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Abstract

A descriptive correlation design was used to investigate acute care

4to 5 years i i ing of the health

care system in the province of Newfoundland and Labrador. The relationships

among isti i impact of health care reforms,
ing initiati intervening attitudes, and i i i were also
The i C Model of i d (CMBI),

based on the integrated causal model of nurse turnover behaviors (Price &

Mueller, 1986) and of ical contract violati (Tumiey &

Feldman, 1998, 1999), provided the framework for this study.

The sample was comprised of 197 acute care managers (i.e., senior to
first-line) employed in three regions with differing degrees of restructuring.
Respondents ranged in age from 24 to 58 years (M = 44.28, SD + 6.87). The
majority of respondents were female (64%), had 20 or more years of work
experience (60.2%). were in their current position for 5 years or less (61.5%),
had a baccalaureate or higher level of education (56.9%). had non-nursing
professional backgrounds (55.3%), and worked in the St. John's region (75.6%).
A substantial number were primarily responsible for clinical services (47.2%).
Data were collected between April and June, 2000 with the Employee Attitude
Survey.

Study findings indi that were more positive than




negative about the overall impact of health care reforms. Respondents were

most positive about the importance of reforms and the adequacy of safety

., and most ive about the i climate of the workplace and
the quality of care. Respondents believed that there was movement toward
meeting the objectives of regionalization of health services and program
management. Respondents were divided on whether or not employers had
violated psychological contracts, were more satisfied than dissatisfied with their

jobs, were slightly i to their izati and were in about
whether or not they would stay with current employers.

Most of the reform impact and restructuring initiative variables were

and i related to intervening atti (e,

contract i job satit i izati it ) and

intentions (i.e.. intent to stay). As well, i ing atti i to

strong, positive correlations with each other and with behavioral intentions.
The personal characteristics most likely to influence intervening attitudes and

included ial position, current position tenure,
primary area of responsibility, gender, and region of employment. Study findings
provided partial support for the CMBI. During regression analysis, the reform
impact variables exerted the greatest influence on contract violations, with

diminishing effects on each ive variable. i climate as

the most important predictor. As well, each intervening attitude was found to be



most predictive of the attitude or behavioural intention variable that immediately

followed it. i R ical contract violatil for 39.1% of
the variance in job satisfaction; job satisfacti for 64.5% of the
in i and izati i for 36.5% of

the variance in intent to stay.

Although the current study’s results support some of the findings from
previous research, they have limited generalizability beyond the study sites. The
results of this study suggest that future research efforts should focus on
evaluating the long-term impact of heaith care reforms on acute care managers’

work-related attif and i i i There is an obvious need for

more research to investigate the effects of similar and different job-related and

work environment factors.
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CHAPTER 1
Introduction
For most industrialized countries, hospital health care consumes the
largest amount of national health dollars. In an effort to control these escalating

costs, acute care hospitals in the United States, Westemn Europe, and Canada

have i ted and

(McKee. Aiken, Rafferty, & Sochalski, 1998; Sochalski, Aiken, & Fagin, 1997).

Health care reforms have placed p on izati and care i to

achieve positive client outcomes, while being cost-effective and efficient
(Hansen, 1995).

The most popular strategy of the 1990s in Canada was regionalization, or

the trar of ibility and ility for the ing and

1 of health care from incial government departments to

regional health care boards (Decter, 1997; Jackson, 1995; Vail, 1995).
Concomitant with governments’ decentralization strategy was the centralization
of power and authority in regional board structures (i.e., consolidation of local-
based community and institutional boards, as well as diverse affiliations among
hospitals). With this approach to health care delivery, local circumstances and
population health needs are integral components of decisions (Decter; Vail).
Early research findings suggest that the authority of regional boards varies

across provincial jurisdicti and has not i je benefits,




cost i and i services (Lomas, Woods, & Veenstra,
1997: Markham & Lomas, 1995).

Besides regi ization, Canadian i have been j to other

types of reforms (i.e.. izil i ing, and restr ing). As a resuit

of the radical redesign initiatives in health care, there has been a reduction in

middle management and supervisory positions. As well, nurse managers' roles

and ibilities have been signi affected by muiti-level org:
changes (Acorn & Crawford, 1996; Gelinas & Manthey, 1997; Leatt, Baker,

Halverson, & Aird, 1997). Research studies investigating the impact of system

h on i nurse are limited (McGillis Hall &
Donner. 1997). Itis ive that organizati what impact reform
are having on who are in key positions to influence the

success of institutional transitions (Chase, 1994; Knox & Irving, 1997; McGillis

Hall & Donner).

The current study was a ofa itudinal study i by

Parfrey and colleagues to examine the impact of health care reforms on acute

care instituti in the provil of and Labrador. The larger
project’s mandate is to monitor this impact in several areas (i.e., efficiency, costs,
acute care bed utilization, quality of care, employee attitudes, and patient
satisfaction). The current study focused on how managers perceived the impact

of reforms, as well as the objectives of regionalization and program-based



management (i.e., 5 and 4 years post implementation, respectively). A second
study focus was to assess their work-related attitudes (i.e.. general job

y contract violati izati i and

behavioral intentions (i.e., intent to stay).

Background and Rationale
While the nature of health care reforms may vary, the core elements

involve a redefinition of the role of acute care hospitals and restructuring of how

services are delit ( 1997). The and

note that reform initiatives have led to a ion in mar iti and
major in ial roles and ibiliti As well, there is a
growing base indicating that * work-related attitudes have

been positively and negatively affected by system changes.
In a review of relevant literature and existing databases on the Canadian

nursing workforce, Baumgart (1997) reported that from 1980 to 1995 acute care

a ic decline d 10,000) in the number of
registered nurses (RNs) working in iti A si
proportion of middle and lower itions (i.e., supervi

coordinators) were eliminated during the peak period of health care reforms -
1990 to 1995. This decline continued to a lesser degree until 1999 (Canadian

Institute of Health ion [CIHI], 2000; istics Canada, 1995, 1996, 1997,




1998).
During the period of major heaith care restructuring in Newfoundland and
Labrador. the Province parallelled the Canadian scene for the period 1995 to

1997 with regard to significant declines in nursing management personnel,

ipe! i and assi i i (CIHI,
2000: Statistics Canada, 1995, 1996, 1997, 1998). However, this trend was

for the assi: iate director positions from 1997 to 1998, when

significant increases were noted (CIHI, 2000; Statistics Canada, 1997, 1998).

Itis well that izing and system ign have created

new roles for hospital and their ibilities (Acon &

Crawford. 1996: Gelinas & Manthey, 1997: Ingersoll, Cook, Fogel, Applegate &
Frank, 1999: Redman & Jones, 1998). It is also recognized that these managers

face the challenges of delivering cost effective quality client services, and

the same i (e.g.. stress, inty, job i ity, loss, etc.)

as other staff (McConnell, 1998; Prescott. 1993). An additicnal concem is that

are not fully for ing roles and it As Leatt

et al. (1997) noted, organizational theory and the research literature do not

provide with sufficient i ion to identify ies, ora

for predicting and ing the and of selected health
care reform strategies.

There is an expanding research base that addresses acute care
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managers’ perceptions of the impact of heaith care reforms. Most studies have
found that managers tend to perceive system changes in a negative light
(Baumann et al., 1996; Davis, 1998/1999; Effken & Stetler, 1997; Ingersoll et al.,
1999; Redman & Jones, 1998; Seago, 1999; Way, 1995). However, a couple of
studies found that managers were much more positive about the impact of
system changes than staff (Effken & Stetler, 1997; Way, 1995; Woodward et al.,
2000).

Few research studies have examined the impact of health care reforms on
acute care managers' work-related attitudes. While there is some support for the

negative impact of reforms on ical contract violatil in the

sector (Turnley & Feldman, 1998, 1999), inconsistent findings have been
reported for their impact on job satisfaction (e.g.. Acomn, Ratner, & Crawford,
1997; Effken & Stetler, 1997; Luthans & Sommer, 1999; Poulin, 1995; Seago,
1999; Woodward et al., 2000). As well, reforms have been shown to negatively
impact. albeit to a lesser degree, managers’ commitment levels (Lee &
Henderson, 1996; Luthans & Sommer; Turnley & Feldman) and behavioral
intentions (Tumnley & Feldman).

Managers play a crucial role in implementing organizational change, and
are in pivotal positions to facilitate positive outcomes. Given the limited research

on factors i work-related attit further inquiry is definitely

warranted.



Probl ment
Regionalization of health care services was the first level of reforms in the
Province of Newfoundland and Labrador. Between April, 1994 and January,
1996, changes in the governance of health services occurred at the regional
levels with the formation of regional health boards (Davis & Tilley, 1996). The

fourteen boards consisted of six institutional boards (i.e., combining hospitals,

long-term care facilities, and ilitation centres), four col ity boards (i.e.,
combining home care, public health, drug services,

mental health, health p ion, and heaith ion), and two

boards (i.e., i ion of and institutional services). Within the St.
John's region. two boards i from the instituti and

co ity boards - the 'd and Labrador Cancer Treatment and

Research Foundation and the St. John's Nursing Home Board (Davis, 1998/
1999).

Three of the six institutional boards agreed to collaborate in all phases of a
provincial project designed to assess the impact of regionalization of acute care

services on efficiency, quality of care, and

ploy i The
boards included the Health Care Corporation of St. John's (HCCSJ), Avalon
Health Care Institutions Board (Avalon Board), and Central West Heaith Board

(Central West Board). Within the three provincial jurisdicti ity health

boards i entities, instituti ini ive services were




and iti were reduced by 40 to 50 percent.

The HCCSJ is the largest of the boards, serving a population of about

200,000, and is the major tertiary care centre for the entire province (Davis &
Tilley, 1996). Significantly, the St. John’s region has experienced the most

pervasive health care reforms (i.e., institutions have been subjected to

mergers, and Unlike the
other regions, which have a traditional department structure in place, clinical

integration was also part of the HCCSJ's

ing initiatives (i.e.,
from departmental-based to program-based services).
While most of the downsizing strategies have already been implemented,

staff and management are still adjusting to some of the more significant and

h (eg.. ions in senior and middle management,

closures, i and ibility, etc.). As in the rest
of Canada, the impact of health care reforms on the roles, responsibilities, and
attitudes of hospital managers has been given much less attention than those of

front-line workers, especially the nursing staff. The present study was designed

to address some of these (ie., % i of reform impact,
work-related attitudes, and i i d within the modified
C Model of i ions (CMBI).

The CMBI is based on the integrated causal model of nurse turmover

behaviors (Price & Mueller, 1986) and the consequences of psychological



contract violations (Tumnley & Feldman, 1998, 1999). The CMBI identifies
several factors which influence behavioral intentions (i.e., intent to stay). These
factors include determinants (i.e., impact of health care reforms, or job-related
and work environment factors), covariates (i.e., intervening attitudinal states
which inciude psychological contract violation, job satisfaction, and organizational

commitment), and correlates (i.e., select personal characteristics). While the

serve as il i they exert a direct and indirect effect

on behavioral intentions, similar to the i The

among study variables are outlined in the research questions.

Purpose and Q

The purpose of the current study was to investigate managers’
perceptions of the impact of reforms and work-related variables following the
restructuring of acute care services under three regional boards (i.e., HCCSJ,
Avalon Board. and Central West Board) and the introduction of program-based
management and a shared governance model in tertiary care centres under the
HCCSJ. A second purpose was to identify the best predictors of intermediate

and

The current study was designed to address the following research

questions:



How do acute care managers perceive the impact of health care reforms
(i.e.. importance of reforms, emotional climate, practice-related issues,

quality of care, safety issues, and of care) and

initiatives (i.e., regionalization of health services and program-based

management)?
What are acute care * levels of ical contract violation,
general job sati: i izational i and

intentions (i.e., intent to stay)?

Are there significant relationships among impact of health care reform

ing initiati i i (e,
psychological contract violation, job satisfaction, and organizational
commitment), and intent to stay?

Are perceived impact of health care reforms and restructuring initiatives a
function of select personal characteristics (i.e., age, gender, region of
employment, managerial position, current position tenure, education level,
professional background, primary area of responsibility, and years of work
experience)?

Are intermediate outcomes and intent to stay a function of select personal
characteristics?

What factors investigated in the current study are the best predictors of

intermediate outcomes and intent to stay?



CHAPTER 2
Literature Review
An understanding of the impact of heaith care reforms on managers
working in tertiary care settings requires insight into the factors that influence

work-related attif and i i i The i review is divided

into three major sections. In the first section, a discussion of research findings
on health care reforms and their implications for tertiary care managers is

presented. In the second section, the research findings on the key predictors of

(i.e., job P ical contract violation, and

) and i i { (i.e., intent to stay or
leave) are summarized. In the final section, an overview of the conceptual

framework for this study is presented.

Health Care ications for Acute Care Manage:

Massive health care reforms are being implemented in every province and
territory (Jackson, 1995; Lomas et al., 1997). The six guiding principles are

health p ion, cost control, ility,

centered, and community-based services (Jackson). With human

responsible for most costs, a major challenge for institutions is to reduce

costs without

promising quality patient care, or negatively affecting

employee attitudes (Leatt et al.,1997; Luthans & Sommer, 1999).
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Leatt et al. (1997) identified leadership during the change process as a

crucial organizational characteristic that can act as a facilitator or barrier to
successful implementation of cost-cutting strategies. The resulting new roles and
responsibilities require that managers possess knowledge and skills in change
theory, organizational redesign, patient-care delivery models, and team-process
techniques (Knox & Irving, 1997; Leatt et al.). While most of the studies
reviewed focused on the impact of health care reforms on patients and front-line

staff, their consequences for acute care are ing of i

interest to and izati The i i ion is divided

according to the three major areas of reforms - regionalizational/multi-hospital

and

Regionalization/Multi-Hospital igements
Regionalization of health care services is a common strategy used by
most Canadian provinces to curtail costs, and promote the delivery of quality

services in an efficient and a comprehensive manner. This downsizing strategy

is i by instituti and ity board mergers, as well as affiliations
among multiple hospitals in a defined geographic region (Decter, 1997; Shamian

&Li 1997). D ization is also istic of this strategy, with

decisi king authority to the local level from provincial governments

(Lomas et al.,1997).
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An extensive review of relevant literature identified few research studies

that were i to evaluate the effects of regionalization and/or muiti-

institutional mergers. Reviews by Markham and Lomas (1995) and Lomas et al.
(1997) suggest that the disadvantages of these initiatives may outweigh the
advantages in the early years of reform. Similar views were reported by Davis
(1998/1999) for the province of Newfoundland and Labrador.

Markham and Lomas (1995) conducted a review of relevant literature for
Canada and the United States to identify the types of regional-based multi-
hospital arrangements, their governance structures, and their advantages and

disadvantages. It was determined that the degree of autonomy retained by

instituti was the key di iating factor. The various types of

system arr layona il from high (i.e.. formal affiliation, shared
services, consortia or strategic alliances) to low (i.e., contract management,

leasing, ion, and

autonomy. Significantly, there was limited empirical evidence found to support

benefits (i.e., i \cial savings, imp service quality,
more efficient human and if ination and
of service i ially in the Canadian context. The authors

concluded that the early years of multi-institutional arrangements may be marked
by increased costs to facilitate equalization or harmonization of service offerings,

and decreased quality due to reduced access (i.e., timming service duplication)
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and increased bureaucracy. As well, the authors identified the potential negative
impact on staff and physicians (e.g., increased uncertainty and stress, job loss,

lack of role clarity, etc.), and izati ial il ility (e.g., reduced

individual hospital autonomy, erosion of hospital loyalties, increased disruptions
in referrals and clinical practice plans, etc.).

Lomas et al. (1997) conducted a review of the devolution of decision-
making authority for health care to local boards in each Canadian province. The
authors found that all of the provinces, except Ontario, were at different stages of
devolution. One caveat was that local boards could not raise funds for service

financing, or determine core services. With scope of services the key

differentiating structural istic, a scope was ive of greater

to improving effici and i i ination, while a broader

scope was indicative of greater attention to population health. With respect to

process, the degree of power across provincial jurisdicti layona
continuum from low to high decisi king (i.e.,

and ion, i . The authors concluded that most
provincial boards fall within the ion or
and are forced to deal with the i of provider

groups, and the population served.
Davis (1998/1999), a Chief Executive Officer (CEO) of the HCCSJ,

reported on her i with

and multi-institutional mergers
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and consolidations in Newfoundland and Labrador. The author noted that the
provincial government's mandate to curb rising costs was the driving force
behind the formation of regional boards (i.e., reduced number of boards from 40
to 14). As a resutt of the mergers, individual boards were able to: (a) assume

greater responsibility for the health of the region served, (b) place a greater focus

on health determinants, (c) have greater i in d

making, (d) direct efforts toward greater public accountability, (e) use ethical
values to guide decision-making, (f) place greater emphasis on evidence-based
practice, (g) use resources in a cost-effective manner, (h) involve staff and
physicians in decision-making, (i) forge linkages with external bodies, the public,
and providers, and (j) exert greater influence on healthy public policy. On the
negative side, individual boards were faced with increased anxiety and

uncertainty among the staff and iCi as well as il

from feeling overworked, underpaid, undervalued, and excluded from decisions
affecting them. Additional negative forces included decreased public confidence

iting from i media ion on i the it stress

of limited financial and i confiict by i based

practice and consumer expectations.
Three studies were conducted in Newfoundland and Labrador during the

early stages of regionalization and hospital mergers. The Association of

Nurses of and Labrador (ARNNL) commissioned two



surveys (Way, 1994, 1995), one itative and the other itative, to

investigate nurses’ perceptions of the impact of health care reforms. A third

study was conducted by Pyne (1998) with the nursing staff of three acute care

hospitals consolidated under the HCCSJ d one year post- gt
(i.e., Fall of 1996). Program-based management and a nursing professional
practice model had also been implemented six months prior to data collection.
Study findings suggested that reforms were having a negative impact on nurses’
attitudes.

The first ARNNL study (Way, 1994) used a qualitative survey approach to
examine nurses’ (N = 347) perceptions of the impact of health care reforms in
Newfoundland and Labrador. The ARNNL Health Systems Changes
Questionnaire consisted of open-ended questions which assessed reform impact
along several dimensions (i.e., overall attitudes, changes in the work

environment, impact of changes on patient care and nursing practice, and

for positive changes or oppt ities). The litative analysis
that the majority of nurses were very negative about system changes (i.e., staff

reductions, ir

giving and greater role
responsibilities), and the impact of downsizing on the quality of care, professional
practice. and job satisfaction.

In a survey of a stratified random sample of staff nurses and nurse

managers (N = 333) from different regions of the province, Way (1995) obtained



baseline data on perceptions about heaith care reforms. The dominant
constructs and defining descriptors that emerged from the Way (1994) qualitative
analysis were used as the basis for development of the Impact of Health Care
Reform Scale (IHCRS). The IHCRS assessed impact in six content domains
(i.e., importance of reforms, emotional climate, practice-related issues, quality of
care, safety issues, and standards of care). Study findings indicated that most
respondents were neither totally negative nor positive about the overall impact of
health care reforms. With regard to specific areas of reform impact, the majority
of respondents viewed quality of care, the emotional climate, and standards of

care most negatively. Comparatively, the importance of reforms, practice-related

issues, and safety issues were viewed most it by 3 al
characteristics were aiso found to influence perceptions of the importance of
reforms (i.e.. more positive views by nurse managers, older, and higher educated
nurses). There was also a significant effect for practice-related issues, quality of
care, and the emotional climate (i.e., more positive views by nurse managers,
older, more experienced, and higher educated nurses). Finally, nurse managers,
older, and more experienced nurses held more positive views of safety measures
and standards of care than staff, younger, and less experienced nurses.

Using a descriptive, correlational design, Pyne (1998) examined
perceptions of the impact of health care reforms and job satisfaction levels in a

sample of staff nurses (N = 298). Data were collected with the IHCRS and the
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McCloskey/Mueller Satisfaction Scale (MMSS) on three units (i.e., critical care,
medical, and surgical areas). The MMSS assessed job satisfaction in eight
content domains (i.e., extrinsic rewards, scheduling, work/family balance, co-
workers, interaction opportunities, professional opportunities, praise/recognition,
and control/responsibility). The findings indicated that nurses were more
negative than positive about the impact of health care reforms, and slightly
dissatisfied with their jobs. Significantly, the majority of nurses were most
positive about the importance of reforms, safety issues, and practice-related
issues. Conversely, quality of care, the emotional climate, and standards of care
were viewed most negatively by respondents. The mean scores for the overall
impact of reforms and for all of the reform impact variables were significantly
below the normative values obtained by Way (1995). With regard to satisfaction
levels, the majority of respondents were most satisfied with coworkers and
interaction opportunities, and least satisfied with control/responsibility and
extrinsic rewards.

In summary, the early results on the first level of health care reforms
suggested that all levels of employees identified both positive and negative areas
of impact. There was a general consensus that reforms were needed in the
health care system. However, negative repercussions were perceived for quality
of patient care and several work environment and job-related factors (e.g.,

. job inty, stress levels, job satisfaction, etc.).




Downsizing
Downsizing is one of the most frequently usad strategies by health care
organizations. This approach may consist of any one or a combination of the

following: across-the-board cuts, early retirement programs, contracting out

services, i ing the ion of yto
organizational structural redesign (i.e., functional horizontai to vertically-

delivery and ing or

a i layer (Leatt

et al., 1997). The following review highlights the impact of downsizing strategies

on " roles and ibilities, and their ions to some of these
changes.

Changed roles and responsibilities. One comprehensive study of the
careers, work experiences, and attitudes of all levels of managers working in the
Canadian heaith care system during the early stages of downsizing was identified
from the literature (Lemieux-Charles, Murray, Aird, & Barnsley, 1984). This study
provides a useful reference point from which to compare managers’ perceptions
of changes, and the resulting impact on subsequent roles and responsibilities.

Lemieux-Charles, Murray, et al. (1994) conducted a national survey of

Canadian managers (CEOs, senior and middle ) to

identify the influence of gender and select situational factors on career

and ions. Data were collected from 3,010

by using a in: which a



number of diverse factors (e.g., position, compensation, organization,

career aspirati and atti etc.). ized instruments
were also used to ine job sati ion, job i career
and career prosp . The findings indi that the majority of those surveyed

worked in the institutional sector and began their careers at the middie
management level, with more men than women in all cohorts starting their health
care careers at the CEO level. As well, most respondents expected to attain a
CEO or senior management position. Women more so than their male

counterparts were in middle it

g of the cohort
entry date into the health care field (i.e., 1950 - 1973; 1974 - 1983, and 1984 -
1993), and had lower career aspirations (i.e., less desire to become a CEO).
Furthermore, women in CEO and senior management positions were more likely
to have lower earnings. not to be living with a partner, and not to have children

than their male counterparts. Finally, most

their aspirations and expected to be in a health care management position within

the next five years.

The diverse i ies i by instituti have had

significant repercussions for managers, especially with the loss of management

positions and roles and ibilitie The it of the
in middle management nursing positions within the Canadian context has been

well documented (Baumgart, 1997; CIHI, 2000; Statistics Canada, 1995, 1996,
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1997, 1998). The research literature is rather limited on managers’ perceptions

of their roles and ibilities during the iti period of health care
reforms.

Two studies were i i from the i that on the scope
of iZil ies and i in iti (Aiken, Clarke,

& Sloane, 2000; Baumann et al., 1996). The Baumann et al. study also
presented administrators’ and nurses’ perceptions of some of the consequences

of downsizing.

Baumann et al. (1996) examined the i
used by 20 acute care hospitals in Ontario. Hospitals' operating plans were
reviewed, unstructured interviews conducted with administrators (n = 42), and
focus groups (n = 20) held with RNs and registered practical nurses (RPNs).

