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ABSTRACT 

This research reveals that nurses caugM in the maelstrom of 

health care reform experience a transition that is highly significant, 

even when they retain employment. A phenomenological method was 

ernployed to: 1) explore the experiences of nurses in a tertiary 

hospital undergoing restructun'ng; 2) find out what these 

experiences meant to nurses; and 3) discover what made their 

experiences positive or negative. A sarnple of 10 nurses. including 

staff nurses. clinicians and unit managers. participated in 60 to 90 

minute interviews to share their stories. Data, analyzed using the 

approach described by Paterson and Zderad (1988), demonstrate that 

during restructuring, nurses experience numerous losses. along with 

some gains. As a result, they undergo a significant intemal 

realignment which is consistent with Bridges' (1 980) transition 

framework. Their experiences are made better or worse by factors 

in the organization, in their personal lives, and within themselves. 

Leaders who manage restructuring and nurses who experience it, 

must take heed of management practices, union processes and 

personal factors that moderate these experiences, often in a 

profound way. 



Downsizing, rightsizing, restructuring, reengineering, 

redesigning are b u u  words of the 90s. reflecting organizational 

responses to escalating costs and the burden of the federal debt. 

According to transitions' author, William Bridges (1 994), the 

transformation in the workplace et the end of the twentieth century 

compares with the Industrial Revolution two centuries ago in its 

magnitude. Although the changes have affected primarily the 

industrial sector since the beginning of the last decade, more 

recently white collar workers face the fallout of these processes as 

well (Armstrong-Stassen, 1993; Cascio, 1993; Isabella, 1989; 

Kotlowski, Chao, Smith, & Hedlund, 1993). 

Health c m  reform in Canada, with the primary goal of cutting 

health care spending, reflects trends across Europe, North America 

and the South Pacific (Evans, 1991). The fallout of these massive 

changes in the care of patients is yet to be determined. However, 

there certainly are people, frontline workers end managers, who are 

caught in the maelstrom of refom and who are profoundly affected. 

lnvariably the work they do is changed and their career paths are 

altered. Those who remain often declare themselves lucky simply to 

have a job. ln contrast there are those who seize the opportunities 

that surface in transitions and who corne out ahead. 

Nurses across Canada join the ranks of those in other walks of 

life who are confronted with the jobshift, described in 1994 by 

Bridges and Jackson (1995). Although most nurses do not 



necessarily face unemployment, they experience significant changes 

which threaten their well-being. This study explored the experience 

of nurses in a tertïary care hospital which was undergoing major 

restnrcturing. 

As a nurse who woilcs in the same organization as the nurses in 

this study, I have seen the impact of the changes on frïends and 

colleagues. I have also felt the vulnerability of having the value and 

necessity of one's job questioned. As the researcher, how I view the 

subject of my thesis is no doubt influenced by this insider 

perspective. It is said that 'any study and its findings are at least 

as much a reflection of the investigator as of the phenornenon 

studied (Sandelowski, 1986, p. 34). Indeed, this journey has been 

much more than a study of the experience of others, because it has 

provided me with an opportunity for self-discovery in a personal 

transition. 

In 1957 the federal govemment agreed to split health care costs 

50/50 with the provinces in the form of transfer payments (Kieser & 

Wilson, 1995). Since 19n, the federal govemment has been 

gradually withdiawing these payments. Debt is causing govemments 

to spend less and less on social programs. Approximately 10 percent 

of the country's total income is spent on health care; less than is 

spent on interest payments on the govemmental debt (Northcott, 

1995). Restructuring of health care has becorne mandatory in order 

for the system b be sustained. 



Restructuring of health care began in 1992 in the Study 

Province. In the broader perspective, that year was termed a 

watershed because of the escalation in restructuring occurring in 

major corporations across North America (Gottlieb & Conkling, 

1995). In the Study Province, the govemment published its plan 

proposing a two year initiative to shift resources from high cost 

tertiary and comrnunity hospitals to long terni care facilities. home 

care, and other community services (Study Province. 1992). As a 

result, from 1992 to 1995. 553 acute Gare beds closed in the 

provincial capital (Study Province. 1995). What was to be a two 

year plan continues to unfold and is likely to continue into the new 

millennium (Mara, 1993). 

In 1993, the Study Hospital, a large tertiary care facility, was 

given an edict by the provincial government to reduce its budget by 

12% over a three year period. To achieve this goal, the hospital 

hired the American Practice Management (APM) consultants to begin 

the onerous task of cutting costs through work restructuring. The 

APM Work Restructuring Project, from June 1993 to January 1994, 

involved cross-sectional teams to assess and redesign processes 

and roles throughout the institution to increase efficiency and 

effectiveness (Smeltzer, Formella, & Beebe, 1993). 

The intense woik restructuring processes were followed by a 

change in organizational structure to one of Program Management in 
the spring of 1994. The change in the organizational structure 

involved a change from a function- or discipline-specific 

department structure (i. e., housekeeping. nursing. and phamacy) as 



depicted in Figure 1. In this structure there were three senior Vice- 

presidents (Nursing, Medicine and Support Services) responsible for 

their respective disciplines and four other Vice-presidents (e.g., 

Finance, Planning) 

EjOULe 1 a Organizational structure before restructuring. 

Vfœ I I m C 1 
Preathmts 0 0 O iL u 0 

With the changes, multidisciplinary teams were responsible for 

the management of like groups of patients. In the Study Hospital, a 

Program Management Team, consisting of a Clinicat Head (physician), 

a Director of Patient Services (usually a nurse) and, where 

necessary, a Director of Support Sewices, were responsible for the 

overall direction of each program as depicted in Figure 2. Within 

each program, there were several multidisciplinary Patient Care 

Teams, consisting of unit managers, physiciens and allied health 

professionals, responsible for sub-specialties. Frontline workers 

had input into the multidisciplinary teams but reported directty to 



their disciplinary manager. 

