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Abstract
A descriptive, correlational design was used to explore nurses’
perceptions of the impact of health care reforms and work-related attitudes and
behavioural intentions four years following the implementation of major

ing initiatives in the i of Newf and Labrador. The

relationships between and among key study variables (i.e., personal
characteristics, perceived impact of health care reforms, work-related attitudes,
and behavioural intentions) were also examined. A modified version of the

integrated causal model, The Cq p Model of

(CMBI), constituted the basic framework for this research study.

The study sample i of 181 nurses in direct

care, administration, and/or education from all health care regions of the
province of Newfoundland and Labrador from 1995 to 1999. Data were collected
over a five-week period. from June to July 1999, using a mailed-out
questionnaire.

Study findings indicated that nurses were generally more negative than

positive about the impact of health care reforms. In comparison to baseline data

prior to i ing and izing (i.e., in 1995), there
was a significant worsening of nurses’ attitudes toward the impact of reforms.
Respondents were most negative about quality of care, emotional climate, and

standards of care. Study findings also demonstrated that respondents were



neither totally satisfied nor dissatisfied with most aspects of restructuring, had a

slightly low or neutral level of it o their izati felt that implied

psychological contracts with the organization had been violated, and were
uncertain about whether they would stay with their current employer.

Partial support for the major assumptions of the CMBI was provided
through the study findings. All of the reform variables (i.e.. importance of
reforms, emotional climate, practice-related issues, quality of care, safety
concerns, and standards of care) were significantly and positively related to the

intervening attitudes (i.e., psychological contract violation, restructuring

job ion, and izational i ) and

intentions (i.e.. intent to stay). As well, all of the intervening attitudes depicted
moderate to strong, positive correlations with each other and with behavioural

intentions. While none of the istics i the intervening

attitudes. ic region of and level of ion were found to

influence behavioural intentions.

Study findings failed to support the causal, linear process proposed by the

CMBI. where izational i is as a key i of
behavioural intentions. Regression analysis supported general job satisfaction

as the key i of behavioural it i Further, the work-related variable

of standards of care emerged as a better predictor of behavioural intentions than

intervening vari (ie..

ing ion and



). These two vari: i to explain 28% of the variance in
behavioural intentions (i.e., intent to stay).
The findings of this study suggest that nurses working within the
Newfoundland and Labrador health care system four years after the

implementation of major health care reforms are experiencing high levels of

1and ion with i in their work environment. While

these findings support the work of i , the izability of

results to other nursing populations is limited. Further research is needed to

explore how other factors in the ing work envi are i

nurses’ k-related attitudes and i intentions.
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CHAPTER 1
Introduction
The implementation of health care reform measures within heaith care
delivery organizations is in response to a national commitment to control costs
and increase accountability for the state of health care of all Canadians.
Governments have initiated system-wide reform to change the way publicly
funded health care is managed and delivered. This has resuited in the

implementation of major reform initi:

and ing, in health care izati g every
province and territory in the country (Church & Barker, 1998; Decter, 1997;
Lemieux-Charles, Leatt, & Aird, 1994; Shamian & Lightstone, 1997). While the
intent is to contain costs. integrate and coordinate services, and empower
regions, thase reforms have precipitated many changes throughout health care
organizations, the impact of which has been felt at many levels, but most
especially by key health care providers (Laschinger, Sabiston, Finegan, &
Shamian, 2001).

Regionalization, one of the most prevalent strategies in Canada in the

1990s, transferred the ibility and ility for ion of health

care resources and service planning from

g to
regional health care boards (Decter, 1997; Jackson, 1995; Vail, 1995). Atthe

same time, a government-driven mandate required regional boards to
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consolidate existing locally-based community and institutional boards under one
umbrella, and also forge diverse affiliations among hospitals and other
institutions. With this approach to health care delivery, community participation

and i i ion of

pecific health needs are integral to decision-
making (Decter; Vail). Early research findings suggest that the authority of

regional boards varies across incial jurisdicti and has not

Pproj benefits, ially cost i and improved services (Church &
Barker, 1998; Lomas, Woods, & Veenstra, 1997a; Markham & Lomas, 1995).
Further. there is some evidence to suggest that nurses working in community
and acute care settings are concerned about the emotional climate of the
workplace, practice-related issues, safety issues, standards of care, and quality

of care (Reutter & Ford, 1998; Shindul: ild, Berry, & Long

1996; Way, 1995). However, little attention has been given to the impact of
reform initiatives on work-related attitudes (i.e., psychological contract violation,