While operating plans and interviews with administrators (i.e., CEOs and Vice

P i of Nursing) no i izing i all
demonstrated a definite move to ge organizati and
middle iti i with
that most di: with other i were

contracting-out services, had moved to decrease inpatient and increase

outpatient services, i a i based to guide the

downsizing process, relied on a centralized decision-making strategy with limited

input from staff. and were moving from a functional to a decentralized program
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management system. The nursing groups (i.e., RNs and RPNs) identified

several important issues: diminished attention to the caring aspects of their jobs;

desire for to involve them in decision-making and to be
placed on and viewed to other units, in work
hours, early reti and to casual status as job losses.
Interestingly. inis also it i the need for it

with, and involvement of, staff members prior to and during the change process.

Using multiple data sources across different time periods, Aiken et al.

(2000) examined major restructurit i ing initiatives in it in the

United States between 1986 and 1998. The results of a survey of 640 CEOs
indicated that most organizational restructuring efforts between 1991 and 1996
were directed toward changing work designs and processes (i.e., reducing and
cross training personnel. altering the skill mix by reducing the proportion of
registered nurses, reassigning support services to nursing units, and
redistributing patients across units). By far, the largest cut in positions was
directed toward management levels.

With the drastic cuts in middle management positions, one questions
whether or not managers who expressed a desire to attain a CEO or senior
management position in the Lemieux-Charles, Murray, et al. (1994) study will
attain this career goal. More importantly, what impact are reforms having on the

roles and responsibilities of managers who remain in the health care system?
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One Canadian study (Acorn & Crawford, 1996) and one American study (Gelinas

& y. 1997) were i i from the i that focused on the changing

roles and ibilities of nurses as first-line and mid-level

managers, and/or executives during the early stages of downsizing in acute care
settings.

Acorn and Crawford (1996) reported on the job characteristics of first-line
nurse managers (N = 200) working in 41 acute care hospitals with more than 100

beds in British Columbia in the 1 of fiscal i A

developed instrument was used to collect data on personal characteristics. The
findings indicated that most respondents had five or more years of supervisory
experience, held the position title of head nurse or nurse manager. and were
currently members of the nurses’ union. As well, slightly less than half had been
in their current positions for more than five years, and had baccalaureate or
higher educational preparation. With regard to roles and responsibilities, most
managers reported being responsible for one unit or service area averaging 40 or
less beds, supervising less than 50 staff members, managing an annual budget
of more than $1 million, and having one hierarchical level between them and the
chief nursing administrator.

Gelinas and Manthey (1997) used a survey to examine how nursing
leadership roles have been affected by organizational redesign. The sample (N

= 1,866) was comprised of nursing leaders (i.e., mid-level nurse managers and
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nurse executives) from the Voluntary Hospitals of America (VHA) and the

O ization of Nurse i Study results revealed that 45% of
the worked in multi-instituti systems, with 80% identifying an
to their ign project. Among the most

frequently identified core features of system redesign were: integration/
across lines (63%). of critical paths

(61%), use of muiti-skilled workers (61%), management restructuring (61%), and

patient-focused care (50%). The majority of respondents (80%) reported role

(i.e., title ges) and ion of ibilities (i.e.. identifying the

need for redesign projects and being the primary decision-maker for redesign

efforts; ing ing to them, such as social services,
y therapy, and ; and chi in ing i i The
authors that VHA itals have i pe
and nurse have the bulk of the responsibility for
and itori h

In summary, there has been very little research designed to explore the
impact of downsizing and restructuring on the roles and responsibilities of acute

care managers working in the health care system. This is somewhat surprising

given the signif i in it iti and the

roles and il ibilities of those who survived the layoffs

and early reti The i ive impact of these strategies on the
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rk-related attitudes of working in acute care institutions is discussed
in the following section.

Work-related attitudes. Conflicting findings are reported in the literature

on the impact of downsizing on the work-related attitudes of acute care
managers. Although most managers seem to be satisfied with their jobs overall

(Acorn et al, 1997; Lemieux-Charles, Aird, & Barnsley, 1994), there is some

for dit i ion with pay, ion opportunities, conflicting
demands, and job security (Lemieux-Charles, Aird, et al.).

Lemieux-Charles, Aird, et al. (1994) reported on the attitudes of Canadian
managers responding to a national survey early in the downsizing period. The
authors found that most managers were very satisfied with their jobs overall, with
those longest in the health care field reporting greater satisfaction. The job

components that managers were most likely to express dissatisfaction with

included pay, opportunity for freedom from

and job security. Comparatively, all of the female respondents perceived less
faimess in salary levels than their male colleagues. Significantly, both male and
female respondents who entered the system later (i.e., 1984 to 1993 cohort)
perceived that they were being treated less fairly in the areas of promotion and
recognition, than their colleagues who entered the system earlier. Despite
identified areas of dissatisfaction, the majority of respondents reported receiving

support and encouragement in their jobs, and indicated the presence of policies
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addressing equality (e.g., job sharing, flexible hours, etc.).
There is conflicting evidence on the effects of decentralization on
managers. Some authors have found that nurse managers working in

decentralized environments report higher levels of job satisfaction, greater

and than their working in
more centralized environments (Acorn et al., 1997; Ringerman, 1990). In
contrast, Wells (1990) found that the job satisfaction of nurse managers was not
a function of the degree of centralization.

Wells (1990) used a ipti i survey to i

the influence of izati on the job sati ion levels of first-line

nurse managers (N = 95) working in eight acute care facilities in the metropolitan
area of Houston. Texas. A Demographic Data Profile and the Staff Satisfaction

Scale were used during data i Nurse i icipation in unit

budget preparation was the sole indicator for the presence of a decentralized

. The findings indi that more in

organizations (77.2%) were ient or i ient in budget

than their in i izati (29.4%). Signi , job
satisfaction did not vary between the two types of organizations. A significant

study limitation was the icti i ition used to assess the

degree of decentralization.

Using a non-experimental, observational design and a sample of nurse
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managers (N = 292) from 161 acute care hospitals in Miami, Ringerman (1990)

examined the influence of ization on job

commitment, and professional practice climate. The Index of Centralization (IC)

(Hage & Aiken, 1967) assessed decentralization in terms of degree of

in decisi king (i.e.. ion of and
organizational policies) and hi of ity (i.e., decisi king about
task without ing il iate supervisors). Professional
practice climate, izati it and job satit ion were

with the Miller-Polentini Professional Practice Climate Tool, the Organizational
Commitment Questionnaire (OCQ), and the Munsen-Heda Job Satisfaction
Questionnaire, respectively. The findings demonstrated that managers who

reported high levels of participation in decision-making were more likely to make

of input from i iate supervisors. In addition,
managers working in highly decentralized organizations reported greater job

satisfaction and more positive professional practice climates (e.g., autonomous.

creative work i etc.), and were more committed to their
organizations.

Acom et al. (1997) examined the interrelationships among

1, job satis i , and izati i in

the same sample of first-line nurse managers participating in the 1996 study.

The il i i were used during data collection: the IC,
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0OCQ, and MMSS. Study

Job Cl istic y (ie.,

findings indicated that most nurse managers were very satisfied with their jobs,

worked in i it and reported high levels of

autonomy and organizati it As well, who rated their
s as very or i had higher levels of job

satisfaction, autonomy, and organizati i than their

working in somewhat decentralized systems.
Other studies have focused on the impact of downsizing and restructuring

on a more diverse group of acute care managers (i.e., across managerial levels

with nursing and ing and/or
perceptions with those of front-line workers. There is some support for a decline
in managers’ commitment levels (Lee & Henderson, 1996; Luthans & Sommer,
1999), as well as an increase in job stress (Lee & Henderson; Woodward et al.,
2000). Two longitudinal studies conducted before and after downsizing/
restructuring found that the job satisfaction of both managers and staff
significantly decreased over time (Luthans & Sommer; Woodward et al.).
Woodward et al. also reported on the negative repercussions of
downsizing/restructuring for such job-related factors as role clarity, coworker and
supervisory support, job influence, and job security, among others.

Using a survey design, Lee and Henderson (1996) investigated

occupational stress and organizational commitment in a sample of nurse
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administrators (N = 78) from 134 hospitals in a southeastemn state of the United
States. The Maslach Burnout Inventory assessed occupational stress along

three di i (ie. i exhaustion, ization, and |

accomplishment), and the OCQ measured levels of commitment to current
employers. A demographic form was used to collect data on key personal

characteristics (e.g.. gender. age, marital status, educational preparation,

etc.) and izatil factors (e.g., peer meetings,
support, organizati ity, etc.). The findings indicated that
most ini . of ial level (i.e., chief nursing officers,
chief nurses, divisi tmental heads, and nurse administrative
staff) were not feelings of ization, had low levels of

emotional exhaustion, felt a high sense of personal accomplishment, and were

to their izati With regard to the phases of

burnout (i.e.. low, moderate, and severe), slightly less than one-half of the

were iencing o tional stress at severe levels. Other
noteworthy findings included the signif ion of
support with low feelings of i greater
and organizati i Finally, low izati support

was significantly correlated with higher levels of emotional exhaustion and
burnout intensity.

Luthans and Sommer (1999) used a pretest-posttest

q
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control group design to examine the effects of downsizing on all heaith care
managers and front-line staff (N = 848) over a three-year period (i.e., 1993,1994,
and 1995). The sample was derived from employees associated with units at

different stages of redesign in a 250-bed medical rehabilitation hospital in a

Midwest state of the U.S. Di izing initiatives included i ing

employee workloads, restructuring hours from full-time to part-time status, and

of iti i instruments used during data collection
included: the OCQ. job satisfaction subscale of the Job Diagnostic Survey (JDS),
Supervisor Support Scale. and Workgroup Trust. Information was also collected
on key personal characteristics (i.e.. age, gender, marital status, and job tenure).
The repeated measures ANCOVA findings revealed that the organizational
commitment. job satisfaction, and work group trust of both front-line staff and

managers significantly declined over time. While none of the groups experienced

declines in supervisor support. were observed to have
significantly higher levels of support than other staff. Significantly, managers did
not differ from other staff on job satisfaction levels. However, managers were

found to have higher levels of organizatit i and trust

than other staff at all time periods.
Using a longitudinal design, Woodward et al. (2000) monitored changes in

select job and personal istics, job satit ion, and stress of

(N = 380) working in a large teaching hospital in Ontario during and following
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major restructuring from 1995 to 1997 (i.e., reengineering services, removal of

middle management, and

techniques were used to select front-line staff, as well as personnel from different

managerial/supervisory levels. Several standardized scales were used to assess

select aspects of the work i (i.e.. job il decision latitude,
role clarity, job job i support, supervisory support,
teamwork, job security, job sati ion, and family i

was also collected on several personal characteristics (e.g., age, sex, weekly
hours spent on job activities, etc.) and select personal resources (i.e., active
coping style, readiness for organizational change, and job self-efficacy). The
findings indicated that all levels of workers (i.e.. designated and non-designated
supervisors, and staff) reported a significant increase in job insecurity, job

demands, job interference with home life, and job stress. As well, there was

of a signi in role clarity, supervisor support, teamwork,
coworker support, and job satisfaction for all workers. With regard to group
differences following restructuring, non-designated supervisors and staff had
significantly higher job insecurity, and lower job influence and decision latitude
than supervisors. Furthermore, the staff reported working less hours than both
non-designated and designated supervisors.

In summary, i [ for izing is

deployment of a planned strategic that will minimize the ity
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impact on all levels of While ization seeks to il

decision king and ibility, it can also job job stress,
role conflict, and role ambiguity, as well as other job-related factors. The
inconsistent findings noted on the effects decentralization and other downsizing
initiatives (i.e., positive versus negative impact on employees) could be a
function of the scope and pace of organizational change. Regardiess of the

reasons for observed dif the iri i that

a meaningful balance between work demands and diversity, as well as having

autonomous decision-making, are integral to acute care managers’ job

1, izati i and overall well-being.

Reengineering Processes
Historically, hospital services have been managed under functional

designs (i.e.. discipline-specific departments, such as nursing, social work, and

with each treated as a separate entity or division

(i.e.. small i units around ti medical

specialties) (Morris, Monaghan, & Alton, 1994). Driven by the need to improve

and i i i ing (i.e., a top-down, bottom-up
reform strategy) involves a ination of all work p! and the
away from i i to ing p G

middle itions are elimil and with self- teams
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(i.e., multidisciplinary and cross-functional teams) responsible for providing
patient-centered care (Leatt et al., 1997). Under patient-centered approaches,

the focus is on patient needs. Staff roles are redefined to improve continuity of

care, ensure greater iency, i { and il patient
satisfaction. Cross-training of staff (i.e., expanding roles and scope of practice)
is another technique frequently used to redistribute staff to high need areas

(Leatt, et al.).

Two studies were i ified from the li which ir i the
impact of moving from a functional design system to a patient-centered system
on different outcomes (i.e., provider, patient, and organizational). While both
studies found that system changes had minimal to no effect on outcomes, Effken
and Stetler (1997) reported a reduction in operating costs, while Seago (1999)

reported increased costs.

Effken and Stetler (1997) used a i ion design to
the impact of a patient-centered redesign program (i.e., altering organizational

systems, collaborative practice, and information systems) on intermediate

outcomes (i.e., i i inuity, and critical role
components), and overall outcomes (i.e., quality and cost) in an acute care

hospital. Multiple data sources (i.e., managers, staff, patients, and physicians)

and (i.e.. intervie , surveys, > tools, and

developed items) were used during data collection (i.e., prior to and at 2-year
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intervals post-implementation). Study findings suggested that both staff and
managers felt the organizational culture had become more patient-centered,

more ive of i decisi king, and i more

opportunities for creative thinking. Fur

reported increased involvement in decision-making, and reduced barriers to job
performance. with nursing directors more positive than nurse managers. In

addition, there was evidence that operational systems had become more efficient

(e.g., billing, jtti ials delivery, etc.), patient-related i ts more
consistent and coordinated, and staff more satisfied. Although there was
evidence of movement towards quality outcomes (e.g., more positive ratings of
hospital services by patients, improvements in select clinical outcomes, etc.),

most innovations and i (ie.,

continuity of care, and critical role components) were not found to exert a
significant impact on quality and cost outcomes. The only exceptions were the
positive impacts of organizational system redesign and critical pathways on
costs. The authors did acknowledge the limitations of study instruments and the
generalizability of findings, as well as the importance of ongoing evaluation of
change in progress.

In a two-year longitudinal, prospective study prior to and following
implementation of a patient-focused care delivery system in a large U.S.

university teaching hospital, Seago (1999) examined provider, patient, and
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organizational outcomes. The Job Content Questionnaire was used to measure
a number of work-related factors (i.e., decision latitude, psychological and
physical work demands, job security, opportunities for creativity, social support,
coworker and supervisor support, relations with clients, recognition, and job

Oi izati climate and ive culture were

with the O Climate Q { ire and the Hospital Cuiture Scale,
respectively. Several health status scales were used to assess the overall
health. health changes. alcohol intake, and overall pain of providers. The
findings indicated that registered nurses, support staff, and managers perceived
few changes on most major job content variables. Specifically, registered nurses
experienced a significant increase in perceived consideration by supervisors, as

well as job dissatisfaction. Support staff experienced a significant increase in job

and a in skill di: ion (i.e., control over which skills to
use for which tasks). As well, managers and physicians perceived a significant
decrease in the collaborative culture. The findings aiso revealed that none of the
provider groups (i.e., registered nurses, patient care assistants, patient support

assistants, managers, and icis i a in health status.

Other noteworthy findings included an increase in costs and hours per patient
day, but no significant changes in skill mix and patient satisfaction. The author
concluded that the new nursing care delivery system had minimal to no effect on

provider, patient. and/or organizational outcomes.
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A few additional studies focused on the supports required by acute care

managers during and following system ign initiati Three li

studies, conducted in U.S. hospitals, were identified which examined the scope
of managerial responsibilities. as well as the impact of system changes on
workload demands, the need for new knowledge and skills, and support from
senior management/ supervisors and coworkers (Ingersoll et al., 1999; Knox &
Irving, 1997; Redman & Jones, 1998). One recent Canadian study focused on
nurses’ perceptions of factors that promote positive work environments (McGirr &
Bakker. 2000).

Using a descriptive design, Knox and Irving (1997) investigated nurse

' (N =15) of imp iors by senior
during implementation of a patient care delivery model in a large facility in the
southeastern United States. A researcher-developed instrument assessed the
priority attached to executive supportive and facilitation behaviors (i.e., rating of

select behaviors identified from the literature, on a scale ranging from 1 to 10).

Clari ion of and iti input were obtained through follow-up

interviews with nurse The top four i iors ranked as

being most important for quality of work-life were: frequent communication of

plans and progress (i.e.. y to be and p i as being
legitimate participants in the change process); high visibility of health care

executives on work units (i.e., conveys concern for staff, provides opportunities



for questions and input, and facilitates feelings of involvement in change

and i it within the ization for quality patient
care; and for staff welfare during the transitional period. The authors concluded
that the support provided by health care executives to the managers of patient

care units is a signil i of i h:

in a qualitative study of first-level nurse managers (n = 22) and non-nurse
department managers (n = 4), Redman and Jones (1998) investigated the impact

of a patient-centered delivery system in two community hospitals in the U.S.

Semi and i ires were used to elicit data on several
factors (i.e.. change in full-time i and di of
the new system, with i ion, staff i to the ch:

in " roles and ibilities, and impact of the new system
on patient and i The findings indi that nurse

ani in the number and diversity of full-time staff

members (i.e.. decreases in RNs and i in assistive p )
to them. Elimination of unit-based nurse positions without

financial also led to i scope of iliti The

nurse managers also found that less time was available to be present on the
units to monitor the quality of service delivery. In fact, their greatest challenges
were having to deal with the diversity and complexity of staffing issues (i.e.,

varied i and ienti i of non-
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professional staff, higher tumover rates, and increased time spent in recruiting

and training new staff), and coordinating and communicating with other

due to the haring of assisti As a result of the new
and ibilities, most nurse had extra
upon them by inis ion (i.e., to provide timely and insightful

feedback upon the impact of system changes), and felt isolated from their peers
who were also struggling to deal with system changes. Furthermore, no
structural supports were in place to facilitate their transition to new roles, or

provide them with the necessary managerial skills. With regard to the non-nurse

from other (ie.. i services, i Y
therapy, and food and nutrition ). were about the
severe reduction of staff in their ially skilled In

addition, concems were voiced about the possibility of transitional issues (e.g..
communication difficulties, ability to carry out new responsibilities with the same
level of quality standards, etc.) for staff forced to transfer, as well as the ability of

nurse managers to monitor the quality of services provided by them. Finally,

were of the greater perceived power that nursing
had in the organization.
Using a qualitative study design, Ingersoll et al. (1999) examined mid-level
nurse managers’ (N = 9) perceptions of the impact of a patient-focused delivery

system in two tertiary care hospitals in the U.S. Face-to-face interviews were
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conducted at nine and twelve months post-implementation on the impact of the

change on roles and responsibilities. As well, the managers were queried about

and d to others idering similar The
findings indi that the had i several additions to their
role ilities (i.e., skills for ing and i better

understanding of financial matters, high-level team-building skills, and ability to
manage during rapid change). In addition to the increased demands, they feit

isolated from both iors and i i self-

esteem, felt overwhelmed with being the target of staff anger and frustrations,
and believed they were ill-equipped to provide the leadership needed to buffer
the impact of changes on provider groups and patients. The authors concluded

that even i and well require

additional preparation and support to help them facilitate change.

Using a survey design, McGirr and Bakker (2000) investigated possible
indicators of positive work environments as perceived by the staff (n = 75),
managers (n = 12), and directors of nursing (n = 4) of 14 community hospitais

and izing in Ontario. were asked to

di ibe their i to the work i (ie..

how icil staff relations or promoted effective

functioning of the work setting). Following content analysis, 15 categories of

were into three i ies (i.e., people, practice,
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and place). The thematic content of these categories were as follows: (a) people

(ie.. ication, builds effecti

and staff ): and (c) place (i.e., promotes an

environment to support change, active in change process, implements new

effective ization of work unit,

participates in the effective organization of the work unit, and represents unit on

committees). With regard to most icil directed

their efforts toward initiating change, increasing staff morale, and promoting staff

and i practice. Directors of nursing reported

actions and behaviors that focused on ication, and

quality of professional practice and change. The authors identified several

limitations of this study, including a small sample size and the low response to

dealing with i made to building positive work environments.
In summary, the multidisciplinary team strategy with its focus on patient-
centered care, obviously involves more than the establishment of a team. The

small but i body of findings that all

require strong support mechanisms to help them cope with changed roles and
responsibilities, and to be effective leaders during the change process. As

Gelinas and Manthey (1997) and Leatt et al. (1997) noted, the removal of
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structural and cultural barriers that hinder effective teamwork requires that
managers understand how to lead across cultural, functional, and departmental

boundaries.

Summary

What was most revealing about study findings was the absence of a
consistent approach to structural redesign, despite the common focus on
introducing decentralized patient-centered care models. Of equal importance to
managers who remained in the system were the unique challenges of perpetual

change, and notable increases in responsibilities. Some of the new

included icating the change to staff members,
implementing organizational change across units, creating new operational
processes, and supporting staff during the change process (Knox & Irving, 1997
Leatt et al., 1997). Many of these responsibilities require new core competencies
and knowledge levels (e.g.. financial management, teamwork and team building,
etc.) (Knox & Irving; Leatt et al.).

While the research findings are inconclusive on how managers are

to all of these changes, there are indicati of erosion of support

structures, higher levels of job stress and greater job di

and less organizational commitment, among others. There is an obvious need

for further inquiry into the short- and long-term impacts of health care reforms on
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all levels of management. As well, research efforts should pay greater attention

to what need to feel by their izati in order to

successfully meet their job responsibilities.

Factors ing Provider O

A number of models have been developed which vary in complexity, as

well as the type and i of factors i ing nurse turmover

(e.g.. Alexander, Lichtenstein, Oh, & Ullman, 1998; Irvine & Evans, 1995; Lucas,
Atwood, & Hagaman, 1993; Mobley, Griffeth, Hand, & Meglino,1979; Mueller &
Price, 1990; Parasuraman, 1989; Price and Mueller, 1981, 1986). The typical

model is multidimensional. and reflects a causal, linear process. Most causal

models consist of y factors or i (e.g., job-reiated
work i i ical, etc.), i ing
attitudes (e.g.. ical contract violati job/work
etc.), inte ing iors (e.g., intent
to stay, intent to leave, etc.), and or istics (i.e.,

demographic and work-related variables).
Most research studies have used a modified version of a particular causal

model of tumover, and treated intervening attitudes and/or behaviors as

The ing i review is i ing to

select intervening attitudes and behaviors that represent different levels of
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outcome in the current study (i.e., psychological contract violations, job

and intent to stay).

Contract

In izati and theory, i refer to the

unwritten expectations that operate between employees and employers.

Rousseau (1990) defined the it y and recij of
psy! i as “an indivi 's beliefs

" (p. 390). i of i igati can alter an 's
beliefs about the nature of recip: arrar ( i Kraatz, &
Rousseau, 1994). Psy: ical contract violati occur when

perceive that the employer has failed to fulfill what was promised (Robinson et

al..1994: Robinson & Rousseau, 1994).

(1990) i the continuum as ranging

between transactional and relational obligati T i are

short-term with a primary focus on economics or monetary rewards (i.e.,

employees exchanging hard work for pay). Anchoring the opposite end of the

are i which are op ded that focus
on establishing and maintaining a i ip. Relational involve both
monetary and y (i.e., employ hard work

and loyalty for job security).
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There is limited iri on the ical contract vi

experienced by employees as they cope with downsizing, reorganization,
mergers, and acquisitions (Turnley & Feldman, 1998, 1999). The following
review presents an overview of key factors responsible for psychological contract

violations, possible of such violati and the i of

situational factors in moderating the impact of contract violations on employees’
behaviors.