-2. Organizationsl structure after restructu ring. 

With the changes in organizational structure, two management 

layers were removed, leaving five layers between the patient and 

the board. Flattening and realigning the organizational structure 

were bath intended to improve accountability and effectiveness, and 

to better manage costs. 

A third major change ensued shortly thereafter when head 

nurses (HNs) were taken out of the union and given an expanded 

management role, with increased decision-making authority. Their 

new title became 'Unit Manager.' As a result of this change, over 

10% of them took other jobs, in many cases by 'burnping' other 

nurses. 

Compounding the redesign processes was the shrinking numbei 

of beds. From the eady ward dosures in 1992, beds continued to be 

closed as patient populations were regrouped and redistributed. 

Government documents reveal that fmm April 1992 to March 1995, 



the number of beds in the Study Hospital was reduced by 184, from 

1,038 to 854 (Study Province, 1995). Over this time-span, almost 

400 registered nurses at the Study Hospital experienced deletion or 

bumping, although only one nurse was unemployed as a result 

(unpublished data from the Shidy Hospital's Union)! Of this numbei, 

approximately 115 were bumps. According to the Union President of 

the Study Hospital, the number of bumps was minimized because 

positions had been held vacant in anticipation of bed closures, and 

deleted or bumped staff were allowed to take terni positions and 

hold off bumping (personal communication, March 19, 1997). This 

resulted in some nurses being able to assume positions which 

became vacant through attrition 

There was also a trend to using increased assistive personnel. 

In the Study Hospital, the number of registered nurse Equivalent Full 

Times (EFTs) decreased from 1555 in Decernber, 1992 to 1399 in 

Decernber, 1995, whereas the nurnber of unlicensed assistive 

personnel (including Unit Clerks, Nursing Assistant, and Unit 

Assistants) increased from 356 to 415 (from 23% to 30%) ove? the 

same time period (Study Hospital - unpublished data). 

RsmMQM 
The popular and research Iiterature is fraught with jargon and 

euphemisms that retlect the changes in the shrinking work 

environment. Defining the terms used in this study is essential to 

avoid arnbiguities. 



Organizational restructuring involves 'major changes in 

haw an organization defines its basic components and their 

intenetationships' (Kimbeily & Quinn, 1984, p. 5). Along with 

changes in structure is a redefinition of strategies and processes. 

This dismantling of the deep structures, which are the very essence 

of an organization's configuration, control systems, and values and 

beliefs, leaves the organization temporarily disorganized (Gersick, 

1991). Organizational restructuring is the umbrella terni I will use 

to describe the overall change process. Two sub-categories of 

organizational restructuring are reengineering and downsizing. 

Reengineeri ng involves the fundamental and radical redesign 

of processes (Bergman, 1994). The redesign of processes at the 

Study Hospital resulted in a change in the organizational structure 

and, to a greater or lesser extent, a redesign in the way work was 

done by front-lin8 staff. 

In program management teams of people focus on specific 

types of care activities to sewe specific patient populations, such 

as obstetrical, pediatric, or surgical patients (Monaghan, Alton, & 

Allen, 1992). Responsibility for decision-making is pushed down to 

the individuals closest ta the issues at hand. 

Reengineering also involved systematically redesigning work 

processes, commonly called work ndesign, in order to Save tirne 

and money, while enhancing quality (Bridges, 1994). Woik redesign 

occurred through the work restructuring processes described earlier. 

The increased use of assistive personnel in the Study Hospital to 

decrease costs meant a change in staff rnix, i.e.. the ratio of 



professional to unlicensed woikers. As a result service and patient 

care changed wlh the increase use of assistive personnel. 

Downsizi ng is differentiated from reengineering, because its 

goal is ultimately to cut costs through 'the planned elimination of 

positions or jobs' (Cascio, 1993, p. 96). In a hospital, this typically 

means bed closures which resuîts in the permanent loss of jobs. 

In the S?udy Hospital, ward closures did occur and were 

followed by position deletions. However, at the Study Hospital, the 

union contract protected most nurses' jobs through the bumping 

process. Bumping is the process by which a senior employee has 

the right to choose the job or position into which he or she may 

bump, subject to the proviso that he or she has the necessary 

qualifications (Harnden, 1 991 ). This creates a domino effect which 

results in the greatest vulnerability for layoffs existing among the 

most junior nurses. However, it does not spare any nurse from 

losing a particular job through displacement. The term displacement 

will be used interchangeably with bumping. 

Purpo# of the Study 

The purpose of the research was to explore the experience of 

nurses in a tertiary care hospital which was undergoing major 

restructuring. 

The research questions were: 

1. What are the expeiiences of nurses in a tertiary hospital 

which is restructuring? 

2. What meaning do these experiences have for the nurses? 

3. What made the ewperîences positive or negative? 



The study of this problem is important for several reasons. 

First, it is important for nurses to understand their own transitions. 

Doing so will assist them in their personal coping, in assessing the 

altered health care milieu of which they are a part and indirectly, 

the potential effects of restructuring on patient care. Second, as 

change appears to be a never ending phenornenon, the more insight 

those who manage change within health care institutions have into 

the experiences of nurses, as to what makes it better and what 

makes it worse, the better they are able to facilitate the change. 

Finally, from a broader perspective, this transition in health care 

requires study from many perspectives, not only to help shape the 

current transition, but also so that the lessons learned can be 

passed on to those who plan future transitions. 