restructuring and general job sati: ion. and izati i t) and

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

In additional to regionalization, Canadian hospitals have been subjected

to other types of reform, i i il ing, and ing.
As a result of radical redesign initiatives, there have been multiple effects
throughout health care settings. A marked reduction in service duplication and

staff (i.e.. visors) has led to roles and iliti




and i jab i i and stress for nurses in acute care
settings (Baumgart, 1997; Leatt, Baker, Halverson, & Aird, 1997). Similarly, in
the community health sector, an increase demand in service requirements (i.e.,
in the area of home care) and the elimination of specific health programs, as a
result of a paradigm shift to a population health model, have resulted in new and
challenging role expectations for community health nurses (Chalmers, 1995;
Leatt et al.; Shamian & Lightstone, 1997).

The current research study was the first stage of a longitudinal study

by Parfrey and ' to ine the impact of health care reform
on institutions and providers in the province of Newfoundland and Labrador. The
mandate of the larger project is to monitor reform impact in several areas (i.e.,

efficiency, costs, acute care bed utilization, quality of care, attitudes,

and patient satisfaction). The current study focussed on one aspect of the

employee attitudes component of the iarger study. The focus of this study was

to explore regi nurses’ (RNs) { of the impact of heaith care
reforms in all clinical settings. A second purpose was to assess nurses’ work-

related attitudes (i.e., psychological contract violation, restructuring and general

Department of Health & C ity Services, G of
Newfoundland and Labrador, Health Care Corporation of St. John's, and the
Canadian Health Services Research Foundation jointly funded the project, The
Impact of Restructuring in Acute Care Hospitals in Newfoundland and Labrador,
by Parfrey et al. (1999).




job sati ion, and izational it ) and (ie.,
intent to stay).
Background and Rationale
A substantial amount of empirical data supports the linkage between
and employee attitudes (e.g., job satisfaction,
etc.) and i intentions (i.e., intent to stay

or leave) (Alexander, Lichtenstein, Oh, & Ullman, 1998; Mobley, Griffeth, Hand &
Meglino, 1979: Mueller & Price, 1990: Price & Mueller, 1981). Of late, a growing

interest has been demonstrated in the effects of change in job-related and work

factors on violation in i (
& Rousseau, 1994; Tumley & Feldman, 1998, 1999). Research findings also
suggest that contract violation may negatively affect employees’ attitudes (e.g..

diminish trust and loyalty, job and izati i ion, etc.) and

behaviours (e.g., intent to stay, turnover, etc.) (Robinson & Rousseau; Rabinsan,
Kraatz, & Rousseau, 1994).
Research efforts have also been focussed on the impact of health care

reform on

yee job sati i i i and intent to

stay or leave (e.g.. St: n, Cameron, & t 1996; Brown et

al., 1999; Burke & Greenglass, 2001; Ingersoll, Kirsch, Merk, & Lightfoot, 2000;

Keddy, Gregor, Foster, & Denney, 1999; Pyne, 1998; Shindul-Rothschild et al.,



1996; Woodward, Shannan, Lendrum, Brawn, Mclntosh, & Cunningham, 2000,
etc.). It has been suggested that reforms have significantly altered the nature of
employee commitment and the factors influencing it (Meyer, Allen, &
Topolnytsky, 1998). Although no studies were identified that examined the
impact of health reform on perceived psychological contract violation, Turnley

and Feldman (1998) found that

j to major ing were
significantly more likely to believe that violations had occurred than their
counterparts working in more stable firms.

Nurses, as the largest group of health professionals in Canada, have
been profoundly affected by heaith reform. Studies have demonstrated that
changes in the health care system are having an impact not only on how health
care is being delivered. but also on nurses’ job expectations, values, beliefs, and
behaviours (Armstrong-Stassen et al., 1996; Blythe, Baumann, & Giovannetti,

2001; Burke & 2001; L i Finegan, ian, & Casier,

2000). Nurses across various practice settings have reported muitiple negative

effects, including job security, morale, i stress

and ion, and i ion (| etal., 1996, 2001;

Laschinger et al., 2001; Reutter & Ford, 1998; Way, 1995), and expansions in
role expectations and responsibilities (Acomn & Crawford, 1996; ingersoll, Cook,
Fogel, Applegate, & Frank, 1999). Other studies have identified positive

outcomes of health care reform, such as new and challenging roles, more staff



and client it 1t in decisio king, better i isciplinary to

care, and greater staff empowerment (Reutter & Ford; Way).
Despite some inconsistencies between studies, findings generally suggest

that multiple factors (i.e., job-related, work environment, and personal

exert and i ive effects on provider outcomes.
Meta-analyses of studies conducted with nurses working in acute care settings
provide evidence for the much stronger influence of job-related and work

environment factors on job sati: ion than ic or psyt

individual factors (Blegen, 1993; Irvine & Evans, 1995).