Ci factors and iolatie Using a

design, Robi and R (1994) i i the nature and

frequency of psychological contract violations (PCVs) in a sample of graduate
management alumni (N = 209) immediately following recruitment, and after two
years employment. A single item, consisting of a 5-point scale, was used to
assess how well employers had fulfilled promised obligations overall. The test-
retest reliability indicated moderate stability (alpha = 0.78). An open-ended
survey question also asked those respondents who indicated that a violation had
occurred, to describe the experience. Most respondents (58.9%) believed that

their employers had failed to fulfill contract obligatit on at least one

The itative findings that violati most often in relation

to human resource management. Content analysis of respondents’ descriptions

of violation i ten distinct ies (i.e.,

training/development, promotion, nature of job, job security, feedback, change
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of and other). The most

frequent violatit in traini ion, and

who tried to remedy perceived violations
were more likely to report higher levels of contract fulfiiment than those who
failed to take such action. Study limitations included the use of single-item
measures, which did not explicitly incorporate the idea of reciprocity inherent in

the authors’ ition of i it the

nature of the sample (i.e., MBA limits the izability of the

findings to other professional groups.

inan y itudinal study, i etal. (1994) i

ges in i igati in @ sample of alumni from
an MBA degree program three-weeks prior to graduation (n = 224), and after
two-years of employment (n = 215). A i based

on interview data from and human

of ligati (ie., high pay,
merit pay, training, job security, development, and support) and employee

(ie.. ime, loyalty, ing for non-required roles, advance

notice of termination, willing to accept transfers, refusing to support competitors,

of proprietary i ion, and minit of a 2-year stay). Contract

violations were measured by a single item (i.e., how well employers fulfilled

Test-retest analysis the strong reliability of all study



45

instruments. Factor analysis the validity of the i

measuring i ligati (ie., of two distinct types of employee
and igatit - i and i The findings i

that most [l to

over time, with the ion of ietary ion and extra-role ior. In
contrast, 7 of most employ igati (ie.,

advancement, high pay, merit pay, training, and job security) significantly

over time. F i contract violati by were found to
exert a strong negative impact on i and
but failed to signi impact ! i and
obligations.
Turnley and Feldman (1998) i how and ive-level

personnel (N = 541) working in three settings (i.e.. bank, state agency, and

alumni from a g i school) i PCVs. An ti study

purpose was to ine how sil izati restructuring (i.

layoffs, ization, and isiti i i violations.
A researcher-developed scale, based on the literature, was used to measure
PCVs (i.e.. overall violations and discrepancies in rewards and commitments).

The internal consistency for the scale was quite high (i.e., alpha = 0.86). Sixteen

of i and i igatic as i i by

(1990), were rated on a scale ranging from -2 (received much more than
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promised) to +2 (received much less than promised) to determine the degree of
violation. One-item scales rated dichotomously (low or high) were used to
assess moderating variables (i.e., procedural justice or faimess of organizational

decision-making policies, likelihood of future violations, and quality of work

relations with supervi: and Open-ended i the
nature of contract violations. The findings revealed that one-quarter of the

PCVs. The qualitati indi that

respondents varied on what constituted fulfimentiviolations. When the situation

was perceived to be outside the ization’s control, its did not

report PCVs. Conversely, when actions taken by the organization were

p! i as delil and Y. were more likely to report

In addition, working in izati with

restructuring were significantly more likely to report violations in the areas of job

security, input into decision-making, opportunities for advancement, and amount

of ibility and power with their in more stable firms.
Finally, managers who perceived a high degree of procedural justice, low
likelihood of future violations, and good working relationships with supervisors
and coworkers, were significantly less likely to report contract violations.

In a subsequent study, Turniey and Feldman (1999) reexamined the

relationship between PCVs, i and by adding

a fourth group of i and ini i i (n=263)to
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the original sample (n = 541). The and PCV vari were

measured with the same scales reported by Tumley and Feldman (1998).

were i to ilability of

external justification for psychological contract violations, and perceptions of
procedural justice. The findings indicated that managers in firms which had
experienced major restructuring reported more severe violations than their

counterparts in more stable firms. The more important aspects of perceived
violations included job security, compensation (i.e., promised and actual pay

raises, salaries, and bonuses), and opportunities for advancement.

In summary, study findings that i are an
integral of the work i 4 ploy i of contract
were ir by key i i (i.e., actions taken within

or outside the organization’s control, degree of procedural justice, likelihood of
future violations, and strength of working relations with coworkers and

supervisors). Of particular importance was the greater frequency and severity of

reported by working for izati that had
undergone major restructuring.

C of iolati In the of major

some ists and have focused on the
consequences of PCVs for employee trust, satisfaction, intent to stay, and actual

turnover (| i & 1994; ison & i , 1997). Two
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studies by Tumley and Feldman (1998, 1999) examined the impact of PCVs on

exit, loyalty, voiced objections, and neglect i The role played by key

situational variables in moderating the influence of contract violations on

consequences was also il i by i and and Turnley
and Feldman.

Using a sub-sample of graduate management alumni (n = 96), who

with original and to surveys at both time periods

(i.e., during recruitment and two years later), Robinson and Rousseau (1994)

examined the impact of PCVs on employee attitudes and beh:

R ped scales i i ion, trust in

ployers, job and izati i ion, p pti of
fulfilment of obligations, intentions to remain with the organization, and turnover
behavior. Factor analysis confirmed the unidimensionality of each scale, and
good internal consistencies were generated for the careerism, trust, and
satisfaction scales. The findings indicated that greater perceived contract
violations were strongly associated with lower levels of trust, decreased job and
organizational satisfaction, and less intent to remain with the organization at two-

years follow-up. As well, greater 0 iolati were

associated with actual tumover. During regression analysis, perceived contract

as a signif ictor of intent to remain, accounting for

16% of the explained variance. As well, contract violations were significant
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predictors of actual tumover. While i the

between contract violations and trust, it failed to reach significance levels for
intentions and job satisfaction.

Turnley and Feldman (1998) also examined the consequences of PCVs,
and the role of situational moderators in buffering their impact. Several scales,
with high internal consistency, were used to assess the outcome variables of exit

voiced objections (i.e., ints to correct p: i injusti loyalty, and

neglect behaviors (e.g., lateness, conducting personal business at work, etc.).
The findings indicated that higher levels of PCVs were significantly associated

with lower loyalty and higher exit, voice, and neglect behaviors. Furthermore,

working in firms were signif more likely to consider
quitting, to engage in job search behaviors, and to be less loyal than their
counterparts in more stable firms. As well, managers who perceived a high

degree of procedural justice (i.e., faimess of layoff procedures and pay

P low likelil of future { and good working
relationships with supervisors and coworkers, were significantly more likely to
remain loyal to their organizations, and significantly less likely to intend to quit or

engage in job searching, and to engage in voice behaviors. Only managers who

a low likelil of future violati and good working relationships with
coworkers were significantly less likely to engage in neglect behaviors. The

cross-sectional design of this study limits the generalizability of these findings.
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Turnley and Feldman (1999) reexamined the relationship among PCVs,

and When PCVs were high, managers
were more likely to have considered leaving the organization, to have engaged in
voicing their objections to upper management, and to have neglected in-role job
performance. Also, higher PCVs were significantly associated with reduced

loyalty to the organization. All the situational variables moderated the

relationship between PCVs and exit 3 were
more likely to engage in job search activities when contract violations were high,
attractive job alternatives were available, insufficient justification existed for the

organization's actions, and procedural justice was low. Counter to model

projections, none of the situational variables the { ip
PCVs and voice, loyalty, or neglect, despite exerting a significant main effect on
the outcome behaviors. As well, the demographic covariates (i.e., gender, age,

and organizational tenure) were not significantly related to PCVs.

In summary. study findings reil the i i that
pt ptic of contract violatic by i impact
rk-related attitudes, ioral i i and actual turnover behavior.

Despite inconsistent findings across studies, select situational variables (i.e.,
procedural justice, working relations, and likelihood of future violations)

moderated the negative impact of contract violatit on

Importantly, managers in restructured firms reported higher PCVs, more negative
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attitudes, and greater intentions of leaving, than those in stable firms.

Job Satisfaction

Job sati ion is a complex pher that reflects one component of
employees’ work attitudes. Cumbey and Alexander (1998) defined job
satisfaction as an affective state that depends on the interaction of employees,

their personal istics, values, and i within the work

environment and the organization.
Early research studies primarily focused on identifying important factors

that influence the job satisfaction of staff nurses. Two meta-analytic studies were

from the literature that i i study findings (Blegen,
1993; Irvine & Evans, 1995). Both of these studies highlighted variables from

relevant factor groupings (i.e., job-related factors, work: i factors, and

P attributes or isti which i the gest and most

ips with job

in a meta-analysis of 48 studies of geographically dispersed nurses (N =

15.048) working in diverse, but mostly hospital-based settings, Blegen (1993)

the and i ive effects of factors affecting job
satisfaction. The analysis was restricted to studies that sampled registered
nurses providing direct care, used quantitative analysis, reported an overall job

satisfaction score, and reported bivariats i job




52
and other independently measured factors. The 13 variables linked to job

satisfaction were classified as job-related and work environment factors, and

or i istics. The job-related and work
environment factors were found to depict the strongest and most consistent

relationships with job satisfaction. The findings indicated that greater job

was strongly i with less stress and greater organizational

commitment. Greater job sati ion was r with greater

communication with supervisors and peers, greater autonomy and recognition/
feedback, and less routinization. Finally, greater perceived faimness of salaries
and benefits depicted low to moderate correlations with greater job satisfaction.

While less external locus of control evi alowto i ip with

greater job sati ion, the ining i (i.e., older, more years

of experience, and less education) depicted small correlations with job

The author i that study findings highlight the need for

managers to i ies aimed at ing job stress (e.g., enhancing

job . €O ication, and ition).

Using Mueller and Price's (1990) integrated causal model as an overriding

framework, Irvine and Evans (1995) conducted a meta-analytic study to

the of job sati i The authors used inclusion criteria
similar to Blegen (1993); however, they did use nurse managers in some study

samples. Economic factors (i.e., pay and employment opportunities),
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sociological/structural factors (i.e., work envi and job

and personal characteristics (i.e., age, years of experience, and organizational
tenure) were expected to exert a direct influence on job satisfaction. The findings

revealed that most of the job characteristic and work environment variables

depicted to strong ions with job

and psychological factors were in the low range. Specifically, greater job

1 was i with less inization, greater autonomy and
feedback, and less role conflict, role ambiguity, and work overload. With regard

to the work 1t vari: greater job sati: ion was i with

more effective supervisory relations and supervisor leadership, less stress,
greater advancement opportunity, and greater participation. While higher pay
was moderately associated with greater job satisfaction, greater employment
opportunity depicted a small correlation with less job satisfaction. The personal
characteristics depicted low, positive correlations with job satisfaction. Finally,

greater job sati ion was strongly i with less i i of leaving

and a greater intent to stay.
Only a few research studies were identified that investigated factors

influencing the job sati ion of health care There is no reason to

believe that the i of job sati ion for differ from those of

staff nurses. A study by Stengrevics, Kirby, and Ollis (1991) investigated

sources of sati ion and dissati jon for nurse As well, studies
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by Cavanagh and Coffin (1992), Poulin (1995), Brown et al. (1999), and Luthans

and Sommer (1999) found support for the influence of select job/work factors and

personal istics on the job sati ion of supervisory and non-
supervisory employees.
Stengrevics et al. (1991) reported on the results of a survey conducted by

the Massachusetts Council of Nurse Managers on the job satisfaction of nurse

(N=252). A ped questionnaire was used to collect
data on salaries and benefits, sources of support. budgeting, power and control,
and retention. The findings revealed that the majority of managers were most

satisfied with peer and staff support. followed by immediate supervisor and

physiciar inis ion support, i . However, most respondents
reported being dissatisfied with other aspects of support (i.e., education

role ori { ion support for staff, and the support

provided by other hospital iti sources of dit
related to managerial power and control. Specifically, managers were
dissatisfied with the amount of control over, and knowledge of, the budgetary

process, roles and i ibilities, and staffing issues that

impeded role performance. As well, most respondents reported feeling the
negative impact of stress. Finally, most managers were dissatisfied with
personal and staff salaries, with salary a key indicator of intentions to leave

current positions. The authors acknowledged that study findings were limited by
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the sample size and operational measures used during data collection.
Using Price and Mueller's (1981) model of nursing turover, Cavanagh
and Coffin (1992) examined the impact of select factors on job satisfaction in a
sample of registered nurses (N = 221), one-third of whom were managers,
working in hospitals in the United States. Data were collected with a
demographic form, and scales developed by Price and Mueller to assess key

determinants (i.e., pay, routine, autonomy, job opportunities, kinship

col
and training, and promotion), as well as intent to stay and job satisfaction. Study

scales were reported to have good internal i . The findings

that greater kinship p i PP ities, icipation in
decision-making, and job routine depicted moderate to strong correlations with
greater job satisfaction. Conversely, greater availability of alternative jobs, and

higher pay and ion, had to strong i with lower levels

of job satisfaction. During path analysis, participation in decision-making,
routine, promotion opportunities, kinship responsibilities, and availability of

alternative jobs emerged as the most ii

predic of job
respectively.
Using a random survey of social work supervisors (n = 173) and

administrators (n = 145) from diverse settings, Poulin (1995) investigated the

effects of izational, job-task, and personal factors on job
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1. Job sati ion was with the and Rothe (1951)

scale. scales izati (ie.,
adequacy of resources, staff interaction, supervisory and coworker support, and
salary/benefits), job-task (i.e., job autonomy, stress/pressure, and time spent on
paperwork and in team meetings), and personal (i.e., age, gender, heaith status,
self-esteem, marital status, and organizational tenure) factors. Study results
revealed that both administrators and supervisors were satisfied with their jobs,
with administrators significantly more satisfied than supervisors. For both
management groups, all of the organizational factors depicted significant,
positive relationships with job satisfaction. With regard to job-task and personal
factors, increased job autonomy, better health, and higher self-esteem were
significantly associated with higher levels of job satisfaction in both groups. For
supervisors, increased time spent on paper work was associated with lower
levels of job satisfaction, whereas greater age, being married, and being male

were significantly associated with higher levels of job satisfaction. For

only, i time with the ization was signif y
associated with lower levels of job satisfaction. During regression analysis,

greater . salar job if-este , and

being married were signif i of higher job sati: ion in the

supervisory group. With regard to the administrator group, more positive staff

and it i greater sati ion with e higher




57
levels of self-esteem, and less time with the organization were significant

of greater job sati: i Poulin that inis can

be more supportive of supervisors by creating positive work environments,

their job and i ,and i g9

and izati (i.e., support and
professional staff, and client services).

Brown et al. (1999) investigated the influence of key job and personal
characteristics on the job satisfaction and stress of hospital workers (N = 654),
prior to reengineering initiatives at a large teaching hospital in Ontario. The
same instruments reported by Woodward et al. (2000) were used in the Brown et
al. study. The findings revealed that all levels of workers (i.e., designated and
non-designated supervisors, and staff) were quite satisfied with their jobs, and
experienced a moderate amount of stress. Increasing levels of job stress were
also significantly associated with lower levels of job satisfaction. Significantly,

greater coworker support was the best predictor of greater job satisfaction (i.e.,

accounting for 15% to 23% of the i i for all groups.

decision latitude, increased role clarity, and greater supervisor support were

predi of greater job sati ion for staff. Ci ively, lower job

demands and increased decision latitude were also predictive of greater

for i pervi . Finally, younger age and less job

influence were predictive of greater job satisfaction for supervisors.



58
Luthans and Sommer (1999) also investigated the effects of select
personal characteristics (i.e., age, gender, marital status, and job tenure) on the
job satisfaction of health care managers and front-line employees (N = 848)

working in a medical ilitation hospital ing major

The results indi that older and longer-t d and

were more satisfied with their jobs than younger and shorter-tenured managers

and employees. Greater job sati ion also depicted to strong

correlations with other work attitude variables (i.e., greater organizational
commitment, supervisor support, and work group trust).
Despite all of the reform initiatives in the health care system, and the

resuiting impact on * roles and ibilities, only a few studies have

examined the predictive power of select factors on acute care managers’ job

satisfaction. A couple of studies i the impact of decer ization (i.e.,

such as i i y decisi king power, il
autonomy, or greater control over roles and responsibilities) on first-line nurse
managers’ job satisfaction (Acorn et al., 1997; Ringerman, 1990). One additional
longitudinal study focused on the impact of job-related characteristics, work-

environment factors, and personal characteristics on heaith care managers’ job

and ing (\ et al., 2000).

(1990) i factors i ing the job sati ion of

nurse managers (N = 292) working in acute care hospitals. Moderate, positive
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existed job sati ion and the two di i of

cc i and i practice climate. Only gender
(i.e., females versus males), nursing care delivery system (i.e., primary nursing
versus team nursing and total patient care), and current position tenure (i.e.,
more years) were found to affect job satisfaction. Several personal
characteristics (i.e., age, marital status, education, rural/urban setting, ethnicity,

and number of children) were not found to affect satisfaction. During regression

analysis, ion, izati commif and i practice

climate as signi i of greater job sati ion, accounting

for 22%, 12%. and 3% of the explained variance, respectively. That is, greater

was it with very or > organi;
environments, high levels of organizational commitment. and positive
professional practice climates.
In a survey of first-line managers (N = 200) working in acute care
hospitals, Acomn et al. (1997) investigated the predictive ability of select factors

for job satisfaction. During path analysis, the degree of organizational

1 and indivi had a direct impact on job satisfaction.
That is, managers who rated their organizational environments as being very or
extremely decentralized and reported greater autonomy, also had higher levels of

job satis ion than their in somewhat decentralized systems with

less Overall, ization and for 32% of
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the explained variance in job sati il The authors that the
positive effects of ization support the of i practice
models, which emphasi. i decisi king.
Wi et al. (2000) i i the ictive ability of select job and
on the job sati ion of front-line and supervisory (i.e.,
and n i (N = 380) in an acute care setting.

Levels of job satisfaction two years prior to reengineering initiatives accounted for
most of the explained variance (17.1%) in front-line workers’ current job
satisfaction levels. Several job-related and work-environment factors (i.e., prior
levels of supervisory support, increasing supervisory support, prior levels of role
clarity, increasing role clarity, prior levels of family interference, less formal

education, ir i and job ir contributed an additional

25.3% to the i ati Ci iy prior levels of job satisfaction,

increasing teamwork. and decision latitude over time surfaced as significant

of greater job sati ion for non-designated supervisors (38.8% of

the explained variance). Finally, prior levels of job satisfaction and increasing
teamwork were predictive of greater job satisfaction for supervisors (35.7% of the
explained variance).

In summary, given the multidimensional nature of job satisfaction,

ir have been to address different and similar

aspects of this theoretical construct. This reality creates difficuities in making
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tudy i study findings on factors

influencing the job sati ion of were to those rep

by Blegen (1993) and Irvine and Evans (1995). As Blegen noted, given the
diverse factors exerting separate and interactive effects on job satisfaction,
greater efforts should be focused on using multivariate analysis procedures to

tease out the most important explanatory factors.

o izatie C Ii and i Intentions

Organizational commitment is defined as “the strength of an individual's

1 with, and i in,a

Smith, 1997, p. 48). Broader and more complex than job satisfaction, it reflects a
deep sense of loyalty that an employee may have for the entire organization, not
just devotion to a specific job (Corser, 1998). Mowday, Steers, and Porter (1979)

highlighted three principal of it that d ibe the strength

of an 's link to an ization: (a) a strong belief in the organization,

(b) a willingness to expend energy to serve the organization, and (c) a strong
desire to stay with the organization.
Organizational commitment was initially viewed as a unidimensional

construct isting of attitudinal and i Porter, &

Steers, 1982; Price & Mueller, 1981; Weisman, Alexander, & Chase, 1981). As

such, intent to leave or stay was defined as a behavioral indicator of an
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employee'’s commitment or loyalty to the organization. Concurrent and later

causal models of turnover depicted attitudinal i and

intentions as distinct i ing vari in the turnover process
(Curry, Wakefield, Price, Mueller, & McCloskey, 1985; Mobley, 1982; Mobley et
al., 1979; Mueller & Price, 1990; Price & Mueller, 1986). Although organizational
commitment has been defined and measured in disparate and similar ways, one

common theme prevails, that is, organizational commitment is a bond or linkage

of the loyee to the izati ieu & Zajac, 1990).

For the most part, research efforts have been focused on examining the

effect of predi ing factors or i (i.e., job-related and work-

environment factors), employee attitudes (e.g., job, professional, and

1al sati 1 ivation, etc.), and personal characteristics or
(e.g., age, izati tenure, ion, etc.) on
commitment and intent to The ing di ion a

summary of meta-analytic studies in the area and research conducted with
managers. The presentation of findings is divided according to the commitment
and intent to stay/leave constructs.

Commitment. Empirical support for the strong effect of determinants on
commitment was reported by several authors, with personal characteristics
exerting a much lesser effect (e.g., Mathieu & Zajac ,1990; Mowday et al., 1982;

Mueller & Price, 1990; Parasuraman, 1989; Price & Mueller, 1986). One meta-
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analytic study was i ified from the i which i d the impact of
(ie.. i and istics) on cot
(Mathieu & Zajac).
In a met: lysis of 174 il samples derived from research

studies (N =124), Mathieu and Zajac (1990) examined the antecedents of

organizational commitment. The analysis was restricted to studies reporting

data and i i i at the indivi level of
analysis. The i i with it included job
and organizational isti lations, role states (i.e., role
ambiguity, conflict, and ), and istics. The results

revealed moderate to high positive correlations between most job characteristics

(i.e., skill variety, job and job scope, ively) and

The only ion was task which depicted a small, positive
correlation. In general, the group-leader relations variables exhibited low to

positive i with it with the ion of leader

communication, which depicted a high, positive correlation. Organizational size

was not found to i it while ization only evi a

very small, negative correlation. All of the role state variables demonstrated

tive col i with it Finally, several personal
characteristics (i.e., position and organizational tenure, marital status, ability,

salary, and job level) depicted small, positive correlations with commitment, with
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the exception of gender and education (i.e., males and those higher educated
were less committed). As well, age, Protestant work ethic, and perceived
personal competency demonstrated moderate to high positive correlations,
respectively, with commitment.

Other relevant affective responses have also been linked to organizational
commitment. Recent research by Tumiley and Feldman (1998, 1999) found

support for the negative impact of psychological contract violation on managers’

to their ions. The il role played by job satisfaction

in employees' commitment levels is well in the

(e.g.. Blegen. 1993; Mathieu & Zajac ,1990; Mowday et al.. 1982; Mueller &
Price. 1990; Parasuraman. 1989: Price & Mueller, 1986).

Mathieu and Zajac (1990) found that most covariates exhibited moderate

(i.e.. union commitment) to high (i.e., i if job i
and job sati: { ively) positive ions with
The only ion was stress, which depicted a

moderate, negative correlation.
Research studies testing the validity of causal models explaining turover

behavior have aiso ined the effect of i on behavior i

and turnover. The strong il i izati i and

intent to leave or intent to stay is well established in the literature (e.g., Mathieu &

Zajac, 1990; Meyer & Allen, 1997; Mueller & Price, 1990; Parasuraman, 1989;
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Price & Mueller, 1986). However, inconsistent findings have been reported on

the i ip between it and actual tumover (e.g.. Mueller & Price;
Parasuraman: Price & Mueller).
Mathieu and Zajac (1990) also examined some of the consequences of

C ! either a low

positive (i.e., job pt and or low to ive (i.e.,

job alternatives, lateness, and tumnover. respectively) relationships with
commitment. Intention to search and intention to leave were found to have high,
negative correlations with commitment.