It is important for those who plan and control organizational 

restructuring processes to understand the myriad dynamics and 

effects on nurses. If managers understand the impact of 

restructuring on people. they are in a better position to help to 

mitigate some of the negative effects that appear to be inevitable, 

by putting in place processes and supports for the employees who 

are affected. Uhimately organizations will benefit because workers 

will be better able to cope with the traumatic effects of the 

changes (Noer, 1 993). 



lhaumbm 
The following assumptions are made: 

1 . Nurses who have experienced hospital restructuring will 

have undergone professional and peiheps personal 

transitions. Some of these nurses will want to share their 

experiences. 

2. Nurses who share their experiences with the researcher 

will do so honestly. 

3. As the researcher, I will corne to the interview and data 

analysis with some of my own biases. I will attempt to 

bracket these to the best of my ability. 

The sensitizing framework for this study is the William Bridges' 

(1980) Transition Model. This framework was chosen for two 

reasons. First, it is a broad framework which relates to individuals 

and groups encountering any of life's developmental or situational 

transitions. In the phenomenological method, the directive is to go 

'back to the things themselvesa (Husserl, as quoted by Swanson- 

Kauffman & Schonwald, 1988, p. 98). Hence, a non-prescriptive 

framework is in order. 

Second, the framework has been described as relevant to 

individuals impacted by organizational restructuring, as well as by 

the current changes in health care in pafticular. One Canadian 

researcher studying the impact of funding cuts in health care on 

nurses found that the nurses' expen'ences closely paralleled Bridges' 



model (Rozak, 1994). The model has also been suggested as a 

relevant framewoik in at least two other studies on organizational 

restructuring involving nurses (Armstrong-Stassen, Horsburgh, 8 

Cameron, 1995; Triolo, Allgeier 8 Schwartz, 1995) as well as in the 

management literature on organizational change (Noer, 1993; Tichy 

& Devanna, 1990). 

According to Bridges (IQQl), change is situational; it is an 

extemal alteration in a situation, such as marnage, death, job loss. 

Transition though, is the internal, psychological adjustment to the 

change. Bridges' model (1980) is rooted in the seminal work of 

anthropologist Arnold van Gennep (1 908, 1960). Van Gennep coined 

the phrase 'rites of passage' in his early work in which he analyzed 

numerous ethnographie studies of primitive peoples and their 

ceremonies marking an individual's 'life crisis.' Van Gennep's 

contribution was the identification of the pattern found in each of 

these transitional periods, or passages: separation. transition and 

incorporation. Whether they were developmental passages, 

pertaining to birth, puberty. marriage, parenthood and death. or 

changes in occupation, such as initiation into a new group, he saw a 

pattern in al1 of these life crises. 

The three phases of the transition process described by Bridges 

(1980) - endings, the neutral zone. and new beginnings - parallel van 

Gennep's. The phases often overlap and do not stay aligned in their 

proper order (Bridges, 1980). For example, the in-between place of 

neutrality may actually precede any visible ending or it may corne 

after a supposed beginning. The three phases are depicted in Figure 



3. in the usual sequence. 

m r e  3L Bridges' transition model. 

Find hmr rerligiment 
& r e k u e  rnw w g y  

New s e t s ,  net repky 
o f d d w  

e Have moved thfouph 
t)n &al zone 

The first phase, endings, is the experience of dying (Bridges, 

1980). There are four aspects to the endings phase, which are also 

not necessarily in sequence: disengagement, disidentification, 

disenchantment and disorientation. Disengagement is the willing or 

unwilling break with the familiar social matrix, the usual 

activities, relationships, settings and roles. Examples are divorce, 

death, job changes and illness. Disidentification involves the loss of 

a former identity and not being quite sure of who one is. 

Disenchantment is the discovery that one's world is no longer real, 

that a significant part is in one's head. This is a signal that one is 

moving into a transition. Disorientation is the feeling of emptiness 

and confusion which is deepened by the disengagement, 

disidentification and disorientation. 

The second phase in the transition process is the neutral zone, 

the empty space between the old and the new (Bridges, 1980). The 
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state is temporary. Although it is unpleasant, it is also a 

'moratorium from the conventional activity of everyday existence' 

(p. 1 14) in which an unsuspected awareness is atoused. Bridges 

gives three reasons for the emptiness of the neutral zone. For one, 

transformation is a death and rebirth process in which the individual 

retums to a state of chaos, 'the prima1 state of pure energy to 

which the person retums for every new beginning' (p. 11 8). The 

second reason for the emptiness is that the source renewal in a 

transition lies in disintegration and reintegration, in other words, 

the formlessness of the neutral zone. The third reason for the 

emptiness is the perspective, the angle of vision on life which one 

has on the ending and the new beginning. Everything appears 

transparent and insubstantial in the neutral zone. 

Finally. after the phase of endings and the fallow time of the 

neutral zone, cornes the third phase in transition, the new beginnings 

(Bridges, 1980). The new beginnings happen only when one is ready, 

and involves an inner realignment and a renewal of energy. Both 

depend on the extent to which one has been immersed in the neutral 

zone. The realignment must be more than an extemal shift, a 

replaying of old scripts. for the beginning to be genuine. And new 

beginnings only happen when the individual has moved through and 

beyond the neutral zone. not simply a short cut to abort the neutral 

zone experience. In the new beginnings the person returns from the 

disengaged state and reintegrates the new identity and elements of 

the old one. 'Inwardly and outwardly, one retums homeR (p. 

149,150). 



