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Abstract 

This dissertation in practice research was designed to investigate and understand the 

factors that influence unionized healthcare workers when deciding whether to support 

organizational change initiatives. As such, the researcher aims to provide healthcare 

leaders with a description of the factors desired by employees, which enhances the 

likelihood of employees deciding to support the initiative. The development of a clear 

description of these factors offers practical guidance in the preparation and execution of 

organizational change by describing the conditions needed to be in place to potentially 

reduce resistant behaviors and increase supportive behaviors. The results of this study 

developed four significant themes: Clarity of Outcomes, Improved Communication, Trust 

and Positive History with Change. These are influential factors related to leadership 

ability to manage change and individual employee needs. These findings are then used to 

develop recommendations that could enhance the potential success of organizational 

change within the healthcare system through an increased ability to design organizational 

change programs that take into consideration factors that are important to employees. 

Keywords: Change, healthcare, leadership, influence, decision making
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CHAPTER ONE: OVERVIEW OF DISSERTATION IN PRACTICE PROBLEM 

The concept of organizational change can be broadly interpreted as an effort to 

transform aspects of an organization such as culture, processes, goals, and structure 

(Nadler, 1998). Interest in the study of organizational change has become increasingly 

important as organizations struggle to keep pace with the rising complexity of the world 

marked by growing internal and external pressures such as technological innovations, a 

global marketplace, deregulation, and declining performance (Dickson & Lindstrom, 

2010). However, comprehensive organizational change processes often fail to accomplish 

their planned objectives (Beer & Nohria, 2000). The inability to effectively realize 

organizational change can be ascribed to several causes, such as assumptions about the 

impact of change, cognitive biases, and previous experience with change efforts (Burnes, 

2011), which has been identified as crucial precursors to the successful implementation 

of change in healthcare settings (Amatayakul, 2005; Armenakis, Harris, & Mossholder, 

1993; Cassidy, 1994; O’Conner & Fiol, 2006; Sweeney & Whitaker, 1994). 

Organizational change processes are regularly the source of organizational crises that 

adversely affect the psychological state of individual employees (Elias, 2009; Probst & 

Raisch, 2005; Vakola & Nikolaou, 2005). The psychological state of employees is 

important to consider because whether an individual feels committed and confident in 

their own and others ability to implement organizational change can significantly impact 

whether an organizational change effort is successful or not (Weiner, 2009). The 

impediment to understanding and resolving inadequate employee support of change is 

that there is little scientific understanding of the specific factors that influence employee 

support (Holt, Armenakis, Harris, & Field, 2006). 
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Within Canada, pressures are gradually forcing a change to the national healthcare 

system to manage growing concerns over funding shortages and mounting demands on 

the system (Bégin, Eggertson, & Macdonald, 2009). The challenge to keep pace with 

these pressures and provide universal access to healthcare tests what many Canadians feel 

is part of their cultural identity and a right of citizenship (Guyatt, Yalnizyan, & 

Devereaux, 2002). The Canada Health Act stipulated that the system is funded via the 

federal government and is to be administered by the provinces (Government of Canada, 

1997). In the 1960’s, when the Medical Care Act was passed to fund universal health 

coverage, the funding model could not anticipate the needs of today’s comprehensive 

technologically advanced healthcare system (Guyatt et al., 2002; Holroyd, Rowe, & 

Sinclair, 2004). While the simple answer would be to increase spending within the 

healthcare system, this view is not sustainable as spending on healthcare has outpaced 

economic growth (Stuart & Adams, 2007). Roughly 25% of Canada’s population is 

expected to be over the age of 65 by 2031, increasing the ratio of healthcare spending 

relative to the size of the economy to unsustainable levels (Wong, 2011). This looming 

problem has necessitated both federal and provincial governments to look for ways to 

make changes both within the system and to the system itself so that it becomes more 

economically sustainable. 

Current Approach to Change 

In an attempt to provide universal healthcare sustainably the Canadian healthcare 

system has focused primarily on structural change to the system to meet ongoing and 

evolving needs (Hutchison, Abelson, & Lavis, 2001). This approach subjects healthcare 

employees to a culture of perpetual pilot projects that often do not meet its objectives 
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(Begin, Eggerton & MacDonald, 2009). Change focused on restructuring public 

healthcare services has exposed many unionized employees to greater pressure to 

improve the performance of the system and is typically characterized as doing more with 

less (Ontario Ministry of Labour, 2015). The healthcare system in Canada is made up of 

public sector employees, 75% of whom are unionized (Government of Canada, 2016). 

This type of organizational change focused on changing structure can create change 

resistant behaviors in individual employees, which has led researchers to explore actions 

to reduce these behaviors to try to increase the likelihood of successful change (Kotter, 

1996; Schlesinger & Kotter, 1979). Much of the examination of a workforces’ reaction to 

change is founded on a rational choice model concerning a worker’s conduct; this model 

assumes employees make logical decisions about their behavior to attain the greatest 

benefit or satisfaction (Goode, 1997; Herrnstein, 1990). Consequently, popular change 

models and approaches within Canadian healthcare founded on rational choice such as 

LEAN, a manufacturing process applied to change with the intent of reducing waste, and 

improving quality and efficiency, may find it difficult to attain successful change 

(Bhasin, 2012; Dickson & Lindstrom, 2010; Kerber & Buono, 2005). LEAN rationalizes 

healthcare leadership into five capabilities: leading self, engages others, achieves results, 

develops coalitions, and transforms systems (Dickson, 2010; Dickson et al., 2007). 

LEAN, or LEADS as it is often called, is based upon the famed Toyota Production 

System, which purports to enabled organizations in both public and private industry to 

achieve transformational change. 

Workers who are exposed to organizational change encounter a decision, to 

support or resist the change efforts proposed to them (Einhorn & Hogarth, 1981). The 
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theoretical underpinnings of the rational choice approach, originally based on economic 

principles, suggested that people weigh the costs and benefits of different choices and 

then make decisions that maximize their advantage (Gigerenzer & Brighton, 2009). 

However, evidence from studies in organizational behavior, decision theory, and 

experimental economics leave doubt that rational choice can not solely be used as a 

model to describe human behavior because humans think about more than cost benefit to 

themselves and they have emotions (Jones, 1999). Furthermore, rational choice models 

assume complete information on which employees can base decisions, which in reality is 

commonly not the case (Hayward & Preston, 1999). 

On a day-to-day basis, most healthcare employees are focused only on the 

information that helps them do their job. They do not have access, nor do they have the 

time and energy, to consider all the information needed to understand the decisions that 

need to be made to make changes that will impact the overall healthcare system. 

Therefore, organizational changes focused on structural or system-level adaptations may 

suffer because they ask employees to make decisions about change without 

understanding complete information leaving employees without a way to fully develop 

the cognitive and emotional sense making a framework to understand the nature of 

change facing them (Gioia & Chittipeddi, 1991, Kanter, 1983). Consequently, 

organizations expecting employees to make informed, rational decisions about changes 

must consider employees’ interpretations and emotions about the proposed change and be 

prepared to encounter resistance from employees. 

At the theoretical level, there is significant ambiguity regarding the determinates 

of an individual’s decision to support change, and in the absence of this theoretical 
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knowledge efforts to inform organizational change practice will remain hindered 

(Weiner, Amick, & Lee, 2008). Identifying the factors that need to be in place for 

organizational change to be successful requires consideration of employees’ feelings, 

motivation, and thoughts toward change and subsequent behavior (Elias, 2009). These 

feelings and thoughts toward change, defined as a person's beliefs concerning the change 

process and their level of agreement that changes are needed, are fundamental to the 

organization’s ability to effectively commence change (Armenakis et al., 1993). An 

attempt to initiate change without addressing employees’ beliefs in the decision-making 

process to support change can lead to the change initiative failing (Vakola & Nikolaou, 

2005; Weiner, 2009). 

Positive attitude, defined as a feeling or emotion toward a fact or situation, is a 

theme that has been considered in conjunction with an employee’s decision to support 

change and the subsequent resistance to change experienced by the leader of the change 

effort (Bouckenooghe, 2010), particularly as it relates to social identity theory (Tajfel & 

Turner, 1979). Social identity theory proposes that group membership is an important 

source of pride and self-esteem and that we increase our self-image by increasing the 

status of the group in which we belong and holding prejudice against and seeking to 

highlight the negative characteristics about groups in which we are not members (Tajfel 

& Turner, 1979). In the healthcare field, social identity plays out between employees and 

managers, where managers highlight the negative characteristics of groups of employees 

and perceive the employees as having poor attitudes related to implementing change 

(Tajfel & Turner, 1979). However, despite the volume of research and interest in the 
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subject of group membership and identity, it still suffers from limitations, preventing its 

use in a practical setting.  

As can be seen from the review of literature thus far there is frequently 

disagreement about the crucial elements that motivate an employee’s support for change. 

Additionally, academics have given little attention to the emotional element of 

organizational change (Armenakis, Bernerth, Pitts, & Walker, 2007). The exception 

being the topic of employee anxiety caused by change, which is widely addressed, 

although there is little direction on how to manage this concern (Stacey, 2007). The lack 

of consideration regarding human emotion is a glaring omission given that employees 

derive decisions from both emotional and cognitive processes. 

To facilitate healthcare reform in Canada, managers and other decision makers 

have predominantly approached organizational change as a planned process of transition 

(Antwi & Kale, 2014). The prominent work of Lewin (1951) assumed that employees 

within an organization would agree with the proposed vision of organizational change, 

would agree with the required process to make the change happen (Bamford & Daniel, 

2005), and would agree that the benefits of change outweigh the costs and unintended 

effects (Lamb & Cox, 1999). This scenario rarely exists because of the varying beliefs, 

values, and personal needs of the workforce. Additionally, in healthcare, the planned 

process of transition scenario emphasizes the role of managers within organizational 

change to direct change efforts (Bamford & Daniel, 2005). Some would argue that 

emphasizing the role of the manager in the change process diminishes the importance of 

the employee, and the importance of the employee’s emotional and cognitive 

interpretations as they consider if they are willing to participate in the change (Huy, 
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1999).  Such emphasis also implies that managers agree with and support change 

demonstrating a willingness to lead employees through the change process. 

Attempting to implement change in this manner assumes that managers have the 

necessary theoretical understanding of what influences human behavior and how to 

influence human behavior to create sustained change (Davis, Campbell, Hildon, Hobbs, 

& Michie, 2015). This would assume that managers are aware of the theoretical 

underpinnings of popular behavioral change theories such as the theory of planned 

behavior, which proposed that individuals are driven by their attitudes, subjective norms, 

and perceived behavioral control (Ajzen, 1991). A subjective norm is the percieved social 

pressure to engage, or not to engage in behavior (Ajzen, 2002) while percieved 

behavioral control is the belief that the consequences of their behavior are likely to 

produce the desired result (Ajzen, 1991). Such theories consider individual motivation as 

a contributing factor to behavior (Ajzen, 1991). However, even if managers had 

knowledge of behavior change theories, they would need to have the skills to create 

environments that are supportive of change, address the motivational concerns, and be 

prepared to manage the fears and emotions of employees who evaluate the potential 

consequence of change as harmful or not likely to happen (Dombrowski et al., 2016; 

Lazarus, 1993).  In the current context of Canadian healthcare previous research suggests 

there is a dearth of managerial skills in this area meaning healthcare managers are 

unprepared to address change initiatives (Laschinger et al., 2012).  

Given that change unfolds over time, it is incumbent upon managers to 

understand that the factors that affect employee decision making may differ throughout 

the change process (Prochaska & DiClemente, 1983; Rothman, Baldwin, Hertel, & 
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Fuglestad, 2011). Behavioral change models such as the transtheoretical model propose 

change as a process of stages Prochaska and DiClemente (1983) suggested that 

interventions should match the various fluid phases of an employee’s beliefs, emotions, 

and attitudes (Zanna & Rempel, 1988). A change intervention based on this model would 

require the interventionist to apply the appropriate intercession at the appropriate time 

given the phase individuals are experiencing at the moment.  These intercessions can 

include raising the awareness of individuals regarding the causes of change, inviting 

individuals to make cognitive and emotional assessments of their self-image, and 

attempting to reduce the emotional effect of actions that will be taken (Prochaska, 

Johnson, & Lee, 1998). As a result, the successful implementation of organizational 

change requires recognition that change is a complex process not attained by following 

ridged steps, but by understanding how individuals decide to accept change at varying 

rates (Rogers, 2003). This is in turn affected by the ability of a group to influence 

behaviors (Weiner, 2009); nevertheless, researchers have failed to consider the effect of 

group membership on the decision to support change (Weiner, 2009). Authors Plott and 

Levine (1977) demonstrated that even though group participants may retain their initial 

bias or preferences, an aggregation of influences from group participation might alter 

individual behavior and subsequent actions such as decision-making. Understanding how 

the group, or in this case union membership, in combination with attitudes, emotions, 

motivations, beliefs, values, and personal needs of individuals influence the decision-

making process to support change is critical to understanding how organizational change 

can be done effectively. 
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The current approach to organizational change within many Canadian healthcare 

organizations does not seem to recognize the front line employee role in changing 

structure nor does it take into account the employees motivations (Antwi & Kale, 2014; 

Pomey et al., 2010).  A large body of literature related to managing change suggests 

failure rates of change are at 70-80% (Hughes, 2011; Lavendel, 1994). These failure rates 

show that current change models may have difficulty explaining how to positively 

influence employees’ reactions to change before starting a change initiative (Beer, 

Eisenstat & Spector, 1990). As decision makers continue to grapple with how to include 

frontline healthcare employees in the process of healthcare reform there is an opportunity 

to begin to better understand how to stimulate better decision making (Chuang & Lin 

2007) and help employees better cope with organizational change (Baumeister, Gailliot, 

DeWall, & Oaten, 2006).  This study is designed to explore how unionized healthcare 

employees describe their experiences with organizational change.  Using an inductive, 

qualitative methodology, and more specifically, a phenomenological methodology, this 

study facilitates the exploration of the factors related to the organizational change from 

the employee perspective. 

Statement of the Problem  

There is pressure to change aspects of the Canadian healthcare system. Given that 

many change initiatives fail, there is a critical need for a richer, more holistic 

conceptualization and understanding of the antecedent factors that facilitate a unionized 

employee deciding to support organizational change. A further understanding of these 

factors is crucial to ensure decision-makers are aware of the many factors that impact 

change initiatives so that they can work together with the appropriate stakeholders in an 
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appropriate way to increase the likelihood of successful change. 

Purpose of the Study 

This research seeks to describe the factors that promote the decision to support an 

organizational change initiative in a unionized public-sector healthcare setting through 

the analysis of unionized employee experiences with change. The following research 

question will guide this qualitative study. 

Research Question 

What factors promote the decision to support organizational change efforts in 

unionized healthcare employees? 

Aim of the Study 

The aim of this study is to provide healthcare leaders with a description of the 

factors employees use to make decisions about supporting change initiatives so they can 

use this information to enhance the likelihood of employees deciding to support the 

change initiative. The development of a clear description of these factors offers practical 

guidance in the preparation and execution of organizational change efforts by describing 

the conditions needed to be in place to potentially reduce resistant behaviors and increase 

supportive behaviors. The results of this study will provide information that can be used 

by this researcher to develop recommendations for healthcare decision-makers and 

leaders to enhance the potential success of organizational change within the healthcare 

system through an increased ability to design organizational change programs that take 

into consideration factors that are important to employees as they prepare for change. 
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Methodology 

The researcher seeks to explore the antecedent factors unionized healthcare 

employees describe when making decisions to support organizational change. When 

considering the research question and problem statement, a review of Creswell (2013) 

validates the use of phenomenology, a qualitative methodology because it can be 

employed to describe the essence of common experience to understand the phenomenon 

better. Van Manen (1990) described phenomenology as grasping the very nature of the 

experience, informing the research question by giving context to what the participants’ 

experiences have in common, whereas Moustakas (1994) suggests phenomenology 

allows the researcher to develop an exhaustive description of the experience. The ability 

of qualitative methodology to understand the subjective nature of an employee’s 

experiences is an important strength over a quantitative methodology, which would focus 

on only a selected facet of average employee’s experiences.  

Phenomenology is not a single unified methodology; there are various 

philosophies, including transcendental, existential, and hermeneutic approaches (Audi, 

2001; Schwandt, 1997). Rossman and Rallis (2003) defined the purpose of 

phenomenological research as seeking to understand the lived experience of people to 

capture individual participant’s experiences as shared from their perspective. Thus, the 

researchers argued that a phenomenological methodology that emphasizes the description 

of experiences from which common factors can be gleaned is a suitable framework to 

address the research question (Gadamer, 1997). Using this approach enables the 

researcher to understand the meaning participants attribute to their thoughts, feelings, 

beliefs, and values (Rossman & Rallis, 2003), emphasizing an active role for the 
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researcher attempting to gain an insiders perspective of the participant’s world (Conrad, 

1987). As a method to study social processes, phenomenology allows the researcher to 

consider how individuals in their environment construct meaning by assuming a 

connection between what they say, their thoughts, and emotions that give context to their 

actions (Seidman, 2006). 