Problem Statement

Like many other i in Canada, and Labrador has

been challenged to provide consistent, comprehensive health care in a fiscally

responsible manner. In the 1980s and 1990s, faced with a weak economy and

decreased federal transfer a i Royal

C issi i the costs of ing the province's hospitals and nursing
homes. Over 200 recommendations for changes were made to rationalize health
care spending, which formed the foundation of and expedited health care

restructuring in and Labrador and Labrador

Department of Health, 1394).



Guided by princi for funding ion and ing health care

needs, the provincial reforms which signit changed

the composition and mode of service delivery (Davis & Tilley, 1996). With an
identified goal to better address the determinants of health and access to
services, the government moved towards enhancing community services and
placing greater emphasis on the acquisition of health care services outside the

traditional hospital setting and Labrador D of Health,

1984). To accomplish this, regionalization of health care services, the first level
of health reform, began in 1994. Regionalization involves the integration of
various health sector boards as well as the devolution of power and authority
from provincial departments of health to the regional level (Decter, 1997). By

1998, three main types of regional health care boards had been created: six

boards (i.e., isting of hospital, long-term care, and rehabilitation
four regional ity boards (i.e., including public health, home
care, and ity-based i . and two i boards that

institutional and community boards (Davis, 1998/1999). In addition, within the St.

John's region, two boards (i.e., St. John's Nursing Home Board and the

Newfoundland and Labrador Cancer T and F
remained from both the instituti and unity boards. This
ing of services signif reduced the number of health boards

across the province from forty to fourteen in a two-year period.
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At the institutional level, services were significantly being restructured (i.e.,

through iZi i ing, and In 1995, in the St. John's

area, eight tertiary and y care instituti were i under the

authority of the Health Care Corporation of St. John's (HCCSJ). Additional
downsizing occurred with hospital closures, consolidation of administrative and
support services, and the integration of hospital services into multi-disciplinary
programs (Davis, 1998/1999). While the intent of regionalization was to reduce

costs and empower regions, these measures have precipitated a myriad of

change within organizations and their empl . including nurses (Davis &
Thorburn,1999).

Although large-scale health care reform initiatives in Newfoundland and
Labrador are in its sixth year, a limited number of studies have been conducted
that examined nurses’ work-related attitudes before, during, or after the
implementation of health care reforms. In 1994, prior to major downsizing
initiatives in Newfoundland and Labrador, the Association of Registered Nurses
of Newfoundiand and Labrador (ARNNL) conducted a qualitative survey of
nurses' perceptions of the impact of health care reforms. Following an analysis

of survey responses, Way (1994) reported that most respondents viewed

system ges (i.e., staff r i o

and i role ibilities) in a negative light. Further, these



changes were also viewed as having potential negative repercussions for job
satisfaction, quality of patient care, and professional practice.

The ARNNL conducted a subsequent survey, using a stratified random
sample of nurses (N = 333), to gather baseline data on nurses’ perceptions of
the impact of health care reform. This survey was conducted during
regionalization but prior to managerial restructuring and downsizing initiatives.
Way (1995) reported that respondents were neither totally positive nor negative
about the overall impact of heaith care reform. Significantly, the areas receiving
the most negative ratings included quality of care, the emotional climate of the
workplace, and standards of care.

Pyne (1998) measured nurses’ perception of the impact of health care

reform and levels of job satisfaction in acute care settings of the HCCSJ six

months into gil ing (i.e., i ion of a program-based
management and professional practice model). The results indicated that
nurses were slightly dissatisfied with their jobs, were more negative than pasitive
about the overall impact of health care reform, and were most negative about
quality of care. emotional climate of the workplace, and standards of care.

While reforms are intended to improve the overall health care system, it
has been suggested that there were more drawbacks than benefits in the early
years of reform (Davis, 1998/1999; Lomas, Woods, & Veenstra, 1997a). The

challenge for many nurses is to continue to provide quality care while trying to



deal with the stress and inty of a work

reform. While there is a growing research base on factors influencing nurses’
job satisfaction, there are limited research studies exploring the impact of health

care reform on other il work-related attit (eg., ion and

org; it, psy ical contract
violations, etc.) and behavioural intentions (e.g., intent to stay, intent to search,
turnover, etc.). The present study was designed to explore nurses’ perceptions
of the impact of reform and their work-related attitudes and behavioural

intentions within the prop C tual Model of

(CMBI).