Conclusion 

In summary, in this chapter I have discussed the foundation for 

this study by descdbing the influence of health care refom on a 

tertiary hospitel undergoing restnrcturing. I have outlined the 

research questions which guided the study in oider to describe the 

experience of nurses during this time. Finally, I have presented the 

sensitizing transition framewoik used in this study. Before 

proceeding with a description of how aie research was carried out, 

the relevant literature will be explored. 



CHAPTER 2: REVIEW OF THE UTERATURE 

Organizational restructuring involves phenornena which are not 

neatly encapsulated in a single theme. The changes in the Study 

Hospital can be broadly placed into four categories which form the 

framework for this review. First, under the rubric of reengineering, 

are program management, a change in the organizational structure, 

and woric redesign. a change in the way work is done. Second, under 

the heading of downsizing, are the themes of job loss and 

displacement. Third, is the literature describing the impact of 

organizational restructuring on suwivors. Finally, is a discussion of 

the variables which moderate the impact of restructuring . 

Reengineering the workplace involves pervasive changes at 

every level of the organization. Fundamentally, the changes involve 

a 'paradigm shift from a traditionally bureaucratic. authoritarian 

institution to a more patient-centered, responsive, outcome-driven 

institution operating with flexible teams of individuals 

collaborating to achieve high-quality, low-cost outcornes' (Gelinas 

& Manthey, 1995, p. 57). The literature on reengineering in health 

care settings reveals two common themes. First, in a reeingineered 

setting the team is considered the basic unit of work (Gelinas & 

Manthey; Schweikhart 8 Daniels, 1 996). More specifically, in health 

care this involves an integrated, multidisciplinary team of 

professionals which takes responsibility for like patient populations 



(Stuart & Sherrard. 1987). 

Second, organizational structures are flattened and decision- 

making is decentralized to achieve greater accountability (Gelinas & 

Manthey. 1995; Schweikhart & Smith-Oaniels. 1996; Stuart 8 

Sherrard, 1 987). Both patient-focused car8 (Gelinas & Manthey; 

Schweikhart & Smith-Daniels) and program management (Stuart & 

Sherrard) involve teams and decentralized decision-making to 

achieve greater accountability. 

The literature on program management will first be highlighted 

to provide insight into the fundamental structural change in the 

study setting. This is followed by a more detailed look at work 

redesign as it relates ta participants in this study, namely nurses 

and their nurse managers. 

c 
A program management structure replaces functional, discipline 

specific departments (nursing, housekeeping, pharmacy and so on) 

with teams of people who focus on specific types of care activities 

to serve specific patient populations, such as obstetrical, pediatric 

or surgical populations (Monaghan et al., 1992; Stuart 8 Sherrard. 

1987). Program management is akin to product-line management 

(PLM) which was introduced in 1928 by Proctor and Gamble to 

market a new soap (Yano-Fong, 1988). PLM, the American version of 

program management, became popular in many large manufacturing 

companies in the 1960s because R was seen to produce high quality 

products in a cost-effective manner. It was adopted into Arnerican 



health care settings in the 1980s to address rising health care 

costs. Stuart and Shertard differentiate the Canadian version of 

program management ïtom PLM as being more focused on activities 

directed at groupings of cornmon patient cere needs rather than the 

competitive American model of promoting and marketing hospital 

senrices as products. In both cases though, the goal is increased 

effectiveness and efficiency, impioved accountability, and 

integrated management (O'Malley, Cummings, & Serpico, D, 1991 ; 

Stuart & Sherrard, 1987). 

Program management in several Canadian hospitals has been 

described in the literature (Monaghan et al., 1992; Stuart & Sherrard, 

1987; Wodinsky & Egan, 1988). The focus in the litetature has been 

on factors related to implementing program management and not its 

impact on the people working in these environments. For example, 

Johns Hopkins' decade of experience with PLM has b e n  deemed a 

success from a financial performance and accountable decision- 

making perspective (Stuart & Sherrard, 1087). Researchers found 

that in implementing PLM, there was: 1) resistance to change, 2) 

complacency on the part of the administration and the medical staff, 

and 3) a lack of business skius among middle mangers who had been 

given more authority (Bowers (L Taylor, 1990). 

No studies were found that relate directly to the impact of 

program management or PUA on nursing. Although some references 

discuss potential opportunities and threats for nurses, they require 

research for verification. 



There are potential opporhinities for nursing in program 

management (Flynn, 1991). First, there is the potential for 

increased autonomy because of opportunities for decentralized 

decision-making in a multidisciplinary team. Second, nurses have 

the opportunity to grow professionally as a result of frequent 

collaboration with other professionals on the multidisciplinary 

team. Third, because of nurses' clinical knowledge and experience in 

coordinating patient care, they are in a key position to assume 

management roles that are broader than the traditional HN role. 

Along with new types of management roles, nurses have the 

opportunity to expand their roles in meeting consumer demands. 

Because 'nurses are closest to the hospital's 'product4, they know the 

needs and desires (of patients) better than anyone else' (Bird, 1988, 

p. 47). 

There are, however, potential threats to nurses in program 

management. One concern is that of a discipline's right to manage 

its own area of practice (Stuart & Sherrard, 1087). Flynn (1991) 

warns that nurses need to stay connected thiough the nursing 

structure to ensure control over nursing practice. Another concern 

is that if costs and productivity become the primaty driving forces, 

nurses may be in conflict with their ideological and ethical beliefs 

pertaining to the well-being of the patient (Bird, 1988; Flynn; Yano- 

Fong, 1988). There is also a concern that if nurses do not obtain the 

managerial role because of a lack of management training, the 



traditional HN role could be replaced by a non nursing product-line 

manager. This could result in a lobs of nursing autonomy. Nurses 

may also feel threatened by other losses such as: a loss of power 

within a multidisciplinary team; a loss of professional identity 

because of merging of disciplines; and the loss of a centralized 

nursing department (Flynn; Yano-Fong). Finally, because product-line 

management often has duel lines of reporting, and this type of 

change requires a lengthy transition period, lines of authority could 

become bluned (Yano-Fong). 