The data collection method in this study used in-depth interviews and personal 

memos regarding the participants’ reactions to the research question and memos taken 

throughout the research project. After receiving ethical approval from Creighton 

University IRB (Appendix A), participants were recruited through email (Appendix B) 

and snowballing techniques. To obtain the experiences of unionized healthcare 

employees, a semi-structured interview (Appendix C) was utilized to gather the rich, 

descriptive experiences of participants to understand their previous experiences with 

organizational change. The participants of the study were recruited from the 25,000 

employees within Fraser Health a regional health authority in the Province of British 

Columbia (Fraser Health Authority, 2014). Participants were screened for their 

experience with either a successful change or with an unsuccessful change and consisted 

of both male and female employees incorporating a wide variety of roles, seniority, and 

cultural backgrounds amongst the staff. Employees in this health authority have 

experience in organizational change and were able to respond to the interview questions 

with rich, thick information from their experiences as recommended by Erlandson, 

Skipper, and Allen (1993). The research was aided in his analysis of the data by a 

qualitative analysis software called NVivo (QSR International, 2014).  The researcher 

also considered participant responses by memoing during the data collection phase and 
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during the data analysis phase memos were written regarding the implication and 

importance of each theme and topic. Throughout the analysis, the author drew meaning 

from the data developed from the interviews and considered the relationship of the 

evolving themes to one another. 

Because the purpose of a phenomenological study is to describe and understand 

the experiences common to the participants through the interpretations of the researcher, 

empirically the results of the study will not represent a complete truth; rather, it 

represents the specific place and time manifested in participant experiences as interpreted 

by the researcher (Moustakas, 1994). This means grasping the nature of the experience is 

never truly complete, and although we can investigate the experiences of unionized 

healthcare employees and arrive at the collective understanding via the individuals’ 

experiences, it places a premium on the selection of participants who have had 

meaningful experience with the phenomenon of organizational change (Polkinghorne, 

1989) and have the capacity to reflect and share those experiences (Creswell, 2013). 

Definition of Relevant Terms 

The following terms were used operationally in this study:  

Organizational culture: A system of shared assumptions, values, and beliefs, 

which governs how people behave in organizations (Cooke & Rousseau, 1988). 

Organizational change: The process where an organization alters its strategy, 

structure, or operations to affect change (Burnes, 2004). 

Change resistance: The action taken by individuals and groups when change is 

perceived as a threat (Schein, 1990). 
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Change supportive behaviors: Actions employees engage in to actively 

participate in, facilitate, and contribute to a planned change (Kim, Hornung, & Rousseau, 

2011). 

Cynicism: A negative attitude that can be both broad and specific in focus having 

cognitive and behavioral components (Stanley, Meyer, & Topolnytsky, 2005). 

Perceived Behavioral Control: (Ajzen, 1991). The belief that the consequences of 

behavior are likely to produce the desired result (Ajzen, 1991). 

Positive attitude: A feeling or emotion characterized by certainty, acceptance or 

affirmation toward a fact or situation (Bouckenooghe, 2010). 

Self-actualization: A motivational need for personal growth and discovery that is 

present throughout a person’s life (Maslow, 1954). 

Social norms: The perceived social pressure to engage, or not to engage in 

behavior (Ajzen, 2002). 

Unionized: Employees belonging to an organized group that will act as an 

intermediary between themselves and management (Lévesque & Murray, 2010). 

Qualitative analysis relies on description and interpretation and as such the intent 

of defining keywords for the reader is to assist in understanding the phenomena or 

conditions. Thus, the definitions are intended to provide conceptual clarity and an 

understanding as to how they will be observed within the research. 

Limitations, Delimitations, and Personal Biases 

The researcher intended to better develop an understanding of the antecedent 

factors which impact unionized healthcare employees’ decision to support organizational 

change. Regarding generalizability, phenomenological research is not intent on 
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generalizing its findings (Creswell, 2013; Seidman, 2006). However, discussion by 

researchers Lincoln and Guba (2000) have opened the door to an alternative form of 

generalization transferability. The idea of transferability is based upon Stakes’ (2000) 

naturalistic generalization. The basic premise of naturalistic generalization and 

transferability is that, based on thick description, it is the reader that may try and apply 

phenomenological research findings to their circumstance (Guba & Lincoln, 1994). As 

such, the burden of generalizing is not placed upon the researcher; instead, it requires that 

the researcher provide enough description related to context, focus of the study, and 

intended level of application (Geertz, 1973) so that the reader can make judgements about 

which aspects of the research transfer to their situation (Hellstrom, 2008). 

Thus, phenomenological methodology is, by itself, delimiting to the research not 

solely because of generalizations, and assumptions about cause and effect relationships, 

but because subsequent researchers will not approach the research topic with the same 

unique knowledge and experience held by the researcher. While the researchers’ 

predetermined knowledge and experience within healthcare created a situation that may 

have made it difficult to be open minded within the coding process, awareness of the 

potential concern and the increased ability to recognize emerging patterns in the data 

made it a worthwhile methodological approach for this study. To manage the concern of 

researcher bias, the researcher utilized bracketing to minimize any preconceptions that 

may have influenced data collection and analysis (Gubrium & Holstein, 1997). 

Bracketing is a method used by researchers to mitigate the detrimental effects of 

preconceptions related to the research and therefore increases objectivity when applied to 

research. Starks and Trinidad (2007) noted that when bracketing a researcher must be 
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honest about their thoughts and beliefs, setting aside, but not abandoning their 

assumptions to hear participants with an open mind.  In this research, bracketing 

consisted of three stages the first being memoing. Memos written throughout the data 

collection and analysis were a means of reflecting upon the researcher’s perspective and 

took the form of notes that clarified the process of conducting research and observational 

annotations, which allowed the researcher to develop insights about the research itself. 

These insights included acknowledgment of preconceptions that when documented freed 

the researcher to engage further in the collected data by setting aside simple explanations 

for patterns found within participant experiences. The second component of bracketing 

consisted of keeping a reflective journal whereby preconceptions were noted within the 

NVivo software at the outset of the research project and maintained throughout the 

process.  This afforded the researcher the ability to engage in a repetitive process 

whereby data could be entered into the analysis software and immediately reflected upon 

to obtain a clear picture of the phenomenon. During this part of the bracketing process, 

the researcher sought to understand the experiences of the employees without asserting 

his insights into the process (Creswell, 2013). Critical reflection refers to the researchers’ 

ability to understand that the personal knowledge, history, experiences, values, and 

academic background form internal suppositions of the phenomenon and that to employ 

bracketing effectively requires an understanding of these internal beliefs and ideas.  

The final and crucial phase of bracketing is reintegration, which is the subsequent 

restoration of bracketed data into the analysis. This process acknowledged the authors’ 

understanding of the phenomenon as a valuable tool in the interpretation of data during 

the analysis stage of the research. Bracketing acknowledges the difficulty of suspending 
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personal knowledge, assumptions, and beliefs, but tries to do so by stepping in and out of 

the bracketing process of suspending or holding assumptions while comparing data 

within its cultural context (Gubrium & Holstein, 1997). 

The research design captures a wide variety of experiences within the healthcare 

system that include diversity in the educational levels, functional roles, and 

organizational experience. The use of a qualitative methodology was specifically chosen 

as it provides participants an opportunity to express their emotions and thoughts 

regarding their experiences with change. It is conceivable that the participants that 

volunteered may have self-selected, meaning those who were motivated to express 

extreme opinions, either negative or positive, were more likely to participate in the 

interview process and would present an inaccurate representation of the phenomenon, 

altering the results and affecting the reliability of the research conclusions. For that 

reason, the research incorporated diversity found within the participants’ experiences as it 

affords the researcher a variety of perspectives from which to view the phenomenon and 

develop data that contributed to a better understanding of the experiences of employees 

when making decisions about whether to support organizational change. Consequently, 

the selection of employees who had experienced successful change, failed organizational 

change, and both, assisted in developing a conceptual picture about employee 

experiences through the comparative process found in phenomenological methodology. 

Additionally, this research design allowed the researcher to utilize his identity as a former 

frontline healthcare employee and manager responsible for the implementation of change 

management processes. Although this experience may raise questions regarding potential 

bias;  it also allows the researcher to minimize the concept of demand characteristics, 
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whereby participants are aware of what the researcher is studying, anticipating what they 

want to hear or how they are expected to behave (Orne, 1959). Therefore, drawing 

participants from both successful and failed organizational change within the health 

authority and presenting the researchers’ background in a non-biased perspective 

improved the credibility of the findings by being transparent, allowing the reader the 

ability to assess how bias from both researcher and participant might have influenced the 

observations and interpretations and the degree to which the researcher understood the 

partiality and was able to mitigate it. 

Finally, privacy matters associated with the international flow of data from 

Canada to the United States needed to be addressed. The issue relates to the collection of 

identifying information, which is restricted to only what was necessary to achieve the 

research objectives. Such identifying information was not shared across the border, and 

appropriate technological and physical safeguards were used to protect research data 

from theft or unauthorized disclosure that met the requirements under the B.C. Freedom 

of Information and Protection of Privacy Act (1996). 

The Role of Leadership in this Study 

This study was interested in developing a useful tool for modern day leaders to act 

as planners in the design and construction of their organizations. This search started with 

a contemporary perception of leadership, which was found in the foundational 

characteristics described by Senge (1994) that suggests modern day leaders are architects, 

teachers, and stewards of learning organizations. A learning organization facilitates 

adaptability to organizational change, usually a source of competitive advantage within 

the industry.  However, within the context of government delivered healthcare learning 
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emerges in conjunction with conversations regarding new leadership models that 

recommend the use of alternative theories of organizational change (Bass, 1990; Benson 

et al., 2006). These models predominantly view change as a more participative and 

inclusive approach requiring leaders to develop new skills beyond those of a change 

management expert and instead develop the skills necessary to lead through a more 

collective and social process of interactions and relationships (Benson et al., 2006; Uhl-

Bien, 2006). The premise of Senges’ (1994) modern view of leadership, therefore, 

requires an inclusive approach and a redistribution of leadership. This research considers 

the importance of employees in the ultimate success or failure of organizational change 

initiatives. 

From this perspective, leadership behaviors to facilitate change act as core 

competencies or skills needed for effective leadership within modern organizations, and 

the absence or inability to develop these skills, no matter the leadership approach you 

advocate, becomes a hurdle to success (Katz, 1974). These leadership skills include 

attributes such as cognitive ability, problem solving ability, social judgment skills, and 

knowledge, providing a roadmap for effective leadership in a learning organization 

(Mumford et al., 2000). In the Canadian healthcare system, the formal and informal 

structures of the system that are designed to deliver healthcare require transformational 

change to refocus the system so that it meets principles of universality, accessibility, 

sustainability, and comprehensiveness expected by Canadian citizens. 

 It is within these formal and informal systems that the challenge and opportunity 

for leadership exist. This study can help demonstrate to organizational decision makers 

the factors that effectively influence people to alter the existing organizational strategies, 
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structures, and operations with the aim of making these government organizations more 

efficient, cost-effective, and patient-centric. While there is a predominance of literature 

indicating leadership plays a meaningful function in the realization of change (Higgs & 

Rowland, 2010), this way of thinking emphasizes a manager-driven approach to change 

but does not provide insight into the actual knowledge and skills of leaders that would 

help result in successful change (House, 1995; Kets de Vries, 1995; Kouzes & Posner, 

1998). The researcher intends to add to the knowledge base of leadership regarding 

organizational change in a regional healthcare authority providing for the development of 

leadership problem-solving ability and social judgment skills. 

Summary 

This study subscribes to the notion that (a) organizational change is a complex 

issue which includes multiple cause-effect relationships, (b) organizational change is 

sensitive to initial conditions in the process of an employee-centric approach, and (c) the 

development of new leadership skills in modern learning organizations undergoing 

change is needed. These three notions are not mutually exclusive of one another. An 

employee-centric approach suggests that small fluctuations at the outset of change can 

impact transformations, and because front line employees must implement much of the 

organizational change related to strategy, structure, and operations that are needed to 

make an impact in healthcare reform, a better understanding their motivation to support 

or resist change may give leaders new insights into how to lead organizational change. 

This chapter identified the need for study of the antecedent factors that positively 

impact an employee’s decision to support organizational change and provided a brief 

overview of the phenomenological methodology used to explore the phenomenon. This 
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study is intended to contribute to the fields of leadership and change management in a 

healthcare setting. The research is designed to expand the body of existing knowledge 

regarding the implementation of change within the Canadian healthcare system and 

provide a roadmap for leadership to follow when asking employees to support 

organizational change increasing the likelihood of successful change within a healthcare 

system. The following chapters will review the extant literature to place the work within 

the conceptual framework of work done by others, and describe in detail the research 

methodology in this study.  
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CHAPTER TWO: LITERATURE REVIEW 

Introduction 

The objective of this review is to provide the conceptual framework for this 

dissertation in practice. This will be achieved by exploring our understanding of how 

leaders make decisions and identifying how different factors influence the employee 

decision making process specifically in organizational change initiatives. The search for 

this material was comprised of a review of the literature in business, healthcare and 

psychology settings, but was not limited to these areas alone as it may have overlooked 

key articles, and thus limiting its value. The inclusion criteria considerations for the 

literature search included both Canada, the United States and overseas English-language 

studies and included the following search terms in EBSCO, JSTOR, PubMed, Sage, 

Science Direct, Springer, and Web of Science databases: factors decision making, 

decision to support organizational change, change supportive behaviors, supporting 

change, Canadian healthcare change, employee motivation to change and employee 

decision-making, This search strategy would inevitably miss useful literature, and, as a 

result, a snowballing technique was used following the references of articles as an 

additional manner of uncovering relevant material (Budgen, Burn, Brereton, Kitchenham, 

& Pretorius, 2011). This literature review consists of references and commentary 

regarding the factors that influence employee decision making, and decision making 

within the context of healthcare.  

Decision Making 

Decision making is the process of choosing a preferred option or course of action 

between alternatives based on given criteria or strategies (Wang, Wang, Patel, & Patel, 
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2004). Employees are required to make decisions through the course of their employment 

and understanding how employees arrive at their choices is an area of study that spans 

multiple fields of research. From these fields, theories have been developed to explain 

how people make decisions, and what influences decision making including non-

personality factors (Bruin, Parker, & Fischoff, 2007), personality related elements 

(Juliusson, Karlsson, & Gӓrling, 2005), and the influence of social settings (Janis,1989; 

March, 1955). This study attempts to identify the conditions specific to unionized 

healthcare employees that promote an employee’s decision to support change, which is 

defined as the actions employees take to actively contribute and facilitate, organizational 

change initiated by the organization’s management (Kim et al., 2011). This definition 

identifies the context of organizational change as the employees’ intention to act in 

support of a collective change effort initiated by a manager, underscoring that employees 

play an active role in change rather than simply a passive response of complying or 

coping with organizational change. Understanding the factors that influence decision 

making in the context of unionized healthcare employee support for change, afford 

leaders the opportunity to adopt processes to manage these factors, which may be a 

prelude to successful organizational change. 

Decision Models 

While it is not the intention to delve too deeply into the neurological or 

psychological processes of decision making, no discussion on decision-making would be 

complete without touching on the topic of decision theory (Svenson, 2012). Decision 

theory is related to goal-directed behavior in the presence of options, and within the 

context of this research, it focuses on the reasoning that underlies the choice to support 
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organizational change (Svenson, 2012). Decision theory makes a distinction between 

descriptive and normative theories that offer divergent approaches to explain the 

decision-making process (Goodwin & Wright, 1998). Descriptive theory, or naturalistic 

decision theory, focuses on how individuals truly decide, considering the potential 

influence of unconscious drivers, emotions, previous experience, and personal identity, 

whereas normative theory, a purely rational theory, interprets how decision makers 

should decide. Stein and Welch (1997), who compared both the normative and 

descriptive decision-making models, noted the existence of individual filters and 

simplifying mechanisms through which people process information and interpret their 

surroundings. The influence of these mechanisms and filters presents differences in an 

individual’s decision-making process that cannot be explained by a rational, normative 

approach (Stein & Welch,1997). Because the researcher focused on the factors that 

influence an employee’s decision to support change, rather than how these decisions 

should be made to ensure rationality, this research explores the descriptive approach of 

decision theory as applied to the research question. The descriptive approach has 

produced two prominent psychological representations of decision making: prospect 

theory (Kahneman & Tversky, 1997) and social judgment theory (Hammond, Stewart, 

Brehmer, & Steinmann, 1986). Prospect theory’s central premise is that individuals think 

of value about gains or losses relative to the status quo (Kahneman & Tverskey, 1979), 

while social judgment theory reasons that individuals weigh information subconsciously 

categorizing ideas and rejecting or accepting the information and ideas to make their 

decisions. Applied to this research, prospect theory integrates with motivational theories 

if we consider that people tend to over value potential losses and guard against these 
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losses with their decision making because they are risk adverse (Kahneman & Tverskey, 

1979). Decisions made under these circumstances are known to produce emotional 

reactions creating unexpected outcomes when employees consider whether to support 

organizational change (Bandyopadhyay, Srinivasan, & Chandrasekhar, 2013). 