The CMBI is based on the integrated causal model of nurse turnover
behaviours (Mueller & Price, 1990; Price & Mueller, 1986) and the consequences
of psychological contract violation (Turnley & Feldman, 1998, 1999). The CMBI

intent to

identifies several factors which influence behavioural intentions (i.

stay). These factors include determinants (i.e., impact of health care reforms, or

job-related and work envi factors), i (i.e., i ing

states which include psychological contract violation, restructuring satisfaction,

job sati ion, and i i ), and (i.e., select
personal characteristics and staffing issues). The covariates also constitute the

intermediate outcomes which exert a direct and indirect effect on each other, and



1"
are also influenced by determinants and correlates. The proposed relationships
among study variables are outlined in the research questions.

The need and importance of further and continued research in this area is
critical to better understand and monitor how nurses are responding to changes
brought about through health care reform initiatives over time. This research

study will extend the current body of by ing nurses’

of reform over time and examining the impact of these reforms on perceived

job sati i ‘ganizati i and intent

to stay.

pose and h Qi i

The primary purpose of the study was to examine nurses’ perceptions of
the impact of health care reforms in Newfoundland and Labrador in 1999 and to
compare these data with previous data gathered on the same sample by Way
(1995). A second purpose was to investigate: 1) how satisfied nurses were with
their jobs and restructuring efforts, 2) how committed they were to their
organizations, and 3) their intentions of remaining with current employers. A
third purpose was to investigate which factors were the best predictors of

and

The study was i to answer the




How do RNs working in diverse clinical settings currently perceive the
impact of health care reform (i.e., importance of reforms, emotional
climate, practice-related issues, quality of care, safety concerns, and
standards of care)?

Is there a significant change in nurses’ perceptions of the overall impact of
reform four years following regional restructuring of the health care
system?

What are nurses' levels of psychological contract violation, restructuring

general job sati: i izati it and
behavioural intentions (i.e., intent to stay)?

Are the impact of health care reform variables significantly related to

(i.e.. p ical contract violation, restructuring
. job sati ion, and izational i it) and
behavioural intentions?
Are i I igni related to each other and

behavioural intentions?

Are perceptions of the impact of health care reforms, intermediate

and i i i a function of key personal

characteristics (i.e., age, gender, ion, region of

primary area of responsibility, current position, nursing experience, current

position tenure, and employment status)?
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i What factars investigated in the current study are the best predictors of

and i i ions?

Summary

Nurses in the province of Newfoundiand and Labrador have been

d to i ing efforts in the health care system. The
resulting changes have been complex and have challenged both nursing practice
and tradition. However, few studies have been completed in the province to
monitor the effects of health care reforms on nurses’ attitudes and behaviours
over time. This research study aims to explore nurses' perceptions of health

care reforms in 1999 and pare this ir ion with data in 1995.




CHAPTER 2
Literature Review
To gain a more thorough understanding of the impact of healith care
reform on nurses, it is essential to examine those factors thought to influence

key work-related attit and i i d The i review

consists of three sections. The first section presents a review of health care

reform and its implications for the general nursing population. The second

section presents research findings on key i of i

(i.e.. psychological contract violation, general job satisfaction, restructuring

al it 1t) and by intentions (i.e., intent to
stay/leave). The final section presents an overview of the conceptual framework

for this research study.

Health Care Reform: Implications for Nursing

Reform , like regionalizati izi ing, and re-

have been il ited in health care organizations throughout

Canada (Burke, 2001; Decter, 1997; Shamian & Lightstone, 1997) and have
resulted in major changes for employees. Some of the more pervasive changes
in the acute care sector have been in employee skill-mix ratios, staffing levels,

degree of ional r ibility, and i (Davis & Tilley,

1996; Leatt et al., 1997). Health care reform, according to the research



has the patential to signi affect the attitudes of all levels of
employees (Burke & Greenglass, 2001; Leatt et al.). While the implementation
of health care reform has been extensive in Canada, much less attention has
been given to investigating possible effects on organizational, provider, and

consumer outcomes.

Empirical studies that focus on the cor of reform, in
the impact on nurses, are of great interest to researchers and health care
organizations. The vast majority of studies focus on the impact of changes in
patient care delivery models on clients and health care providers, especially
nurses in acute care settings. There is limited research on nurses and nurse
managers working in community health and long-term care. The following
sections provide an overview of the reform measures that have taken place in
Canada, both nationally and provincially (i.e., within the province of
Newfoundland and Labrador). Empirical data on the impact of reform on nursing
populations and key work-related variables, during and/or after the
implementation of major health care reforms, are also presented.