In summary, program management is seen by some as one way to 

achieve high quelity care in a more cost-effective manner. However, 

the potenüal benefits may be tempered by threats to nursing 

autonomy. 

Consistent with changes in the organizational structure, the 

driving force for work redesign has been the need to increase the 

efficiency and effectiveness with which patient care is provided. 

Work redesign was first described in 1980 by two organizational 

behaviour researchers, Hackman and Oldham. They defined a model 

of five job characteristics which increased motivation including: 

skill variety, task identity, task significance, autonomy and 

feedback from the job. If these five components are present in a 

job, they lead to high internai work motivation, growth satisfaction, 

general job satisfaction, and work effectiveness. In this section the 

work redesign will be discussed as it relates to the increased use of 



assistive personnel and patient-focused care. This section will 

conclude with a discussion on work redesign of the nurse manager's 

role. 

ed Use of Asristive Perwnnd 

The prominent features of work redesign in nursing are the 

increased use of assistive personnel and increased autonomy in 

decision-making (Bostrom & Zimmermann, 1993; Moffitt, Tracey, 

Galloway 8 Tintsman, 1993; Watson, Shortridge, Jones, Rees, & 

Stephens, 1991). Nurses are delegating some of their traditional 

tasks to assistive personnel, while taking on more responsibility 

and accountability for larger numbers of patients. 

The increased use of assistive personnel is pewasive in the 

United States. An extensive 1992 survey by the American Journal of 

Nursing revealed that 69% of respondents had experienced an 

increase, or a greatly increased, use of assistive personnel (Blegen, 

Gardner & McCloskey, 1992). This trend has continued, as 

demonstrated in another large and more recent study by the 

American Nurses Association, which revealed that 75% of nurses 

reported working with assistive personnel. When compared to a 

similar study in 1989 which found that only 25% of hospitals were 

using assistive personnel, the increase is dramatic (Massachusetts 

Nurse, 1995). 

Similarily, in Canada assistive personnel have taken on nursing 

roles causing 'blurring' of margins between health care workers 

(Wilson, 1995). In the Study Hospital, Ringer and Jenkins (1994) 



report the increased use of assistive personnel. 

In most studies, assistive personnel work in partnership with a 

registered nurse (Abst, Hofer, (L Leafgieen, 1994; Blegen, Gardner, & 

McCloskey, 1992; Bostrom & Zimmermann, 1993; Garfink, Kirby, 

Bachman, & Starck, 1991; Hayes, 1992, 1994; Huber, Blegen, & 

McCloskey, 1994; Ringer & Jenkins, 1994; Lengacher, Kent, Mabe, 

Heinemann, VanCott, 8 Bowling, 7994; Murphy, Pearlman, Rea, & 

Papazian-Boyce, 1994; Neidlinger, Bostrom, Stricker, HiM, & Zhang, 

1993; Riuo, Gilman, & Mersmann, 1994; Shindul-Rothschild, 1994). 

Although most often the professional nurse works in a dyad, 

delegating responsibility to a non-professional, in some cases the 

nurse heads a small team which inctudes a Licensed Practical Nurse 

(LPN) andlor another assistive person (Abst et al., Murphy et al.). 

In these studies, various parameters were measured, but this 

review will limit the discussion of findings to those which deal 

with the impact of increased use of assistive personnel on nurses. 

The studies reveal variable results. Two studies demonstrate 

positive effects on nurses (Abst et al., 1994; Muiphy et al, 1994). In 

one study of a pilot surgical unit, the mearchers found 10 weeks 

after going to a modular care delivery system, that 25% of staff 

were less stressed than they had b e n  before the change (Abst et 

a.). No mention is made, however, of the stress level of the 

remaining 75%. The second study (Murphy et al.) involved a pilot unit 

that adopted a mode1 of three party teams lead by a nurse. The post- 

test suwey showed an increase in satisfaction by the nurses and 

decreased turnover and absenteeism rates. 

In contrast, other studies describe negative effects on nurses 



(Neidlinger et al., 1993; Shindul-Rothschild. 1994). Neidlinger et al. 

studied two control and two experimental units in which nursing 

assistants with no previous experience were hired. trained, and then 

paired with a nurse. The study, conducted one year after 

irnplementation, found that work satisfaction had decreased. 

Shindul-Rothschild's study, involving focus groups of nurses and 

administrators from Massachusetts hospitats using increased 

numbers of assistive personnel, found that participants experienced 

decreased morale and increased anxiety about job security. 

These divergent results are reflected in the variable findings 

within other studies (Hayes, 1992, 1994; Lengacher et al., 1994). 

Hayes used three control and three experimental units to evaluate 

the implementation of a nursing practice model which involved the 

use of assistive personnel being paired with nurses. Although she 

found that there was increased satisfaction with group cohesion, 

nurses reported a decrease in job satisfaction because the predicted 

decrease in performing non nursing functions did not occur. Variable 

results were also found in Lengacher et al.'s study involving control 

and experimental units implementing a partners in Gare practice 

model. In this case. six months after implementation. the 

experimental unit had a higher level of satisfaction with interaction 

(formal and informal professional contact) and task requirements, 

and a lower satisfaction with autonomy than the control unit. There 

was no difference between the two units in pay, professional status, 

organizational policies and total job satisfaction. Nor was there a 

significant difference in staff turnover. The findings of no 



significant difference in case and control units which implemented 

assistive personnel were echoed in a study by Garfink et al. (1991) 

and in the Study Hospital (Ringer & Jenkins, 1994). 