Individual Factors Influencing Decisions 

Experience 

Research suggests that previous experiences influence decision making 

(Juliusson, Karlsson, & Garling, 2005). It makes logical sense that when employees 

achieve positive results and receive the valued outcome from a previous decision, they 

are more likely to make decisions similarly, given similar circumstances. However, Sagi 

and Friedland (2007) also found that employees tend to avoid repeating the same 

mistakes of the past. In the context of organizational change this is an important 

consideration to the extent that decisions made on experience would be influenced by the 

perceived success or failure of change and if previous decisions to support or resist 

change had a negative result personally (Juliusson et al., 2005). Throughout the 

experiences of change, healthcare employees often interpret actions of organizational 

decision makers as a threat (Dutton & Jackson, 1987; Witte, 1997), which may be 

perceived as a risk to the psychological needs when applied to theories of motivation. 

Cognitive Bias 

Cognitive biases are patterns of thinking based on observations and 

generalizations (Stanovich & West, 2008). These biases lead to errors in judgment, faulty 

logic, and an inability to recall memories accurately (Toplak, West, & Stanovich, 2014). 

Cognitive biases include factors such as the overdependence on prior knowledge in 
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arriving at decisions, the propensity to omit information perceived as risky, and the 

tendency of people to observe only information that confirms their beliefs (Marsh & 

Hanlon, 2007; Nestler & von Collani, 2008; Stanovich & West, 2008). Tversky and 

Kahneman (1974) proposed that the process of drawing inferences in an attempt to make 

sense of complex information and are known as heuristics. Heuristics influence people by 

causing them to overly trust expected observations and previous knowledge while 

dismissing information or observations that are perceived as uncertain. It is believed that 

heuristics evolved from an adaptive process that enables decisions to be made quickly, 

especially in the face of danger. Today, however, cognitive bias is a persistent challenge 

requiring an awareness of the magnitude of the problem and the motivation to correct it 

(Wilson & Brekke 1994).  

Motivation 

Across the literature, there is increased interest in explaining why change has 

been so difficult in healthcare beyond the political and complicated policy concerns 

(Kaplan, Brady, & Dritz, 2010: Lomas, 2005). Recent work points directly to a lack of 

motivation amongst staff and highlights a discrepancy in approaches to deal with the 

problem (Dixon-Woods, McNicol, & Martin, 2012). The present literature examining the 

application of such theories suggested the lack of understanding about motivation 

(Michie & Abraham, 2004; Michie et al., 2008) and a one size fits all approach has led to 

poor organizational change results (Michie & Prestwich, 2010; Rothman, 2004). The 

importance of motivation in the literature suggests both Herzberg’s hygiene theory 

(1959) and Maslow’s hierarchy of needs theory (1954) is particularly germane because of 

their focus on intrinsic motivation and individuals’ needs. Maslow’s (1954) theory 
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identifies five classifications of human needs that serve to act as motivators. These needs 

establish a list of sought after objectives, starting with physical needs, followed by safety, 

belonging, self-esteem, and self-actualization. As frontline care providers find themselves 

more and more estranged from the organization, they become devoid of a sense 

belonging and feel as though the organizations’ decision-makers disrespect them 

(Ingersoll, Olsan, Drew-Cates, DeVinney, & Davies, 2002). These feelings correspond 

directly to Maslow’s hierarchal model of needs, insinuating that healthcare employees 

cannot then become self-actualized because they cannot attain their lower level needs of 

esteem and feeling that they belong in the system. Accordingly, employees may be 

motivated to participate in union activities as a psychological sense of community 

reflecting their perception of shared needs (McMillan & Chavis, 1986).  Union 

membership comes with socially agreed-on standards for behavior, and the degree to 

which employees feel a sense of belonging to the union empowering them to take 

aggressive acts towards the greater organization (Davidson & Cotter, 1989). 

Herzberg’s two-factor theory approaches motivation by suggesting two 

dimensions that are responsible for employee behavior. The first dimension includes 

hygiene factors, which involve those elements that encompass the job such as job 

security, salary, or working conditions. Herzberg’s theory considers these factors as non-

motivating, but the absence of these extrinsic factors may well cause dissatisfaction and 

provokes negative feelings in employees. Second, motivating factors are concerned with 

the matter of work, such as recognition, responsibility, and growth. These factors are 

intrinsic to the individual employee, and the absence of these factors will limit their 

ability to be satisfied with work.  
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Vroom’s (1964) expectancy theory is based on an employee’s beliefs and can be 

broken into three factors: a) the emotional orientations of employees with respect to the 

value they attach to the outcome, b) the employees’ expectations and levels of confidence 

in their ability to attain the objective, and c) that they will receive what they value. 

According to expectancy theory, these three factors interact to create motivational forces 

driving an employee to avoid perceived pain or towards a valued objective. Thus, 

employee expectation and anticipation of positive outcomes as a motivating force in 

human behavior means that, in an organizational change setting, employees demand 

positive outcomes before deciding to support such initiatives (Bartunek, Rousseau, 

Rudolph, & Depalma, 2006; Rousseau & Tijoriwala, 1999).  

The similarities among the theories of Maslow, Herzberg, and Vroom contend 

that employees’ knowledge and perception about their needs guide them to the behaviors 

that are, in the end, supportive or resistant to change efforts. Each of the theories 

considers that employees’ perception that their basic needs are not being sufficiently met 

leads to a decision to resist change and that higher order employee objectives are 

contextual but are fundamental to the decision making that supports change.  

Age  

Our differences related to age and subsequent cognitive abilities also influence 

decision making (de Bruin, Parker, & Fischoff, 2007; Finucane, Mertz, Slovic, & 

Schmidt, 2005). Research indicates that after people reach their 20s, there is a 

documented decline in cognitive ability that influences decision making (Salthouse, 

2009) because of changes in the capacity to process memories, reasoning ability, and 

executive function (Dahlin, Nyberg, Backman, & Neely, 2008). Moreover, higher age has 
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been associated to overconfidence regarding the ability to make decisions (de Bruin et al., 

2007) and there is evidence to support the opinion that older employees prefer fewer 

choices than younger employees (Reed, Mikels, & Simon, 2008). This would imply that 

as the number of options increases and decisions become more complex, older employees 

may be prone to making decisions that are not in their best interests about issues such as 

health or finances (Besedeš et al. 2012). It would also suggest that older individuals 

consider less information and examine fewer options when making decisions (Korniotis 

& Kumar, 2011). However, underlying these changes is a shift in what motivates our 

decision making (Blanchard-Fields, 1998) and the mechanisms we use to make those 

decisions. Older individuals may develop a level of experienced-based knowledge that 

allows them to make better decisions and there is often improvement in the social and 

emotional elements in decision making, which enables a balancing of the factors involved 

in decision making (Blanchard-Fields, Mienaltowski, & Seay, 2008). Hess (2005) 

theorized that accumulated experience and improvement in social and emotional factors 

before significant age-related neurological change occurs may explain why older 

employees perform better than younger individuals when making decisions in social 

contexts.  This may also explain the subjective influence of risk perception associated 

with decision-making. Grable (2008) proposed a method of assessing risk tolerance 

comprised, in part, of elements (a) personal judgment, (B) simplified rules and (c) 

observation.  Therefore, the ability to perceive risk and its potential impact would be 

informed by the experience normally associated with age rather than risk tolerance being 

predicated on neurobiological age alone since there is conflicting evidence whether age 

as a stand alone factor influences risk tolerance in decision making (Brighetti et al, 2018). 
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This infers that change initiatives that take a one-size-fits-all approach are unlikely to 

address the factors that affect the decision to support change across different age ranges 

and, thus, create resistance behaviors in some staff because of age. 

Workload 

The term workload refers to the intensity of an employee’s job obligations. For 

employees, this is often a source of stress, which is reflected in the workplace by 

organizationally negative behaviors (Carlopio & Gardner, 1995).  It is the perceived 

change in workload, either increasing or decreasing in nature that can cause stress 

amongst employees (Cox-Fuenzalida, Beeler, & Sohl, 2006). Within a climate of 

organizational change, employees actively start information seeking and making 

assumptions about the change process (Ford, Ford, & D’ Amelio, 2008; Jansen, 2000) 

even before the need for change is communicated from leadership. According to Gist and 

Mitchell (1992), this means employees seek information that allows for an appraisal of 

the task demands, resource availability, and situational factors. Consequently, if 

employees perceive more than a 10% alteration in their workload because of change, it 

may result in making the decision not to support change (Sirkin, Keenan, & Jackson, 

2005). 

Social Factors Influencing Decisions 

Social Norms 

Among the influences on decisions making, researchers have found that people 

often make decisions based on the norms that align with their perceived identities 

(March, 1955). That is, when decision making, people are influenced significantly by the 

accepted rules of behavior from families, schools, and religious, social or political 
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groups. Adopting a social identity will motivated people to exhibit behavior consistent 

within the group conforming to its norms and maximizing the differences between out-

groups they are not part of (Rubin & Hewstone, 1998).  

That is, social settings cause people to adopt identities and to act consistently with 

that identity; their behavior and decision-making tendencies tend to follow the rules of 

the social group to which they belong. Known as a social norm its influence over 

decision making associates identity, rule, and recognizable situations to make easier 

decisions for those in the same group (Ajzen, 1991). Similarly, subjective norms are the 

perceptions of whether or not people important to you will approve or disapprove of 

behavior (Fishbein & Ajzen, 2011), meaning an individual’s decision making could be 

affected by an attempt to sway leaders of a group in order to gain access. 

Regarding applicability to the research question, the influence of social setting as 

a decision-making factor melds Janis’ (1989) groupthink theory and Mintzberg’s (1979) 

professional bureaucracy into a unified conception of the employees perceived role in an 

organization and how that may influence the decision to support organizational change. 

In the theory proposed by Janis, decision making may suffer from extreme consensus 

seeking characterized by the belief in the inherent morality of the group, a lack of 

information seeking, a failure to consider risk, and an illusion of invulnerability. The 

antecedent features of such groups are analogous to Mintzberg’s (1979) description of 

professional bureaucracies in healthcare who experience high stress, function on limited 

information, are insulated from experts, and allow influential members of the group to 

direct decision making. Therefore, we can ascertain that as an individual receives social 

information, either implicit or explicitly, from members of their valued group the basic 
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perceptions about personality and the cognitive processes that integrate this social 

information influence their decision making process. Importantly, it affirms that decision 

making is not only the result of perceptual and cognitive processes but an emotional 

process as well (Zajonc, 1980). Thus, the goal of this research to illuminate the factors 

that influence employees’ decisions taking into consideration that the social context in 

which they make decisions could play an important role. 

Emotion and Psychological Contract 

Research has indicated that many decisions require little conscious thought unless 

we are confronted with new situations (Bargh, Chen, & Burrows, 1996) or uncertainty 

(Tiedens & Linton, 2001). Uncertainty is inherent in organizational change and has been 

identified by other change researchers as a major consideration within the process of 

change that requires conscious thought (Allen, Jimmieson, Bordia, & Irmer, 2007). In the 

face of uncertainty, Finucane, Alhakami, Slovic, and Johnson (2000) suggest emotions 

are the way in which we access the summary of our experiences, thoughts, and memories. 

Thus, emotions have an impact on the decision making process through their ability to 

induce bias and alter our view of information (Bower, DiPaolo, & Salovey, 1990). For 

example, fear and anxiety have an impact on the perception of risk and loss which 

influence the value associated with organizational change (Lerner & Keltner, 2001; 

Lerner, Small, & Lowenstein, 2004). Ultimately, research has found that positive 

emotions are associated with optimistic decision making and negative emotions with 

pessimistic decisions making (Johnson & Tversky, 1983; Kavanaugh & Bower, 1985). 

The uncertainty and ambiguity of organizational change cause employees to 

struggle with the potential of their changing roles, organizational processes, and 
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relationships (Warglien & Masuch, 1996). These changes are often perceived to threaten 

the psychological contracts healthcare employees have with their employers (Hyde, 

Harris, Boaden, & Cortvriend, 2009) and as such can start to justify a sense of principled 

dissent amongst employees (Shahinpoor & Matt, 2007). A psychological contract is made 

up of the implied expectations, beliefs, and obligations that form the psychological 

foundation for the continuing commitment of an employee to an organization and the 

expectancies of the employer towards the employee (Cavanagh, 1996). In healthcare, the 

implied commitments from organizations to employees have been associated with higher 

levels of job satisfaction, motivation, and lower intention to leave (Guest & Conway, 

2004). Thus, change that is perceived by employees to threaten the fundamental 

expectations of respect, compassion, trust, and fairness that form elements of the 

psychological contract are destined to create a strong negative response resulting in 

decisions to resist change (Rousseau, 2003). Bear in mind that an employee who is a 

dissenter, that is, one who is resisting change, may, in fact, have strong loyalty to the 

organization. In this case, the employee’s conscience may force him or her to act in a 

resistant manner because the employee perceives change to be wrong (Shahinpoor & 

Matt, 2007). This interpretation of the change initiative being wrong may be because they 

do not have the appropriate information about the change initiative or its consequences, 

i.e., there is too much uncertainty or ambiguity, or they may fail to understand 

information beyond the individual scope of their work, i.e., the frame of the information 

that has been provided is inadequate, which subsequently shapes their beliefs, emotions, 

and their decision (Dutton & Jackson, 1987; Weiner, 2009).  Given that healthcare 

attracts employees with a strong sense of values (Arnold et al., 2003) and contains strong 
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ideological components, it is easy to understand why threats to the psychological contract 

are resisted vigorously (Bunderson, 2001). 

Framing of Information 

There is a documented correlation between the way a choice is presented and its 

influence over an employee’s decision making (Nygren, 1997). In framing information, 

or reframing, it means to change the conceptual perspective in the way a situation is 

experienced placing it in another context that fits the same facts equally well, thereby 

changing its meaning. Introduced by Tversky and Kahneman (1981) framing has been 

widely studied as an antecedent component of influencing decision making. Researchers 

stated that how the information regarding change is conveyed, manipulating the problem 

description, becomes an integral and early stage component of the decision-making 

process (Fagley & Miller, 1987; Rothman & Salovey, 1997). Framing the discussion 

about change can positively or negatively influence decision making for two reasons: (1) 

framing information has a strong influence on the decision maker's expectation of the 

outcomes that will result from his or her decision; and (2) framing information appears to 

lead people to introduce subjective factors that heighten the anticipated outcomes of 

decisions (Frisch, 1993). Framing may also be utilized to manipulate the mental state of 

decision makers, in essence readying them to make decisions to support organizational 

change (Gibbs, 1997).  In this way, framing is considered to be creating the conditions 

required, or predisposing employees by altering their mental state to affect the perceived 

value of outcomes. 
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Unions’ Influence on Decision Making 

In the unionized environment of healthcare, the institutional relationship between 

organizational management and its workforce can make the process of change more 

difficult (Schuster, 1984). Managers attempting to implement change are required to 

make decisions that impact employees, and, when employees disagree with the change, 

they often seek union representation. The primary goal of unions is to give employees a 

voice in workplace matters and give workers the power to negotiate more favorable 

working conditions to achieve workplace fairness. Therefore, unions question managerial 

decisions and will work to influence management decisions when it is in the best interest 

of workplace fairness (Schuster & Kesler, 1993). Considering the widespread use of 

change models founded in the work of Lewin (1951), such as Kotter’s (1995) eight-step 

model, which requires individuals to reject prior learning and replace it with information 

provided by another source, unionized employees may see organizational change 

initiatives as manager-driven approaches that may contrast with the objective of unions 

which are to protect the common interests of employees and improve their working 

conditions. Therefore, it is understandable that unions at times obstruct certain change 

initiatives (Schuster & Kesler, 1993). However, if we acknowledge that the status quo in 

healthcare is unacceptable, both managers and union employees must seek common 

ground and find methods of organizational change that acknowledge the responsibilities, 

values, and needs of everyone.  

 Previous work on organizational change by Herscovitch and Meyer (2002) 

classified various forms of employee obligation to change, including normative 

commitment, which is a sense of obligation to provide support for organizational change 
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reflecting a behavioral plan (Fedor et al., 2006; Herold et al., 2007).  This discretionary 

behavior on behalf of employees has implications for the impact of belonging to a trade 

union and, in turn, how leadership attempts to implement change. Because normative 

behavior is often controlled by generally accepted and sanctioned behaviors within a 

group and are reinforced by the threat of loss of group membership, dependence on the 

opinions of others in individual decision making cannot be overlooked (Prentice, 1975). 

Trade unions might play a part in lessening or intensifying the effects of organizational 

change on employees for two primary reasons (Frost 2000, 2001; Lévesque & Murray, 

2005): (1) the extent of organizational change is uncertain and ambiguous which 

increases the potential for risk and loss that members would experience 

disproportionately to managers and administrators, and (2) information provided about 

the organizational change has led to the perception that the change would be detrimental 

to union members.  In view of the fact organizational change from a union perspective is 

often associated with increased work intensity, diminishing job security, and stress 

(Askenazy, Philippe, & Caroli, 2010; Godard 2001, 2010), it is understandable why 

change may be perceived negatively by a unionized workforce. Furthermore, unions have 

been known to communicate negative messages about management-initiated change, 

which can create a narrative amongst employees that increases their dissatisfaction with 

the process (Freeman & Medoff, 1984).  