The research literature is rather sparse on factors influencing the

of ially those working in the health
care field. A couple of studies i i the effects of
on nurse " level of it to their izati (Acometal.,

1997: Ringerman. 1990). These studies also examined the influence of select
personal characteristics. as well as job satisfaction and professional practice

climate, on commitment.

(1990) i the ictive impact of ion (i.e.,

participation in decisit king and

y of ity), job sati: ion, and

professional practice climate (i.e., work autonomy) on organizational

Low to positive i ips existed

commitment and the two di i of ization, job sati: ion, and
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professional practice climate. igh most istics (i.e., age,

marital status, education, rural/urban setting, ethnicity, number of children, and
gender) were not found to affect commitment, current position tenure depicted a

low to moderate, positive correlation. During ion analysis, job

and the professional practice climate emerged as significant predictors of

commitment, accounting for 25% and 7% of the explained variance, respectively.

Decentralization was not a si ictor of

Acorn et al. (1997) investigated the impact of select factors on

al i who rated their organizations as being
very or extremely decentralized, had higher levels of commitment than their

counterparts in somewhat decentralized systems. Greater job satisfaction was

also strongly i with higher i However, the authors failed to
find support for the i of and personal istics (i.e.,
gender, age. marital status, health status, ion, and years of

experience) on commitment. During path analysis, decentralization and job
satisfaction were found to exert a direct effect on commitment, and

decentralization an indirect effect through autonomy and job satisfaction.

Overall, job sati ion and izati for 44% of the explained
variance in organizational commitment.

Other studies focused on the effects of select personal and job-related

on if Leeand (1996) lored levels of
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stress and izati it in a sample of
nurse administrators (N = 78). The findings indicated that commitment did not
vary by managerial level (i.e., chief nursing officers, assistant chief nurses,

divisional/departmental heads, and nurse administrative staff). Importantly, high

levels of izati i were signit i with greater
feelings of I greater support, and lower levels
of ization, i ion, and overall burnout.

Luthans and Sommer (1999) also investigated the effects of select

personal characteristics (i.e.. age, gender, marital status, job tenure) on the

of and front-line The results

that older and longer-t d were more i to their
organizations, than younger and shorter-tenured employees. As well, being
female and married were associated with higher organizational commitment.

There were also moderate to strong, positive

commitment and other work attitude vari; (i.e., job sati i pe!

support. and work group trust).
In summary, the research findings from studies conducted with managers,
although rather limited, confirm the stronger effect of job-related and work

environment factors than istics on

In addition, support was found for the strong

and other work-related attitudes (i.e., job satisfaction and psychological contract



violations).

Intent to stay/leave. Research studies investigating the effect of

and istics on intent to stay or leave are less
extensive. Curry et al. (1985), Mueller and Price (1990), and Price and Mueller

(1981, 1986) found support for the effects of select job characteristics (e.g.. job

. pay, i pp ity. etc.) and

(e.g.. training and ion, kinship ibilities, etc.) on intent to stay. In

contrast, Parasuraman (1989) failed to find a direct effect for any antecedent
variables on intent to leave, but did document an indirect effect through job
satisfaction and commitment.

There is much stronger empirical support for the influence of attitudinal

on intent to stay/l irical data derived from testing causal
models of turnover supported the strong direct effect of job satisfaction on intent
to leave/stay (Alexander et al., 1998; Curry et al., 1985; Irvine & Evans, 1995;
Mueller & Price, 1990; Parasuraman. 1989: Price & Mueller, 1981, 1986:

Weisman et al.. 1881). The meta-analysis conducted by Irvine and Evans (1995)

the strong d ip of job sati ion to intent to leave and intent to
stay.
Causal models of turnover present organizational commitment as a more
important variable i i i [ i than job sati i There is

some empirical support for this assumption (Curry et al., 1985; Mueller & Price,
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1990:; Parasuraman, 1989; Price & Mueller, 1986). However, Parasuraman

reported equal direct effects for job sat ion and

on intent to leave. The meta-analysis findings by Mathieu and Zajac (1990)

supported the strong negative impact of organizational commitment on intent to

leave.

As noted in a previous section, intent to leave has also been identified as
a consequence of psychological contract violatit i and R
(1994) found support for the strong iation between i iolati and

lower intentions of remaining with current employers. Comparatively, Tumley

and Feldman (1998, 1999) demonstrated that contract violations increased

to quit and to engage in job searching behaviors.

Support was also found for the buffering effects of select situational variables

(eg.. ility of job il justi ion for ization's actions,
procedural justice, etc.).

There was only one study identified from the literature review that focused

on factors i ing the i i i of acute care managers. Using a
hospital-based sample of staff nurses and managers, Cavanagh and Coffin
(1992) examined the impact of select factors on intent to stay. The findings

revealed that good pay, greater kinship responsibilities, and greater job

d low to ions with a greater likelihood of

staying with current C a greater availability of
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jobs in the external was signit i with a lesser intent
to stay. During path analysis, job sati ion, kinship ibilities, pay, and
of ive jobs as the best predictors of intent to stay.

In summary, there are limited research findings on the key determinants

and isti i i i d However, certain

work-related attitudes (i.e.. ical contract violati job sati: i and

organizational commitment) have been found to exert a strong, direct effect on

intent to stay/leave. Only one study was i i that the i of

some of these factors on managers’ intent to stay.

Research studies have it d the effects of factors on

contract i job
and intent to stay/leave. Job-related and work environment factors have been
found to exert moderate to strong effects on work-related attitudes and
behavioral intentions. As well, there is a strong tendency for work-related
attitudes to influence one another and behavioral intentions to varying degrees.
The available research data is quite limited on factors influencing the attitudes
and behaviors of acute care managers. There is an obvious need for further
inquiry into this area, especially in light of the major restructuring initiatives in the

heaith care system.
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Discussion
The preceding sections highlighted the positive and negative impacts of
health care reform initiatives on various manager groups and organizational
outcomes (e.g.. quality and continuity of care, costs, etc.). A number of key

factors were found to exert a separate and interactive effect on various

outcomes. The diversity in study designs

and i the use of muitiple data

1 (e.g., str i ires, face-to-face
interviews, etc.), and the use of variant instruments (e.g., Job Diagnostic Survey,

Job Content Questionnaires, Hospital Cuiture Scale, etc.) highlighted the

b ofa rigorous to the study of the impact of health
care reforms.

Despite preliminary support for the variant effects of restructuring on how

psy ical contract violati (Turnley & Feldman, 1998.
1999). no studies were identified that examined health care managers’
perceptions. There is also limited research support for the negative impact of

contract violations on " level of izati i (Tumley &

F job sati ion (Robi & 1994), and i ions to leave

the organization (Turniey & Feldman; Robinson & Rousseau). Again, there were
no studies identified that investigated the impact of contract violations on heaith

care managers’ work-related attitudes.
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on the job sati: i izati i and

of nurse with differing roles and responsibilities is
relatively new and still evolving. Reform initiatives (i.e.. downsizing,
reengineering, restructuring, hospital closures, and institutional mergers) create
an environment of uncertainty, which impacts employees’ attitudes regardless of
their position in the organization (Irvine & Evans, 1995). In a review of nursing
literature prior to and after 1987, Blegen (1993) and Irvine and Evans found that

some of the factors infl ing job sati: ion were often i and/or

operationalized in diverse ways. Similar comments were made about operational
measures for job satisfaction (Blegen; Irvine & Evans). Mathieu and Zajac

(1990) and Irvine and Evans made comparable observations about

and i i i i The
conceptual ambiguities and use of multiple operational measures made cross-
study comparisons difficult. and could be contributing to the inconclusive findings.

is obvi needed to ine the of

models

picti iati among key i factors.

and i As

well, the reliability and validity of measurement tools must be established for

different levels of Finally, more itudil ive study

designs are needed to monitor changes in atti over time in to

health care reform initiatives.



73
Conceptual Model
A number of comprehensive models and theories have been developed
and used as frameworks for explaining nursing turover behaviors (e.g..
Alexander et al., 1998; Curry et al., 1985; Irvine & Evans, 1995; Mueller & Price,

1990: Parasuraman. 1989; Price & Mueller. 1981, 1986; Weisman et al., 1981).

Despite vari: in the level of ity and the specific factors theorized to

predict turnover, all models describe a pp! i ing the
and it ive effects of y factors or

states, behavioral intentions, and (ie.. istics or

attributes). Many of these models have been revised based on findings from

studies to test the direction, strength, and nature of the
linkages among the variables.
A causal model of turover developed by Price and Mueller (1981), and
later refined based on empirical data (Price & Mueller, 1986), is one of the most
frequent models used to explain nurse tumover. Mueller and Price (1990)

replaced the original causal model with an i model that i the

work of economists (individual choice and labor market variables), sociologists

(structural characteristics of the work environment and work content), and

and i i This i

model is divided into three ies of vari or i : causal,

ing, and The causal vari: include the structural
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characteristics of the work setting (i.e., pay routinization, autonomy, feedback,
work group cohesion, work load, and task identity), environmental constraints

(i.e., perceived job opportunities, nurses’ wait list, kinship responsibilities,

community participati and istics (i.e., general training,
pre-entry vari: work ivati i i leaving plans, publicity -
friends, violation - external, and ici Job satit i i and

intent to stay constitute the intervening variables, while turnover behavior (i.e.,

leaving the ization) is the variable.
In the Mueller and Price (1990) model, the attitudinal variables of job

and izati i 1t, and the i of

intent to stay, are critical mediating variables (i.e., intervening between causal
variables and turnover) between determinants and turnover behavior. The
integrated model treats each intervening variable as a dependent variable or
intermediate outcome in the tumnover process. More specifically, this model
supports the causal process of determinants exerting a direct impact on job
satisfaction, commitment, and intent to stay. As well, the intervening variables
impact each other. The basic causal sequence depicts job satisfaction as
exerting a stronger influence on commitment, than either intent to stay or
turnover behavior. As well, commitment is viewed as the direct causal link with

intent to stay, and i turnover only indis through i i Although

many of the istics or attril (ie.. ic and work-
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related variables) are not accounted for in the model, the authors acknowledge
their importance and stress the need to consider them in research on turnover.

Besides the causal models of turnover behavior, there is a growing
interest in exploring the impact of radical restructuring initiatives within the heaith
care system on the psychological contracts. It has been argued that the
psychological contracts which employees have with their organization have been
changing, and not all of these changes have been positive (Morrison & Robinson,

1997; Robinson et al., 1994; Robinson & Rousseau, 1994; Tumnley & Feldman,

1998, 1999). Both theorists and are with the
negative impact of contract violati on employees’ job
and i i of leaving or staying.

Turnley and Feldman (1998, 1999) developed a framework to depict

interrelationships among psychological contract violations, situational moderators

(ie., ilability of i it p justice during
layoffs, pay raises, and { isi ikelil of future violations; quality
of i ips with supervi ; and quality of i ips with

and consequences (i.e., exit, voice, loyalty, and neglect) of perceived violations.

The model proposes that employees respond to psychological contract violations

by il ing exit b i i ing voiced objections to upper

loyalty to the ization, and greater neglect of in-role

responsibilites. The model also that situatic buffer the
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impact of i i on selected

A model based on Mueller and Price’s (1990) integrated causal model of
turnover, and Turnley and Feldman'’s (1998, 1999) model on the consequences

of psychological contract violations, is presented in Figure 1. This modified

Cc Model of B i Intentions is desi to reflect the
among i i oril
and i i i That is, i exerta and
effecton i i and i i i Each

intermediate outcome directly influences the other and exerts an indirect effect
through each successive outcome. As well, each intermediate outcome exerts a

separate and interactive effect on behavioural intentions. Finally, correlates or

personal ct istics influence i i ions directly and indirectly
through i and il
Definitions

The determinants investigated in this study were limited to perceptions of
the importance of heaith care reforms and their impact on select job-related and
work environment factors (i.e., emotional climate, practice-related issues, quality
of care, safety issues, and standards of care) (Way, 1995)

The correlates of the work-related attitudes included personal

characteristics (i.e., age, gender, education, region, area of responsibility, years



of experience, current position, and employment status). These personal

(ie., ic and work-related) are i with those
noted in previous research studies on work-related attitudes (Blegen, 1993;
Brown et al., 1999; Irvine & Evans, 1995; Luthans & Sommer, 1999; Mathieu &
Zajac, 1990; Mowday et al., 1982; Mueller & Price, 1990; Price & Mueller,
1981,1986: Ringerman. 1990; Tumley & Feldman, 1999; Woodward et al., 2000).

The iti of the i i i (i.e.,

contract violation, job sati: ion, and organizatit i ) and the

behavioral intention variable (i.e.. intent to stay) investigated in this study were
based on the work of several authors. Psychological contracts are based upon
an individual's beliefs pertaining to reciprocal obligations, and affect both
attitudes and behaviors. These beliefs become contractual when the employee
believes he or she owes the employer certain contributions (e.g., hard work,
loyalty) in return for considerations such as high pay and job security. Violations
of psychological contracts occur when employees perceive that employers have
not fulfilled perceived obligations (Rousseau, 1990).

Price and Mueller (1986) identified job satisfaction as a critical variable in
turnover research. Satisfaction is viewed from a global perspective, that is, an
assessment of liking the job overall.

Mowday, Steers, and Porter (1979) identify organizational commitment as

the 's active i ip with the izati Itis the strength of the
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employee's identification with, and involvement in, the organization, and is
characterized by the employee's belief in the organization’s goals and values,
willingness to exert considerable effort on behalf of the organization, and desire
to remain with the organization.

Intent to stay is an employee's p ption of the likeli of

with an organization. The current study uses Turnley and Feldman's (1999)
definition of exit behaviours. These authors define employees' intentions of

staying with current employers as reflected in current job search behaviours.
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CHAPTER 3
Methodology
A descriptive correlational design was used in this study to investigate the
effects of health care reforms on acute care managers working in three regions
of the province of Newfoundland and Labrador. The interrelationships among the
key study variables (i.e.. perceived impact of health care reforms, perceptions of
regionalization of health services and program-based management objectives,
personal characteristics, psychological contract violation, job satisfaction,
organizational commitment, and intent to stay) were also examined. This chapter
provides an overview of the sample, setting, instruments. procedure, ethical

considerations, data analysis, and limitations.

Population and Sample

The target i i of all in acute care

settings within the province of Newfoundiand and Labrador. The accessible
population was restricted to managers who met the following inclusion criteria:
(a) employed by one of the three collaborating health boards (i.e., agreed to
become involved in all stages of the larger research project by Parfrey and

colleagues), (b) were working in designated management positions (i.e.. Senior

C Directors, C: Clinical

Program/Regional Directors, and Divisional/Patient Care Managers), and (c)
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were willing to participate in health services research.

The total il was 342. rates from

other professional groups in the larger study were generally below 50%, the
decision was made to survey the entire accessible population. The final sample
size of 197 respondents provided a response rate of 57.6%. This number was
within the desired sample size range of 88 to 112 respondents, as determined by
power analysis. Specifically, with a power level of .80 and alpha of .05, a sample
size of 88 (i.e., effect size of .30) was needed for bivariate correlation tests.
Using the same power and alpha levels, a sample size of 112 (i.e., effect size of

.50) was needed for tests of difference (Polit & Hungler, 2000).

Setting

The Health Care Corporation of St. John's (HCCSJ), Avalon Board, and
Central West Board agreed in 1999 to participate in the research study focusing
on the impact of restructuring of acute care hospitals in Newfoundland and
Labrador (see Appendix A). The common approach to health care reform in the
three provincial jurisdictions was the creation of regional health boards in the
institutional sector as directed by amendments to the Hospitals Act (1971). The
objectives of centralizing authority under one regional-based governing structure
was to increase the effectiveness of local services, while increasing cost

efficiency. What was different about the three regions was the variability in the
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extent of restructuring. A brief overview is presented on the major restructuring
initiatives in each region

Eight tertiary and secondary care facilities were consolidated in 1995
under the authority of the HCCSJ. The various sites of the HCCSJ experienced
integration of administrative and support services (e.g., human resources,
financial systems, information systems, facilities management, health records,

etc.). In 1996, the traditional departmental structure was eliminated, and clinical

services were ir under a progi based mar . A
professional practice model (i.e., shared governance) was aiso implemented to
facilitate decentralized and collaborative decision-making. The consolidation of
all services resulted in a significant reduction in all levels of management (i.e..
from about 430 managers initially to 260). Since 1996, the children’s
rehabilitation centre has been merged with the children’s hospital, and in 2000
one adult acute care hospital was closed and its services integrated with the two

remaining adult acute care hospitals. In 2001, the children’s hospital was

to a newly d facility adjoining a major tertiary care hospital.
Based on Markham and Lomas's (1995) classification of multi-institutional

arrangements, the HCCSJ is ive of a idation with limited

al identity and
In 1995, the Avalon Board was formed by consolidating six separate

boards and management structures (i.e., six facilities consisting of a mixture of
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acute care, long-term care, and health centres/clinics) within the region. With the

of inistrative services, itions were cut from

about 80 to 40 through attrition and early reti , and an

structure was created which was functional. as opposed to facility-based. Rather
than bring about a reduction in services, additional monies were infused into the

system to facilitate a more equitable distribution of services (i.e., increased

and i and inuity of care across sites.
Multidisciplinary teams were formed to deliver programs and services, with a 50

percent focus on long-t care. The organizati culture is i asa

climate of decentralized authority and participatory-style management (Butt &
Downing, 2001).

The Central West Board was also formed in 1995 with the administrative
consolidation of six independent boards. This Board administers nine facilities
(i.e.. regional health centre, cottage-hospital type facilities, and long-term care)
and several clinics in outlying and isolated areas. As a result of the downsizing

of administrative services, 40 to 50 percent of management positions were

and a idisciplinary team was adopted for delivering

programs and services. The izati culture is il as informal, with

authority decentralized (Keats & Diamond, 2001).



Procedure
The different phases of data collection for the larger project commenced

following ethical approval from the Human Investigation Committee, Faculty of

University of (see ix B). Data were

collected from acute care at the ing sites April and

July, 2000. The management groups employed by the three collaborating

boards were i i by the CEOs’ i ies through an updated
label listing. Only those managers working in the acute health care sector were
included in the study. Each manager was assigned a file number. A master list
identifying managers' names was kept separately in a locked filing cabinet
accessible only to the Project Manager of the larger research study. Only the file
number was recorded on the survey.

The surveys, i i if- retumn and

cover letters, were placed in envelopes and sealed by research staff from the

coordinating centre, and then to the iy ies for internal

mail distribution. The cover letter explained the nature of the survey and

(see ix C). i letters were mailed two

weeks later (see Appendix D).

Instruments

The Employee Attitude Survey (EAS) was used to collect data (see
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Appendix E). The EAS is comprised of a General Information sheet and seven

scales: O izati C i Q i ire (OCQ), F

Contract Violation (PCV) scale, General Job Satisfaction (GJS) scale, Intent to
Stay (IS) scale, Revised Impact of Heaith Care Reform Scale (RIHCRS),
Perception of Regionalization of Health Services (PRHS) scale, and Perception
of Program Management (PPM) scale. A brief overview is presented of each

data collection instrument used in the study.

A general information section (Way, 1999) was included in the EAS to

obtain data on select istics (i.e., position,

professional background, primary area of ibility, total years i in

health care. years in current position, educational background, region, gender,

age. and number of personnel under direct supervision).

nizational i ionnaire
The OCQ. developed by Mowday et al. (1979), was used to assess

* overall i toan ization. The nine-item OCQ is rated

on a seven-point Likert scale, ranging from (1) strongly disagree to (7) strongly
agree. Higher scores are reflective of higher levels of organizational

commitment. Factor analysis the validity of the i
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and unidimensionality nature of the scale structure (Mowday et al.). Alpha
coefficients were reported to range from .84 to .90, indicating strong internal
consistency (Mowday et al.). The OCQ has been used extensively in studies of

various health care provider groups.

P ical Contract Violation Scale

The PVC scale, developed by Tumnley and Feldman (1999), was used to
measure psychological contract violation. The PVC is a four-item Likert scale,
which assesses both transactional (i.e., extrinsic exchanges) and relational (i.e.,
intrinsic exchanges) aspects of implied psychological contracts. Items were
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 much more than it should. The
higher the scale score, the less likelihood of perceived contract violation. Turnley
and Feldman reported that the scale had a high internal consistency (a =.86).

This scale has had limited use, with no applications in the health care field.

General Job Satisfaction Scal
The GJS scale of the Hackman and Oldman (1975) Job Diagnostic Survey

" overall job sati i Permi was i from the

authors to modify the GJS from its original format (i.e., deletion of two items
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dealing with intent to leave/stay) in order to prevent overlap with the IS scale.
The three-item GJS is rated on a seven-point Likert scale, ranging from (1)

strongly disagree to (7) strongly agree. Higher scores reflect greater job

This i has been ively used in studies assessing

nurses' job satisfaction, and has received strong reliability support.

Intent to Stay Scale

The IS scale was adapted from Turnley and Feldman’s (1999) Intent to
Quit and Job Search scales. This scale was used to measure managers'
likelihood of staying with their current employers, potential for leaving the
organization if the opportunity occurred, and job search activities. The three-item

IS scale is rated on a five-point Likert scale, ranging from (1) very unlikely/

y to (5) very likely

Revised impact of Health Care Reform Scale

The RIHCRS was adapted from the IHCRS developed by Way (1995).
The 28-item version of the RIHCRS (Way, 1999) was used to measure acute
care hospital managers’ perceptions of the impact of health care reforms in six

content di ins (i.e., i of reforms, i climate, practit lated

issues, quality safety and of care). Each item is

rated on a six-point Likert scale, ranging from (1) strongly disagree to (6) strongly
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agree. Way (1995) and Pyne (1998) reported on the strong validity and reliability
of the original IHCRS. The alpha coefficient for the total scale was .87 and .83,

Alpha i for the five ranged from 61to .79 in
the Way study and from .46 to .67 in the Pyne study.

ion of Regionalizai f Heal i 1!

The PRHS scale was developed by Gregory (1999) to assess
management’s perception of how well the objectives of regionalization had been
achieved. Scale items were derived from the Report on the Reduction of
Hospital Boards (Dobbin, 1993). The five-item PRHS is rated on a six-point

Likert scale, ranging from (1) strongly disagree to (6) strongly agree. Higher

scores are indicative of greater i i of the objectives of
regionalization.
Perception of Program Management Scale

The PPM scale was developed by Gregory (1999) to assess managers’
perceptions of the move from the traditional departmental structure to program-

based management in acute care settings within the HCCSJ. Scale items were

derived from the objectit of prog based outlined in the
Clinical and Clinical Support Program Implementation Manual (1996). The

seven-item PPM is rated on a six-point Likert scale, ranging from (1) strongly
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disagree to (6) strongly agree. Higher scores reflect positive perceptions of

st i ion of the objectives of prog based it

Ethical Considerations
Several steps were taken in this study to protect respondents' rights to

privacy. The Human igation Ci i Faculty of

University of Newfoundland, and the Research Proposal Approval Committee of
the Health Care Corporation of St. John’s granted approval to conduct the study
(see Appendix B). Letters of support were also received from the three
participating regional boards (see Appendix A).