It is impossible, therefore, to draw any conclusions from these 

inconsistent findings. Several factors are likely to have confounded 

the results. For one, some studies involved other concurrent 

changes, such as physical changes to a nursing unit to facilitate care 

delivery (Abst et al.. 1994) or implementing a new medication 

system (Zimmermann, 1993). Furthermore, various irnplementation 

strateg ies were used, sorne involving staff participation in planning 

to a greater or lesser extent (Abst et al.. 1994; Lengacher et al., 

1994; Murphy et al., 1994; Neidlinger et al., 1993) or education 

programs (Abst et al; Hayes 1992. 1994; Gatfink et al., 1991; 

Lengacher et al.; Murphy et1 al.) or team building (Hayes 1992. 1994). 

Thus, drawing any definitive conclusions about the impact of job 

redesign in nursing involving the increased use of assistive 

personnel is not possible. 

atient - facu.8- 
Patient-focused care (PFC) is a more involved mode1 of work 

redesign because it goes beyond simply delegating work to assistive 

personnel. It is similar to program management in that it involves 

extensive reengineering of the work environment, such as flattening 

the organizational structure, the use of multidisciplinary teams. and 

decentralized decision-rnaking. PFC has been described as the single 

largest reengineering prograrn in healthcare (Richardson, 1995). 



Because of the lack of studies of the impact of program management 

on nurses, the literature on PFC will serve as a substitute. 

Specifically, PFC involves 'grouping similar patient populations, 

moving services closer to the patient, broadening staff skills, and 

sirnplifying processes' (Moffitt et al., 1993, p. 509). It incorporates 

the broader principles of reengineering, such as changes in the 

physical structure, Le.. changing from a centralized nursing station 

to smaller work stations (Bethel & Ridder, 1994; Richardson, 1995) 

and nurse servers (Bethel 8 Ridder). If services are brought closer 

to the patient, even more extensive changes in physical structure 

are required, such as when laboratory, radiographie and pharmacy 

services are moved to a patient unit (Clouten 6 Weber, 1994; Moffitt 

et al.; Watson et al., 1991). Expanding the roles of staff through 

cross-training is a common theme in PFC (Clouten & Weber, 1994; 

Hequet. 1994; Richardson; Watson et al.). In some cases the 

assistive personnel are trained to take on nursing functions such as 

phlebotomy and doing EKGs (Bethel & Ridder). 

The increased use of assistive persona1 is common in PFC 

(Bethel 8 Ridder, 1994; Clouten & Weber, 1994; Kennedy, 1996; 

Moffitt et al., 1993; Watson et al., 1991). Similar to the findings of 

the studies on the use of assistive personnel, the findings of the 

studies of PFC are variable. 

Job satisfaction, one of the predicted outcornes of work 

redesign (Hackman 8 Oldham, 1980), is substantiated in the findings 

of two studies in which PFC was implemented (Moffitt et al., 1993; 

Watson et al., 1991). In a third study however, nursing satisfaction 



decreased (Bethel & Ridder, 1984). However, the data in the latter 

study was collected only four months after the change and the 

authors speculate that this time-span may be too short a time in 

which to draw this conclusion. 

In another study, the increase in satisfaction and in staff's 

perception of personal growth was offset by a deterioration in 

perceptions of autonomy, work complexity, and task related personal 

interaction (Watson et al., 1991). lnconsistencies were also 

reflected in the finding that although overall job stress improved, 

the stress related to patients and performing 'demeaning' tasks 

increased. 

lncreased stress was also reported by Kennedy (1996) related to 

staff reports of increased workload and an increased focus on tasks 

in implementing PFC. The author found that generally job 

satisfaction deteriorated. 

The prediction of increased autonomy leading to increased job 

satisfaction (Hackman 8 Oldham, 1980) is not demonstrated in the 

above studies. Although the nature of the study differs from the 

work redesign described above, an increase in autonomy leading to 

an increase in job satisfaction was demonstrated in at least one 

study (Shoham-Yakubovich, Carmel, Zwanger & Zaltcman, 1989). The 

authors, who took advantage of a physicians' strike in Israel, found 

that an imposed structural change in the work setting, which 

allowed for increased autonomy, resulted in a concommitant 

increase in job satisfaction. 

Likewise, decentralized decision-making and its effects was 

not studied specifically in the aforementioned literature. It was 



however studied by Przestrtelski (1987) who looked at how job 

satisfaction compares with the perceived decentralization of 

decision-making. He surveyed 343 nurses and front line managers 

regarding their perception of decentralization of decision-making 

and their job satisfaction. Perceived decentralization was found to 

be positively related to satisfaction of higher level needs such as 

esteem, autonomy and self-actualization of staff nurses. The 

perceived flattening in the hierarchy was usually strongly related to 

satisfaction measures. 

The finding that satisfaction with control and involvement in 

decision-making is a significant predictor of job satisfaction was 

corroborated by Hastings and Waltz (1995). They found this to be so 

in an extensive evaluation of the implementation of a practice 

model. 

Thus, studies on work redesign involving PFC dernonstrate mixed 

results, as do the studies on the use of assistive personnel. There is 

little doubt that there are many variables impacting on these results 

because often major systemic changes are driving work redesign. A 

later section on the moderatois of organizational restructuring may 

provide some insights into these variable findings. 