However, unions can also function to support organizational change efforts 

because they serve as a social support network for employees which can lessen the 

negative emotional impacts of change (Wood, 2008) and give employees a sense that 

they have some meaningful say in the process of change creating a sense of fairness 
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among the union membership (Skarlicki & Folger 1997; Robbins, Summers, & Miller, 

2000).  Further buoying the concept that early intervention prior to initiating change and 

during the initial stage of change can have significant positive impact, research has 

indicated that where unions afford employees the ability to participate during this initial 

stage in developing organizational change initiatives it can enhance an employee’s sense 

of well-being and workplace justice that in turn reduces their resistance to change 

(Bryson, Barth, & Dale-Olsen, 2013). 

Personality Factors Influencing Decision Making  

 Using the Big Five-Factor model of personality (Goldberg, 1981) to assess how 

individual difference in overall disposition and tendency affect individual’s decision 

making (Cervone et al., 2001) may give organizational leadership insight into managing 

the communication strategy and framing techniques to encourage employees to support 

change initiatives. The model is considered a valid and reliable construct of personality 

traits, not as a way of determining personality itself (Digman, 1990; McCrae & Costa, 

1997).  The Five Factor model comprises five core personality traits: (1) extraversion, (2) 

neuroticism, (3) agreeableness, (4) conscientiousness, and (5) openness to experience.  

Each specific personality trait is a variable that may affect the decision-making process 

(Wiggins, 1996).  The literature identifies a relationship between decision making and 

personality traits of agreeableness, openness, and extraversion as altruistic and co-

operative (Tsai et al., 2005), whereas openness and emotional stability related to a 

curious, non-judgmental approach to decision making (Mount & Barrick, 1995).  This is 

in contrast to neuroticism, a characteristic resulting in decisions marked by worry, 

pessimism, low confidence, and negative emotions (Sing & Bozionelos, 2004).  
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Decision Making Within Healthcare Organizations 

The inability of organizations to adapt to changing circumstances is one of the 

central discussions in change management literature. Canadian healthcare has not been 

immune to the internal and external pressures that force the system to adapt (Bégin et al., 

2009). The following section will outline the evidence that suggests why making change 

has been difficult within healthcare organizations.  

As the health system attempts to manage the growing pressure, healthcare 

organizations are in a constant state of flux as they try to address the problems of funding 

deficiencies and escalating demands on the system (Bégin et al., 2009). The 

inconsistency displayed by organizations that need to innovate and learn as society 

progresses, yet consistently lag behind social progress reflects Mintzberg’s (1979) 

description of a professional bureaucracy.  This type of bureaucracy may offer a partial 

explanation as to why such organizations are highly resistant to change, especially if 

those change initiatives are initiated and pushed by managers. In a professional 

bureaucracy, the organization provides autonomy to frontline professionals who provide 

services without a centralized decision-making structure. Therein lays one of the potential 

explanations for the difficulty in changing Canadian healthcare. If the change is 

mandated without addressing the autonomy of its participants, the participants may be 

incorrectly perceived to be negative and irrelevant, rather than correctly being perceived 

as the prototypical behaviors of the skilled professionals working within the system. The 

notion of autonomy in the workplace includes the ability to act on personal values, to 

express emotions openly, and the opportunity to consider other people’s emotions 

(Gunnarsdottir, 2016). Organizational researchers such as Perrow (1986) and Scott 
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(2008) suggested that decision makers implementing change frequently neglect such 

distinctive characteristics of employees when developing and implementing 

organizational change models and practices. This organizational structure implies that 

healthcare requires change processes unique to their environment and that importing 

models from other industries or sectors that fail to respect the autonomy, and, by 

inference, the emotions and values of participants will have dubious results (Meyer, 

Pacucci, & Murphy, 2012) because of the negative impact on an employee’s 

psychological state (Spreitzer, Kizilos, & Nason, 1997).  

Over the decades, little has changed within Canadian healthcare despite 

increasing pressure to restructure and an inability to keep pace with the demands placed 

on it.  Canada spent an estimated $183 billion on healthcare in 2009 and is increasing at a 

rate of 6.8% annually outpacing growth in the Canadian economy (Canadian Institute for 

Health Information, 2009).  According to estimates from the Canadian Institute for 

Health Information these numbers represent 8.4% of Canada’s total GDP and is expected 

to rise to 14% by 2040-41 (Canadian Medical Association, 2010).  This points to an 

increasing fiscal gap of $15.5 billion annually between both federal and provincial 

revenue and expenditures related to healthcare. 

Despite the ongoing discussions and mounting pressure to address healthcare 

concerns, Canada has developed very few options to the rudimentary funding model 

beyond two schools of thought (Okmak, 2002). The first school of thought maintains that 

the existing structure of the system needs reorganization and therefore advocates for a 

shift to a private funding model. This suggestion, however, is unlikely to occur given that 

this school of thought is politically and socially unacceptable in Canada (Okmak, 1999). 
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The second school of thought is also based on the assumption that structures need to 

change, but advocates for incremental improvements to the existing system through 

increased spending and greater effectiveness of current systems to tackle looming internal 

and external pressures, including advances in technological innovations. This approach 

requires incremental changes to strategies, structures, and operations within organizations 

and has demarcated a line between managers who are responsible for setting strategic 

direction, creating structures to facilitate workflow and equitable workload, and manage 

organizational resources and employees who are responsible for the operations of the 

organization, which is to deliver patient care.  Unproductive and entrenched perceptions 

that pit managers against employees and create a perceived obligation to defend their 

differing responsibilities within the system lead to the high rates of failure among change 

initiatives (Pauly & Redisch, 1993). With a greater understanding of the factors that 

influence decision-making related to change initiatives within the healthcare field, both 

managers and employees will be able to broaden their perspectives and recognize more 

productive and less entrenched perceptions of each other. 

Conclusion 

There is a significant desire to change Canada’s healthcare system from both 

internal and external forces to a more sustainable system that meets the challenges of 21st 

century healthcare. However, after decades of attempted change, the promise of 

healthcare that meets the expectations of the Canadian public remains elusive and still 

faces the challenges of organizational silos at both an employee and managerial level 

(Bégin et al., 2009).  Employees can be a restraining force that limits the system’s ability 

to change in its attempts to address the myriad of environmental pressures and concerns 
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affecting the system (Jick, 1993), yet not surprisingly, contemporary literature written 

specifically about the Canadian healthcare system identifies what to change, but lacks a 

prescription about how to accomplish this from the employee point of view (Dawkins & 

Frass, 2005; Dickson & Lindstrom, 2010).  

The popular approach to organizational change within healthcare distinguished by top-

down, rational approaches to change, as emulated in prominent organizational change 

models such as the one proposed by Kotter (1995) and Lewin (1951), do not directly 

address the factors that influence an employee’s decision to support organizational 

change. Not directly accounting for factors such as the influence of a unionized 

workplace, differing age groups, emotion, motivation and workload on an employee’s 

assessment and subsequent perception leads to a predictable employee decision to resist 

change efforts contributing to unsuccessful organizational change (Bhasin, 2012; Oreg, 

2006).  

Using a healthcare analogy, the literature on organizational change recognizes 

that healthcare organizations are sick, as seen in the worsening symptoms of an 

unsustainable system that continually demands increased spending. As the healthcare 

system attempts to manage the symptoms using over-the-counter change management 

models, employee resistance is the primary diagnosis as to why change has been so 

resistant to treatment. This is because current treatment does not address the underlying 

cause. In the same way pain medication treats a symptom but not the primary ailment, 

change that does not address employee’s needs, perceptions, and motivations in their 

decision-making process will only allow the situation to deteriorate. 
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What is required to remedy the patient is the right treatment delivered at the right 

time. Change within the healthcare system has focused on addressing symptoms because 

we have been unable to arrive at an accurate diagnosis that would result in the 

development of effective treatments. Much in the same way healthcare professionals do 

not put butter on burns anymore, this study will explore the improved treatments given 

our improved understanding of the diagnosis providing a treatment plan for leaders 

embarking on organizational change initiatives. 
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CHAPTER THREE: PROJECT METHODOLOGY 

This chapter outlines the research methodology used for this study. A 

phenomenological approach was used in this study to guide data collection, analysis, and 

develop a better understanding of unionized healthcare employee experiences of 

organizational change initiatives. The use of phenomenology is consistent with the 

researchers’ ontological approach that perceives the phenomena as a creation from 

perceptions and resulting actions of the participants and researcher. Taking into 

consideration the research question that asks participants to answer from their point of 

view and describes the resultant behavior because of their perspective it seems a germane 

methodological approach. 

The first section of this chapter reviews the fundamental background and essential 

guidelines common to phenomenology. The second section explores phenomenology and 

its implication to this study, and the third section describes the detailed roadmap that was 

followed to carry out this dissertation in practice, including the population studied, data 

collection tools and protocols, and the data analysis strategy that was used.  

Research Question 

The researcher sought to understand the factors that promote the decision to 

support organizational change in unionized public sector healthcare setting through the 

analysis of unionized employee experiences with change. The following research 

question guided this qualitative study:  

What factors promote the decision to support organizational change efforts in 

unionized healthcare employees? 
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Research Design 

Phenomenology refers to a methodological approach that emphasizes the 

experiences and events as lived by the participants without reducing events into their 

constituent parts, as the reduction threatens the veracity of the whole experience 

(Brennan, 1998). The development of phenomenology can trace its roots back to the 19th 

century protest of research positivism, which assumed reality was logical, rational, and 

ordered, meaning human subjectivity was tightly controlled in the collection and the 

analysis of research (Reiners, 2012). The use of a more naturalistic research methodology 

was promoted as an alternative to the positivist approach suggesting reality was a matter 

of individual subjectivity (Polit & Beck, 2005). Therefore, phenomenological research 

was meant to consider the subjective dynamics of a phenomenon through the interaction 

between researcher and participant and offer an understanding of a phenomenon not 

usually studied (Polit & Beck, 2005). 

In using a phenomenological approach, Moustakas (1994) identified four 

interconnected stages: (a) bracketing, which is the setting aside of preconceived notions 

that the researcher may have, (b) grouping the data into repetitive themes based on their 

meaning, (c) reflect on the data to seek different meaning from alternative perspectives, 

and, lastly, (d) develop a synthesis of the meanings into a cohesive statement derived 

from the phenomenon being studied.  As the methodology for this research, it is intent on 

extracting knowledge through the analysis of experiences found in unionized healthcare 

employees when making decisions to support change, which is not a phenomenon usually 

studied (Spiegelberg, 1982).  The decision to use a qualitative research methodology is a 

deliberate attempt to not only understand the deeper meaning behind the experiences of 
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participants within the study (Creswell, 2013), but to try and explain how to develop the 

conditions that lead to support for change and minimizing resistant behavior that often 

ends in the failure of change processes (Beer & Nohria, 2000).  

The work of German philosopher Husserl regarding the science of 

phenomenology established the methodology as a scientific approach (Annells, 1996) and 

according to Husserl, phenomenology seeks the reality in individual experiences and 

produces in-depth descriptions of the phenomenon. Lopez and Willis (2004) expanded on 

this idea, suggesting the perceived experiences of people could help serve a better 

understanding of human motivation because people are influenced by what they believe 

to be real (Lopez & Willis, 2004). For that reason, the use of phenomenology in this 

research facilitates the discovery of conditions that motivate employees in their decision 

making to support change and is the logical scientific approach. 

The evolution of phenomenology as a scientific methodology resulted in several 

variants of the methodology emerging over time including transcendental, existential, and 

interpretive phenomenology, or hermeneutic approach (Audi, 2001). These variants differ 

in their assumptions, emphasis, and application such as with the existential approach, 

which emphasizes the uniqueness of individuals and their culture, or the hermeneutic 

approach, which is designed to interpret the subjective experiences of people that are 

inextricably linked to the cultural, social, and political environment (Lopez & Willis, 

2004). The hermeneutic variant of phenomenology advocates that reality is an 

interpretation of experiences by both participants and the researcher and that the 

preconceived knowledge of the researcher allows for a deeper understanding of the 

phenomenon (Earle, 2010). This departure from other variants, which advocate for 
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bracketing of researcher experiences, has important implications for this study because 

the underlying assumption requires the researcher to ensure the choice of the 

phenomenological variant is congruent with the research question to ensure the 

credibility of the research. When reflecting on the research question, one must consider 

whether it is appropriate to look for description or interpretation of the experiences. 

Given the gaps in the literature regarding the factors that contribute to an employee’s 

decision to support change including the unions’ mechanism of action, the use of a 

descriptive approach, not a hermeneutic approach, is consistent with the need for a 

bottom up approach that depicts the participants’ experiences when deciding to support 

change. 

The researcher believes that complete impartiality using bracketing techniques is 

somewhat unrealistic given the researcher’s prior experience in the healthcare system and 

embracing this prior knowledge may give a better understanding of the phenomenon. 

This approach is consistent with the Husserl original variant of transcendental 

phenomenology that advocated engaging in a disciplined, systematic effort to suspend 

one’s views setting aside prejudgments. This approach also acknowledged that this could 

never be fully accomplished (Giorgi, 1994, 1997); nonetheless, it is recommended that 

the researcher remain open to understanding a variety of possible meanings (Cilesiz, 

2009). In doing so, this study will go beyond a static account of the phenomenon 

(Orlikowski & Baroudi, 1991) by developing plausible insights intimately tied to the data 

(van Manen, 1990).  

Regarding generalizing or extending the relevance of the findings beyond the 

defined boundaries of the study, this research takes a decidedly naturalistic generalization 
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which places the burden of generalizing on the user of the results. In the case of this 

dissertation, the first user of the results will be the author as he proposes a use for the 

results in Chapter 5. Guba and Lincoln (1994) suggested readers may try and apply the 

research findings to their circumstance in a limited fashion by considering the fit, work, 

relevance, and modifiability of the descriptions resulting from the research (Glaser, 1998; 

Schwandt, 1994). Fit is whether the concepts adequately express the level of 

understanding that it purports (Glaser, 1998). If a concept is forced and not directly 

related to the description, then it does not fit (Chametzky, 2013). Work refers to a 

credible level of understanding in the descriptions to address the major variations (Denzin 

& Lincoln, 2005; Glaser, 1992). The applicability of naturalistic generalization is up to 

the reader to decide if the results are relevant to their situation (Glaser, 1998) and, lastly, 

naturalized generalizability means it needs to be modifiable, or adaptable enough that it 

can be transferred to similar situations (Denzin & Lincoln, 2005; Glaser, 1992). With 

knowledge of these guidelines, a reader could cautiously adopt the view that 

generalization of phenomenological research results is determined by the tacit recognition 

of similarity that is constructed on the user's personal knowledge and experience.  

Data Collection Procedures 

Ethical Considerations 

The risk to the participants was minimal as the disclosure of personal, identifying 

information was not requested. As consenting participants, they were informed they 

could withdraw from the study or refuse to answer questions at any point. Of primary 

concern is how the protection of participants can be safeguarded while using a 

phenomenological methodology.  
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Because interview participants were unionized employees who are frequently the 

intended targets of change, consideration must be given to the confidentiality of the 

interview process given that participant answers may reflect poorly on the policies and 

actions of the health authority and if attributed to specific individuals could have 

detrimental effects. It was therefore imperative that the researcher maintained the 

confidentiality of participant identities and any answers they gave.  

Approvals 

Before the conduct of any research, the dissertation committee approved the study 

proposal. Permission to conduct research as an affiliated researcher within the health 

authority was initially sought and verbally approved in principle. Health Authority 

executives then determined that they would not pursue the legal agreements required for 

research affiliated with a private, American based university. Unaffiliated status meant 

research could not be conducted on the employees’ worksite and organizational resources 

could not be used to recruit participants. Due to the potential recruitment concerns of 

unaffiliated status, the researcher consulted with representatives of Creighton University 

Institution Review Board to ensure ethical feasibility of the research.  The primary 

purpose of the IRB is to protect the welfare, rights, and privacy of human subjects during 

research. Given the research methodology and the reflective nature of the interview 

process this research was deemed to be exempt by the Creighton University IRB, and, 

therefore, approval (# 1113231-1) was given (Appendix A). Following guidance from 

IRB and the dissertation committee, an alternative approach to gain access to unionized 

employees within the health authority was developed. The researcher requested 

permission from the BC Nurses Union and Hospital Employee Union (HEU) to access to 
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their membership.  BC Nurses union contains a membership of 43,000 (BC Nurses 

Union, 2016) and HEU represents 46,000 employees (Hospital Employees Union, 2016). 

Both the BC Nurses Union and the HEU approved the request and notified regional staff 

within the health authority via email. From the union emails to their membership those 

initial participants who expressed an interest in being interviewed and met the study 

criteria were invited based upon a timely response to participate on a voluntary basis. 