The CEOs’ i ies at the three ing boards

provided an updated listing of acute care managers working for their

1S, ivi on each board's list were assigned a file
number, and the master list with matching names was placed in a locked filing
cabinet accessible only to the Project Manager of the larger research study.
Only the file number was recorded on the survey instrument.
The purpose of the study was outlined on the cover letter accompanying

the survey instrument. Potential participants were assured that complete

ymity and iality would be maintai throughout the study. All
questionnaires were locked in a room accessible only to the Project Manager,

researcher, and thesis supervisor.
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Data Analysis
Data were coded and entered into the Statistical Package for the Social

Sciences (SPSS) for analysis. D ipti istics were used to

sample characteristics and the distribution of individual items, sub-scales, and

total scale scores. i ips between vari; were i using the

ppropriate bivariate tion ient (i.e., ic or nos
depending on the severity of score skewness). ANOVA and t-tests were also

used to analyze the effects of key ic and health-related

Alpha levels for tests of association and difference were set at .05. The
Bonferroni and Tamhane multiple comparison procedures were used to identify
specific group mean differences for ANOVA.

Stepwise muitiple regression was used to test the hypothesized

relationships among study variables, as depicted in the modified Conceptual

Model of i i Only i i ing a
strong ion with the i (i.e., i iary and
were entered into the i d The internal of all EAS

scales was also assessed with Cronbach'’s alpha.
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CHAPTER 4
Results
Study findings are presented in three sections. In the first section, a
descriptive profile of the sample and key study variables is presented. In the

second section, the i ips among the vari; and the results of multiple

1 analysis are di In the final section, the reliability and validity

of the instruments, based on study findings, are discussed.

Descriptive Profile
This section pi an iew of the ct istics of

respondents. Descriptive findings are also presented on perceptions of the

impact of health care reforms and ing initiatives (i.e., regionalization of

health services and program-based management). Finally, the major findings on

the work-related vari (i.e., psy ical contract violation, general job

1, izati and intent to stay) are summarized.

Personal Characteristics

Tables 1 and 2 summarize key characteristics of the sample. The majority

of respondents worked as pi ional di or divisit patient

managers (52.8%) and were employed in acute care facilities in the St. John's

region (75.6%). A signil number of were female (64%),
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Description of the Sample (N = 197) *
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Characteristic

a %

Management Position

Senior 5! 56

Corporate Directors 13 6.6

Corporate Managers 69 35.0

Clinical Program/Regional Directors * 25 12.7

Divisional/Patient Managers 2 79 40.1
Region

St. John's 149 75.6

Avalon 19 9.6

Central West 29 147
Gender

Male 71 36.0

Female 126 64.0
Work Experience

< 9 years 23 1.7

10 - 19 years 55 28.1

220 years 118 60.2
Current Position Tenure

< 2 years 50 256

3 -4 years 70 359

5 -9 years 42 215

210 years 33 16.9

' Sample size is a function of missing data.

2 Responsible for clinical services.



Table 2

Description of the Sample (Cont'd) (N = 197) '
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Characteristic n %
Education
Diplomal/certificate 85 431
Baccalaureate 78 39.6
:Masters 34 17.3
Professional Background
Nursing 84 447
Other * 104 55.3
Responsible for Clinical Services
Yes 104 47.2
No 93 52.8
' Sample size is a function of missing data.
? There were a number of the other

category (e.g., business, education, medicine, social work, physmmerapy
etc.).

therapy, y
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had 20 or more years of work experience (60.2%), and had less than 5 years in
their current position (61.5%). Most respondents had a baccalaureate or higher

level education (56.9%) and had not ing i (55.3%).

A signif 1t number of were primarily responsible for clinical
services (47.2%). Respondents ranged in age from 24 to 58 years. The mean

age for the sample was 44.28 (SD +6.87).

Impact of Health Care Reforms
The RIHCRS 3 jions of the i of

reforms, emotional climate, practice-related issues, quality of care, safety
concerns, and standards of care. Table 3 presents the means, standard
deviations, and weighted means for total and subscale scores. Higher scores
indicate more positive attitudes towards the impact of health care reforms.

The findings suggested that most managers had positive attitudes toward
the overall impact of reforms (M = 3.94). Respondents were most positive about
the importance of reforms, safety concems, and practice-related issues.
Conversely, the emotional climate of the workplace, quality of care, and
standards of care were viewed in the most negative light.

Importance of reforms. Most managers’ viewed the importance of heaith

care reforms in a positive light (M = 4.79). More specifically, most
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Table 3
Mean and Standard Deviation Scores for RIHCRS (N = 197)*
Weighted *
Subscales ] sD M
Importance of Reforms 19.16 293 479
Workplace Issues
Emotional Climate 13.01 3.48 3.25
Practice-Related 16.74 3.16 4.19
Quality/Safety Concerns
Quality of Care 13.50 4.08 3.38
Safety Concerns 16.88 324 422
Standards of Care 1451 391 363
Overall Impact of Reforms 98.43° 13.50 394

' Sample size for each subscale varies with the amount of missing data.

2 Subscale scores were summed and divided by the number of items to
i mean for The rating scale’s mid-

a
point is 3.5.

? The possible total score range is 28 to 168.



that they the i of

restructuring (91.3%), believed that community based care is a positive step

(84.7%). appreciated the challenges facing their profession (96.5%), and felt

empowered to be an active il in ing an il future role for
their profession (76%).

Emotional climate. Most managers viewed the emotional climate of the
workplace in a negative light (M = 3.25). More specifically, most respondents feit
frustrated with the reduced level of care being provided due to increased

workloads (51.7%), and believed that increased demands and stress in the

had led to working i ips with and other
health care providers (66.5%) and had engendered a sense of disillusionment

and low morale (89.3%). The majority of respondents also did not find their jobs

more satisfying and ing since ing of the health care system
(52.1%). On a more positive note. most respondents felt that due to the
presence of a supportive environment, they could give that “extra” effort when
their job demanded it (79%).

lated issues. Overall, most held positive attitudes

toward practice-related issues (M = 4.19). Individual items making up this

subscale provide greater insight into respondents’ perceptions. Most

felt that ities (e.g., inservices, etc.) were being

provided to keep current with latest developments (75.6%), and that the staff met
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fel ly with to discuss concems (92.3%) and identify
ways to resolve problems and build on strengths (82.6%). In contrast, a
significant number of managers did not feel that system changes provided health
care providers with an opportunity to have more control over their practice
(52.3%).
Quality of care. The mean score (M = 3.38) indicated that a significant

number of managers had some concems regarding the quality of care being

p in their instituti ivi items making up this subscale provide
greater insight into its’ ions. Most did not believe
that i were to ensure pati ient comfort (72%).

Furthermore, most respondents felt that due to increasing acuity levels it was not

possible to patients’ emotior ial needs
(69.1%). In contrast. most respondents believed that despite downsizing/
restructuring patients continue to have reasonable access to health services
(65.5%). As well, patients'/clients’ basic care needs are being met despite
personnel reductions (61.7%).

Safety issues. The mean score (M = 4.22) indicated that most managers
were not concerned about safety in the workplace. Again, the individual items
making up this subscale provide greater insight into respondents’ perceptions.

Most respondents felt that agency were being in a safe

and competent manner (80.3%), the necessary physical (82.1%) and human
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(64.3%) resources were available to provide safe care, and they were confident
that adequate teaching and counselling is being provided to patients/clients and

their families prior to discharge (67%). In contrast, only a small percentage of

felt that ad it were always il for

pati i ing hospital di (88.5%).

Standards of care. The mean score (M = 3.63) indicated that managers
were divided on how they rated their institutions on standards of care. Individual
items making up this subscale provide greater insight into respondents’
perceptions. The majority of respondents (80.0%) felt that inservice education on

new polici were ient to avoid placing patients/clients at risk.

In contrast, most respondents (66.6%) felt that patients/clients were more

susceptible to potential harm from errors or delays due to increased demands in

the pl 5 a signif number of felt that it was

necessary to lower i due to over

demands (54.4%), and increased acuity and shortened lengths of stay (52.2%).

Restructuring Initiatives
The di ion is divided ing to 3 i of

regionalization of health services and program-based management. The mean,

standard deviation, and weighted mean scores are presented in Table 4.



Table 4

Mean and Standard Deviation Scores for PRHS and PPM (N =197) "?
Scales SD  Weighted® Range

Regionalization of Services 20.89* 494 4.18 1-6

Program-Based Management 29.57° 6.65 422 1-6

! Sample size varies with the amount of missing data for each scale.
2 Sample size for the PPM is limited to the HCCSJ.

2 Subscale scores were summed and divided by the number of items to generate
a mean for

“ The possible total score range is 5 to 30.
® The possible total score range is 7 to 42.

Note: PRHS = Perception of Regionalization of Health Services; PPM = Perception
of Program-Based Management.
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Regionalization of health services. The weighted mean score for the

PRHS scale (M = 4.18) indicated that most managers believe that the objectives

of regit ization have been achit The indivi items for the PRHS
provide greater insight into the ifics underlying " atti toward
regionalization. For the most part, felt that regi ization of heaith
services providi for taking of ies of scale
through board (84.7%), for i ination of acute

and long-term care services {76.8%), and for ensuring the continuation of
meaningful input into board operations by publicly appointed trustees (74%).
Furthermore, most respondents indicated that regionalization allows their region
to maintain/improve service quality (70.5%), and has resulted in more effective

and efficient utilization of scarce human and fiscal resources (62%).

P based The wei mean score (M = 4.22)
indicated that most of the HCCSJ felt the objectives of pi based
manags were being i More i , most agreed
that based i heaith care provider groups

according to commonality of patient conditions (88.9%). focuses on the
continuum of care (82.2%), strengthens the interdisciplinary approach to service
delivery (75.8%), and focuses on patient outcomes (74.5%). As well, most

managers felt that program-based has

(69.6%), has i staff and i in decision-
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making (69.8%), and has provided opportunities for greater authority,

and ility in managing (62.3%).

Work-Related Variables
The discussion is organized according to major attitudes and behavioral

intentions. Table 5 the means, deviati and

means for the indivil scales ing study

The wei mean score (M =

3.07) indicates that there were a large number of “neutral or about the same”
responses. This means that managers were divided on whether or not they
believed the organization had violated implied psychological contracts. The
individual items of the PCV scale present a more complete picture of managers’
attitudes. Most respondents felt that their organization had fulfilled the
commitments made to them upon hiring (62.1%), only infrequently failed to meet
these commitments (58.6%), and felt that the amount of rewards received from
the organization was about the same as promised (71.1%). In contrast, a
significant percent (76.1%) indicated that the amount of rewards received was
much lower than what should be provided by the organization.

Job satisfaction. Study findings indicated that, in general, managers
were satisfied with their jobs (M = 4.78). Individual items making up the GJS

provide a more in-depth view of managers' attitudes. The majority of
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Table 5§

Means and Standard Deviations for PCV, GJS, OCQ. and IS (N = 197) '

Scales M sSD w.igll:tsd ?  Range
Contract Violation 12.27 239 3.07 1-5
Job Satisfaction 14.34 3.84 478 1-7
Commitment 44.65 10.44 4.96 1-7
Intent to Stay 10.14 259 3.38 1-5

' Sample size varies with the amount of missing data for each scale.

z Subscale scores were summed and divided by the number of items to generate
a mean for

Note: PCV Psycholog:oal Ccmtract Volanon GJS = General Job Satisfaction;
ocQa= Qu naire; and IS = Intent to Stay.
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respondents were very satisfied with their jobs (72.5%) and the type of work in
their jobs (85.3%). However, only 34.8% of respondents agreed that their
coworkers were satisfied with their jobs.

Organizational commitment. The findings indicated that most managers
were committed to their organizations (M = 4.96). Individual items of the OCQ

present a more insit picture of The findings indicated

that the vast majority of managers really cared about the fate of the organization
(91.8%) and were willing to give that extra effort to ensure its success (92.8%).
Most respondents also felt that their values and those of their organization were
similar (75.7%). were proud to tell others that they were part of the organization
(74.2%), and have told others the organization is great to work for (63.8%). A
smaller percent of respondents felt that they were really inspired to perform the
best on the job (59.9%), were happy with their choice in selecting the
organization over others (54.4%), and felt their organization was the best of all
possible ones for which to work (51.6%). On the negative side, only a very small
percent of respondents indicated that they would be willing to accept any type of

job to maintain employment with the ization (28.1%).

Intent to stay. The findings suggest that most managers were slightly
unsure about whether or not they would stay with their organization (M = 3.38).
The individual items for the scale provide greater insight into managers intentions

concerning whether or not they would stay with current employers. Most
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respondents indicated they would likely stay with their current employer (66%).

and had not seri in job search activities (61.8%). In contrast, a
significant percent indicated that they would likely leave their current position if
another employment opportunity presented itself (39.5%), or were unsure about

what they would do (39%).

Interrelationships among Study Variables

This section ines the effect of istics or

(i.e.. age. gender. education, i region of

primary area of responsibility, managerial position, years of work experience,
current position tenure, and employment status) on the perceived impact of
health care reforms, restructuring initiatives, work-related attitudes, and
behavioral intentions. One-way analysis of variance (ANOVA) and the t-test for
independent groups were used to identify group differences. The Bonferroni and
Tamhane multiple comparison procedures were used to identify specific group
mean differences for ANOVA. An alpha level of .05 was selected as the
significance level for all tests of difference.

When appropriate, the relationships among major study variables were
also examined. Pearson's r was used to determine the relationship among
variables. An alpha level of .05 was selected as the significance level for the

tests of association.
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Reform Impact and Personal Characteristics

The i of istics on reform impact variables was

only for ible for clinical services. The reason for this

restriction was that managers responsible for other administrative areas were not

asked to rate items in the RIHCRS that specifically related to clinical issues. The

findings few signi i across the for
responsible for clinical services in their organizations. There were no significant
differences observed for any of the reform impact variables based on years of
work experience, current position tenure, region of employment, education level,
professional background, or age.

Managerial position and gender were observed to exert the greatest

influence on reform impact variables (see Table 6). Clinical program/regional

tended to pt the i of reforms, #(73.3) = -2.33, p < .05,
quality of care, (102) = -2.85, p < .01, and the overall impact of reforms, t(79) =
-2.58. p < .05, more positively than divisional and patient care managers. As
well, male managers were significantly more positive about the emctional climate
present in the workplace. 1(84) = -2.68, p < .01, and quality of care, $(102) =

-2.25, p < .05, than their female counterparts.

and Personali Cl

The i of istics on the restructuring variables



Table 6

RIHCR Scale by

Scale

Importance of Reforms

Workplace Issues

Emotional Climate

Practice-Related

Quality/Safety Concerns

Quality of Care

Safety Concerns

Standards of Care

Overall Impact

Managerial
Positi

t=-1.54
(p=.126)

t=-148
(p=.144)

t=-2.58"
(p=.012)

Gender

t=-1.14
(p =.256)

t=-268"
(p =.009)

=.0.85
(p =.396)

=225
(p=.027)

t=-1.68
(p=.097)

t=0.77
(p = .444)

t=-187
(p =.085)

106

*p<.05 "p<.01



107

was for all ing to the survey. A few correlates were

toi

p pti of regi lization, but only one affected

perceptions of prog .. P

Years of work experience, educational level, current position tenure, and age

failed to achieve statisti ignif for regionalizati However,

differences were observed for managerial position, primary area of responsibility

(i.e.. clinical versus linical), i gender, and region of
employment. Study findings for signi factors are i in Table 7.
with ing tended to view achievement of

the objectives of program-based management more positively than their

counterparts with nursing backgrounds, t (136) = -2.40, p <.05. Senior

viewed i of regionalizati jectives more iti than
1t care clinical pi i i , and
and clinical p i di and

managers were more positive than divisional/patient care managers, F (4,180) =
8.98, p < .001. Managers not responsible for clinical services tended to view

of i izati ject more it than their

responsible for clinical services, t (183) =4.22, p < .01). Furthermore, managers

with non-nursing backgrounds tended to view achievement of regionalization

more i than their with nursing backgrounds, t

(176) =-3.20, p < .01. Finally, male managers and managers



Table 7

PRHS and PPM by Personal Characteristics

Variable Managerial
Position
PRHS F=8.98""
(p = .000)
PPM
F=126
(p=.292)

Primary
Area

t=4.22"
(p=.001)

=057
(p=.571)

Professional
Background

t =-3.20"
(p =.002)

t=-240"
(p=.018)

Gender

1=288"
(p =.004)

1=061
(p =.544)

Region

t=-348"
(p=.001)

N/A

*p<.05, **p <.01, ***p <.001

Note: PRHS = Perception of Regionalization of Health Services; and PPM = Perception of Program-Based

Management.

801
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working in the Avalon/Central West regions tended to view achievement of

more positively than female . 1(183)=2.88,p

< .01, and those within the St. John's region, t (183) =-3.48, p < .01.

Work-Related i and Cl
There were a number of that infl ' ratings on
the various work-related variables - general job sati ion, psy!

contract violation, organizational commitment, and intent to stay. The findings

are presented according to major study variables. Tables 8 and 9 summarize

study findings.

With regard to psychological
contract i no signi if were observed for managers based
on years of work i ion level, gl , or age.

in ions of contract violations were ined for

managerial position, current position tenure, primary area of responsibility, region
of employment, and gender. Senior managers were less likely to feel that their

employers had violated implied than either divisit ient care

or F (4,189) = 5.49, p < .001. Managers with 3
to 4 years of experience in their current positions were more likely to feel that
their employers had violated implied contracts than those with 2 years or less, E

(3.188) =5.79, p < .01. As well, managers not responsible for clinical services
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Table 8
PCV. GJS, OCQ. and IS by Personal Characteristics
Variable Manaéerial Position i Primid 7‘&6; o

Position Tenure Area Experience

Contract Violations ~ F=549™ F=579" t=254" t=0.85
(p =.000) (p =.001) (p=.012) (p=.397)

Job Satisfaction F=632"" F=458" t=426"" t=1.58
(p =.000) (p =.004) (p=.000) (p=.117)

Commitment F=428" F=3.29" t=229" t=-0.05
(p =.002) (p=.022) (p=.023) (p=.962)

Intent to Stay F=249" F=251 t=0.22
(p = .044) (p = .060) (p=.982)

*p <.05, ~*p <.01, ***p <.001

Note: GJS = General Job Sati ion; PCV =P Contract Violation;
0OCQ = Organizational Commitment Questionnaire; and IS = Intent to Stay.



Table 8

GJs,

Variable " Professional Education Gender
Background Level

Contract Violations t=-162 F =082 t=224*
(p=.107) (p=.442) (p=.026)

Job Satisfaction =-3.66"* F=274 =343
(p =.000) (p=.067) (p=.001)

Commitment t=-253" F=464" t=203"
(p=.012) (p=.011)  (p=.004)

Intent to Stay t=-086 F=7098"" t=288"
(p=.389) (p=.000) (p=.004)

Age

=005
(p = .461)

r=003
(p = .683)

r=0.08
(p=.302)

r=0.26""
(p =.000)

Region

t= 458"
(p =.000)

=673
(p =.000)

t=581""
(p=.000)

t=.263"
(p =.009)

*p <.05, *p<.01,***p<.001

Nou. GJS Geneval Job Sallslacllon PCV = Psychological Contract Violation; OCQ =

and IS = Intent to Stay.

1391
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were less likely to feel that their employers had violated implied contracts than
those responsible for clinical services, t (192) = 2.54, p < .05. Finally, male
managers or managers from the Avalon/Central West regions of the province
were less likely to feel that their employers had violated implied contracts than
female managers, t (192) = 2.24, p < .05, or those working within the St. John's
region, t (192) = 4.58, p < .001.

General job satisfaction. There were no significant differences in overall
job satisfaction based on years of work experience, education level, or age.
However, job satisfaction did vary with managerial position, current position

tenure, primary area of ibility, i gender, and

region of Divisi ient care were less satisfied with
their jobs than senior management, corporate directors, and corporate
managers, F (4,188) =6.32, p < .001. Managers with 3 to 4 years of experience
in their current positions were less satisfied with their jobs than those with 2
years or less and 10 years or more experience, F (3,187) =4.58, p < .01.
Managers primarily responsible for clinical services were less satisfied with their
jobs than those not responsible for clinical services, t (191) = 4.26, p < .001. As
well, managers with nursing backgrounds were less satisfied with their jobs than
those with non-nursing backgrounds, t (157.04) = -3.65, p < .001. Finally, male
managers and managers working in the Avalon/Central West regions tended to

be more satisfied with their jobs than female managers, t (191) = 3.43, p < .01,



113
and those working within St. John's, t (108.03) =-5.73, p <.001.

o] i i ignif differences were observed on

the organizational commitment variable for most correlates (i.e., managerial
position, years in current position, primary area of responsibility, professional
background, educational level, gender, and region of employment). Only years
of work experience and age failed to achieve statistical significance.

Divisi ient care were signif less i to their

organizations than senior managers, F (4,186) = 4.28, p < .01. As well,
managers with 3 to 4 years tenure in their current positions or managers primarily
responsible for clinical services were significantly less committed to their
organizations than those with 10 years or more tenure, F (3,185) = 3.29, p < .05,

or not responsible for clinical services, t (189) = 2.29, p < .05. Furthermore,

with ing i and with

tended to be more committed to their

organizations than those with nursing backgrounds, t (180) =-2.53, p < .05, or
baccalaureate preparation, F (2,188) = 4.64, p < .05. Finally, male managers or

managers working in the Avalon/Central West regions were significantly more

than female 1(189) =2.93, p <.01, or those from the St.
John's region, t (193) = -5.81, p <.001.
Intent to stay. There were no significant differences on intent to stay

based on time spent in current position, primary area of responsibility, or
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were observed on the intent to

stay variable for managerial position. years of work experience, education level,

gender, age, and region of However, ial position failed to

achieve statistical significance on the post-hoc comparison procedures.
Managers with 20 or more years of work were significantly more likely to
stay with their current employers than those with 18 years or less of work
experience, t (192) =-2.92, p < .01. As well, managers with diploma/certificate
educational preparation were more likely to indicate that they would stay with
their current employers than those with baccalaureate preparation, F (2,192) =

7.98.p<.001. F . male or older were

significantly more likely to indicate that they would stay with their current
employer than female managers. t (193) = 2.88, p < .01, or younger managers, [
= .28, p<.001. Finally, managers working in the Avalon/Central West regions
were significantly more likely to stay with their current employers than those

working in the St. John's region, t (193) =-2.63, p < .01.

R Imj with trus and Work-Rel Vari;

Table 10 izes the jon findings the total and

subscale scores of the RIHCRS, and restructuring and work-related variables.

The findings are summarized in the relevant sections.
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Table 10
lation of RIHCR! ring & lated
Variable PRHS PPM PCV GJS OcCQ Is
3 4 r 4 r r

Importance of Reforms AT™= 46T 3= 3 42 o™
Workplace Issues

Emotional Climate 477 41 51 85" 58T 48™

Practice-Related 44 14 .30 .27 .30 .25*
Quality/Safety Concerns

Quality of Care 47 28" 35T 22" 30" 20"

Safety Concerns 40™ 26" ST A3 .30 .24~

Standards of Care 24 06 15 .03 a5 15
Overall Reform impact 53 .35™ 48" 37 45 U~

*p<.05 —~p<.01,""p<.001

Note: GJS = General Job Sati ion; PCV =P Contract Violation;
0OCQ = Organizational Commitment: IS = Intent to Stay; PRHS = Perception of
Regionalization of Health Services; PPM = Perception of Program-based
Management.
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Restructuring. There were statistically, signif positive
among most major impact and restructuri i The only i were

practice-related issues and standards of care with program-based management.
These findings suggest that managers who viewed the impact of health care
reforms in a more positive light were significantly more likely to believe that the

objectives of regionalization and program-based management had been

achieved.