The aforementioned changes in organizational structure and 

work redesign of the nursing mle profoundly impact on the role of 

the nurse manager. The move to drive decision-making down the 

ranks means the nurse manager is often seen as 'the linchpin in 



hospitals' efforts to improve patient care and control costs' 

(Eubanks, 1992). The traditional clinical role of the HN is shifting 

to greater authority and accountability for the oveiall management 

of the nursing unit. including hiring of staff and having 24 hour 

accountability for the unit (Eubanks; Herrin & Prince, 1994; Nicklin. 

1 995). 

A significant area of increased accountability is in budget 

responsibilities (Eubanks, 1992; Herrin 8 Prince, 1994; Nicklin, 

1995). In one study of 74 unit nurse managers from five hospital 

(300 - 900 beds) about Meir perceptions of their roles, 73% saw 

fiscal responsibilities and budget as an important part of their role 

(Sanders. Davidson, & Price, 1996). Of note is the fact that only 50% 

felt they had opportunity to irnplement these responsibilities. 

The scope of responsibility of managers usually increases 

because organizational restructuring typically involves a decrease 

in administrative staff (Gelinas 8 Manthey, 1995). This means that 

along with an increase in cornmittee responsibilities (Nicklin. 

1995), nurse managers may be responsible for more than one patient 

care area and c m  have more than 100 EFTs reporting to them (Herrin 

& Prince, 1994). 

Decentralized decision-making means nurse managers need to 

involve staff nurses (Eubanks, 1 Q92; Nicklin, 1995). Managers need 

to relinquish bureaucratie styles of leadership and empower staff to 

make decisions (Flarey, 1991). Decisionmaking is also more 

interdisciplinary in nature (Gelinas & Manthey, 1995). 



As a result of the increased management function, nurse 

managers are being forced to examine their traditional clinical roles 

as HNs. The former HN who used to be aie clinical expert must now 

also be the management expert (Eubanks, 1992). Managers need to be 

more selective about patientslfamilier who require the nurse 

manager's interventions (Nicklin. 1995). This is where expectations 

of others and self can corne in conflict. 

Corser (1995) found a nurse manager's clinical orientation to be 

highly valued, especially among nurses on medical-surgical units. 

This, despite the fact that nurse managers were expected to fulfill 

the management functions of budgets, planning, performance 

appraisals etc. Flarey (1991) contends that nurse executives should 

expect hands-on practice whenever possible from front-line 

managers. In a study of unit nurse managers, although alrnost al1 

said identifying patient care problems was important, only one half 

actually expected managers to provide hands-on-care (Sanders et al., 

1996). Frorn these three perspectives it appears there are differing 

opinions about the nurse managers role in clinical practice. 

In summary, the Iiterature on the impact of job redesign on 

nurses presents an inconsistent picture. Positive and negative 

findings exist across and within studies. As mentioned earlier, 

variations in redesign models, study methods, and implementation 

strategies al1 lead to these inconsistencies. Probably most 

significant, however, is the fact that hospitals are complex 

environments in which numerous variables impact on the outcomes 

of any study. 



Doumsidng 

Downsizing is the deliberate elimination of positions to improve 

organizational performance (Kozlowski et al., 1993; Meehan & Price, 

1988). This portion of the literature review focuses on the 

reduction in the woik force and its impact on people, as it pettains 

to the current study. Methods of staff reduction, the salient 

characteristics of the nature of job loss, and reactions to job loss 

and displacement will be discussed. 

Downsizing can involve numerous approaches to staff reduction. 

Most benign in terms of threat to job security are methods that do 

not involve layoffs, such as a hiring freeze or deferring hiring (Borg 

& Jensen, 1985). Similar to this is allowing natural attrition to 

reduce staff by simply not replacing people when they leave (Begany, 

1994; Roberts, 1989). A somewhat more proactive approach is 

offering incentives, such as early retirement packages, that induce 

people to leave, (Begany; Lucas, 1994; Roberts). When these 

measures are not enough to achieve the desired effect. layoffs may 
- 

be the only alternative. 

Llivatfr 
In healthcare, layoffs usually occur when nuning units are 

merged and/or closed, because these measures involve the 

elimination of large numbers of positions (Begany, 1994; Kennedy, 

1996; Lynch, 1993; Roberts, 1989). Simultaneously, individual 



positions may be targeted because a position is no longer required 

(Lucas, 1994; Strength 8 Ulrner, 1987; Zimmermann, 1993) or a 

worker is considered to be unproductive (8org & Jensen, 1985). 

The decision criteria used to detemine who is to be laid off are 

important because layoffs can have far-reaching effects. The 

fundamental question is, should layoffs be based on seniority or on 

merit. According to Bunning (1990), tenure, or the date of an 

employee's hire is the most frequently used criterion on which 

layoffs are based. The policy of 'last in, first out' is seen as 

objective and is simple to administer. Seniority is often seen as the 

fairest way for layoffs to occur (Galivan, 1986; Lucas, 1094; 

Roberts, 1989). 

Conversely, staff reductions based on merit may b8 seen by 

managers as an effective way of getting rid of nonproductive staff 

(Roberts, 1989). However. this rnethod mandates a performance 

appraisal system be in place, as there is considerable risk that 

manager bias is seen as a factor in decisions based on performance 

alone (Bunning, 1 990). Furthemore, the performance appraisal 

system rnust be fair and consistent (Roberts) and appraisals must 

have been done prior to the decision to downsize (Bunning). 

Creative methods may be used to facilitate the management of 

laid off staff. For example, in one hospital. excess staff were 

placed in a Displaced Workei Pool for up to six months during whic*h 

time they were assigned to areas requiring their services, giving 

staff opportunity to search for other positions (Lucas, 1994). 

