objectives. As a result, there was a disparity 

between the intended objectives of the payer (government) and the perceived objectives 

of the CEOs of the Regional Boards. 

The common objectives of restructuring identified through interviews with system 

managers included: economies of scale in management and support areas, but not in 

clinical areas; integration of services within regions; reduction of political infl uence on 

decision-making with a decrease in protectionism; and an increased regional perspective 
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I' 
with decentralized governance. However, the Provincial Department of Health believed 

that regionalization would help contain costs in the acute care sector. This would only be 

possible with a concerted effort to decrease the coSt drivers in the sy,stem, namely, 

employee and bed numbers and future increases in public sector wages. Outside St. 

John's, bed numbers decreased by 138, but the population also decreased, thus 

maintaining the beds per 1000 population at a similar rate. Bed numbers decreased in S1. 

John 's by 13%, but employee full time equivalents increased by 2%. 

Although CEOs agreed economies of scale were an objective of reg iona liz at ion, they also 

slated in the interviews that they were to be achieved by reductions in management and 

support staff and not in clinical areas. There was never an intention to cut front-line 

workers. The interviews also suggested that amalgamation of services was particularly 

successful in St. John's, facilitated by the a priori direction of government to aggregate 

hospitals, and by the early development and communication of a strategic plan by the 

new regional board to aggregate hospitals. However, communication of the objectives of 

regionalization was inadequate in some other regions. The absence of a strategic plan for 

specific boards, in addition to poor communication, resulted in the political rejection of 

amalgamation in some of the regions. Although integration of services has occurred to 

some degree (acute and long-term care) in a number of regions, opportunities for further 

integration exist, by decreasing the number of institutional boards, by amalgamating 

boards within regions, and by decreasing the number of regions. 
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Changes in expenditure on acute care 

Total expenditures for the HCCSJ increased from $285.9 million in 1995/96 to $416.4 

million in 2002/03. A similar pattern was seen in the other study r) gions, where 

I 
combined expenditures were $101.2 million in 1995/96 and $155.7 million in 2002/03 

(Table 3). The majority of the increases were experienced in the latter years. The rate of 

increase in total acute care expenditures inside 51. John's (46%) was less than the rate of 

increase outside 51. John 's (54%) (Table 3). Approximately 75% of hospital expenditures 

were allocated to human resources, with nurses and hospital support workers representing 

70% of human resource expenditures. The remainder of the expenditures included 

medical/surgical supplies (6.2%), drugs (3.3%) and other supplies (16.6%). While these 

commodities are procured externally by the Health Board Association, there are limited 

cost reductions to be achieved. Consequently, since human resource expenditures 

account for such a significant proportion of overall expenditures, changes in human 

resource efficiency greatly influence cost. It was noted, that after restructuring, 

management costs decreased by 31% in 5t. John's. However, the costs for front-line 

workers increased substantially in all regions (Table 4). 

The growth in health care costs ofthe HCC5J was lower than in other areas ofNL, partly 

attributable to its lower costs of management and non-clinical support services. 
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Table 3 
Comparison of Changes in Acute Care Expenditures & Selected Economic Indicators fo r 
Newfoundland & Labrador from 1995196 to 2002103 

Va riable " 1995/96 ) 20~~03 
SM 

Acute Ca re Expenditures , 
Total Expenditure (HCCSJ) 285.9 416.4 

Total Compensation (HCCSJ) 216.3 307.4 

Total Expenditure (5 Regional Hospitals) 101.2 155.7 

Total Compensation (5 Regional Hospitals) 77.0 118.6 

Real Gross Domestic Product* 10,913.0 14.432.0 

Total Personal Income* 10,130.0 11,985.0 

Tota l Provincia l Government Revenues 3,365.0 3,907.0 

Sources: HCCSJ; Department of Health and Community Services, Economics & 
Statistics Branch, Government of Newfoundland & Labrador 
"'Data provided by calendar versus fiscal year 
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+45.7% 

+42.2% 

+53.9% 

+54.1% 

+32.2% 
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Table 4 

Compensation Costs by Health Care Provider Group in 
Five Regional Hospitals and Health Care Corporation of S1. John's for 1995/96 and 
2002/03 

Total Compensation Costs by Healtb Care Provider 1995/96 2002/03 % 
Group $M' $M Cbange 
Nurses 5 Regional Hospitals 21.6 36.5 

HCCSJ 67.0 115.0 

Management 5 Regional Hospitals 9.3 9.3 
HCCSJ 27.8 19.1 

Hospital Support 5 Regional Hospitals 24.4 36.3 
HCCSJ 75.9 97.7 

LablX-rav 5 Rural Hospitals 6.3 10.9 
HCCSJ 13.2 20.9 

Allied Health 5 Rural Hospitals 3.6 5.9 
HCCSJ 11.5 23.7 

Non-union non-management 5 Regional Hospitals 1.5 1.7 
HCCSJ 2.1 2.4 

Total of above provider groups 5 Regional Hospitals 66.7 100.6 

HCCSJ 197.4 278.9 
Sources. HCCSJ, Department of Health and Commumty ServiCes, Government of 
Newfoundland & Labrador 

Increases in government revenues 

69.5% 
71.6% 

-0.1% 
-31.1% 

48.8% 
28.7% 

71.4% 
59.0% 

63.3% 
106.6% 

16.7% 
18.6% 

50.8% 

41.3% 

Regionaiization and aggregation of hospitals were perceived by the Government ofNL as 

interventions to control the growth in acute care costs. However, the growth in these 

costs exceeded the rate of growth of provincial revenues. Although GOP, the most 
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frequently used macroeconomic indicator, increased substantially over the period (Table 