Based on the coefficient of ination (i.e., ), i of reforms
accounted for 22.1% and 21.2% of the vari: in pe ption of
and based i The i climate of the

work setting accounted for 22.1% and 16.8% of the observed variance,
respectively. Practice-related issues accounted for 19.4% of the variance in

perception of regionalization. Quality of care accounted for 22.1% and 7.8% of

the vari; in ion of ization and program-based management,

respectively. Safety issues accounted for 16% and 6.8% of the observed

of care for 5.8% of the variance in

perception of regionalization. Finally, the overall impact of reforms accounted for

28.1% and 12.3% of the variance in p ption of regi lization and
based management, respectively.
Work-related attitudes. There were also statistically, significant positive

relationships among most major impact and work-related variables. The only
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exceptions were standards of care with all of the variables, and safety concems
with general job satisfaction. Overall, these findings suggest that managers who
viewed the impact of heaith care reforms in a more positive light were less likely

to feel that had violated i more satisfied with

their jobs, more committed to their organizations, and more likely to stay with
current employers.

Based on the ient of ination (i.e., F), i of reforms

accounted for 13.7%, 10.2%, 17.6%, and 7.3% of the variance in psychological

contract violation, general job sati: i izati i and intent

to stay, respectively. The emotional climate of the work setting accounted for
26%. 30.3%. 33.6%. and 21.2% of the variance in psychological contract

violation, general job sati i izati i and intent to stay,

respectively. Practice-related issues accounted for 9%, 7.3%, 9%, and 6.3% of
the variance in psychological contract violation, general job satisfaction,
organizational commitment, and intent to stay, respectively. Quality of care
accounted for 12.3%, 4.8%, 9%, and 4% of the variance in psychological contract

violation, general job sati: i izati i and intent to stay,

pectively. Safety for 9.6%, 9%, and 5.8% of the variance
in psychological contract violation, organizational commitment, and intent to stay,
respectively. Finally, the overall impact of reforms accounted for 24%, 13.7%,

20.3%, and 11.6% of the variance in psychological contract violation, general job
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and intent to stay, respectively.

We Varial
Statistically, significant positive relationships were observed among all
work-related and restructuring variables (see Table 11). In terms of the

of ination (i.e., r%), ion of regi ization of heaith

services accounted for 32.5%. 22.1%. 24%, 37.2%, and 17.6% of the variance in

program-based contract violations, job

organizational commitment, and intent to stay, respectively. Program-based
management accounted for 18.5%. 15.2%. 26%, and 10.9% of the variance in

psy contract violati job
and intent to stay, i Contract i for 36%. 44.9%,
and 26% of the vari: in job sati i it and intent to stay,

respectively. In addition, general job satisfaction accounted for 53.3% and

20.3%. of the vari: in izati i and intent to stay,

Finally, izati i for 37.2% of the

variance in intent to stay.
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Table 11
Correlations among PRHS, PPM. PCV. GJS, OCQ & IS Scales

PRHS PPM PCV GJs oca s

r r r r r r
PRHS
PPM 57
PCV 47" 437
GJs 49 39 60"
oca 81" 517 677 73
1s 42— X i S 45 -5 o

"p<.05 "p<.01, ™ p<.001

Note: GJS = General Sati ion; PCV = P: ical Contract Violation; OCQ
= Organizational Commitment; IS = Intent to Stay; PRHS = Perception of
Regionalization of Health Services; PPM = Perception of Program-based
Management.
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Predictors of Outcome
Stepwise multiple regression analysis was used to identify significant
predictors of intermediate outcomes (i.e., psychological contract vioiation,

general job sati: ion, and izati it and

intentions (i.e., intent to stay). Regression analysis was restricted to the

managerial groups responsible for clinical services (i.e., clinical program/regional

and divisil { The reason for this restriction was
that managers responsible for other administrative areas were not asked to rate
items in the RIHCRS that specifically related to clinical issues.
Different combinations of predictor variables were used to identify the best

regression model for each outcome variable. The reform impact variables were

entered first as a group, followed by the i of each i

variable, and finally the (ie., isti The tabular

presentations of the results are restricted to the final regression models for each

outcome variable (see Tables 12 and 13) .

i Contract Vi i
The first level ing focused on ining the predictive power of the
reform impact i and on i contract violation.
C 1 analysis significant positive relationships between all of

the components of the RIHCRS (i.e., importance of reforms, emotional climate,
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practice-related issues, quality of care, and safety concerns) and psychological
contract violations. Several correlates (i.e.. current position tenure, region of
employment, and gender) were also found to influence contract violation.

During the first step of regression analysis, emotional climate and safety
concerns combined to explain 33.4% of the variance in perceived contract

violation. Emotional climate entered the i ion first, ing for

27.3% of the variance. This variable was followed by safety concemns, which

foran it 6.1%. of reforms, practice-related
issues, and quality of care failed to enter the regression equation.

When the correlates were added at the second step, region, position

tenure, and gender entered the reg i ion along with i climate
and safety to explain 45.3% of the variance in perceived contract violation.

Emotional climate entered the i ion first, ing for 26.3% of

the variance. This variable was followed by safety concemns, region of
employment, position tenure, and gender which accounted for an additional
6.4%. 4.3%. 4.5%, and 3.8%, respectively (see Table 12).

The second level modelling considered the predictive power of reform

impact variables, psychological contract violation, and correlates on general job



Table 12
Multij ion and (n = 104)’'
Muitiple Adj. R? R? E )
R change Value
Variable Contract
Violation
Emotional Climate 513 .253 .263 28.15 000
Safety Concerns 571 .309 .064 18.91 .000
Region of Employment .608 .345 .043 15.06 .000
Position Tenure 644 .383 .045 13.44 .000
Gender 673 416 .038 12.40 .000
General Job Satisfaction
Contract Violations 625 .383 391 5184 000
Emotional Climate 691 485 .086 36.64 .000
Region of Employment 725 507 .049 29.16 .000
Professional Background 743 529 026 24.06 000
Importance of Reforms 758 547 023 20.80 .000
* Regression analysis was to for clinical

services.
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satisfaction. Several of the impact variables (i.e., importance of reforms,

climate, practi lated issues, and quality of care), as well as

contract violation, depi ignit positive i with job

Several correlates (i.e., current position tenure, professional background, region
of employment, and gender) also influenced job satisfaction.

The first regression model revealed that two reform impact variables,

climate and imp: ce of reforms, i to explain 33.5% of the
variance in job satisfaction. Emotional climate and importance of reforms
accounted for 29.7% and 3.8% of the explained variance, respectively. Practice-
related issues and quality of care failed to enter the equation.

When perceived contract violation was added at the second step, it

climate in ictive power, while it of reforms
failed to enter the regression equation. Contract violation and emotional climate
combined to explain 46.2% of the variance in job satisfaction, contributing 38.2%
and 8%, respectively.
The correlates were entered at the third step. The final model revealed

that contract violation, emotional climate, region of employment, professional

g , and i of reforms, ined to explain 57.5% of the

variance in job satisfaction (see Table 12). Contract violation entered the

d ion first, ing for 39.1% of the variance. This variable

was followed by emotional climate, region, professional background, and
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importance of reforms, which accounted for an additional 8.6%, 4.9%, 2.6%. and
2.3%, respectively. Current position tenure and gender failed to enter the

regression equation.

Organizational Commitment

The third level i i the ictive power of reform impact

variables, psychological contract violation, job satisfaction, and correlates on

C ion analysis
positive i ips between izati i and most reform
impact variables (i.e., importance of reforms, i climate, practi lated

issues, quality of care, and safety concerns), contract violation, and job

satisfaction. Several correlates (i.e., current position tenure, region of

employment, education level, and gender) also influenced commitment.
During the first step of regression analysis, emotional climate and

importance of reforms combined to explain 40.4% of the variance in

nal i 4 i climate and importance of reforms
accounted for 32.1% and 8.3% of the explained variance, respectively. Practice-
related issues, quality of care, and safety concems failed to enter the equation.

When perceived contract violation was added at the second step, it

climate in ictive power. Contract violation, emotional

climate, and importance of reforms combined to explain 52.3% of the variance
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in commitment, contributing 39.6%, 8.3%, and 4.4%, respectively. When job
satisfaction was added at the third step, it also became the best predictive
variable and emotional climate failed to enter the regression equation. Job
satisfaction, importance of reforms, and contract violation, combined to explain
69.5% of the variance in commitment, contributing 62.5%. 4.3%, and 2.7%,
respectively.

The correlates were entered at the fourth step. The final model revealed
that job satisfaction, importance of reforms, contract violations, and current
position tenure combined to explain 74.1% of the variance in job satisfaction (see
Table 13). Job satisfaction entered the regression equation first, accounting for

64.5% of the ined variance in izati i This variable

was followed by importance of reforms, contract violations, and current position

tenure which contributed an additional 5.1%. 2.7%, and 1.8%, respectively.

Intent to Stay

The fourth level i i the ictive power of reform

impact variables, contract violation, job

and correlates on intent to stay. Intent depicted low to moderate, positive

correlations with most impact vari; (i.e.. i of reforms,




Table 13

Stepwise Muitiple

126

& Intent to Stay (n = 104)

Muitiple  Adj. R R? E [}
R Change Value

Variable Commitment

Job Satisfaction .803 .640 645 135.82 .000
Importance of Reforms .834 .687 051 84.23 .000
Contract Violations -850 712 .027 63.59 .000
Position Tenure .861 727 .018 51.72 .000

Intent to Stay

Commitment 604 357 .365 43.17 000
Contract Violations 664 425 075 29.12 -000
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climate, practice-related issues, quality of care, and safety concemns), job

satisfaction, contract violation, and commitment. Most correlates (i.e.,

managerial position, region of , years of work
level, gender, and age) had a significant influence on intent to stay.

During the first step of regression analysis, only emotional climate entered
the equation to explain 20.5% of the variance in intent to stay. When perceived
contract violation was added at the second step, it became the only variable in
the regression equation, accounting for 35.8% of the explained variance in intent.

When job satisfaction was added at the third step, it became the best

variable. Job satit i ined with contract violation to account

for 45% of the explained variance in intent to stay. Job satisfaction and contract
violation contributed 36.9% and 8.1% of the explained variance, respectively.

‘When commitment was entered at the fourth step, it also became the best
predictive variable and job satisfaction failed to enter the regression equation.
Commitment and contract violation combined to explain 42.6% of the explained
variance in intent to stay, contributing 36.5% and 6.1% to the explained variance.

The correlates were entered into the regression equation at the last step.
None of the correlates entered the equation. The final model revealed that
organizational commitment and contract violations combined to explain 44% of
the variance in intent to stay (see Table 13). Commitment and contract violations

contributed 36.5% and 7.5%, respectively.
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Reli

and Validity of Study Instruments

The reliability and validity of the RIHCRS and PRHS, PPM, PCV, GJS,

0OCAQ, and IS scales were also i for the study i Ci 's

alpha was used to assess internal istency. The i i among

subscale and total scores assessed the construct validity of the RIHCRS.

RIHCRS

Within the current sample, the total ir had an alpha ient of

.83, indicating a high level of internal consistency. Alpha coefficients for the
subscales ranged from .51 to .74: practice-related issues (.51), importance of
reforms (.53), emotional climate (.64), safety concerns (.64), quality of care (.72),
and standards of care (.74). These findings indicate that the total scale and the

subscales have a fair to good internal consistency.

Most of the il i among the were
and within the to strong range (see Table 14). The only
were the low i i of reforms and
practi lated-i , safety and of care. The findings

suggest that the subscales are related and represent distinct dimensions of the

impact of health care reforms (i.e.. good discrimir y power). In y. the

among the and the to total scale suggest

that the RIHCRS has good construct validity.
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Table 14
Correlations among RIHCRS and Subscales (n = 104)
Variable EC PR Qc sl sc RIHCR
Importance of Reforms (IR) 40" .24~ .28 .19 .10 50"
Emotional Climate (EC) 45T 377 317 32 69"
Practice-Related (PR) 377 43 32 70"
Quality of Care (QC) 57" 447 70"
Safety Issues (SI) R ey & i
Standards of Care (CS) .68~

*p<.05 *"p<.01. " p<.001
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PRHS and PPM
Alpha coefficients were also generated for the scales measuring
perceptions of regionalization (i.e., PRHS) and program-based management (i.e.,
PPM). The internal consistency for the PRHS (a = .89) and PPM (a = .87) were
quite strong in the current sample. Furthermore, the inter-item correlations were

within the .30 to .70 range recommended by Nunnally (1978).

PCV, GJS, OCQ, and IS

Alpha coefficients were also generated for the scales measuring for
psychological contract violations (i.e., PCV), general job satisfaction (GJS),
organizational commitment (i.e.. OCQ), and intent to stay (i.e., IS). The intemnal
consistency for the PCV (a = .74), GJS (a = .84), OCQ (a = .92), and IS (a =

78) were quite strong in the current sample.

Summary
The managers in this study were generally more positive than negative

about the overall impact of health care reforms

and hospital downsizing. Respondents were most positive about the importance

of reforms and the adequacy of safety measures, and most negative about the

climate of the and the quality of care possible within their

instituti Only two (ie.,

gerial position and gender) were
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found to influence perceptions about the impact of reforms.
The findings also demonstrated that managers generally believed the
objectives of regionalization of health services and program management were

being achieved. Managerial position, primary area of responsibility (i.e., clinical

versus linical), i ind (i.e., nursing versus non-nursing),
gender, and region of employment were observed to influence perceptions of

Only one . pr¢ i ind, was found to

influence pi ptions of prog based

The findings also demonstrated that managers were more satisfied than
dissatisfied with their jobs and were committed to their organizations. On the
other hand. managers were divided on whether or not employers had violated
implied psychological contracts, and were uncertain about whether they would
stay with their current organization. The correlates most likely to influence work-
related variables included managerial position. current position tenure, primary
area of responsibility, gender. and region of employment. However, there were a
few notable differences. Current position tenure and primary area of
responsibility failed to affect intent to stay, whereas years of work experience and
age only affected the intent variable. As well, the effects of education were
limited to organizational commitment and intent to stay. Finally, professional
background was only found to affect job satisfaction and organizational

commitment.
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Most of the restructuring initiative and work-related variables were

significantly and positively related to the total RIHCRS score and its subscales.

Greater beliefs in the achi 1t of the objectives of regionalization and
program management, higher levels of job sati ion, greater
it less likelil of contract violati and greater intent to stay were

associated with more positive perceptions of the importance of reforms, the

emotional climate, practice-related issues, quality of care, and safety measures.

One notable lion was the non-signil correlations between
the work-related variables and standards of care. As well, all of the restructuring

and work-related variables depicted significant. positive relationships with each

other.
Different combinations of impact of reform variables and covariates
as signi it i of psy contract violation, job
and organizati it Two impact vari (i.e..
emotiona! climate and safety as signif i of

psychological contract violation, accounting for 32.7% of the total variance.
Region of employment. position tenure, and gender contributed an additional

12.6% to the ined variance. i climate, i of reforms, and

one covariate (i.e., psychological contract violation) emerged as significant

of general job satit i ing for 50% of the total variance.

Region of and i g contributed an additional
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7.5% to the explained variance.
With regard to organizational commitment, one impact variable (i.e..

importance of reforms) and two covariates (i.e., job satisfaction and

contract violati i to explain 5.1% and 67.2%.,
ly, of the variance in i it. Position tenure
contributed an additional 1.8% to the re i ion on

The regression findings on intent to stay revealed that organizational
commitment was the best predictor variable. Two covariates (i.e., organizational
commitment and psychological contract violation) combined to explain 44% of

the variance in intent to stay.



CHAPTER 5§
Discussion
The Conceptual Model of Behavioral Intentions (CMBI) provides the
framework for this study. The discussion of the findings is organized according
to the major components of the model.

The CMBI prop that i R i ori

outcomes, and correlates (i.e., personal characteristics) exert a direct and
indirect effect on behavioral intentions. The aspects of determinants selected for

investigation in the current study are perceptions of the importance of reforms,

climate of the practice-related issues, quality of care, safety
and of care. F ical contract violati general job

1. and i i ise the intermediate

The istics consist of ial position, current

position tenure, primary area of responsibility (i.e.. clinical versus non-clinical),
years of work experience, professional background (i.e., nursing versus non-
nursing), education level, gender, age, and region of employment. Intent to stay

measures behavioral intentions.

Det inai
One of the research questions investigated in this study focused on acute

care managers' perceptions of the impact of heaith care reforms. In the current
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study, managers have positive attitudes toward the overall impact of reforms, as
indicated by the mean score for the total scale. Specifically, managers are most
positive about the importance of reforms, safety concerns, and practice-related
issues, respectively. The emotional climate of the work place is viewed most
negatively, followed by quality of care and standards of care. For the most part,
similar findings were reported by Way (1995) and Pyne (1998) on the most
positive and negative areas of reform impact. While the emotional climate is
rated most negatively by managers in the current study, Way and Pyne found
that the most negative ratings were given to quality of care by the staff nurses
comprising their samples.

In the current study. a key factor influencing negative ratings of the

emotional climate was the of working i with
coworkers and other heaith care providers due to job and
stress, as indicated by two-thirds of the gh the goal of
management layers and il ing idisciplinary teams is to

decision-making and create more positive practice environments, there is
empirical support for the negative impact of such changes on the work

environment. Three studies were that ined acute care 3

pt pti of the work i following ition from a functional design
to a patient-centered system (Ingersoll et al.. 1999; Redman & Jones, 1998;

Seago, 1999). Another study examined managers’ perceptions of change



system redesign and inis ive mergers across hospitals
(Woodward et al., 2000).

In the Ingersoll et al. (1999) study, managers felt that they had become
the target of staff anger and frustrations. As well, Ingersoll et al. and Redman
and Jones (1998) reported that managers felt isolated from their peers who were
also struggling with system changes. Furthermore, managers in the Seago
(1999) study perceived a decline in the collaborative culture following
implementation of a patient-focused care delivery system. Comparatively,

Woodward et al. (2000) observed a significant decline in designated and non-

supervisors' of and supervisor support in the

of reengi ing initiatives and the re mergers of hospitals.
There is also iri i which that job and
stress for i ing system changes (Ingersoll et al., 1999;

Redman & Jones. 1998; Woodward et al., 2000). In addition, Markham and
Lomas (1995) and Davis (1998/1999) noted that the formation of regional-based

boards and multi-hospital arrangements might have negative emotional

for (e.g., il anxiety, inty and stress, job

loss, lack of role clarity, etc.) and create managerial instability.

igh there is i on staff nurses’ perceptions of the
effects of health care reforms on quality of care and care standards, limited

attention has been given to managers’ perceptions. In the current study,
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managers rated the quality of care and standards of care as being low following
system changes. Similar findings were reported by Redman and Jones (1998),
who noted that managers in their study found they had less time available for
monitoring service quaiity. Markham and Lomas (1995) also noted that the initial

stages of regional-based muilti-hospital might create

that would have negative repercussions for the quality of care possible (e.g.,
decreased access to services, disruptions in referrals and clinical practices, etc.).
In the current study, most managers gave practice-related issues (i.e.,
teamwork to address and resolve problems, as well as inservice opportunities)
positive ratings. The one exception is the belief that system changes do not give
providers greater control over their practice. Contrasting findings were reported
by Woodward et al. (2000). These authors noted that teamwork evidenced a
significant decline for designated and non-designated supervisory groups,
whereas job influence and decision latitude received fairly consistent moderate
ratings over time. Similarly, Seago (1999) found that managers identified a

in the ive culture present in the workplace. The

effects of i g initiatives on are further

reinforced in studies by Acorn et al. (1997) and Ringerman (1990), who found
that autonomous decision-making increased for managers in institutions with

high levels of decentralization.
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iate O and i i

The current study i i levels of ical contract vi

general job sati i izati i and i i of staying

with current employers in a sample of acute care managers. Given the variations
in the regions with regard to the extent of restructuring (i.e., more extensive in St.

John's versus the Avalon and Central West regions), it was also deemed

ytoi i regional di in " attit and

The di ion of findings is organized according to

intermediate outcomes and intent to stay.

P ical Contract Vi

The average mean score for the total scale indicates that the sample is

divided on whether or not the ization violated

Tumley and Feldman (1998) reported similar findings for a sample of managers

and ive level Y working for izati that had been subjected
to variant degrees of restructuring.
In the current study, most managers reported that the organization had

fulfilled promised obligations made to them upon hiring, and only infrequently

violated such i However, in regions with extensive

ing were signi more likely to report unfulfilled

promises and more frequent violations than those working in regions with less
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organizational restructuring. These findings concur with those of Turnley and
Feldman (1998, 1999) who found that managers working in organizations with
maijor restructuring (i.e., layoffs, reorganizations, mergers, and acquisitions)
reported a higher frequency of, and more severe, contract violations.

The current study's findings also indicated that most managers felt the
amount of rewards received was similar to what was promised, but less than

C ively, Robil and R (1994) noted that 50% of

their sample of graduate management alumni reported a discrepancy between
what employers promised and what was realized (i.e., pay, benefits, and
bonuses).

Finally, current study findings indicated that managers in more
restructured organizations are more likely to report that financial and non-
financial rewards have been less than what was promised and expected than
their counterparts in less restructured organizations. In contrast, Turnley and
Feldman (1998) found that managers exposed to lesser or greater degrees of

organizational restructuring did not differ signi on

violations (i.e., promised and actual salaries, bonuses, or pay raises).

Job Satisfaction
In the current study, the average mean score for the job satisfaction scale

suggests that most managers are slightly satisfied with their jobs. In contrast,
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Acorn et al. (1997) reported that the acute care managers in their study had

levels of job sati i Similarly, to high levels of job
satisfaction for acute care managers, before and after the introduction of
reengineering processes, were reported by Luthans and Sommer (1999) and
Woodward et al. (2000).
In the current study, managers working in regions with extensive
restructuring were more likely to evidence lower levels of job satisfaction than
those in regions with less restructuring. Although the satisfaction levels were at

moderate to high levels in the Luthans and Sommer (1999) and Woodward et al.

(2000) studies, ively, " satis ion levels a significant
decline following reengineering efforts. Contrasting findings were reported by

Acorn et al. (1997) and Ringerman (1990), who observed that managers in very

systems evi ignit greater job sati ion than those

in more centralized systems.

Organizational Commitment
In the current study, the mean score for the organizational commitment

scale indi that most are slightly i Other researchers

(Acorn et al., 1997; Lee & Henderson, 1996; Luthans & Sommer, 1999) reported
slightly higher commitment levels for acute care managers.

With regard to differences based on the extent of restructuring present in
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the regions included in the current study, the findings indicate that managers in

with more i ing are significantly less committed than

those in itals with less i Ci ively, Luthans and Sommer

(1999) observed that the commitment levels of all managers significantly

declined following restructuring, with those in most affected

evidencing greater decreases.
In the current study, the managers in more decentralized systems

evidence lower commitment levels than their in less

systems. This finding contrasts with those reported by Acom et al. (1997) and

Ringerman (1990). In both studies, managers in very decentralized systems

evidenced signif greater izati i than those in more

centralized systems.

Behavioral Intentions
In the current study, the average mean score of the intent to stay scale
indicates that managers are slightly unsure about whether or not they will remain

with their izati From the Ii only one study of acute care

settings included managers in the sample. Cavanagh and Coffin (1992) reported
that managers had a high probability of staying with their current employers.
However, the contrasting findings between the two studies could be attributed to

the variant samples, and the fact that the Cavanagh and Coffin study occurred
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prior to major restructuring initiatives.
The current study’s findings also suggest that managers working in more

restructured environments are less inclined to stay than their counterparts who

peri less ing. No studies ining the impact of heaith care
restructuring on intentions to leave or stay were identified from the literature.
However, Turnley and Feldman (1998, 1999) reported that managers in the
business sector who worked in firms with more extensive corporate restructuring
were significantly more likely to intend to quit and engage in job search activities

than their counterparts in more stable firms.