It should be noted that most studies i ified in the lif

examined the impact of reform on acute care providers. This is not surprising as
most nurses (i.e.. 64% overall in Canada, and 72% in Newfoundland and
Labrador) are employed in hospital settings (Canadian Institute for Health

Information [CIHI], 2000). Thus, while the impact of reform on nurses in various
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practice settings (e.g., acute care, community health, long-term care, etc.) and in
different work areas (e.g., direct care, administration, management, etc.) is

ir into the ing dit the bulk of the lit review

discusses the effects of reform on nurses employed in the acute care setting.

National Reform Initiatives

The implementation of reform measures within health-delivery

1S is in to a national i to control costs and
increase accountability for the state of health care of Canadians. When

translated into action, this has resulted in major restructuring efforts, including

Y, ing, and i in an effort to deliver health care
in the most economically viable and comprehensive manner. The following is an

overview of the main reform ies i ified in the literat

Regionalization. Health care regionalization, frequently depicted through
institutional mergers and health board consolidation, has occurred in most
Canadian provinces and territories (Burke, 2001; Decter, 1997; Shamian &
Lightstone, 1997). This has resulted in a reduction in the number of governance

structures within a defined ic region. D ization, also a key

feature of this strategy, involves the devolution of decision-making power from

provincial governments to local regions (Lomas et al., 1997a). Despite

in the I on the and function of regional
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health autharities, few studies have been undertaken of newly developed heaith
boards in Canada . However, there is evidence that suggests, at least in its early
years, regionalization may not have been as beneficial as first predicted (Church
& Barker, 1998; Lomas, et al.; Markham & Lomas, 1995).

Church and Barker (1998), in an examination of regionalization efforts in
each Canadian province (with the exception of Ontario), highlighted various
challenges for decision-makers resulting from this initiative. Regionalization,
according to the authors, has several defining features: a) the creation of
regional governance bodies consisting of elected and appointed officials, b)
regional control of budgets, c) a shift in the settings for delivering health care
services from acute care to the community, d) emphasis on outcome evaluation,
and e) restructuring and downsizing of provincial government departments. As a

result of changes in service provision and delivery, several challenges have been

by admil i ing: a) i ion and ination of
administrative functions and service delivery, b) incorporation of funds, c)

creation of infr ire to support i i ion and 1t of

outcomes that permit outcome-based evaluation. and d) striking a balance

encouraging icipation by local citizens and preventing local groups
and p ional ies from inating the process. While the authors
acknowledge the potential of regi ization to i the i\ of

heaith care delivery, contain costs, integrate and better coordinate services, and
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involve consumers, they expressed concern over the limited empirical evidence
available to support these claims.

Lomas et al. (1997a) surveyed board members (N = 514) of regional
health authorities in five Canadian provinces (i.e., Prince Edward Island, Nova
Scotia, Saskatchewan, Alberta, and British Columbia) to gather perspectives on
devolution. Analysis of results identified extent of institutional autonomy as the
main differentiating factor between institutions. However, there was little to no
empirical support for predicted organizational benefits (i.e., financial savings,

improved service quality, human iencies, and i

coordination and degree of services) of such arrangements. Conversely, it was
concluded that in the initial years of multi-institutional arrangements, there may

have been an i in costs to di and i services, a decrease

in quality due to reduced access, increased staff uncertainty and stress, and
overall organizational instability.

In a follow-up article, Lomas et al. (1397b) explored the background,

and activities of board b Findings that most

were previ y d in sectors other than health care or

social services but had experience serving on some type of board. Respondents

rated the orientation and training in general go as

better than the information received on health-related matters. In relation to

of i ion for decisit king, stated that service
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costs and utilization data were most readily available, while data related to key
informants’ opinions, service benefits, and citizens’ preferences were least
available. Finally, the main activities of the boards consisted of prioritizing and
assessing health needs, followed by ensuring service effectiveness and

efficiency. An important finding from this study was the revelation that most

board were not sati ily prep to carry out their expected

mandate.

A second related report by Lomas et al. (1997c) described board

and levels of ivation. Findings that although
most board members felt that they made good decisions which were superior to
those previously made by the provincial government, they were stiil concerned
with the inadequacy of available data on which to base decisions. While most
board members believed that their priority was to represent and to be
accountable to the population which they served, they were equally divided in

their attitudes toward their

provi (ie.,
of provincial rules).