Interviews were conducted removed from healthcare facilities in settings quiet enough for 

accurate transcriptions and private enough not to be interrupted. Usually, participants 

preferred to schedule their interview on a day off rather than before or after their 

scheduled work shift. Each participant received an introductory letter (Appendix D) and 

read a statement regarding what to expect, the voluntary nature of participation, and what 

their rights were as a participant. The interviews were recorded using a digital voice 

recorder and written notes were used to identify opportunities for follow up questions and 

to document the researcher’s impressions from participant answers. Interviews lasted 

between 39-94 minutes from opening questions to final participant response. Because the 

inclusion of participants included experience with both successful and unsuccessful 

change initiatives, thereby creating a negative case, it allowed the researcher to compare 

data as a technique for checking accuracy and deepen the understanding of the 

phenomenon under study (Denzin & Lincoln, 2005; Taylor & Bogdan, 1998).  

The only deviations from the initial research plan were that the researchers’ 

handwritten notes taken during the interview were scanned and subsequently uploaded 

into the Nvivo software for later review. The use of handwritten notes, or memoing, was 

accounted for in the initial research plan, but the use of NVivo software was helpful in 
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organizing observations and insights after each interview. This allowed for a more 

thorough analysis of the data within the software system (Groenwald, 2004). 

Additionally, the researcher utilized a notebook to record thoughts about the project when 

not working near a computer. The journal accounts provided an outlet for the frustrations 

encountered during the dissertation process, and a means to ensure methodological clarity 

during the analysis phase. These notes were habitually transcribed to NVivo as 

annotations and later contemplated in the analysis of data. Faithful to the process of 

qualitative research, this chapter presents a complex yet holistic description of the data 

collected from participants (Creswell, 2008), all of whom shared a change management 

experience within the regional health authority over the last three years. 

Budgetary considerations for the research included transcription costs which 

added up to $595 (USD). 

Participants/Data Sources and Recruitment 

Hycner (1999) asserted that the phenomenon should dictate the method including 

the type of participants and is the reason purposive sampling, a non-probability sampling 

process, was chosen to identify the participants for this study. Purposeful sampling was 

used for the identification and selection of participants who can illustrate and describe 

their experiences with organizational change in the healthcare system. Consistent with the 

use of phenomenology, participant selection is driven by selecting participants who 

satisfy certain criteria (Creswell, 2013). The criteria for this research includes participants 

who have significant and meaningful experiences with making decisions to support or 

resist organizational change efforts. Because the objective of this phenomenological 

research is not to generalize beyond a reader recognizing similarity and applying 
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description to their environment, participants' representativeness of the general 

population is not a concern (Creswell, 2013; Seidman 2006; van Manen 1990). On the 

contrary, the methodology obliges the researcher to consider consistency amongst the 

participants to ascertain and describe the shared experiences within the group, whereas a 

heterogeneous group of participants would represent a sampling weakness in a 

phenomenological study. For that reason, the use of purposeful sampling guided the 

selection of participants who have experienced change within their organizational unit, 

within the regional health authority having varying age, education levels, experience, and 

type of work within the regional health authority, but were homogeneous due to their 

consistent employer and participation in organizational change within the same 

timeframe. Based on discussions with regional health authority executives departments 

where organizational change initiatives had taken place were identified as pharmacy 

services, emergency departments, orthopedic intake units, and prenatal units.  

 Although there are several purposeful sampling strategies, the use of snowball 

sampling means initial participants were selected from BCNU and HEU according to 

initial researcher developed criteria, then subsequent participants were selected by asking 

participants to recommend others for interviewing (Babbie, 2013). This method was 

employed to minimize the influence of organizational gatekeepers who have the formal 

authority to control access to individuals who may be able to inform the study (Neuman, 

2000). Six participants were recruited from BCNU and HEU email to membership. Six 

participants were recruited using the snowballing method. In total eight participants 

readily agreed to approach their work colleagues and ask if they could forward their 

contact information to the researcher, including two participants that had been recruited 
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in this manner themselves. Not all participants were successful recruiting potential 

interview participants. This study concluded with 12 participants meeting the initial 

participant goal as outlined by Creswell (2008). Participants held a variety of roles and 

credentials within healthcare: Some spent their entire working career within the industry, 

while others were newly hired and lacked union seniority. As shown in Table 1, both 

male and female employees whose work entailed direct patient care and those whose 

work directly affected patients, although they did not directly interact, were included.  
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Table 1  

Participant Data 

Pseudonym Gender Institution Type of 

Work 

Seniority Age 

Alice Female Surrey 

Memorial 

Hospital 

Tech 25 48 

Allan Male Surrey 

Memorial 

Hospital 

Care aid 8 38 

Betty Female Eagle Ridge 

Hospital 

Tech 6 27 

Bob Male Chilliwack 

General 

Hospital 

Nurse 32 59 

Christine Female Pharmacy 

Distribution 

Center 

Tech 24 50 

Carole Female Eagle Ridge 

Hospital 

Nurse 3 25 

Denise Female Eagle Ridge 

Hospital 

Tech 1 27 

Debbie Female Ridge Meadows 

Hospital 

Tech 10 41 

Ellen Female Royal 

Columbian 

Hospital 

Tech 4 32 

Ethan Male Royal 

Columbian 

Hospital 

Nurse 12 39 
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Fae Female Tri-city Mental 

Health 

Admin 8 46 

Gina Female Burnaby 

General 

Hospital 

Nurse 7 29 

 

Employees participating in the research were not considered supportive or 

resistant to change, but rather provided a homogenous group based on their experience of 

having participated in organizational change within 3 years. The participants also 

experienced organizational change directed by different levels of management including 

department or unit managers and management within the human resources department 

who focus on the implementation of change within the health authority.  

There are general guidelines proposed by tradition and the concept of best 

practice (Finlay, 2009) that defines the number of participants appropriate for the 

research study. This researcher adopted the approach that a minimum of six participants 

is required (Mason, 2010) to a maximum of 25 as suggested by Creswell (2013). The 

initial identification of participants was drawn from an initial pool of 89,000 unionized 

employees within the BCNU and HEU to 25,000 unionized employees within the specific 

health authority and further reduced to one group having experienced either successful or 

unsuccessful organizational change processes within the last 3 years. The identification of 

all participants, however, was not known and emerged as part of the data collection 

process as interviews continued until participants offered no new perspective on the 

phenomenon. This level of saturation was met after the 6th participant interview. 
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Interviews 

Within phenomenology, the use of interviews has long been established as a 

useful data capturing method by permitting the researcher to probe how participants think 

and feel about the phenomenon (Bentz & Shapiro, 1998). The interview questions 

utilized in phenomenology tend to be broad, open-ended questions that allow the 

researcher to generate further questions based on participants’ answers. The decision to 

use phenomenology and subsequent data collection methods was centered on identifying 

that the research project required an understanding of individual experiences related to 

their decision to support change and a description of the conditions that facilitated the 

process (Cameron, Schaffer, & Hyeon-Ae, 2001). The various approaches to 

phenomenology often differ in their approach to data collection; however, interviewing is 

consistent with the transcendental approach adopted for this research (Kvale, 1996). 

Using Seidman (2006) as a foundational framework for the interview, the researcher first 

establishes the context of the experience, allowing participants to reconstruct the details 

of the experience and encouraging participants to think about its meaning. According to 

Moustakas (1994), participant reflection and feedback are important elements of the 

phenomenological interview process, requiring researchers to bracket their bias to clarify 

participant experiences properly. Although Seidman advocates three distinct interviews in 

this process, data collection for this study initially consisted of one interview with each 

participant, each of which lasted on average 42 minutes.   

Interview Protocol 

At the start of the interview, the researcher gave each participant an overview of 

the project, including the stated purpose of the study. The researcher clarified the 
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procedures and any questions the participant may have before the start of the interview. A 

semi-structured interview format was conducted with participants to gather their 

subjective experiences about deciding to support organizational change. Interview 

questions (Appendix C) for this study were focused on the social processes, actions, and 

behaviors of employees to reveal the conditions that positively influence unionized 

employees’ support for organizational change in the context of work. The interview 

protocol contained eight questions that were asked and recorded. In the first six 

questions, participants were asked to identify a previous experience with organizational 

change and answer reflective questions about their experience. The seventh question 

asked participants who have experience in more than one organizational change process 

to reflect and identify the difference, if any, between the two experiences and identify 

what caused them to support one process over another. The intent of this qualitative 

interview is to allow the participants to tell their story regarding change on their terms, 

from their perspective, tapping into their experience concerning the factors that 

influenced their decisions to support or resist change. The recorded interviews were 

transcribed verbatim using the online application Rev.com. Once the interview 

transcription was complete, the participants were emailed a copy of their transcribed 

interview to check for accuracy.  

Participant Checking 

Once completed, transcriptions were returned to the participants within 24 hours 

and they were given an opportunity to review data for accuracy. Participants were asked 

to ensure that the transcription was accurately completed and that it accurately reflected 

their experience making decisions about supporting change. During this process, 2 
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participants provided additional details to their experiences and clarified the intent of 

some of their stories where they felt they had lost track of the initial question during their 

answers. Once participants approved the verbatim document, the data was uploaded into 

QSR International's NVivo 10 qualitative data analysis software (2014). All the collected 

data, including transcripts and digital audio recordings, were saved on a password 

protected computer in the researcher’s home office. Hard copies of the questions used 

and notes taken during the interview were scanned and destroyed once saved on the 

computer.  

Data Analysis 

According to Holloway (1997) and Creswell (1994), a researchers’ epistemology, 

or theory of knowledge, decides how phenomena will be studied. Given the approach that 

(a) data are found within the perspectives of employees involved with organizational 

change, and (b) this data is best understood if the researcher can further probe a 

participants’ answers, the researcher employed a process where he engaged with 

participants while collecting data. This methodology is consistent with descriptive 

phenomenology, but required bracketing, or suspending past knowledge and experience 

relating to the phenomenon before starting the analysis of each participant’s responses 

(Hycner, 1999). This allows the researcher to have an open mind to the information 

presented and, in a sense, it meant taking no position regarding the answers given by 

participants (Moustakas, 1994).  

The first stage of analysis was developed through the researcher's immersion 

within the data. The familiarity with the data facilitated the second stage, the use of the 

open coding technique to identify concepts and categories by reducing data into smaller 
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constituents and describing their properties (Strauss & Corbin, 1998) and a more 

conceptual analysis of the data (Finlay, 2009). This stage of coding within NVivo 

represents open coding, otherwise known as line-by-line coding, and acted as a 

preliminary starting point to categorize early data and generate a catalog of themes 

important to the participants (Creswell, 2013). At this stage of coding participant 

statements were clustered into nodes, and the researcher wrote memos recorded within 

NVivo regarding descriptions and his reflections concerning the expressed experience 

without the use of a filter. Within NVivo software, codes are identified as nodes, meaning 

that the literal content of written transcripts was then carefully considered concerning 

significance, and nodes were created line-by-line through each interview transcript, 

uncovering words, sentences, or phrases that capture the essence of the data collected. 

This was an emergent strategy governed by the sense that the meaning of the data should 

be interpreted using the filter of the individual participants’ experience, as without the 

experience the decision to support organizational change by unionized employees would 

not be the same. The collected words, sentences, and phrases were then read without 

attempting to organize them in any way. Moustakas (1994) depicted this as grounding the 

phenomenon in its distinct character. 

The next stage of analysis allowed the identification of word and thought patterns 

within the nodes which set the stage for later themes to emerge (Smith, Larkin, & 

Flowers, 2009). The process of coding, or identifying nodes within NVivo, as was done 

in this research, was linking the data to an idea in a cyclical process that highlighted and 

focused the relevant characteristics of each participants’ answers. In NVivo similar 

meanings and values were clustered together, creating node hierarchies to support the 
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formation of themes. In total, 507 statements were identified as having significant 

meaning to the study, resulting in 37 nodes and the subsequent development of themes 

stemming from the data (Appendix E). This process used axial coding whereby 

relationships and connections between the nodes were considered. Two distinct rounds of 

node creation and hierarchy development were done, the second becoming a more refined 

approach that relabeled, merged, and dropped some nodes all together. This was 

supported by using and continually editing a series of mind maps, an analysis function 

within NVivo to assist in content organization, and theme identification (Figure 1).  

 

Figure 1. Early mind map used in the analysis of data. 

 

Within NVivo the word count function was also used in analysis forming a 

graphic representation of keywords and nodes derived from the transcripts (Appendix F). 

This graphic representation assisted in the selective coding process to develop the core 

categories that explain the data (Charmaz, 2006). 
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Throughout the data collection and coding process, analytical memos were 

transcribed into NVivo from the handwritten notes. The memos consisted of thoughts and 

ideas about participants’ answers that assisted in developing concepts from the emerging 

patterns in the data. In due course, the memos summarized the findings of the research, 

highlighted what the researcher was seeing, and provided insight into additional data that 

may be of use in further studies.  

During the next stage of data analysis, the process of selective coding was used. 

Selective coding is meant to develop a dense set of core categories that assist in 

explaining the larger sets of data (Charmaz, 2006). The deliberate use of NVivo software 

and distinct coding method in the analysis of data was in keeping with a 

phenomenological approach, although the researcher remained open to the need for 

flexibility in the analysis process as Finlay (2009) suggested, leading to a greater 

understanding of what van Manen (1997) describes as the emotive, situational, embodied, 

and non-theoretical aspects of experiences. 

Analytical Memos  

As part of the analysis, the development of written memos outlining analytical 

decisions began almost at the same time as open coding. Memos are the written ideas 

about codes and their relationship to one another that make an impression on the 

researcher and can be used to give a rationale for any analysis. After each interview, the 

researcher wrote a memo considering what was learned from that interview including the 

researcher's impressions of the participants' experiences and reactions (Charmaz, 2006). 

These memos allowed the researcher to systematically question the preexisting thoughts 

about what was discussed in the interview process through the bracketing process (Corbin 
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& Strauss, 2008). Because the coding and comparison process continued throughout the 

study, the development of memos continued until the closure of the project; this 

presented an opportunity for the researcher to make and record comparisons among these 

memos to identify patterns and linkages, which are regulated by the researchers’ 

theoretical sensitivity (Cho & Lee, 2014). Using abstract formulation, reflection, and 

reintegration (Gearing, 2004) at this point further enhanced the reliability of this process 

when comparing data between hospital sites, a technique to further understand the data 

when writing memos (Cho & Lee, 2014). The strategy was to compare data between sites 

producing value-added memos that can be reflected upon during the coding process.  

Validity 

The use of NVivo software in data analysis has been thought to add rigor to 

qualitative research (Richards & Richards, 1991). The use of analysis tools within NVivo 

qualitative software to assist in the examination of data increase accuracy. This, in turn, 

becomes an open or visible process that aids the researcher in gaining an overall 

impression that is not unduly influenced by memory or human error.  

This means the researcher’s perspectives and individual biases, that may 

contribute to influencing the analysis can be mitigated through the use of data analysis 

software in addition to normal bracketing techniques. While it is necessary to be 

conscious of these dynamics and guard against them (Creswell, 2013), it can be argued 

that humankind uses our experiences and our  interpretations to understand the 

complexity of our world, and phenomenology, while observing its methodology, can 

offer a similar approach with the potential of deep insight into topic with which the 

researcher is unfamiliar (Neuman, 2000). Qualitative researchers must employ tactics to 
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ensure bias has not clouded the interpretation of the data, which helps to ensure the 

findings are credible (Sandelowski, 1986). The process then becomes how to balance the 

need for creative analysis with the demand that the research attains the level of rigor for 

the results to be considered credible by the scientific community (Polit & Beck, 2008). In 

qualitative research, the definition of reliability differs from quantitative research in that 

it is not about the replicability of the results, but rather about consistency (Carcary, 2009; 

Grossochme, 2014). Girorgi (1988) echoes these sentiments when claiming that 

consistency in the coding process can form the basis for validity if bracketing oneself 

appropriately to become objective. To enhance the reliability of qualitative research, 

Silverman (2009) suggested the use of strategies: constant data comparison, refutational 

analysis and deviant case inclusion. Therefore, by employing the suggestions of 

consistency in analysis and constant data comparison the researcher endeavored to 

enhance reliability. 

Summary 

This section described the steps used to conduct a phenomenological study to 

describe the antecedent factors that influence employees to decide to support 

organizational change within a west coast Canadian healthcare organization. The 

methodological considerations for this descriptive phenomenological study were 

described, and the multi-step analysis process was detailed. This chapter presented the 

initial research design and the modifications required to achieve a homogeneous 

assembly of employees as a data source.  The chapter details how data from12 unionized 

healthcare employees was collected using semi structured interviews and the analysis of 

the information was supported using qualitative data analysis software NVivo. The 
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chapter goes on to address how the researcher provides rigor to the results through 

bracketing or setting aside his preconceived notions at the outset of research to aid the 

researcher in maintaining a focus on the research question and through the collection of 

data. Chapter Four presents findings from the study as discovered through the steps of 

analysis described in this chapter.  
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CHAPTER FOUR: FINDINGS 

Introduction 

This research explored how unionized healthcare employees experienced change 

within their workplace and examined the influential factors that contributed to the 

employees’ decisions to support change efforts. It was a dearth of literature written from 

healthcare employees’ perspective that interested the researcher in understanding how 

decisions were made to support change, underpinned by the idea that employee support is 

a foundational piece in the process of organizational change. Using a qualitative 

methodology, this study utilized techniques common to phenomenological research to 

guide the collection and analysis of data. This required asking participants to reflect upon 

their experiences with change only within the workplace and then to share this reflection 

with the researcher. The results represent the repetitive themes that emerged from the 

different participants’ experiences, the different insights about the meaning of the 

participants’ experiences, and a cohesive statement about the meanings of the 

phenomenon being studied.  