Factors i iate O and ioral Intentions

The current study investigated the influence of determinants on
psychological contract violation, general job satisfaction, organizational

commitment, and intent to stay. Consideration is also given to the

among i i as well as their effect on intent

to stay. Finally, istics are i for their effect on

intermediate outcomes and intent to stay.

Determi [o] and

One of the research questions in this study examined the effects of

oni i and ioral intentions. The




is i ing to the relevant intermediate outcome and
intent to stay.
Psychological contract violations. The psychological contract violation
score i to strong i ips with the total RIHCR and most

subscale scores, with standards of care the only exception. The findings suggest
that lower levels of psychological contract violation are significantly associated
with more positive perceptions of the overall impact of reforms, the importance of
reforms, the emotional climate, practice-related issues, quality of care, and safety
measures.

There were no studies identified from the i on acute

care managers. However, Tumley and Feldman (1998, 1999) reported that

managers working in firms i ing felt that their had

violated i ing input into decisi king, training

and responsibility and power. This finding adds credence to the observed

between contract violati and practice-related issues (i.e.,

inservice ities, active i in di ions of

and possible resolutions, and control over practice) in the current study. As well,

Tumnley and Feldman found that had a high pi

for

employer violations of other job-related factors (i.e., job challenge and

and supervisor support, izati support, and

This finding rei the strong i i between the
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emotional climate (i.e., working relations and contract, and job satisfaction and

and contract i in the current study.
Job satisfaction. This study’s findings indicated that job satisfaction has

low to moderate relationships with the total RIHCR and most subscale scores.

The two d were safety and of care. The findings

suggest that higher levels of general job sati: ion are si

with more positive ratings of the overall impact of reforms, the importance of
reforms, the emotional climate of the workplace, practice-related issues, and
quality of care.

There is considerable support for the strong association between greater

and/or ipation in decisit king and higher levels of job
satisfaction in samples of acute care managers (Acomn et al., 1997; Brown et al.,
1999: Cavanagh & Coffin. 1992; Poulin, 1995; Ringerman, 1990; Woodward et
al.. 2000). These findings reinforce, in part, the positive association observed
between job satisfaction and practice-related issues in the current study.

Study findings with acute care managers also suggest that higher levels of

job sati ion are signif i with greater support (Brown
etal., 1999; Luthans & Sommer, 1999; Poulin, 1995; Woodward et al., 2000) and
greater supervisory support (Luthans & Sommer; Poulin; Woodward et al.).
These findings also provide partial support for the positive effects of the

emotional climate on the job satisfaction of managers in the current study.
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Organizational commitment. The current study’s findings revealed
to strong i izati i and the total

RIHCR and most subscale scores. The only exception was the non-significant

effect of of care on izati i The findings suggest

that managers with higher levels of izati it are si

more likely to give higher ratings to the overall positive impact of reforms, the
importance of reforms. the emotional climate of the workplace, practice-related
issues, quality of care, and safety measures.

There is some empirical support for the positive effects of select job-

related and work envi factors on the izati i of acute

care managers. Acom et al. (1997) and Ringerman (1990) reported that

with greater and/or participation in decisi king also
had higher organizational commitment levels. In addition, Lee and Henderson
(1996) and Luthans and Sommer (1999) reported that managers with greater
colleague support also had higher levels of organizational commitment. Finally,
Luthans and Sommer also noted that managers reporting higher levels of
supervisory support were also more committed to their organizations. These
findings also provide partial support for the observed positive effects of practice-
related issues and the emotional climate of the workplace on the organizational
commitment of managers in the current study.

Intent to stay. This study’s findings revealed moderate correlations
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between intent to stay and the total RIHCR score and most of its subscales. The

only ion was the igni effect of of care. The findings

suggest that with greater i i of ining with current

employers are significantly more likely to give higher ratings to the overall

positive impact of reforms, the it of reforms, the i climate of

the workplace, practice-related issues, quality of care, and safety measures. No
studies were identified from the literature that examined the effects of the same

job-related and work i factors on i i i as

investigated in the current study.

Interactive Effects
One of the research questions for this study examined the interactive
effects among It and their i on
to strong ions were among all
and i i and

behavioral intentions.

The findings suggest that lower levels of psychological contract violations
are strongly associated with greater general job satisfaction, higher levels of
organizational commitment, and a greater likelihood of staying with current
employers. Comparable findings on the strong association between lower levels

of contract violations and greater job satisfaction, as well as a greater intent to
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stay, were by i and (1994). Tumley and Feldman

(1998, 1999) also found that lower levels of contract violations were moderately
associated with greater loyalty toward the organization and a lesser intent to
leave.

The current study’s findings indicate that higher levels of job satisfaction

are strongly i with greater izati it and

associated with a greater intent to stay. Comparable findings on the strong,

positive relationship between the job sati ion and
of acute care managers were reported by Acorn et al. (1997), Luthans and
Sommer (1999), and Ringerman (1990). As well, study findings by Cavanagh

and Coffin (1992) and Robinson and Rousseau (1994) support the positive

greater job sati: ion and a greater intent to stay.
In addition, this study’s findings suggest that high levels of organizational
commitment are strongly associated with a greater intent to stay. No studies of

acute care were i that i this i ip. However,

Tumley and Feldman's (1998, 1999) reported that greater manager loyalty was

with less likeli of quitting or ing in job search

activities.

Ce O and

The current study also examined the effects of correiates or personal
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oni It and i i i The findings
indicate that most of the personal characteristics selected for investigation exert

variant effects on the il i and

In the current study, psychological contract violations were more
frequently reported by female managers and those with 3 to 4 years of
experience in their current positions, positioned further down the managerial
organizational hierarchy, working in the St. John's region, and/or primarily
responsible for clinical services. No significant effects were found for age,
education level, and years of total work experience. Although Turnley and
Feldman (1999) also failed to detect significant effects for age, they also did not
find that gender exerted a significant effect.

The current study's findings indicate that lower levels of general job
satisfaction are more frequently reported by female managers and those with 3 to
4 years of experience in their current positions, lower down the managerial
organizational hierarchy, working in the St. John's region, with a professional
background in nursing, and/or primarily responsible for clinical services. No
significant effects for age, education level, and years of experience on job
satisfaction were evident. Conflicting findings have been reported in the
literature on the effects of these factors on acute care managers’ job satisfaction.
Similar to the current study, Ringerman (1990) reported a significant effect for

gender and position tenure (i.e., greater for males and those with longer tenure),
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whereas age and education were not found to affect satisfaction levels. Acom et
al. (1997) failed to find significant effects for age. gender, or education, whereas
Cavanagh and Coffin (1992) found that less educated employees were more
satisfied. Luthans and Sommer (1999) found that longer-tenured and older
managers were more satisfied with their jobs. As well, Poulin (1995) found that
administrators were significantly more satisfied with their jobs than supervisors.

Current study findings also indicate that female managers and those with

3 to 4 years in current iti a level of ion, further down

the i izati i y, working in the St. John's region, with a

professional background in nursing, and/or primarily responsibility for clinical

services are less itted to their izati No signif effects were

evident for years of work experience and age. A couple of studies that examined
the effects of ization on nurse failed to find support for the

effects of age. gender. or education on commitment levels (Acom et al., 1997;

Ringerman, 1990). However, Luthans and Sommer (1999) found that older

were more i In support of the current study’s findings,
Ringerman (1990) found that current position tenure had a positive effect on
commitment levels. While senior managers were more committed than
divisional/patient care managers in the current study, Lee and Henderson (1996)
found that organizational commitment did not vary by managerial level.

In the current study, male managers and those who are older, have
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diplomal/certificate education, work in the St. John's region, and/or have more
years of work experience reported greater intentions of staying with current
employers. No significant effects were evident for primary area of responsibility,

current position tenure, or position. C it , C and

Coffin (1992) found that employees with less education were more inclined to

stay with current employers.
Predictors of Int O and
Another research ion in this study i i the best i of

intermediate outcomes and behavioral intentions. The reader is reminded that
the predictor findings only relate to managers responsible for clinical services.

The di is i ing to each il i and

behavioral intentions.

Contract i

It was conjectured that determinants (i.e.. job-related and work
environment factors) most affected by restructuring of the health care system
would alter employee/employer relations. As well, managers working in

organizations which have more i ing would be

expected to have higher levels of psychological contract violations than their

counterparts in more stable systems. The current study’s findings confirm that
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perceptions of the impact of heaith care reforms play an important role in
determining the level of contract violations among managers.

The emotional climate and safety issues emerge as significant predictors

of levels of contract violations (i.e.. 32.7% of the explained variance). The

climate of the is the most signif to the
regression equation. This implies that ' of ing's
negative impact on their jobs and the work envi (i.e., working

morale, job satisfaction and challenge, environmental supports, and level of

frustration with quality of care possible) affects the status of psychological

of safety in the workplace (i.e., performance,

of and i of di: ing) is the only other
job factor ing as an i i of contract violati No
studies were i ified that i the ictive it of i on
contract violations.

As well, three correlates in the current study (i.e., region of employment or
extent of restructuring, position tenure, and gender) are important predictors of
contract violations. This implies that managers from regions with more extensive
restructuring, managers with !ess current position tenure, and male managers
are less likely to feel that their contracts have been violated by employers. Using
ANCOVA and extent of restructuring as the covariate, Turnley and Feldman

(1998, 1999) also found that organizational and supervisor support, and job
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and i 1t were i job factors that managers believed had

been violated by employers of firms with more extensive restructuring.

neral isfactiol
It was further conjectured that determinants (i.e., job-related and work
environment factors) exert a direct effect on job satisfaction, as well as an

indirect effect through ical contract violati The causal

in the CMBI presents psychological contract violatit as a signit int ing
variable between determinants and job satisfaction. The findings confirm that
contract violation is the most important factor influencing job satisfaction, and this

factor also i the predictive effect of

Study findings provide partial support for the effects of determinants on

health care gers’ sati levels. The i climate of the

workplace and the importance of reforms (i.e., understood reform importance and

its positive impact p ial, i the facing their

and empowered to be active icil ine to explain a si

percentage (i.e., 10.9% ) of the variance in general job satisfaction. As with
psychological contract violations, the positive effects of the emotional climate
continue to dominate the regression equation. Aithough there is strong support
for the effects of job-related and work environment factors on job satisfaction

(e.g.. Blegen, 1993; Irvine & Evans, 1995), there is limited empirical support on
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their ictive signif for mar Similar to the current

study's findings, Brown et al. (1999) reported that support mechanisms (i.e.,

support) was a signi of supervisors' job satisfaction.
Woodward et al. (2000) aiso found that i i was a s
predi of greater job sati: ion for supervisors.
F ical contract violati the effects of the emotional

climate and the importance of reforms on job satisfaction. Lower levels of
contract violations and more positive perceptions of the emotional climate and
the importance of reforms combine to explain 50% of the explained variance in
managers' job satisfaction. From the literature, there was oniy one study

that ined the implications of contract violations for

levels. Robinson and Rousseau (1994) reported that lower levels of

contract violati icted a strong i with greater job
and organizational satisfaction.

As predicted. most of the correlates in this study are observed to exert a
minimal impact on satisfaction levels. Only region of empioyment and
professional background emerge as important predictors of job satisfaction for
managers. This supports the premise that managers working in regions with
more extensive restructuring and those with a professional background in nursing
have lower levels of job satisfaction. Although no comparable studies were

found in the literature, other researchers have reported either a significant
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decline (Luthans & Sommer, 1999; Woodward et al., 2000) or no change (Seago,

1999) in ’ level of job

No studies were i i that the sati ion levels of managers

based on professional background.

Organizational Commitment
It was conjectured that determinants (i.e., job-related and work
environment factors) exert a direct effect on organizational commitment, as well

as an indirect effect through job sati i The causal ing in the CMBI

presents job satisfaction as a significant intervening variable between

determinants (i.e., job-related and work il factors), psy

contract violati and organizati i The findings confirm that job

satisfaction is the most important factor influencing organizational commitment,

and also I the ictive effects of i and contract vi
However. contrary to expectations, contract violations had less of an effect on
commitment than determinants.

Study findings provide partial support for the effects of determinants on

al i Initially, the emotional climate of the
workplace and the importance of reforms (i.e., understood reform importance and

its positive impact i i the facing their

and empowered to be active ici bine to explain a si
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percentage (i.e., 40.4%) of the variance in organizational commitment. As

predi . when i contract violatit is entered into the regression
equation, it moderates the effects of the emotional climate and the importance of
reforms.

When job satisfaction is added to the model, it emerges as the best
predictor and mediates the effect of importance of reforms and contract

and i i climate. The total explained variance by the

determinates is now reduced to 5.1%. As the major predictors in the regression
model, higher levels of job satisfaction, more positive perceptions of the
importance of reforms, and lower levels of psychological contract violations,

combine to explain 72.3% of the explained variance in managers’ level of

Only one less time in current position,
entered the regression equation.

Studies ining the i of ing and job sati ion on

managers' levels of commitment have reported similar and contrasting findings to
the current study. While Acorn et al. (1997) found that job satisfaction was the

most i of i i (1990) reported that

autonomous work was the most important determinant followed by job

satisfaction. Furthermore. similar to the current study, Ringerman failed to find a

effect for lization. In contrast, Acorn et al. found that

decentralization had a direct effect on organizational commitment and an indirect



effect through job satisfaction.

There were no prior studies i i that i the ictive effects

of importance of reforms or current position tenure on managers’ levels of
commitment. However, Turnley and Feldman (1998, 1999) found that

psychological contract violation was a signif i of

commitment.

Intent to Stay
It was conjectured that determinants (i.e.. job-related and work

environment factors) exert a direct effect on intent to stay, as well as an indirect

effect through i it The causal ing in the CMBI

presents intent to stay as an outcome variable between determinants and

or The findings confirm that organizational
is the most imp factor i ing intent to stay, and
or ides the ictive effects of other variables.

The study’s findings provide partial support for the effects of determinants
on acute care managers' intentions to stay. Initially, the emotional climate of the
workplace (i.e., working relations, morale, job satisfaction and challenge,
environmental supports, and level of frustration with quality of care possible)

as the most si of the i i C

with the projectit of the CMBI. psy ical contract violati override the
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effects of the emotional climate, and i or ides the
effects of p: ical contract violations and job

Contrary to model projecti job satit ion does not the effects of
contract violati As the i predi in the ion model, lower

levels of organizational commitment and higher levels of contract violations
combine to explain 44% of the explained variance in acute care managers’ intent
to stay.

From the literature, only one study was identified examining the intent to
stay of hospital employees. Cavanagh and Coffin (1992) found job satisfaction to

be a significant predictor of intent to stay. However, these authors did not

the effects of i levels on intent. As well, Turnley and
Feldman (1999) and Robinson and Rousseau (1994) found that psychological
contract violation was an important predictor of intent to quit. However, these

authors did not examine the interactive effects of contract violation, job

and izati it on intent to quit.

of Findings for the CMBI

Data from the current study provide moderate support for the major
premises of the CMBI. Study results indicate that managers’ behavioral

intentions are the result of a complex i ion among

and job/work vari as well as attitudi i (e.
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contract violation, general job sati: ion, and izatic if The
findings also highlight the ir of izati it as the most
important i of i i as by several authors (Mobley,

Griffeth, Hand, & Meglino,1979; Mueller and Price, 1990; Parasuraman, 1989;
Price and Mueller, 1981, 1986).

It was conjectured that perceptions of the job and work environment (i.e.,
importance of health care reform, quality of care concems, safety issues,
practice-related issues, emotional climate, and standards of care) would have a
stronger effect on work-related attitudes than intent to stay. Study findings

support this assumption. Contrary to model assumptions, most job/work

do not affect attitudi i oril i The i climate

of the isa i ictor of all attitudes, as well as intentions.

While two other factors were found to affect attitudes - importance of reforms

(i.e.. job sati ion and izati it and safety (ie..
contract violati none affect i i The low y power of the
determinants selected for i igati further

It was aiso conjt that attitude vari would exerta and

interactive effect on each other. as well as intentions. The findings support this
assumption. Each successive attitude (i.e., contract violation, job satisfaction,
and organizational commitment) exerts a greater effect on the one that

immediately follows it, while buffering the effect of the one preceding it.
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Study findings provide minimal support for the CMBI assumption that

are signi i of atti and i

Region of employment (i.e., extent of restructuring) has a direct effect on contract
violation and job satisfaction. As well, position tenure has a direct effect on

contract violations and i F

g exerts a direct
effect on job satisfaction. Finally, gender is found to directly affect contract

violation. The minimal effect of personal characteristics on attitudes and

the ions of Price and Mueller (1981, 1986), Mueller and

Price (1990). and Tumiey and Feldman (1998, 1999).

Summary
The primary purpose of this study was to investigate managers'
perceptions of the impact of health care reforms and work-related variables
following restructuring of acute care services under three regional boards. A

second purpose was to identify the best i of i i and

behavioral intentions. The study findings provide partial support for CMBI, which

the for the study. As predicted. the determinants
(i.e.. perceptions of reform impact) were found to exert the greatest influence on
contract violations, with diminishing effects on each successive attitude. Study
findings also provide partial support for the influence of covariates on each other

(i.e.. psy icai contract violations on job sati ion and
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and job sati ion on it and i i il (ie..

contract i and izati i on intent to

stay). Personal characteristics or correlates were found to exert a minimal effect

on most intermediate outcomes.
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CHAPTER 6

Limitations and Implications

This chapter discusses the limitations of the study, and presents

for inistrati ion, and

imitati
The non-probability sample used in this study limits the generalizability of
the findings. and caution should be used when interpreting these findings to other
acute care managers. Additionally, these findings are first measures of a cross-

sectional portion of a longitudinal study. Thus, the findings may not provide the

most ion of change. As well, the use of self-
report scales and the uncontrolled environment in which the EAS was completed

may have reduced the reliability of the data. More reliable data may have been

if the EAS was under

Several other limitations of this study warrant consideration. First, this
was the first time perceptions of the impact of heaith care reforms were used in a
regression model. Therefore. gleaning information from the literature about
which determinants were more or less important, was not possible. Second,
while the internal consistency of the General Job Satisfaction scale was high, it

may have been more meaningful to measure more specific aspects of job

satisfaction that were noted in the it and by the
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McC! i ion scale (e.g.. pay, i ion, etc.).

Third, while most of the personal characteristics had minimal effects on

and ioral intenti ion of other key

factors (ie.. izati tenure. recent tumover experience, and
promotion within the last two years) could have provided more useful data for

regression analysis.

Implications

The current study's findings have ir implicati for

education, and research. Many of the downsizing and reengineering initiatives in

the i targeted

p (i.e.. 40% to 50% reductions were

reported by the CEOs of the three study sites). This pervasive reduction in

resulted in signif i in roles and

(eg.. i and the delivery of services through a

multidisciplinary team structure across sites, etc.). Such changes in workplace

and job i aiso had i for the leamning needs of
all managers in both the short- and long-term. Finally, there are a limited number

of projects with that are capable of providing
decision-makers with useful data on the impact of system changes.
The managers surveyed in the current study represented all levels of the

organizational hierarchy and had diverse professional backgrounds. Slightly less
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than one-half of the managers responding to the survey were responsible for
clinical services, with 58.7% of those having nursing backgrounds. Although the
implications of study findings are centered on acute care nurse managers, for the

most part, several have equal applicability for all health care managers. The

for i i ducation, and are

in the relevant sections.

for health care inistration will be di in terms of the

perceived impact of health care reforms. and the observed relationships among

impact, work-related attitudes, and behavioral

intentions. The il ion was i to working at

study sites which had differing levels of system restructuring, but similar

pre i i in it Given the good response rate
from all sites and the commonalities among regions outside of St. John's in terms
of the extent of the ion is p

of the target population locally (i.e., acute care managers).

Regardless of the extent of restructuring, the emotional climate of the
workplace was perceived as the most negative area of reform impact by
managers in all regions who were responsible for clinical services and had

diverse professional backgrounds. The study’s findings also indicated that those
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managers were more likely to experience less job satisfaction and to be less

to their izati The [i i i ifies the

of i and positive working relationships with
supervisors and colleagues as being critical to successful organizational change.

It is therefore important that health care organizations adopt a proactive

which i and maintai i i and positive

working i ing the i of the “experts” (i.e.. managers who

have experienced system changes and have achieved a high level of success) to

share lessons learned would be a feasible p

policies and practices should also reflect other important strategies directed

towards facilitating change and building positive work environments (e.g..

g for new that include role models for learning
skills; i are part of the decision-making processes
and actively involved in the of new job ipti ping and
a sound ication plan to ensure that accurate and timely
is to all staff; i i ies that promote a
greater sense of and i etc.). The

should be an agenda item for all of the meetings of the health care boards. Itis

that the i is given high priority, at all levels of
administration, in order to facilitate improvements.

Another area of particular concern was the low ratings given to quality of
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care by a signif number of for clinical services.

Consideration should be given to the of nurse in

greater emphasis should be placed on evaluating their span of control. The

should be to i i so that tasks and duties requiring
minimal 1t ji are elimii or reduced. This approach,
coupled with B ial skills (e.g., ing and

managing outcomes, problem-solving, stress and time management, computer
skills, etc.) through workshops and inservice, would provide managers with more
time to monitor the quality and standards of client care.

The findings also indicated that each intervening attitude directly

influences subsequent attitudinal states (i.e.. contract violation to job satisfaction

to organizational commitment). It is i that special ion be

given to ing nurse ! of violations of

contracts, especially during times of izati change. gl in
and ions of obligatit and ions can be
through the i ion of regular per reviews, i

managers in the decision-making process, and by honest, timely, and frequent

the rati for change.

Education

The massive changes occurring in the health care system reinforce, more



than ever, the i of maintaining and ing the Y
competencies required for managers to assume the role of effective leaders and

change agents. Without the y ion, nurse will have

difficuity adapting to. as well as coping with, turbulent work environments. The

roles, ities, and ies required
of nurse managers reinforce the need for advanced educational preparation.
Educators in graduate nursing programs need to develop curriculum content in

nursing administration, which includes change theory, financial management,

team-building human mar il quality

. and stress management.

The i clearly i i that require

(ie. ion to help them make new-role transitions and

to facilitate change prior to organizational restructuring, as well as support during

the actual change The and i ion of
for nurse that target new competencies (e.g.,
budget and change ies, etc.) would be one
y support. inis or i of acute care
should with relevant discipli in uni ity settings (e.g..

Business Administration, Health Care Administration facilities, etc.) to develop

continuing education aimed at i ing the new core

competencies required by nurse managers. This strategy would require



167
continuous monitoring, and a high degree of flexibility to address individual
needs. The new capabilities learned from professional development

PP ities need to be reil and by the and

communication of organizational policies, and through the supportive actions of

senior management.

The Ii indic that nurse who possess the necessary

and ies for izati change (e.g.,

supportive management style, stress management, patient care delivery models,

and ing and i etc.) will shape the way nursing care is
delivered. Extra attention must be given to ing younger, less
managers, ially working in il subject to more extensive

restructuring. One important strategy would be the development and

of orientation for new that include role

models for learning important skills. Such an approach, coupled with continuing
education opportunities for enhancing the new core competencies required by
nurse managers, would facilitate confidence and promote greater organizational

commitment.

Research
The study’s findings highlight several avenues for future research. The

observed variability in how managers at different organizational levels perceived
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the impact of reforms, work-related attitudes, and i i i (i.e., more
positive i from Ig¢ iti further up the organizational

y) suggest that arenota group. It would
P ly be insi to conduct itative inquiries with gers at various

levels to identify possible factors responsible for these differences.