In a survey of elected and appointed board members, Lewis et al. (2001)
explored members' opinions of health care reforms, regionalization, and the level

of success in ieving local i and i in of

the 30 district health boards, a total of 275 board members participated in the

survey. Overall, the results indicated that there were few differences in the
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perceptions of key issues between elected and appointed board members and
that most supported the general goals of heaith care reform. The vast majority
of respondents believed that extensive reforms were necessary, that the

changes had been positive, and devolution of authority had resulted in increased

local control and, tly, higher quality health-related isions. Further,
most respondents perceived that the local boards had public support and

respect, were reflective of local values. and were more responsive to overall local

wishes as to indivi (i e.. health care provider groups,

special interest groups, or i felt that health care

reform was designed to improve health rather than reduce spending. However,
most respondents felt that a vision of the reformed system was not readily

identifiable, that the boards were legally responsible for things over which they

had little governance, and that board activities were by
government regulations. The authors concluded that issues and concermns
related to health care reform and regionalization are similar across provincial
jurisdictions.

Davis (1998/1999), a Chief Executive Officer (CEO) with the HCCSJ,

d the impact of regit ization and multi-institutional

as part of a provinci: to reduce health
care costs) in Newfoundland and Labrador. Following regionalization, individual

health boards recognized a number of benefits of this new system, including
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ir it of public accountability, opportunities to be
more efficient in health care spending, and staff involvement. There were also

challenges to face with the creation of new boards, including higher levels of

anxiety and uncertainty reported by staff and ici: from being 5
underpaid, undervalued, and uninvolved. and increased stress as a result of
fiscal restrictions.

These studies have that the anticij benefits of

di king through regi ization have not been fully attained. To the

contrary, it was indicated that reforms may have had a negative effect on quality

of care, k-related attit i of the work i and job-
related variables across various practice settings. While there was consensus
that health care reform was needed to improve the system, study results, as

above, during iminary stages of health care reform indicated that

board members identified both positive and negative areas of impact.
The move to streamline services through regionalization has also created

nursing practice atthe level. The ion in

services has necessitated the expansion (at least in theory) of community-based
services as a result of shorter hospital stays and reductions in the number of
inpatient beds (Decter, 1997; Shamian & Lightstone, 1997). With a greater
emphasis on the delivery of home-based services to clients with increasingly

complex care needs, less time and are i to ity-based
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praviders for other health enhancement initiatives, such as health promotion and

community development activities (Orchard, Smillie, & Meagher-Stewart, 2000).

, Isaacs, Ul d, and Cl| (1994) public

health nurses’

pti prior to and i ization of the Nursing
Division of the Hamilton-Wentworth Department of Public Health Services in
Ontario. Using a longitudinal study (i.e., four data collection periods over a

th y period), and i i its, the d the

perceived impact of the change in practice from a generalist to population-based
approach. The elements of job design (i.e.. task identity and significance, skill
variety, autonomy, and feedback), job satisfaction (i.e., work, pay, promotion,
supervision. and coworkers), and role stress (i.e., conflict, ambiguity, and

) were The rates for the first time period was 80%

(N = 92), followed by 58% (N = 54) for all remaining periods. There were

significant differences found in public health nurses’ overall job satisfaction and

most its of sati ion, with the ion of job { Findings

revealed that nurses reported a higher level of satisfaction at Time 4 than in the
three previous time periods. However, there were no significant differences in
overall job design over the time periods. The only component of job design to
exhibit a significant change (i.e., decrease from Time 1 through Time 3, followed
by a significant increase from Time 3 to Time 4) was task identity (i.e., the

perception of the importance of one’s work). Further, there were no significant
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differences noted in overall role stress and most of its components, with the
exception of role conflict (i.e., significant decrease between Times 2 and 3
versus a significant increase between Time 4 and Times 1 and 3). Based on
inconsistent study findings and the limited significant changes in study variables,
the authors deduced that organizational change had little to no impact on public
health nurses’ perceptions of job satisfaction, job design, and role stress.