As the interview process began, it became clear through the voices of participants 

that changes made in an employees’ workplace continued to stir strong emotions in 

participants, sometimes years after the change initiative implementation. As an 

illustration, one participant commented during the interview, “Sorry. Give me a second. 

Sorry. I'm the crier in the department, just a heads up.”  Unsolicited, 8 of 12 participants 

remarked at the end of the interview that having someone attentively listen to their story 

was cathartic and allowed him or her to openly discuss many vital issues for the first 

time. It emphasized the importance of understanding the experiences of employees in the 
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workplace when employers are considering implementing change, but it became clear 

that participants hoped that this research would provide a voice for the concerns that 

affect the employer-employee relationship, now and in the future. To examine how 

employees experienced this phenomenon, the researcher analyzed the data as outlined in 

Chapter 3 to answer the primary research question: What factors promote the decision to 

support organizational change efforts in unionized healthcare employees? 

Context 

To construct a detailed description of these factors, the researcher collected data 

through one-on-one interviews with participants conducted in various communities 

within the Fraser Health Authority geographic area. An initial sample group was selected 

based on the researcher’s judgment and the purpose of the research, meaning those who 

have had experience with change in their workplace. All participants were candid, frank, 

and often emotional while describing their personal experiences with change and how 

that influenced their decision to support the changes happening in their workplace.  After 

reviewing each transcript twice a phenomenological reduction was done. 

Results 

Within the Canadian healthcare system, unionized healthcare employees find 

themselves in a continuous cycle of organizational change that asks employees to choose 

whether or not to support organisational change. The ensuing results describe a process 

whereby the workforce considers the various factors associated with any alteration in 

their daily tasks and the expected outcomes from this work. This process employed by 

unionized healthcare employees to measure factors becomes a fundamental influence on 

how they decide to support change. 
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Clarity Regarding Change Outcomes  

In the context of this research clarity, referring to identifying a clear outcome of 

change and the effect of change on the current situation promotes an employee’s decision 

to support change. In the experiences described by participants, having enough 

information to predict the outcomes of change was a specific factor required as part of 

their decision to support change. Gina comments, “I think that if there had been more 

respect, better communication, I think it would have had a better chance.” Information 

allows employees to use their judgment about the probability of a perceived threat being 

realized. In interviews, 11 of 12 participants described their previous history with change 

as lacking the clarity required to determine the probability that potential threats would 

affect them negatively. Carole echoed this sentiment “I think that it's definitely changed 

me in that way. It's not just jumping in, and it's a learning experience anymore, it's 

thinking about the potential outcomes.” This uncertainty due to lack of information 

makes the ability to predict the probability of negative events difficult, resulting in a lack 

of support for change. Christine commented, “That's what made it very difficult to know 

whether or not to buy into this change, because you didn't know, ultimately what it was 

going to mean for you personally.” The ability to make such a prediction is hampered by 

a lack of information causing uncertainty in the decision-making process. Denise 

commented “Definitely it'd be going into things a lot more tentatively. Not so willing to 

jump in and just take it on. I have to, even now, I have to really think about what may 

come of it, if I do that.” Therefore, it is apparent that communication designed to clear up 

uncertainty regarding the effect of change required ongoing and participative discussions 

with front line managers who understood the individual worker priorities.  
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Impact of change on employee family unit. Change can threaten one of the 

areas that employees feel is important: the employee’s own family. Denise said, “It was 

threatening my livelihood; it was threatening my family; it was threatening so many 

things. They took so much away from me especially mentally (sic) health of a new 

mother, that's huge.” The threat of change acts as a stressor and influences the decision-

making process because it required employees to consider the threat and the implication 

to themselves and their direct family before that of the organization. Ellen depicted this in 

her interview, “I really didn't have any choice; there wasn't anything that I could really do 

to support or not support their decision other than just look for something that was for the 

best for me.” Unionized employees considered issues such as time with family, the 

proximity to children’s schools and the financial impact of change on their family. Gina 

said, “Choices come in a list of priorities. For me, my number one choice was to have a 

family. That choice, within it, comes with a lot of sacrifices. By having that, I feel like 

my other choices all come back around to that.” To support change initiatives 11 of 12 

participants suggested that change, which resulted in work-family conflicts would not be 

supported. Conversely, change that fosters no significant change to or positively 

impacted work-life balance could be supported.  Fae said, “it was a little bit appealing to 

be able to choose my position and be closer to home and closer to the family and be home 

quicker for the kids and stuff like that so in that way, I could support it.”  Betty supports 

this, “Everybody has a work life and a personal life, and whether this would fit their 

personal life well enough.” 

Impact of change on workplace social unit. The threat of change is also 

considered as it relates to the social unit that forms within the workplace. Carole 
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described the depth of this working relationship, “they started threatening to get rid of 

people, and it was this looming dark threat, and it feels like you have somebody in your 

family who's dying, and they're saying they're going to die soon, they're going to die 

soon.” Employees described that significant portions of their lives are spent developing 

social relationships within the workplace and that supporting change often required 

advanced knowledge that those whom they had developed significant connections with 

were not going to be negatively affected by change. As the following statement from 

Denise indicates, the impact on change on fellow employees becomes a consideration 

because of the tight social bonds that develop within a unionized healthcare setting: 

It is painful because you love these people, and these people are your family. It 

used to be a family. We knew each other's kids. We did stuff outside of work. We 

knew our lives intertwined. We had so much foundation there. Just to continue to 

threaten to take that away from us was so harsh.  

Debbie also commented, “we're a smaller tight knit pharmacy…all those 

discussions definitely did affect any decision on supporting or not supporting.”  

The description of participants highlighted that the impact of change on the 

workplace social unit might take precedence over the individual employee needs. Four 

participants identified that they did not support organizational change because of its 

negative effects on others, even though for them change would have been beneficial. Bob 

commented, “I've been doing this for 32 years. My family always has to wait. You know, 

but I just can’t do what they are asking, it’s not fair to new staff.  It would be good for 

me, my family, they're always waiting for me at the end of the day.” Betty’s experience 

details this as well,  
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The increase in job prospects was definitely a factor that influenced my support of 

it. It sounds bad, but then I realized not everyone was going to go through it, 

which meant that I just couldn’t support what they were doing even though that 

was a positive thing for someone like me who needed that foot in the door. 

Improved patient care. In the unionized healthcare environment, employees 

describe a shared sense of purpose in the workplace with other frontline healthcare 

workers. The common purpose revolves around patient care and provides a primary 

factor that governs healthcare worker decisions to support organizational change. Betty 

explains unionized healthcare worker values in her answer: 

I mean, listen, we work in healthcare; everybody should be looking out for them, 

and I’m talking about patients. It's why we are here, the patients, it’s what we do. 

I just think that, maybe sometimes management forgets it's not about saving a 

buck and putting your own stamp on the system. I get what my job is, as long as I 

remember that they can’t say anything to me. 

Debbie plainly articulates a similar sentiment with her statement, “our loyalty was 

to the patient, but not to the employer.” This sentiment expresses a clear demarcation 

between the perceived role of frontline healthcare employees and leadership within the 

Health Authority.  

It is therefore important that any change within healthcare communicate clear 

evidence based need for change and how the outcome of change will positively enhance 

patient care. Gina’s statement is indicative of this: “Personally, I'm very evidence based. 

If you're going to establish changes, there has to be a really good reason and you have to 

show me that it actually works and it's a good thing.” 
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It is central to the findings that many unionized healthcare employees feel a 

significant disparity between management and themselves with respect to patient care. 

Bob exemplified this, “They're not on the same page. It's a them or us thing, which is 

really unfortunate because at the end of the day, we're there for safe patient care.” Part of 

this concern revolved around the historical perspective that previous change has not 

resulted in improved patient care and has damaged the working relationship beyond 

repair in the eyes of employees. 
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Improved Communication 

Interpersonal communication skills. Participants in the study suggested that one 

of the competencies required of management and union leadership are the skills required 

to communicate effectively.  Bob commented, “It's a lack of management training. They 

have no training on people skills. I mean the communication skills are horrible.” 

According to Ethan, “Communication skills really lacked.” Gina agreed: “I think 

sometimes management, they don't have the best people skills and they don't connect.” 

Interview participants’ descriptions of insufficient skills to communicate effectively 

when combined with a perceived lack of empathy for the impact of change on individuals 

failed to allow for trust to develop in the employee management relationship and 

negatively impacted the decision to support change. Fae remarked, “But there was still 

not a lot of empathy for some of the people that couldn't change, or they couldn't clear up 

the uncertainty.” This was mirrored in Carole’s comment, “They do, they truly appreciate 

somebody that says, ‘listen I know you have this going on in your life and what can I 

help you with in order to get something in return from you?’” 

Method of communication. Participants identified that the limited use of varied 

communication methods restricted their ability to effectively gather information and 

make assessments of change taking place in their organization, factors they consider 

when making decisions to support change. Betty expresses this reaction, “This is an 

example of how they present information. They do it, but they have nothing to back it up 

with, so I've lost confidence in them.” Specifically, unionized employees felt that 2-way 

communication channels allowed for participants to orient themselves with the 

organization’s strategic issues and activities within the change process allowing them to 
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make informed decisions to support change.  Alice remarked, “they had the responsibility 

to share with us what was happening, and we got memos and letters.” Allan supports this 

perception when he suggests, “Oh, they communicate by emails most of the time.” The 

interviews show that communication through social channels was the preferred method, 

but should consist of created opportunities where employees can address their concerns 

with both management and union representatives. Carole’s remarks regarding her 

preference of 2-way communication illustrate this concern: 

You don't understand the logic behind it and how to go about making these 

changes, somebody needs to be available to talk to you about it and it's not, I 

wouldn't say it fully lies on the organization. A lot of it lies on the union as well 

because they're almost, unapproachable. 

This lack of skill to communicate effectively with unionized healthcare 

employees cast management in a poor light and reduced the likelihood of employees 

trusting that future organizational change will be worth the risk. What interview 

participants described was the reliance on the magic bullet theory of communication 

(Katz, 1957) which theorizes that once a message has been sent once it has been 

communicated. Debbie’s comment suggests the importance of interpersonal 

communication skills and illustrates how global messaging within the organization is 

perceived, “Every now and then, they'd pop out an email saying, ‘Oh, congratulations. 

Thanks for all your hard work,’ but I don't know, it's just a big fake like.”  Consequently, 

participants describe that the lack of communication, either because of a lack of 

individual skills on behalf of management, or because they rely on one method to 
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communicate information, runs the risk of alienating unionized healthcare staff who are 

arguably the most affected by change. 

All 12 participants gave answers that suggested that current reliance on 

communication channels such as email rather than focusing on adequate 2-way 

communication created an environment where employees turn to colleagues to assist 

them in deciding to support change.  Allan relates how this occurs, “We talk, we know 

what the problems are and how to fix it…we decide if it works.” Consequently, 

employees develop coping strategies aimed at reducing the ambiguity of change by 

seeking alternative information from their peer group or even outside the organization. 

Information seeking in this manner can be associated with positive decisions to support 

change if an individuals’ peer group felt change had a potentially positive impact. 

However, it is a lost opportunity for management to frame organizational change in a 

positive light influencing those factors that lead employees to support change. This is 

illustrated in Fae’s comment:  

What really sucked was that I couldn't get anyone to tell me anything. Trying to 

find out when all this stuff was going to happen and where I was going, but 

nobody would tell me. Listening to every rumor just makes you freak out every 

day, I tried calling everybody. You know they could have straight out told me 

then I might have been able to, I don’t know, figure it out. 

Trust. A factor that was discussed by 10 of the 12 participants that promotes their 

decision to support organizational change efforts is management trustworthiness. The 

experience of trustworthiness that participants describe was related to the reputation 

managers had to share information about the change process and its potential impacts on 
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the unionized workforce. Moreover, where management has demonstrated empathy and 

individual consideration for employees’ there is trust in management staff to mitigate the 

potential negative impact of change making it a positive factor in decision making. Trust 

in management, as described by participants, is a precursor to employees’ willingness to 

accept the potential risk associated with change, but as stated by Alice, “the only decision 

you could make was to do nothing because we never really trusted what was being said.” 

She went on to say that, “I didn't trust anything that I heard from either side, and I felt 

like I really was on my own and that I couldn't trust either side to have my best interest in 

mind, so I really had to kind of take it into my own hands, my own, be responsible for my 

own outcome.” This is further supported by Denise’s account, “I think it was literally, it 

was done a little bit underhandedly.” This sentiment was reiterated by Allan, who 

poignantly said, “We didn’t trust the old leaders.” 

The ability to develop a trusting relationship with employees, whether from a 

management perspective or union leadership, could be considered a potential substitute 

for lack of information that employees need to assess potential impacts of change. As 

described by Ellen,  

Before I found out all that information, I was very fearful; it was very stressful. It 

also made me very angry, because I felt like this is information that the Health 

Authority should have been able to provide for me, it didn't seem like it should 

have been something that was so hard for them to figure out. 

Positive History of Change 

In answering the interview questions, all 12 employees identified that managers 

who had been perceived as managing successful change previously would more likely be 
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seen as a positive factor in their decision to support organizational efforts. Previous 

history with managers who are seen to be unsuccessful with change limit an employee’s 

ability to support new initiatives. Betty’s statement reflected this sentiment, “if they 

would have done a better job, being respectful, better communication, and more 

organized roll out, where you felt that the people who were initiating these changes, 

actually knew what they were doing.” Ethan commented, “I don't think she knew what 

she was doing over there. So, I would say inadequate people were in charge of doing this 

and didn't have all the answers.” Debbie was animated in her response, asserting that her 

decision to support change is based on her belief that management can accomplish it, “It 

can be a really good idea, but if you manage it, it's going to be a crap storm. It's just going 

to be crap. That's how I see every new suggestion that comes from them now.” The 

bottom line is that when managers who had previously overseen change that was seen as 

unsuccessful by unionized staff, it increased their perception that they would be 

negatively affected again. Denise’s response was indicative of many, “Cynical? 

Disappointed? Yeah, negative, but negative from the perspective of realistic because I've 

seen it happen too often.” Of the mindset taken towards organizational leaders who were 

perceived to have failed, Allan stated: 

The…leaders proved they couldn’t do the job. They did things without thinking or 

knowing what was going to happen. They made everybody mad, and nobody 

thought anything they did was going to work. I mean everything they did just 

turned to shit. 

The described experiences mean that previous experience with change can create 

a situation whereby employees may find it easier or more difficult to support 
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organizational change efforts. Prominently found within this study, is that it is not solely 

the success or failure in meeting the objective of change that is considered by employees, 

but rather the level of individual empathy shown by leadership which is a determination 

of their perception. 

Themes 

 The use of in-depth, semi-structured interviews and coding process within NVivo, 

allowed four key themes to emerge from the data illuminating the factors that influence 

unionized healthcare workers in their decision to support organizational change. Table 2 

outlines the four key themes, sub themes within these categories and some of the major 

codes used to establish theme classifications. 

 

 

Table 2 

Coding Chart 

Coding Sub-Theme Theme 

Uncertainty 

Risk 

Fear 

Changing Information 

Job loss 

Lack of Information 

Social structure 

Loss of Friends 

Impact on Family 

Impact on workplace 

Social Unit 

Improved Patient Care 

Clarity of 

Outcomes 
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Understanding of the 

Work 

Healthcare Employee 

Values 

Time away from Patient 

Makes sense to Employee 

 

Management Support 

Management Skills 

Empathy 

Process 

Interpersonal Skills 

Method 

 

Improved 

Communication 

   

Fairness 

Opportunity 

Trust 

 

Respect 

Predictability 

Management Skill 

Psychological Contract 

Change Fatigue 

Lack of Support 

Positive History with Change 
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Synthesis of Findings 

The findings of this research indicate that healthcare employees perceive change 

as a risky proposition for themselves, their families, coworkers, and patients.  Unionized 

employees contemplate proposed change bearing in mind that they have already made 

personal decisions about work-life balance to suit their situation. Consequently, the 

factors that positively influence their decisions are frequently based on minimizing and 

mitigation of risk or being able to predict positive outcomes for themselves and their 

patients. Employees often interpret managements’ action regarding organizational change 

and see it in a negative light. This occurs, in part, because of a lack of trust between 

unionized employees and leadership of both management representatives and union 

executive. According to interview participant’s trust is developed by drawing inferences 

from historical interaction with leaders regarding personal judgment regarding 

competence, benevolence, and integrity. Since organizational change is perceived as a 

risk, trust in leadership requires a willingness to increase his or her personal vulnerability 

to the actions of organizational leaders not under his or her control. This has clearly been 

identified as an issue by participants and in this environment. When trust is limited the 

concept of cognitive dissonance, or seeking consistency with their beliefs, appears 

applicable as unionized healthcare employees infer their own understanding through the 

words and the individual comportment of leadership that influences the decision making 

process.  