There is very limited on in general, and

in particular, acute care managers. Further research with this group is required,

parti fy ofa itudinal nature, to i in work-related attitudes
prospectively which would allow for more powerful testing of causal hypotheses.
The current study’s findings indicated that managers’ work-related attitudes and
behavioral intentions were negatively influenced by the impact of health care
reforms. However, it still remains unclear which job-related and work

environment factors are most ible for i levels of

psychological contract violations, and the low levels of job satisfaction,
organization commitment, and intent to stay. Additional studies of the
experimental type are needed to identify intervention strategies that are capable

of i . — il — ; whdi

of remaining with current employers.
Furthermore, it would be meaningful to examine the interactive effects

among reform impact vari: , intervening atti i i i and

other important outcomes (e.g., tumover, productivity, health status, etc.). Some
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studies have that system ch: may have

for (e.g.. i stress, anxiety, etc.). Additional
research studies should be conducted to investigate both the mental and
physical health outcomes of acute care managers during and following

restructuring initiatives. This type of data is critical to the development and

of ive health i ies (e.g., stress
programs, etc.).
In ion, a better ing of the factors infl
work-related attif and i i d i when the heaith care
area is ing change, is if izations are to retain

who are satisfied and committed. Although intent to leave is an important

variable, future should be toi i turnover as an
is y to address the i ion -
What impact do managers’ work-related atti and i i i have

on front-line staff and patient outcomes?

Summary
The resuits of this study indicate that managers are more positive than
negative regarding the impact of heaith care reforms. Specifically, managers are

most positive about the importance of reforms, safety concerns, and practice-

related issues, i i id I ing of the health care
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system. Managers are also slightly satisfied with their jobs and slightly
committed to their organizations, divided on whether or not organizations have

violated psychological contracts, and unsure if they will remain with their current

ployers. Factors i i ' work-related attitudes and behavioral
intentions are multiple and complex, with the extent of restructuring playing an
important role. Although the study findings are not generalizable, they do provide
comparison data for future research and can be used to guide administration

directi ducation, and
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HealthCare -

Corporation of St. John's
10 March 1999

Dr. Painck Parfrey
Patent Research Unit
c/o  Health Sciences Centre site

Dear Dr. Parfrey:

This letter endorses your application to the Canadian Health Services
Research Foundation for support for your research project entitled “The Impact of
Restructuring in Acute Care Hospitals in Newfoundland and Labrador ™.

As a regional health institutions board created in April 1995, we have
merged eight organizations, introduced a program-based organizational structure and
begun the process of closing sevenx facilities including an adult acute care hospital by
Spnng "000 Th: merger was insti by G 1o improve i and our

the other in order to change the infrastructure to
enable improved quality of care. All three major changes, coming in a short period of
ume, have had an impact on each physician and staff member in our organization.

Regreably, neither time nor circumstances had allowed appropriate
research prior to the implementation. The research initiatives since April 1995 have not
been linked to give us enough information to svaluate the effectiveness of the three
changes, nor have we been able to create an appropriate baseline of data to enable us to
monitor the effectiveness of the changes on an ongoing basis. We are aware that there
are no comprehensive evaluations from other provinces 1o assist us in our efforts. We are
also aware that some provincial governments, for a number of reasons, are considering
making further changes to the regional structures again without the appropriate research
having been developed.

Your research proposal is therefore both significant and timely. It brings
together the research studies to date and builds on them to help us acquire the information
we need in order to continue to develop our governance, management and program
delivery structures. Without such evidence, we will continue to make major changes
either intuitively or based on the most powerful voice at the moment. Neither of the two
latter approaches is justified when the changes are affecting both quality of patient care
and quality of worklife for staff and physicians.

Office
WWWMSLM!LMM ALE 4]8 Tel (709)738-1300 Fax (709)738-1302 or 758-1303
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We strongly endorse your research swudy by providing the data you
require. by providing some financial and human resources to support the work, and by
agreeing to share the outcomes of the study. Most importantly, we are commined to
endorsing your research by using the results to strengthen our response to the health care
needs of the people of our region and province.

We wish you well in vour efforts to acquire the needed funding to support
the research project.

Yours sincerely,

Elizabeth M. Davis, RSM
Chief Executive Officer

EMDhlp



Office of the Chief Executive Officer
Avalon Health Care Institutions Board

—_——
56 Highrosd South. Carbonaer, N Canada ATY TAA Tek (JOBIMES111 Fax: (JONISASSTS8 Emak: sdmard® shcitnd e

29 November 1999 182

Dr. Patrick Parfrey
Patient Research Centre
Health Sciences Centre
Memorial University

St. John's, NF

A1B 3v6

Dear Dr. Parfrey:

The Avalon Health Care Institutions Board is happy to collaborate with you on
the project “The Impact of Restructuring in Acute Care Hospitals in
Newfoundland”. We will provide information on:

1) Changes in care delivery that have occurred at Carbonear
General Hospital since 1995

2) Costs since 1995
3) Human Resource Indicators since 1995
4) Utilization since 1995

5)  We have aiready provided data on Efficience in 1995 and 1599

We will facilitate your proj iring chart audit, of patient
ion, and ing p ions of Board
Sincerely,
George BUTT
Chief Executive
O (6. TMme\Partrey S).

cc.  Mr. D. Button
Mr. G. Legge

AHCIB Trustees
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CENTRAL WEST HEALTH BOARD ™

Umion Street « Grand Falls-Windsor, Newfoundiand, A2A 2E* - Tel: 709-292-2500 - Fax: 709-292-224¢

December 1. 1999

— (,&f&%

Pauent Research Centre
Health Sciences Centre
St John’s. NF AIB 3V6

Dear Dr Parfrey

The Central West Health Corporation is happy to collaborate with you on the
project “The Impact of Restructuring in Acute Care Hospuials in Newfoundland”
We will provide informaton on:

L] changes in health care delivery that have occurred in Central
Newfoundland Regional Health Center since 1995

costs since 1995

human resource indicators since 1995

utilization since 1995

we have already provided dara on efficiency in 1995 and 1999

We will facilitate your projects requiring chart audit, measurement of patient
and perceptions of Board members.

Yours sincerely,

Don Keds,
Don Keats
Regional CEQ

DK/Ib
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University of Newfoundland

Human

sgation Committee 185
Research ang Graduate Studies

1999 07 20

Reference #99.73

Dr. P. Parfrey

Cl/o Ms. D. Gregory
Patient Research Centre
Dear Dr. Parfrey:

At a meeting held on July 15, 1999, the Human Investigation Committee reviewed your
application entitled “The Impact of Restructuring on Acute Care Hospitals in
Newfoundland and Labrador” and granted approval of the application as submitted.
T wish you success with your study.
Sincerely, - /
s ! g
i o S
Py B
HB. Younghusband, PhD
- Chairman
Human Investigation Committee
HBY\jgic

€ Dr. KM.W. Keough, Vice-President (Research)
Dr. R. Williams, Vice-President, Medical Affairs, HCC

Se. John's. NF. Canada A1B 3V6 » Tel. (709) 737-6974 » Fax: (7091 737-5033



oa .
= Memorial

University of Newfoundland

Oftice ot Research and Graduate Studies Medicine 186
Faculey of Mediaine
The Health Suences Centre

July 27, 1999
TO Dr Parrick Parfrey
FROM: Dr Vema M. Skanes, Assistant Dean

Research & Graduate Studies (Medicine)

SUBJECT: Application to the Human Committee - #99.73

The Human Investigation Committee of the Faculty of Medicine has reviewed your
proposal for the study entitled “The Impact of Restructuring on Acute Care Hospitals
in Newfoundland & Labrador™

Full approval has been granted for one year, from point of view of ethics as d:ﬁned in the
terms of refuence of this Faculty Committee. For a hospnul-hased study, it is you
k n al from the Health orporation ofSl

Notwithstanding the approval of the HIC, the primary responsibility for the ethical
conduct of the investigation remains with you.

ped . &
T A Treee.
Verna M. Skanes, PhD
Assistant Dean

cc: Dr. KM.W. Keough, Vice-President (Research)
Dr. R. Williams, Vice-President, Medical Services, HCC

SUPPORT

St John's. NF. Canada A1B 3V6 » Tel: (709 737-6762 = Fax. 1709 737-5033 * email: rgs@ MOrgan.ucs. mun.ca g
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August 30. 1999

Dr. P. Parfrey
/o General Hospual Site

Dear Dr. Parfrey:

Your research proposal HIC 99.73 - The impact of Restructuring on Acute Care Hospitals in
Newfoundland And Labrador has been considered by the Research Proposals Approval Committee
(RPAC) of the Health Care Corporation of St. John's at its meeting on August 5. 1999.

The commintee has approved your proposal to be conducted at the General, Grace,
Janeway and St. Clare's sites within the Health Care Corporation of St. John's. This approval is
contingent on the appropriate funding being provided and continued throughout the project and
on the provision of regular progress reports at least annually to the RPAC Committee.

Yours sincerely.

c Patient Research Centre

General Hospital
300 Prince Phibip Dmve. St John's. Newtoundland, Canada A1B 3V6 Tel. -709 “37-6300 Fax (7091737-6400

i : . cn eIt e . . a

. a . . N A vt B U .
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Your Input is Valuable! I

You have been selected to receive a questionnaire on heaith care reforms
in general. Since the mid-1990s, a number of significant changes have
occurred within the heaith care system as a result of downsizing and
restructunng initiati We are in your personal
experiences with and opinions of your expenences as a member of the
management team during this time. It is important that you answer all the
questions yourself and that the questionnaire is not shared with your
colleagues.

The Clinical Epidemiology Unit/Patient Research Centre, located in the
Health Sciences Centre, is looking for feedback on health care reforms. In
association with other stakeholders (i.e., professional associations, unions,
Department of Health and Community Services, federal research bodies,
Avalon Health Care Institutions Board, Health Care Corporation of St.
John's, Central West Health Board), you have been selected to receive a
questionnaire on health care reforms.

Al identifying information has been retained by your organization to ensure
confidentiality of responses.

We hope that you will take this opportunity to express your views. Your
input is needed. If we get the desired response rate, the information will
be presented to all interested parties.

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 July 14, 2000.

Enclosure
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MEMORANDUM

TO: Managers

Clinical Epidemi Unit/Patient Centre

April 13,2000

Questionnaire, Perceptions of Health Care Reforms

In April. the Clinical Epidemiology Unit/Patient Research Centre sent you a
questionnaire on your perceptions of health care and health care reforms.

This is a request that you complete the questionnaire and return it to us as your input
would be greatly appreciated. Thank you. if you have already sent your response. Please
call 737-6209/5035 if you need another questionnaire and we will send it to you
immediately.

Thank you in advance for vour response.

Your input by May 3. 2000 would be appreciated.
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MEMORANDUM

TO: Managers

FROM: Clinical Epidemiology Unit/Patient Centre
DATE: June 8, 2000

SUBJECT: Questionnaire, Perceptions of Health Care Reforms

In May. the Clinical Epidemiology Unit/Patient Research Centre sent you a questionnaire
on your perceptions of health care and health care reforms.

This is a request that you complete the questionnaire and return it to us as your input
would be greatly appreciated. Thank you. if you have already sent your response. Please
call 737-6209/5035 if you need another questionnaire and we will send it to you
immediately.

Thank vou in advance for your response.

Your input by June 29. 2000 would be appreciated.



193

MEMORANDUM

TO: Managers

FROM: Clinical Epidemiology Unit/Patient Centre
DATE: July 7,2000

SUBJECT: Questionnaire, Perceptions of Health Care Reforms

In June. the Clinical Epidemiology UnivPatient Research Centre sent you a questionnaire
on your perceptions of health care and health care reforms.

This is a request that you complete the questionnaire and return it to us as your input
would be greatly appreciated. Thank you. if you have already sent vour response. Please
call 737-6209/5035 if you need another questionnaire and we will send it to you
immediately.

Thank vou in advance for your response.

Your input by July 21. 2000 would be appreciated.
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Part I: General Information

The information that you provide in this section will be helpful in determining how
representative the sample is in terms of the health care management. Please
ONLY CIRCLE ONE RESPONSE for Questions 1 thru 5.

PLEASE DO NOT
WRITE IN THIS
SECTION.

CODE
1. Management Position:
Please specify

2. Professional Background: (Circle one only)

(1) Nursing

(2) Business Administration
(3) Medicine

(4) Education

(3) Social Work

(6) Other (please specify)

3. Primary area of responsibility:

(1) Clinical Services

(2) Human Resources

(3) Staff Development. Planning. Education

(4) Facility g (Eg.. engineeri i etc.)

(5) Other (please specify)

4. Total Number of Years Experience in Health Care:

(1) Less than I year(4) 5109 years
(2) 1102 years (3) 10 to 19 years
(3) 3104 years (6) 20 vears or greater

5. Total number of Years in Current Position:
(1) Less than | year (4) 5109 vears

(2) 1102 years (5) 1010 19 years
(3) 3104 vears (6) 20 vears or greater




6. Educational Background: (Circle one only, i.e, highest level)

(1) Diploma/Certificate
(2) Baccalaureate

(3) Masters

(4) Doctorate

(3) Other (please specify)

. Region:

(1) HCCSJ

(2) Avalon

(3) Peninsulas

(4) Central EastWest
(5) Western

(6) Labrador

(7) Northern

. Gender:

(1) Male
(2) Female

. Age in vears:

Number of personnel under direct supervision:
Please specify

196
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Part II: Organizational Commitment
In this section of the questionnaire we are interested in how you would rate your

commitment to your present organization. [t is important that you respond to all items.
Please circle the number that best describes vour present position. Use the following

ly

scale 10 rate your degree of ag with each
1 o 3 4 5 6 7
Strongly Moderately ~ Slightly Neither Slightly Moderately ~ Strongly
Disagree Disagree Disagree Disagree or Agree Agree Agree
Agree
Strongly Strongly
Disagree Agree
1. Tam willing to put in a great deal of 1 & 3 4 5 6 7
effort beyond that normally expected in
order to help this organization be
successful.
12, Ttalk up this organization to my friends 1 2 3 4 5 6 7
as a great organization to work for.
13. I'would accept almost any type of job 3 2 3 + 5 6 7
assignment in order to keep working for
this organization.
14 [find that my values and the 1 2 3 4 5 6 ¥
organization’s values are very similar.
15. Tam proud to tell others that [ am part of 1 s 3 4 5 6 7
this organization.
16. This organization really inspires the very 1 23 3 5 6 7
best in me in the way of job performance.
17. Iam exwemely glad that [ chose this 1 2 3 4 5 6 7
organization to work for over others [
was considering at the time [ joined.
18. I really care about the fate of this 1 Z 3 4 -5 6 7
organization.
19. For me this is the best of all possible 1 2 3 4 5 6 7

organizations for which to work.
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Part III: Psychological Contract Violation/Intentions
Use the following scales to rate how vou 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. how well has vour ization fulfilled the i that were
made to vou when you were hired?

1 2 3 4 5

Very Poorly Poorly Neutral Fulfilled Very Well

Fulfilled Fulfilied Fulfilled

21.  Overall. then. how often has vour employer failed 1o meet the commitments that
were made to you when you were hired?

1 2 3 4 5
Very Infrequently Neutral Frequently  Very
Infrequently Frequently

22, Considering all of your job factors together. how does the amount of rewards that
vou actually receive from vour organization compare to the amount of rewards
that vour organization promised you?

1 2 3 4 5
Much Less Less Than About the More Than Much More
Promised Promised

23, Overall. how does the amount of rewards (both financial and non-financial) you
receive from vour organization compare to the amount that you think it should
provide? The amount my organization supplies is:

1 3 3 4 5

Much Less Less Than It About AsMuch  More Than ~ Much More

Than It Should Should As It Should It Should Than [t Should

24, Considering the impact of izi ing on the health care system. how
likely is it that you will stay with your current employer?

1 2 3 4 5

Very Unlikely Unsure Likely Very

Unl.ikely Likely
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a5, I would consider leaving my present position if another employment opportunity
presented itself?

1 2 3 4 5

Very Unlikely Unsure Likely Very

Unlikely Likely

26.  How often have you put any serious effort into searching for a new job (e.g.
checking newspapers or ads. making calls. sending resumes. etc.)?

1 2 3 4 5
Very Infrequently Neutral Frequently ~ Very
Infrequently Frequently

Part [V: Satisfaction

In this section of the questionnaire we are interested in vour overall satisfaction with your
job as well as select areas related to i ing within your izati
Again it is important that vou respond o all items. Please circle the number that best
describes vour present position.

Use the following scale to rate vour degree of agreemenvdisagreement with each
statement:

1 X 3 4 5 6 7
Strongly Moderately  Slightly Neutral Slightly Moderately  Strongly

Disagree  Disagree Disagree Agree Agree
Strongly Strongly

General Satisfaction Disagree Agree

27. Generally speaking. [ am very i 2 3 1 5 6 7
satisfied with this job.

28. lam generally satisfied with the 1 2 3 4 5 6 7
kind of work I do in this job.

29, Most people in this job are very 1 S 4 5 6 7

satisfied with the job.



Part V: Health Care Reform

In this section of the 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 safery concerns. workplace conditions. and
professional issues. It is important that you respond to all items. Please circle the
number that best describes your present position.

You will notice that the numbering is not sequential. Certain items have been
removed and placed in a section to be by
for clinical services.

Use the following scale to rate your degree of agreemenv/disagreement with each
statement:

I 2 3 4 5 6
Strongly Moderately Slightly Slightly Moderately Strongly
Disagree Disagree Disagree Agree Agree Agree

Strongly Strongly
Disagree Agree
3501 the imp of izing 1 203 4 56
and restructuring the health care system
in this province.
36. Health care reforms have not placed 1 o] 3 4 5 6
sufficient emphasis on maintaining
quality care standards.
37. Patients'clients have reasonable access to 1 2 3 4 5 6
health care services despite downsizing
and managerial restructuring efforts.
38. The movement towards community based 1 2 3 4 5 6
care is a positive step in helping facilitate
greater patient/client accountability and
responsibility.
39. Changes in the health care system have 1 2 B 4 5 6
given health care providers the opportunity
to gain greater control over their practice.
40. Supplies/resources are often not adequate 1 2 3 4 5 6

0 ensure patient/client comfort.
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2
Strongly Moderately Slightly

3

Disagree Disagree Disagree

ES
Slightly
Agree

5
Moderately
Agree

Strongly
Agree

41,

48.

49.

Despite personnel reductions. it is still
possible to meet patients”/clients” basic
care

Because of overwhelming workload
demands. it is often necessary to lower
care standards.

Due to increasing acuity levels. itis
not possible to adequately assess or
meet patients /clients” emotional/
psyvchosocial needs.

[ am confident that in my agency
procedures are being performed in a safe
and competent manner.

Most of the time we have the necessary
physical resources (¢.g. equipment.
supplies. facilities) to provide safe care.

Most of the time we have the necessary
human resources (i.c. nurses. physicians.
allied health professionals. and support
staff) to provide safe care.

Adequate health care resources are not
always available in the community for
patients/clients upon discharge.

Atmy workplace. staff meet regularly
with management to discuss workplace
concerns.

Atmy workplace. staff meet regularly with
management to identify ways to resolve
probiems and build on

Strongly
Disagree

1

5

"

5

(8]
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5 3

u

Moderately
Agree

2 3

Strongly Moderately ~ Slightly Slightly
Strongly
Disagree

57.

61.

As a consequence of recent changes in the
‘health care system. [ can appreciate the
challenges facing my profession.

As a consequence of recent changes in the
health care system. | feel empowered to be
an active participant in affirming an
important future role for my profession.

Because [ work in a supportive
environment. | am able to give that
“extra’ effort when my job demands it.

Increased demands and stress in the
workplace have led to unpleasant working
relationships with co-workers and other
health care providers.

In the aftermath of restructuring efforts. |
find that my time management skills have
become more important.

Increased demands and stress in the
workplace have engendered a sense of
disillusionment and low morale.

Since restructuring of the health care
system. | find my job more satisfyving and
challenging.

w

w

s

w

w

w

6
Strongly
Agree

Strongly

Agree

5 6

5 6

5 6

5 6

5 6

3 6

5 6



NOTE: If you are not responsible for clinical services, please proceed to
Part VIL

Part VI: Clinical Service - Related Items

In this section of the questionnaire we are interested in knowing how clinical managers
view the following identified areas.

Use the following scale to rate your degree of agreemenvdisagreement with each
statement:

1 2 3 4 b 6
Strongly Moderately Slightly Slightly Moderately Strongly
Disagree Disagree Disagree Agree Agree Agree

Swrongly Strongly
Disagree Agree
43. 1am confident that patients/clients and 1 & 3 4 5 6
family members receive adequate teaching
and ing in ion for disch:
46. Because of inadequate inservice education 1 2 3 4 5 6
on new policies/procedures. I believe
patients/clients are being placed at risk.
47.  Patients/clients are more susceptible to 1 2, 3 4 H 6
potential harm from delays or errors due to
increased demands and stressors in the
workplace.
53, Atmy workplace. opportunities are provided 1 2 3 4 5 6
to keep current with latest developments
through reading and attending workshops.
inservices. and teleconference sessions.
54.  Due to increased acuity and shortened 1 2, 3 4 5 6
lengths of stay. it is not always possible to
meet professional care standards.
59. Due to the heavy workload in my 1 2 3 4 5 6

workplace. I feel really frustrated with the
reduced level of care that is provided.



Part VII: Objectives of Regionalization of Health Services

In this section of the questionnaire we are interested in knowing how vou view the
changes that have occurred as a result of regionalization of health services within the
province of Newfoundland and Labrador. The content of the statements include overall
impressions about the degree to which the implied objectives of regionalization were
achieved. It is important that you respond to all items. Please circle the number that
best describes vour present position.

Use the following scale to rate your degree of agreement/disagreement with each
statement:

1 2 3 4 5 6
Strongly Moderately  Slightly Slightly ~ Moderately Strongly
Disagree Disagree Disagree ~ Agree Agree Agree

Strongly Strongly
Disagree Agree

1

65. Regionalization of health services has 1
allowed your region to maintain/improve
quality of services.

w
%
u

o

66. Regionalization of health services has 1
provided opportunities for enhancing the
coordination of acute and long term care
services.

)
w
=
u
EN

67. Regionalization has ensured the 1 2 3 4
continuation of opportunities for publicly
appointed trustees to have meaning|
input into board operations.

w
o

68. Regionalization of health services has 1 2 3 4 5 6
resulted in the effective and efficient
utilization of scarce human and fiscal
resources.

69. Regionalization of health services has 1
provided the opportunity to take advantage
of economies of scale (e.g.. purchasing.
capacity) through alternate board
structures (e.g.. physical infrastructure).

9
w
IS
w
N
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NOTE: Please complete this section if you work with the HCCSJ.

Part VIII: Program Based Management Objectives

In this section of the questionnaire we are interested in knowing how you view the
changes that have occurred in the style of management within the Health Care
Corporation of St. John's (i.e.. program based management versus traditional
departmental management). The content of the include overall i

about the degree to which the stated objectives of program based management were
achieved. 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:

1 2 3 + 5 6
Strongly Moderately Slightly Slightly Moderately Strongly
Disagree Disagree Disagree Agree Agree Agree

Strongly Strongly
Disagree Agree
70.  Under program based management health 1 2 3 4 3 6

care provider groups have been organized
according to commonality of patient/client

conditions.

71. Program based management has focused 1 2 3 4 5 6
on the continuum of care.

72.  Program based management has 1 2 3 4 5 6
strengthened the interdisciplinary approach
to service delivery.

73. Program based management has focused 1 2 3 4 & 6
on outcomes.

74.  Program based management has resulted in 1 2, 3 4 5 6
the flattening of organizational structures.

75. Program based management has increased 1 2 3 4 5 6

the involvement of staff and health care
consumers in the decision making process.

76. Program based management has provided 1 2
the opportunity for greater authority.
responsibility. and accountability in
managing resources.

w
IS
w
o
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