In a study on RNs’ perceptions of the impact of heaith care reforms, Way
(1995) gathered baseline data from a stratified random sample of nurses
(N = 333) in Newfoundland and Labrador. Data from community health nurses
(i.e.. 19 community health nurses and 45 nurses working across settings,
including community health) were contained in this sample. The importance of
health care reforms, quality of care and safety concerns, practice-related issues,
standards of care. and the emotional climate of the workplace were assessed
using a researcher-developed instrument, the Impact of Health Care Reform
Scale (IHCRS). Results suggested that while most respondents were neither
negative nor positive about the overall impact of health care reforms, community
health nurses tended to be more positive than their counterparts working in other
clinical areas. However, while this study provided useful baseline data, no

current or ive data are i on ity health nurses’

perception of the impact of these reforms.
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Reutter and Ford (1998) used a descriptive study to investigate public
health nurses’ (N = 28) perceptions of changes in practice in health units in both
urban and rural Alberta. individual and focus group sessions were guided by a
semi-structured interview tool. Several factors identified as having a direct

impact on nursing practice, included protocol changes, budget cuts, changing

needs and ics, health care system restructuring, and

use of other i to provide health promotion activities.
Content analysis revealed five related themes, including: a) “pulling back” (i.e..

staff i and i resulted in the need to refocus efforts

to mainly deliver mandated programs); b) “from hands on to arms length” (i.e.,
transition from direct to more indirect involvernent with clients); c) “handing over
responsibility” (i.e., encouraging clients to become more involved); d) “developing

working p: ips” (i.e., facilitating par ips with other

agencies/providers and clients); and, e) “doing less surveillance” (i.e., responding
to needs identified by clients and/or other professionals). While these findings

suggest that some are ived as i

ing ion and client
control, other changes are seen as threatening client accessibility to public

health nurses, ially for outside of services. Due to the

small, convenience sample of nurses, the researchers acknowledged the

limitation in generalizing the findings.
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In a study of public health nurses in southern Ontario, Rafael (1999)

the work and faced by public health nurses (N = 30) during
a period of downsizing (i.e., reduction in health programs, staff, and
management personnel). In addition to downsizing, public health nursing service
delivery was transformed from a district approach (i.e., providing for all needs of

a district) to a program-specific 1 (i.e., providing specific toa

targeted ion). F: to-face i i and focus groups were utilized to
collect data. Both positive and negative effects were reported by nurses as a
result of the changes to public health nursing practice. On the positive side.
program-specific services were seen by some nurses as increasing their capacity
to provide higher quality care than before, especially when responsible for
meeting the service needs of a larger geographical area. As well, respondents
were positive about new practice opportunities, developing creative partnerships.
and being more involved in their communities. In contrast, nurses sensed that
their profession had lost its voice in decision-making as a result of practice
divisions along multiple program lines (as opposed to disciplinary lines), having
to compete with peers for scarce resources, and having to report to non-nursing
managers. Further, a reduction in nursing services to schools and home visiting,

loss of jobs, and distancing of nurses from the client were also perceived as

being negat These i in public health

nursing practice were seen by the researcher as having negatively affected
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nurses’ feelings of autonomy and empowerment, which may potentially impact
future practice in this field.

In summary, most study findings at the community level indicated that
nurses employed in these settings have concerns about the impact of reforms on
the emotional climate of the workplace, quality of care, standards of care, and
workload (Rafael, 1999; Reutter & Ford, 1998). These findings are consistent

with studies of nurses employed in various health care settings. Other research

efforts have not or signif findings on the impact of
organizational change on perceptions of job satisfaction (Woodcox et al., 1994).
Despite reports of negative aspects of reforms, there is evidence that reforms

have also produced positive outcomes (Reutter & Ford; Way, 1995).

D izit D izing, most often inan ization's
reduction in staffing levels, is one of the most common initiatives used in

institutional settings to control i D izing includes such as

elimination of positions (e.g., through redundancy, early retirement, position

use of casual etc.), ing outside services, and

organizational structural redesign (Leatt et al., 1997; Luthans & Sommer, 1999;
Sochalski, Aiken, & Fagin, 1997).

There are numerous research studies that explored the impact of
downsizing on the work life of nurses in various practice settings (Acor &

Crawford, 1996; Aiken et al., 2001; Baumann et al., 2001; Blythe et al., 2001;
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Burke, 2001). Existing empirical data support a decline in nurses’ work-related
attitudes (e.g., dissatisfaction with pay and promotion opportunities, loss of trust,

lower pi ivity, etc.), ti (eg.. ion in front-line staff

and management positions, greater role expectations and responsibilities, etc.),
and quality of care as a result of reductions in human and financial resources

(e.g.. Armstrong-Stassen et al., 1996: Baumann et al., 2001; Burke; Leatt et al.,
1997: Laschinger et al., 2000, 2001; Woodward et al., 1998, 2000). There have

also been significant repercussions for all levels of nurses, including front-line

staff and etal., 2001; etal.,
1999, 2000). The ing is a di ion of the i impact of
on nurses’ i of work life, work-related attitudes, and quality

of care across various acute care work settings.
Studies were identified from the literature that focussed on the scope of

downsizing initiatives (Baumann et al., 1996), perceptions of the consequences

of downsizing St: etal., 1996; etal., 1996, 2001;
Burke, 2001: Laschinger et al., 2000, 2001), and of changing roles and
responsibilities during early stages of downsizing (Acorn & Crawford, 1996).