Complicating matters is when employees cannot attain enough information to 

make sense of change and the potential impact it may have. The consequence of 

proposing change without the ability to identify the future state clearly invites the 
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employee to create their reality and make decisions to support change based on the 

invented reality.  Ambiguity and uncertainty allow for multiple interpretations of the 

future in the closely-knit social groups where ideas and thoughts are shared further 

influencing the decision-making process.   

The factors that influence individual employees’ decision to support change is 

supplemented through retrospective awareness of how change affected them previously. 

Importantly, this is not simply a reaction to past organizational change, it is influenced by 

the current context of proposed change, which can be manipulated by communication 

that characterizes previous change as successful drawing upon causal factors that reflect 

the current situation.  

To some extent, this may account for similar changes that have been successfully 

implemented in some departments and failed in others. That is, leadership in those 

departments has been able to communicate a plausible picture of the outcomes of change 

that is accepted by individual unionized healthcare employees. This ability to 

communicate with employees allowing them to visualize themselves in the future and the 

consequences of change requires managers with the individual communication skills to 

anticipate how unionized staff make decisions and anticipate those concerns. 

Unfortunately, what participants have identified throughout their shared experiences is 

that leadership had assumed employees would embrace change equally and that broad 

communication techniques would work to provide enough information influencing 

employees to support change, rather than making individual decisions about whether to 

support change initiatives. According to participants in this research, this appears not to 

be the case and requires leadership to provide customized information addressing specific 
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concerns to influence employees positively. Therefore, participant descriptions suggest 

that proposed organizational changes in a unionized healthcare setting be approached as a 

process that addresses the individual decision-making framework needs rather than 

strictly focusing on outcomes. This approach is less coercive than traditional models of 

change management and seeming addresses the intrinsic motivations necessary allowing 

employees to support change. This sentiment is reflected by participants that reveals 

when the outcome of change is clearly aligned with the values and roles of their social 

groups and that they trust leadership to mitigate the risks associated with change, they are 

willing to make decisions to support change.  

Summary 

In this chapter, the researcher presented the results and findings of this 

phenomenological research study describing how unionized healthcare employees make 

their decisions to support organizational change. The design of the research was 

established using an emergent strategy to investigate the previous experience of 

participants as they were presented with organizational change within a regional health 

authority and described how they made decisions about whether to support that change.   

The lived experiences of unionized healthcare workers who participated in the 

research supported the development of four themes: Clarity of Outcomes, Improved 

Communication Trust and Positive History with Change. Each was presented in this 

chapter along with the subthemes that emerged from the analysis. From this, a description 

of the influences on unionized healthcare employees’ decision making emerged as well as 

factors that management should take into consideration when considering change within 

the organization.  The following chapter will discuss these factors and make 
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recommendations to maximize the positive impact of these influences on employee 

decision making.  
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CHAPTER FIVE: CONCLUSIONS AND RECOMMENDATIONS 

The final chapter is intended to provide a discussion regarding the research 

findings and the implications of those findings for unionized healthcare organizations 

about to undertake change. Within the Canadian system increasing demands on public 

healthcare organizations have resulted in structural changes to become economically 

sustainable (Hutchison et al., 2001). This tactic reflects one of the predominant 

approaches to organizational change that emphasizes altering systems, processes, and 

structures (Hiatt & Creasey, 2004). In contrast, the other approach places emphasis on the 

more human elements of organizational change. This qualitative research was designed to 

elicit the experience of unionized healthcare employees within a health authority as they 

made decisions to support or resist organizational change taking into consideration those 

more human elements of change. Much of the previous literature considering the human 

elements, or second approach to organizational change, took the standpoint that a 

workforce’s decision to support or resist change would be based on a choice where 

individuals weigh the opportunity for personal gain and support change only if it 

maximizes those benefits. As a model for making decisions, this choice assumes 

complete information from which unionized healthcare employees would be able to 

realize a decision. However, we have seen within this research that change is often bereft 

of complete information, that leaderships’ inability to comprehend the unique identity of 

healthcare employees, and a lack of trust hinders how unionized staff see messages about 

organizational change.  Therefore, faced with the influencing factors through which 

employees make decisions and interpret management’s action, any potential change must 

incorporate a plausible description of the outcome of change ensuring that individuals do 
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not feel like they are losing things they value. This entails leaders are truly looking out 

for the individual interests of employees and that there is a level of trust that what is 

being communicated. 

The ability of leadership to understand these factors and to have the skills to 

alleviate these limiting factors provide a foundation from which organizational leadership 

can positively influence the decision to support change. Accordingly, this research adds 

to the literature on organizational change by recognizing the role of employees in the 

success or failure of organizational change and providing healthcare leaders with a 

description of the factors desired by employees, enhancing the likelihood of employees 

deciding to support organizational change initiatives. 

Purpose of the Study 

The researcher sought to describe the factors that promote the decision to support 

organizational change in a unionized public sector healthcare setting through the analysis 

of unionized employee experiences with change. 

Aim of the Study 

The aim of this study was to provide healthcare leaders with a description of the 

factors desired by employees, which enhances the likelihood of employees deciding to 

support the initiative. The development of a clear description of these factors offers 

practical guidance in the preparation and execution of organizational change by 

describing the antecedent conditions needed to increase supportive decision-making. This 

study developed recommendations that could enhance the potential success of 

organizational change through an increased ability to design organizational change 

programs that take into consideration factors that are important to employees. 
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Proposed Solution 

This researcher describes several influential factors that have been identified 

using a phenomenological analysis process. These factors focus on the experiences and 

meanings that unionized healthcare workers take into consideration when choosing to 

support organizational change. As such, the following recommendations take into 

consideration how influencing factors create a decision-making framework that 

influences the employees’ decision to support or resist organizational change. 

Recommendation One: Frame Clear Outcomes of Change  

Prior research revealed that uncertainty is correlated with many negative 

organizational behaviors, including a lack of commitment (Hui & Lee, 2000) and trust in 

organizational leadership (Nikandrou, Papalexandris, & Bourantas, 2000). As an 

antecedent influencing decision making, framing information can change the perspective 

of employees limiting uncertainty by altering the employees expected outcomes (Tversky 

& Kahneman, 1981).  For managers, how organizational change is conveyed becomes a 

fundamental component of the decision-making process (Fagley & Miller, 1987; 

Rothman & Salovey, 1997).  

Unionized healthcare employees support these findings, indicating that 

uncertainty associated with change has a significant impact on their decision to support 

change. Although communication from leadership is intended to shape the workforce’s 

perception of the need for change and the eventual outcomes, employees described 

communication specific to their needs as lacking. Individual differences in employees’ 

experiences and perceptions of potential threat influenced their decision to support 

change by forcing them to act in their self-interest. While a sense of uncertainty is 
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inherent in organizational change, there are actions that health authority leadership can 

take to minimize or alleviate the sense of uncertainty. These include carefully considering 

the frequency of change, as the frequency of change is associated with greater uncertainty 

(Rafferty & Griffin, 2006), embracing management practices that include unionized staff 

in decision making (Riordan et al., 2005), and providing a clear picture of the outcomes 

of change for the individual so that change is not perceived as a threat to families and 

coworkers. 

Recommendation Two: Focus Change on Improved Patient Care 

According to the participants, decisions to support change are often guided by an 

assessment that change will positively impact patient care. This assessment is a critical 

factor in the decisions of the current sample of participants to support or resist change. 

Pauly and Redisch (1993) found that frontline employees within healthcare felt they held 

an obligation to defend individual patient care leading to resistant behaviors and high 

failure rates of change initiatives. This principled stance against change that may 

negatively impact individual patient care aligns with the norms of their perceived 

identities justifying their actions (March, 1955). This aligns with the theory of planned 

behavior (Ajzen, 1991), where employees’ decision making may be defined by perceived 

social pressure within the union or social group and that their actions may result in 

positive outcomes for patients. In a broad sense, unionized employees see improved 

patient care as a fundamental reason for organizational change, which is reflected in their 

decisions.  Therefore, change must be seen to improve patient care or suffer the potential 

of actions and decisions that resist change proposed by management. This is consistent 

with findings in this study where participants describe accounts of change that are 
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perceived to impact patient care negatively, results in a principled stance against 

supporting organizational change.  

Recommendation Three: Increase Organizations’ Reputation to Support 

Organizational support theory (Shore & Shore, 1995) proposes employees form 

impressions of the extent to which their organization will assist them during difficult 

times. Since healthcare employees frequently construe the actions of leadership as 

threating (Dutton & Jackson, 1987; Witte, 1997), organizational change may be 

perceived as a risk when applied to theories of motivation related to change.  In an effort 

to reduce this risk leaders should be seen to be reducing threats associated with change 

for the individual employee. 

This research indicates that a positive impression regarding support for employees 

during organizational change increases unionized employee job satisfaction levels, and, 

in turn, they may respond with reciprocal behavior attempting to repay the organization 

for the support they received during a difficult period (Blau, 1964). Researchers Perrow 

(1986) and Scott (2008) suggested that change is commonly implemented without regard 

for the emotions and values of participants and because of the damaging effect on an 

employee’s psychological state (Spreitzer, Kizilos, & Nason, 1997) it will unduly 

influence their decision making process. Similarly, this research identified a lack of 

organization support as a factor in their decision to reject organizational change and 

indicated that they might reject any future proposed change.  

Therefore, change initiated by organizational leadership and perceived in a 

negative light because of its potential to adversely affect the lives of employees should be 

implemented using risk mitigation strategies.  These strategies should be seen as reducing 
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the perceived individual risks associated with change taking into consideration employees 

welfare and matters they value. In this research participants identified both their fellow 

employees and their families as highly valued, meaning risk to these groups should be 

mitigated. Vroom’s (1964) expectancy theory states an employee’s emotional orientation 

to the things they value can create motivational forces driving an employee to avoid 

perceived pain or towards a valued objective. Thus, employee expectations around risk to 

these groups may influence decision making. According to participants in this study, 

demonstrating organizational support by caring about individual well-being influences 

the opinion concerning organizational motives behind change and reduces the 

apprehension that supporting change will impact their values, the social group, or their 

lives adversely. 

Recommendation Four: Implement Trust Building Strategies 

According to participants, a culture of trust between the organization and its 

frontline workforce is an essential factor in their decision to support change (O’Hara, 

2014). In the context of organizational change, there is an interplay between perceived 

risk and levels of trust. Regardless of the size and scope of change, the process of 

deciding to support change requires that employees perceive a future that limits the 

negative impact on themselves and their social group, aligns with the identity as a 

healthcare worker and the values associated with that role. Given the levels of uncertainty 

found within the change process and inability to define change outcomes, employees rely 

upon management to describe the future that meets with the individual decision-making 

framework by addressing the influential factors of concern. Without trust, this description 

of the future cannot be believed, and, therefore, employees will not take the leap of faith 
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to support change. The experience of participants in this research points to managements’ 

ongoing failure to build relationships, provide organizational support, openly 

communicate, and develop levels of trust. For managers, implementing trust building 

strategies include developing personal relationships with employees, being transparent in 

your actions, using effective motivation techniques, giving credit for success to 

employees, and showing competence in your position as a manager (O’Hara, 2014).  

Recommendation Five: Increase Two-Way Communication 

The vital importance of communication during the change process has been 

demonstrated in this and previous research (Lewis et al., 2006). Prior research indicates 

that appropriately framing communication can influence decision making where risk or 

uncertainty exists by introducing subjective factors altering an individual’s estimation 

that negative events will occur (Tversky & Kahneman, 1981).  Because the success of 

organizational change initiatives lies in the reaction of employees, communication skills 

and framing of information are critical to providing employees with suitable levels of 

information about the change to positively influence their decisions. Inadequate or 

ineffective change communication can result in resistance and exaggerating negative 

aspects of the change. As a rule, effective two-way communication regarding change 

should consist of the following components 1) being transparent with colleagues 2) 

building relationships before working on tasks 3) understanding individual needs and 

points of view 4) the definition of success (Glaser, 2013)  

As participants in this study suggested, effective communication reduces 

employees’ uncertainty, and a negative relationship exists between uncertainty and 

employees’ willingness to accept change (Elving, 2005). Therefore, the amount and 
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quality of information that leaders can provide regarding change will have an influential 

positive effect on decision-making. 

The skills required include the ability to elicit information, giving information, the 

ability to discuss diverse options and being supportive, or the ability to use empathy 

(Kurtz, Silverman & Draper, 1998). Such skills may be acquired through training that 

comprises cognitive input, modeling, and practice of these skills (Kurtz, et al, 1998). 

Cognitive input refers to information that provides evidence that there is a deficiency in 

communication skills that has a negative influence on decision making (Kurtz et al., 

1998). Modeling refers to trainers demonstrating these skills in action, which is followed 

by practice of these skills in a low risk environment where constructive criticism can be 

offered.  Eventually, the outcome of increased two-way communication is inextricably 

linked with trust and feelings of increased support for the employee, thereby reducing self 

protective behaviors associated with change (Glaser, 2013). 

Support for the Recommendations 

This phenomenological study brought to light the perspectives of unionized 

healthcare workers with a regional healthcare authority in British Columbia regarding 

their experience with organizational change and how they determined whether to support 

that change. The research provided an account of what factors they felt were important in 

influencing their decisions and how organizational leaders could address these issues to 

increase the likelihood they would support change. 

Participants agreed that the onus for implementing solutions lay with the 

leadership of the organization, and that resulted in the design of the recommendations 

that are intended to be directed towards decision makers within the organization. This 
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approach is reminiscent of Beer et al.’s (1990) suggestion that task alignment, or the 

organizing of responsibilities and relationships, is fundamental to implementing change. 

This study’s recommendations are buoyed by the suggestion found in organizational 

change literature that advocates shifting the approach to organizational change away from 

simply altering structures and processes to focusing on the recipients of change, the 

employee (Armenakis & Harris, 2009). The recommendations advocate for leadership to 

create an environment that decreases the perceived risks to employees through improving 

management abilities. Organizational change requires understanding how people 

experience change and what they need to change successfully (Kotter & Schlesinger, 

1989). This research addresses both these issues through its qualitative methodology that 

asked what factors influence their decision to support change. 

Crucially, it is interview data itself that provides the support for the 

recommendations because it addresses the actual experiences of employees as they reflect 

upon their decision to support or resist previous change. Consequently, the 

recommendations address the real-life experiences and factors that unionized healthcare 

employees see as prerequisites that need to be addressed before supporting change, and 

that management needs to implement before proposing any organizational change. 

Factors and Stakeholders Related to the Recommendations 

From a macro perspective, there is a conundrum in Canadian healthcare, which is 

healthcare can be controlled by special interest groups who have the power to shape 

policy. Lomas, Jonathan, and Veenstra (1995) found that within healthcare there are 

direct healthcare providers such as physicians, nurses, and those within labor unions who 

may primarily represent the interest of their respective colleagues and regulatory 
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colleges. Complicating matters, research demonstrates an inability of management staff 

to influence direct healthcare providers beyond providing the backdrop for medical 

practice while frontline healthcare providers regulate the applicable scope and 

characteristics of their jobs (Pauly & Redisch, 1973). This line of demarcation between 

those who deliver patient care and those who manage organizational resources further 

entrenches an apparent obligation to defend the responsibilities of their role and may act 

as a counterbalance to the realization of policies needed to implement the 

recommendations.  

On a micro or local level, there is nothing exclusive that would bar the 

administration of the health authority from implementing this research study’s 

recommendations. While there may need to be discussion amongst management to 

convince them that successful change requires an integrated approach focusing on 

aligning employee values with the objective of change, increased support, and enhancing 

management aptitudes for change, any foreseeable resistance at a managerial level can be 

addressed on an individual basis by senior management. 

Potential Barriers and Obstacles to Proposed Recommendations 

Potential barriers include approval of organizational leadership to accept, and 

therefore adopt, the proposed recommendations that alter managements approach rather 

than maintaining status quo change management processes. The predominant approach to 

change within healthcare currently relies on systematic reviews of structures and systems, 

or a series of predetermined steps, to accomplish change as found within popular change 

management models (Kotter, 1996; Garvin, 2000; Mento, Jones, & Dirndorfer, 2002). 

While the proliferation of these models is ostensibly a result of management’s continual 
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search for a resolution to their setbacks (Huczynski, 1993), Canadian healthcare has 

continued to adopt these models despite their limited success (Iles & Sutherland, 2001). 

As a result, the adoption of the recommendations found within this research requires 

senior leadership break with a traditional approach to organizational change and instead 

focus on the capability of leadership to attain successful change. Without this break from 

institutional practice, it may be difficult to convince organizational leaders to invest in 

professional development for front line management positions that interact with 

employees daily.  