3), this may not have been the most relevant indicator of the Government ofNL's ability 

to pay for health care: much of the income from g~ods and servicesfProduction did not , 
increase the provincial government's revenues, because it was oifs7t by reduction in 

federal transfers. Strong GDP growth in recent years was the result of increases in 

offshore oil production. However, due to the federal-provincial equalization agreement 

(in which federal transfers are made to increase the province's revenues to the Canadian 

norm), increased offshore oil production resulted in reduced equalization payments from 

the federal government to the provincial treasury, offsetting its GOP growth. Therefore, 

the more relevant indicators of government's ability to pay for health care costs include 

total provincial government revenues and total personal income. From 1995/96 to 

2002/03, total expenditures for the HCCSJ and the combined five regional hospitals 

increased by 46% and 54%, respectively. Whereas provincial real GDP increased by 

32% over this period. However, total personal income increased by only 18% from 1995 

to 2002. Correspondingly, total provincial government revenues (including transfer 

payments) from the federal government only increased by 16% (Table 3). Therefore, 

strong GOP growth did not result in improved budgetary strength, and the growth in 

acute care costs was not matched by comparable growth in the government's ability to 

pay. 



Discussion 

Health care spending in Canada comprises a significant proportion of total expenditures 

of the federal, provincial and territorial governmeAts. For examply in 2004, combined 
, 

government expenditures on health care in Canada were forecast to be $130 billion. Of , 
this amount, spending on hospitals was projected to be $38.9 billion of total spending. 21 

Public expenditures on hospital services as a percentage of total health care spending 

have been declining in recent years; however, they continue to represent approximately 

one-third of total health spending. The relative decline has been primarily attributed to 

improvements in technology that have permitted increased ambulatory care. However, 

per capita spending on hospital services varies significantly amongst the provinces. For 

example, in 2000/01, provincial per capita hospital spending ranged from Can$773 to 

Can$I,124. NL was at the highest end of the scale (CanS 1 ,124) per capita while 

Saskatchewan had the lowest spending per capita (Can$773). 22 

Provincial governments have implemented a variety of interventions in an effort to 

contain costs and improve efficiency in the acute care sector. At the macro-level, these 

have included: regionalization of services; closing hospitals; and, changing the manner in 

which hospitals arc funded in favour of case-mix funding. 23 At the micro level, 

additional efficiency interventions include: the use of a report card for determining 

hospital efficiency indicators; 23,24 reducing beds; replacing high-cost acute care with 

community care; reducing variations in the rates of major surgical activities, and 

undertaklng minor clinical procedures in an outpatient versus inpatient setting.23 
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In the early 1990s in NL, the driving forces for change within the health system were 

fiscal constraint and escalating hospital costs. It was believed that )egionalization of the 

governance of the system would lead to cost containment and imp:.oved efficiency , 
through increased integration of care, economies of scale, and greater responsiveness to 

the needs of the local population. However, across all boards there appeared to be a 

disconnect between the cost-containment objectives of restructuring and the perceptions 

of economies of scale held by regional CEOs who stated that restructuring would produce 

a reduction in management and some support staff, but not in front-line workers. In the 

51. John's region, regionalization provided the structure through which strategic planning, 

communication of these plans and strong leadership facilitated the successful aggregation 

of hospitals. Strong leadership was the key to successful amalgamation of hospitals, and 

has been reported as a key element in the success of integrating health care delivery. 25 

However, despite successful aggregation, the key objective of cost containment was not 

achieved. The rate of increase in acute care costs in NL was substantially higher than 

increases in the government's capacity to pay, as measured by total revenues. Although 

the number of beds per 1000 population in NL (3.2) is less than the Canadian average 

(4.0), NL has double the number of hospitals, six versus three 100,000. 22,26 

NL has a small population, a vast geography and major fiscal concerns, including a large 

provincial debt, annual budgetary deficits and health care costs that are increasing at an 

annual rate higher than the increases in provincial revenues. Present-day regional, 
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provincial and national acute care policy-makers must tackle issues such as the location 

of services, number of institutions and, most importantly, the number of front-line staff, 

in order to contain costs. At the regional level, restructuring decisiyns will be influenced 

I 
by the rale of wage increases, goverrunent revenues including federal transfers and by the , 
economic importance of a hospital to its community. While there is limited empirical 

evidence 4 on the effect of reg iona liz at ion on acute care costs, it has been reported that 

the growth in total spending on acute care in Canada was 44% between 1995 and 2003. 

Conclusions 

Since regionalization of health care boards was initiated, acute care expenditures at the 

HCCSJ and the combined five regional sites have increased significantly over the study 

period and in particular during the latter years. The rate at which these expenditures have 

increased across the province far exceeds the increases in provincial government 

revenues. This is explained by public sector wage increases over this period and no 

decrease in full-time equivalent employees. There was no provincial strategic plan to 

infonn and guide the newly established health boards on the rationale and objectives that 

restructuring and regionalization were meant to achieve. Economies of scale envisaged 

by regional CEOs were insufficient to control costs, as provincial and national policy-

makers had hoped. Regionalization and aggregation of hospitals was successful in St. 

John's due in part to a mandate from the provincial goverrunent to aggregate hospitals, 

early strategic planning, public communication, execution of plans, strong leadership and 

commitment from the board. However, the same success did not materialize in some 
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regions outside St. John's, where the transition was impeded by both management 

difficulties and protectionism. Opportunities exist for further integration and 

amalgamation of selVices to promote an improved'continuum ofp,tient care in all 

I 
regions. However, based on this evaluation of reg iona liz at ion furt~er integration of 

boards and aggregation of institutions alone will not contain costs, unless specific 

intelVentions are targeted at the major cost drivers within the system, in particular the 

number of hospitals and cost of front-line employees. 
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