Baumann et al. (1996) used an unstructured interview technique to

the impact of izt ies on staff nurses (N = 129) working in
20 acute care hospitals in Ontario. Focus groups held with RNs (n = 104) and

registered practical nurses (RPN) (n = 25) revealed several important issues,
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including diminished attention to the caring aspects of their jobs and increased
desire for management to involve them in decision-making and to include them
on committees. Further, nursing staff perceived staffing actions such as
transfers to other units, reduction in work hours, early retirement packages, and
permanent to casual status, as job loss.

Armstrong-Stassen et al. (1996) used a longitudinal panel study to

changes in job for full-time (n = 232) and part-time (n = 112)
nurses (i.e., RNs and RPNs) before and after downsizing in three community

in Ontario. ine data on job sati ion were

collected in early 1991 prior to downsizing, and follow-up data were collected in
late 1992 post-implementation. Instruments included the Minnesota Satisfaction

Questionnaire (MSQ) to assess overall job satisfaction, and the Index of

[e] izati i (IOR) to i ion with one’s job and the
work environment. All scales were reported as having well-established reliability
and validity. Study findings failed to document significant differences in overall
satisfaction, or satisfaction with aspects of the job and work environment for work
status (i.e. full- and part-time) before or after downsizing. However, there were
significant time effects for satisfaction. Both groups of nurses reported lower
ratings on most aspects of job satisfaction (i.e., career future, hospital,

supervisors, and rkers, ively) i izing, with the

exception of monetary rewards. Specifically, the nursing staff reported being
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less satisfied with the ization (i.e., poor of , nat a good.
place to work, and employee well-being less i than financial

supervi (i.e.. di i with ial style and p

impact on overall job atti co-workers (i.e., il tension), and career

future with the hospital (i.e., decreased feelings of job security and promotion
opportunity, and consequential negative impact on overall job attitudes).

From the preliminary results of a study of staffing, organization, and client
outcomes from 711 hospitals in five countries, Aiken et al. (2001) reported on
select findings from nurses (N = 43,329) working in adult acute care hospitals in
1998 and 1999. All nurses working in all hospitals within the three Canadian

provinces of British Columbia, Alberta, and Ontario were included in the study (n

= 17.450). A self- i . researcher-developed i ire was used to
gather data on nurses’ perceptions of their work environments, quality of nursing
care, job satisfaction, career intentions, and burnout. Study findings revealed
that the majority of nurses perceived staffing levels to be less than sufficient to

ensure the delivery of high quality care and to meet work expectations.

. half of the believed that the quality of patient care had
deteriorated over the past year. Nurses reported that they were being assigned

more patients, were often completing tasks outside of their professional

ponsibilities (e.g., cleani ing patients, etc.), and were frequently

not able to meet basic patient care needs (e.g., personal care, teaching, provide
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comfort measures, etc.). As well, only one-third felt that their patients were

d for di Further, the majority of nurses reported
receiving client and family complaints and verbal abuse more regularly in the
past year. With regard to managerial relations, mare than half of the nurses felt

that hospital was not ive to their and did not

provide opportunities for participatory d i king or career

or acknowledge the important contribution that nurses make to care provision.
Further, the job dissatisfaction and burnout reported by almost half of the
respondents were attributed to the job-related strain, emotional exhaustion, and
overwhelming work demands due to insufficient numbers of nurses available to
provide care. On a positive note, most nurses felt that salaries were satisfactory,
nurse-physician relationships were positive, and work colleagues (i.e., physicians
and nurses) were clinically competent and able to provide high quality care.
Based on the study findings, the researchers concluded that the current hospital

climate has resulted in i ion and di i ion to both clients

and nurses, which has, in turn, contributed to higher rates of nursing burnout and
greater intent to leave the profession.

Through a provincial-wide survey, Laschinger et al. (2001) investigated
the perceived impact of restructuring on working conditions in Ontario hospitals
in a subset of nurses (n = 230). Several themes emerged from the data. First,

nurses most frequently cited concems related to quality of work life (i.e.,
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