Change Theory 

Understanding human behavior and the contexts in which it occurs is essential for 

developing effective evidence-based change interventions (Michie & West, 2013). From 

this perspective, change theory attempts to understand what influences behavior and what 

the moderating factors are. While the mixed success of change theories has been 

attributed to the difficulty understanding the factors that influence behavior (Michie & 

Abraham, 2004; Michie et al., 2008), this research supports the notion that, when 

identified correctly, antecedent factors that influence decision making can be targeted for 

intervention, increasing the likelihood of employees making the decision to support 

change (Michie & Abraham, 2004). Interview data informs us that when the influencing 

factors of participants are dealt with effectively by management, an employee’s intention 

is to support organizational change.   

This research may inform the increased interest across the literature attempting to 

explain why change has been so difficult in healthcare beyond the political and 

complicated policy concerns (Kaplan, Brady, & Dritz, 2010; Lomas, 2005). Recent 
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discussion points to a lack of motivation amongst staff as a potential cause (Dixon-

Woods et al., 2012). This implies an absence between the alignment of organizational 

goals and lacking intrinsic motivation amongst employees (Ling, Soper, & Buxton, 

2010). Such concerns suggest both Herzberg’s hygiene theory (1959) and Maslow’s 

hierarchy of needs theory (1954) are particularly germane because of their focus on 

intrinsic motivation and individuals’ needs. As this research shows, healthcare employees 

often interpret actions of organizational decision makers as a threat, which may be 

perceived as a risk to the psychological needs when applied to the Maslow model. The 

consequences include continued ineffectiveness, an inability to manage complex or 

ambiguous situations, and a lack of resilience when facing adversity (Deci & Ryan, 

1985), resulting in the self-protective decision making found within this research. As 

participants described potential negative impacts on their social group, identity, and 

values, participants found themselves more and more estranged from the organization and 

they become devoid of a sense of belonging and feel as though the organizations 

decision-makers disrespect them. These feelings correspond directly to Maslow’s 

hierarchal model of needs, insinuating that healthcare employees cannot then become 

self-actualized because they cannot attain their lower level needs of esteem and belong to 

the system. 

Therefore, the findings of this research align within intrinsic motivational models 

and address a gap in the change theory literature where there is a lack of specifics as to 

the factors that influence an employee’s decision to support change (Kim et al., 2011). 

Through investigating employee experiences and integrating the understanding of the 

conditions required for employees to voluntarily support organizational change efforts, it 
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informs change theory as far as providing examples of what influences behavior and the 

moderating factors involved in healthcare employee’s decision-making. 

Implementation of the Proposed Recommendations 

From the outset, this research methodology had advised that generalizing or 

applying the relevance of the findings beyond the regional health authority where it was 

conducted may be difficult. Nonetheless, the methodology can lend itself to the reader 

attempting to apply the findings and therefore the proposed solution to their circumstance 

by considering the fit, work, relevance, and modifiability of the resulting research 

(Glaser, 1998; Schwandt, 1994).  

As such, within the context of a regional healthcare authority, if the reader chose 

to implement the recommendations, it may be advisable for senior leadership to assess 

whether the management staff has overseen unsuccessful change within their 

departments. The participants interviewed suggested that previous history with 

unsuccessful change, especially if negatively impacting employee values, left little 

confidence in management staff that they could address the factors that influence their 

decision making. As a result, the acrimony between managers and the frontline staff 

would make it difficult to develop a sense of trust necessary for a decision to support 

organizational change. 

Leadership Role in Implementing Recommendations 

Despite the volume of articles that focus on leadership in healthcare it can be 

argued that the literature does not offer much more than a common-sense approach to 

leadership within healthcare settings (Wong, Laschinger, & Cummings, 2010; Wong & 

Giallonardo, 2013). There is recognition amongst Canadian healthcare leaders that they 
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are constrained from behaving as they know they should, but that they fail to understand 

what appropriate leadership behavior looks like in a society propelled by knowledge and 

technology (Dickson, 2008; Dickson et al., 2007). Therefore, the challenge for healthcare 

leadership is a need for fresh and up-to-date concepts that correspond with changing 

societal values (Bennis, 2003; Dickson, Briscoe, Fenwick, Romilly, & MacLeod, 2007; 

Kotter, 2000; Leatt & Porter, 2004; Leeb, Zelmer, & Taylor, 2005). Avolio, Walumba, 

and Weber (2009) referred to this new genre-leadership as visionary and inspiring 

ideological and moral values by taking a more holistic view of leadership to make a more 

positive impact in the workplace. 

Although leadership within the health authority may identify with one or more 

leadership styles, the data from participant interviews indicates the adoption of 

transformational leadership theory (Bass, 1985) may have a meaningful impact on an 

employee’s decision to support change. Acknowledging that healthcare employees 

require a reduction in perceived risks associated with organizational change, the 

recommendations suggest that augmented management skills as outlined in 

transformational leadership theory (Bass, 1985) would be of benefit in addressing the 

factors needed to accomplish this. Specifically, transformational leadership theory 

incorporates the aspects of individualized support, shared goals, vision, and culture 

building as outlined in the recommendations. Transformational leadership is grounded in 

understanding the needs of individual staff rather than a command and control approach 

that pushes employees towards the organization’s objective. We see within this research 

that when proposing organizational change, it is imperative that leadership understands 

the implication of antecedent individual and group identity of an employee and target the 
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unique framework that has been developed when deciding to support change.  In keeping 

with the recommendations, transformational leadership seeks to influence people by 

building relationships with followers, which in this setting would consist of a bottom-up 

approach to organizational change rather than from the top down. As such, the adoption 

of transformational leadership could be a means of implementing the recommendations 

contained in this research ultimately improving the chances of organizational change 

success. 

For health authorities, this means the implementation of the LEAN framework 

should be halted in places where it does not seem to be working. LEAN has been widely 

adopted across various health jurisdictions across Canada; however, this program is not 

contextually sensitive, relying on mimetic practices often found within healthcare that are 

not supported by the literature (Hewison & Griffiths, 2004). As mentioned, being 

contextually sensitive is important, so where LEAN is working it should be continued 

and where it has not found success new approaches could be attempted. 

Lastly, healthcare employees are frequently promoted into management roles due 

to their technical skills rather than their management skills even though technical ability 

does not always translate into effective leadership (Conger & Fulmer, 2003). Participants 

indicate that new managers who continue to focus on technical skills as a means of 

personal success compound the relationship problems between unionized staff and 

organizational leadership. The implication for leadership is that promotion into 

management should consist of an evaluation of the individual transformational leadership 

skills and an understanding that promotion is a career switch rather than a natural 

extension of previous duties.  
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Implications 

Practical Implications 

The objective of this dissertation in practice was to identify, through a qualitative 

process, the factors which influenced an employee’s decision to support or resist 

organizational change. Through the interviews, employees described how leadership 

within the organization could construct the setting and conditions for change to thrive by 

empowering people throughout the organization to drive healthcare transformation. For 

this to take place, actual collaboration between direct care providers and decision makers 

is crucial to the healthcare system. This research empirically places unionized employees 

as stakeholders within the healthcare system asking decision makers about change to take 

into consideration the unique aspects of each situation, which would include how people 

experience change and the factors that influence their decision to support change.  

On the face of it, the practical implication of the research would be to increase the 

likelihood of successful organizational change initiatives. However, by understanding the 

reasoning behind employees’ actions, and using that understanding to motivate 

employee’s, health authority leadership should develop highly engaged, motivated 

employees, who handle uncertainty more easily, and are willing to experiment with 

change.   

Implications for Future Research 

This descriptive study raises the potential of numerous opportunities for further 

research. Although this study allowed for a full investigation, future research could 

empirically support the findings by evaluating whether the implementation of 

recommendations resulted in unionized employees deciding to support change initiatives 
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more often within the healthcare system. Further, future studies should consider the 

impact of findings beyond a regional healthcare authority. Due to the pressure on 

Canadian healthcare systems to change and the unique political and legislative 

framework in which it operates, there has been an emphasis on developing change 

models and frameworks for specific use within healthcare context. These recent models 

include organizational models for transformational change in healthcare systems (Lukas, 

2007) and Canadian Health Services Research Foundation (CHSRF) Evidence Informed 

Change Management Approach. Each of these models promotes that shifting the mindset 

of direct healthcare providers is crucial for the successful implementation of change. This 

raises additional research questions about the application of any of these models, 

including the current recommendations in the context of healthcare. Namely, what is the 

current state of leadership capacity within Canadian healthcare organizations to 

implement with fidelity the recommendations found in this and other research? 

Implications for Leadership Theory and Practice 

The importance of leadership to the change management process has been 

recognizing the need to create and share compelling visions of the future with employees 

and inspire them to accept organizational change (Bass, 1999). Amongst the assorted 

leadership models, transformational leadership is often linked with these behaviors (Bass 

& Avolio, 1993), although few studies have considered the influencing factors that 

explain how transformational leadership effects employee behavior during organizational 

change (Bass, Avolio, Jung, & Berson, 2003; Nemanich & Keller, 2007). Oreg, Valkola, 

and Armenakis (2011), for example, suggested that leadership support and 

communication have consequences to organizational change, but stop short of the 
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specific actions that lead to transformational leadership. This research takes the position 

that specific leadership actions such as developing an understanding of an employee’s 

perceived risks associated with change and effectively communicating a vision that 

diminishes the risk are the necessary antecedent actions that build relationships between 

employees and leaders for transformational leadership to be effective. The crux and 

implication of this study is that it informs leaders about what to think about 

communicating with individual employees, rather than merely suggesting communication 

is necessary. In the model of transformational leadership, relationships between managers 

and employees are a social exchange that improves with increased levels of trust and 

support, allowing for an exchange of information, which this research shows are 

significant factors in employees being able to support change. This study contributes to 

the discussion on leadership in two ways. First, it advocates actions consistent with 

transformational leadership that may inform how the leadership model positively 

influences the chances of organizational change success. Second, this study’s participants 

focused on the relationship between frontline employees and their direct managers rather 

than senior levels of management that rely on top down influence to attain goals. This is 

an important clarification because it points to the level at which transformational 

leadership would be effective. 

Summary of the Study 

This research summarizes the factors that influence a unionized healthcare 

employee decision to support organizational change within a regional health authority. 

The researcher intended to form an understanding of the specific factors that cause 

healthcare employees to support organizational change. By understanding these factors, it 
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will permit organizational leadership to develop strategies to ensure these factors were 

satisfactorily addressed in any planned organizational change, thereby increasing the 

likelihood of successful change within the organization. 

A phenomenological methodology consisting of in-depth interviews was utilized 

to uncover the real-life experiences of employees as they reflected upon how they made 

these decisions in the face of previous organizational change. The study consisted of 12 

interviews with healthcare workers within a regional health authority, each of whom had 

experienced organizational change within the last 3 years. Participants answers were 

notable in their consistency, and therefore saturation was achieved by the sixth interview. 

What the interviews revealed was presented as four overarching themes: Clarity of 

Outcomes, Improved Communication, Trust and Positive History with Change. The 

interviews and subsequent themes confirm that participants decide whether to support 

organizational change when influencing factors are addressed or satisfied by leadership 

communication that creates a perception that potential threats are minimized. 

In response to the research findings, the researcher made five recommendations to 

address the influencing factors. The recommendations require a shift in the way 

management intends to implement change by considering organizational culture as 

receptive to change or not. This means that organizational culture must be a fertile 

environment before any proposed organizational change. As a result, management needs 

to implement the recommendations as the antecedent stage of change and assess its 

readiness before embarking on such a venture. 
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Appendix B 

 

 Email Recruitment Letter to Fraser Health Employees 

Dear (Name), 

 

My name is Cameron Stockdale and I am a doctoral student at Creighton University in 

Omaha, Nebraska. I am beginning the research process for my dissertation and would 

like to invite you to participate in my study, entitled Employee Antecedent Requirements 

for Successful Change: A Phenomenological Study Within a Regional Healthcare 

Authority. 

 

This study will explore the personal perspectives and experiences of unionized healthcare 

employees and what factors need to be in place before an organization embarks on 

organizational change initiatives.  

 

If you agree to be a participant in this study, I will ask you to participate in a 45-60 

minute interview. Participation in the study is completely voluntary and the identity of all 

participants will be kept confidential.  Information that is collected as a part of the study 

will be used in a manner that protects your privacy and identity. In my dissertation and in 

any published material that results from the process it will not be possible to identify you.  

 

If you have been a unionized healthcare employee, who has undergone the 

implementation of new business processes, changes in organizational structure or 

cultural changes, please consider participating in this study. If you are willing to 

participate please contact me at CameronStockdale@creighton.edu or 604 862 5049 to 

schedule an interview and discuss consent forms. Thank you for considering this request.  

 

 

Sincerely, 

Cameron Stockdale. Ed.D (c) 
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Appendix C 

 

Date:  

Place:   

Interviewee:  

I would like to thank you for agreeing to be interviewed for this research study investigating 

what are the conditions unionized healthcare employees believe will best prepare them to 

embrace organizational change efforts. The purpose of this research is to develop a better 

understanding of these factors increasing the likelihood of organizational change initiatives. I 

would like to remind you that any information collected for the study such as your comments 

and any observations made will remain anonymous. I would ask that you read and sign the 

consent form before we start and if you feel the need to stop, take a break or clarify anything 

please feel free to do so. If you have any further questions or concerns at any point you may 

contact me at 604 862 5049 or CameronStockdale@creighton.edu. 

 

 

Questions: 

1.  Can you share an organizational change experience that you had within the health 

authority? Was change successful or did it fail?  

 

2. Thinking back to that change experience as a healthcare employee how did you make 

decisions about whether to support organizational change efforts?  

 

 

3. Using that same change experience what outside factors within the healthcare system 

influenced your decision to support organizational change at its outset?  

 

4. In the change experience you identified can you identify some of the factors which 

made it successful or that contributed to its failure?  

 

5. Looking back on that experience is the anything at the beginning of the organizational 

change that could have increased your support for the changes which were proposed?  

 

6. Previously you stated that you had not supported change. What would have had to 

change in your workplace environment to increase your level of support for 

organizational change?  

 

7. If you did not support change efforts in the past, yet had other organizational change 

experiences in the past which you supported what conditions were different at the 

beginning of the process that allowed you to support one process more than the other?  
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Appendix D 

Information Letter to Fraser Health Employees 

September 26, 2017 

 

Dear Participant, 

 

My name is Cameron Stockdale and I am a doctoral student at Creighton University in 

Omaha, Nebraska. I am beginning the research process for my dissertation and would 

like to invite you to participate in my study, entitled Employee Antecedent Requirements 

for Successful Change: A Phenomenological Study Within a Regional Healthcare 

Authority.  

 

This study is unaffiliated with any regional healthcare authority and will be conducted 

away from their facilities, but will explore the personal perspectives and experiences of 

unionized healthcare employees and what factors need to be in place before such 

organizations embark on organizational change initiatives.  

 

If you agree to be a participant in this study, I will ask you to participate in a 45-60 

minute interview. There is no remuneration for participation in the study, which is 

completely voluntary, and you may decide to leave the study at any time. You may also 

refuse to answer specific questions you are uncomfortable with. You may withdraw 

permission for your data to be used, at which any notes, transcriptions and recordings will 

be destroyed. This research is unaffiliated with Fraser Health Authority and withdrawal 

or refusal to participate will not affect your relationship with the Fraser Health Authority. 

The identity of all participants will be kept confidential and the information that is 

collected as a part of the study will be used in a manner that protects your privacy and 

identity in my dissertation, and in any published material that results from the process it 

will not be possible to identify you.  

 

Any questions regarding participation in the research can be directed to 

CameronStockdale@creighton.edu or 604 862 5049 or members of my dissertation 

committee; Chair, Dr. Joe Hare (JoeHare@creighton.edu), or Dr. Candace Bloomquist 

(CandaceBloomquist@creighton.edu).  If you have any questions or concerns regarding 

your rights as a participant you may contact the Institutional Review Board at 402-280-

2126. Thank you for considering this request.  

 

For your information attached is a Bill of Rights for Research Participants. 

 

 

Sincerely, 

Cameron Stockdale. MA, Ed.D (c) 
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Bill of Rights for Research Participants 

 

As a participant in a research study, you have the right: 

1. To have enough time to decide whether or not to be in the research study, and to 

make that decision without any pressure from the people who are conducting the 

research.  

2. To refuse to be in the study at all, or to stop participating at any time after you 

begin the study. 

3. To be told what the study is trying to find out, what will happen to you, and what 

you will be asked to do if you are in the study. 

4. To be told about the reasonably foreseeable risks of being in the study. 

5. To be told about the possible benefits of being in the study. 

6. To be told whether there are any costs associated with being in the study and 

whether you will be compensated for participating in the study. 

7. To be told who will have access to information collected about you and how your 

confidentiality will be protected. 

8. To be told whom to contact with questions about the research, about research-

related injury, and about your rights as a research subject. 

9. If the study involves treatment or therapy: 

a. To be told about the other non-research treatment choices you have. 

b. To be told where treatment is available should you have a research-related 

injury, and who will pay for research-related treatment.  
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