Another unique approach was a 'transfer fait' in which nurses who 



would be losing jobs had an opportunity to meet managers who had 

openings in their areas to apply for the jobs of their choice (TutHe, 

1 992). 

mJQmm 
Layoffs may lead to job loss of more individuals then originally 

intended, such as in unionized hospital environments where bumping 

occurs (Kennedy, 1986; Lynch, 1993; Meehan & Price, 1988; Olson, 

1995). Bumping is defined as the process by which 'a senior 

employee has the right to choose the job or position into which he or 

she may bump, subject always of course to the proviso that he or she 

have the necessary qualificationsn (Hamden, 1991). It means that a 

nurse whose position has been deleted, or who has hirn or herself 

been bumped, can in tum bump someone with lesser seniority. Even 

high seniority levels of many years does not guarantee that a nurse 

will not be bumped from a job. Nurses may be bumped more than 

once and as often as four tirnes, as found by Olson. 

Bumping is complicated, time consurning, and affects much 

greater numbers of staff than were initially targeted (Borg & 

Jensen, 1985; Bunning, 1990). Turmoil exists in a bumping 

environment because of the large numbers of people affected. It has 

been estimated that five times as many people are affected as were 

originally targeted for reduction (Meehan 8 Price, 1988). 

Bumping is also problematic in that it can promote the concept 

of the 'generic' nurse which assumes that all nurses within a 

classification are interchangeable (Meehan 8 Price. 1988). Bumping 
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based strictly on seniority results in the potential loss of good 

workers while others remain in the organization because of 

longevity alone. Meehan and Plice argue in favour of a system in 

which performance and special skills are taken into consideration, 

along with seniority. A rnix of seniority and merit criteria may also 

be used in which seniority is the primary factor in displacing 

employees. Merit, is used as a secondary criterion with employees 

who had recent, signifkant documented performance issues in their 

files (Lucas. 1 994). 

c 
The nature of job loss as it applies in the context of this study 

is unlike anything in most of the literature on the subject. 

lnvariably job loss is equated with unemployment. Yet invariably 

this is not true of the nature of job loss in the Study Hospital 

because. although hundreds of nurses have lost their jobs through 

position deletion or displacement, only one nurse actually faced 

unemployment. However, the involuntary lass of a job, even when 

one has the option to chose another one, is significant, because work 

has meaning beyond economics. 

Work plays a crucial role in life because work. along with the 

ability to love, is central in the life of most people (Freud, as cited 

by Kates, Greiff, & Hagen, 1990). The meaning of work is complex - 

because it is multi-faceted. It has not only economic, but also 

psychological and social significance for people. 

It is common knowledge that work is essential for most people 

to survive. It is also the means by which people accomplish their 



life goals, be they a cornfortable home, a good education, travel or a 

secure retirement. The economic importance of a job is so obvious 

that people often underestimate the other functions of a job 

(Bridges, 1 994). 

Work has profound psychological meaning in that it forms and 

presewes a person's intemal identity and self-worth (Kates et al, 

1990). People often intemalize the values and noms of their 

professional body, seeing their work as a significant part of who 

they are, as is true for most nurses (Razak, 1994). Beyond giving 

one an identity, work also provides a vehicle for creative 

expression, for developing a sense of mastery, and for accepting 

responsibility (Kates et al.). In essence. work helps tell people 

about themselves and who they are (Bridges, 1994). 

Work also has a social meaning in that it provides people with a 

network of relationships which offers opportunities for friendships, 

support and social contact (Bridges, 1995; Kates et al., 1990). To a 

large extent, woik and work behaviour, provide the basis of societal 

organization (Kates et al.). 

Thus, work has psychosocial meanings that transcend the 

meeting of one's basic security needs. The complex meaning that a 

person's work can have helps to explain the profound impact that job 

loss can have, even when it does not entail unemployment. 

Job loss as it occurred in the study setting, is described in only 

a small collection of works about the effects of displacement on 



nurses. In a current review, only one published report on the impact 

of displacement on individuals (Lynch. 1993) and three unpublished 

Mastefs theses on the effects of downsizing and restructuring on 

nurses (Kennedy, 1996; Olson, 1995; Sears, 1992 as cited in Olson) 

were lacated. Therefore, this discussion on the reactions to job loss 

will incorporate an overview of some of the literature describing 

the broader field of job loss in which an individual is actually 

unemployed. 

The discussion will be restricted to the three of the four broad 

factors that are affected by job loss, namely, psychological, social 

and physical (Labib 8 Appelbsum, 1993; Latack, Kinicki & Prussia, 

1995). The econornic factor will not be addressed because a loss of 

income is not usually the major issue for nurses who are being 

displaced or are displacing others. 

sv&olQQical E m t s  of Job Losl 

The psychological effects of job loss are significant even when 

one has the opportunity to select anther job. Because it is a 

relatively new phenornenon in nursing, little has been written in the 

health care Iiterature about job loss. However, there are a few 

studies describing the effects of job loss on hospital employees in 

the mental heaith field, in which hospital closures occurred in the 

1980s (Fadey, 19Q1; Harris, 1985; Massey, 1991 ; Specht, 1983). 

Along with other literature they are incorporated here to highlight 

the effects of job loss. 



c 
The psychologicel responses to job loss change ovei time, 

according to several authors who have described stage models of job 

loss (Dreiss, 1983; Feriey, 1991; Schlossberg (L Leibowitz, 1980). In 

Farley's study, the initial shock, anger, sadness and somatic effects 

experienced by people who had lost their jobs, shifted within a few 

weeks to anger, depression, sadness, and feelings of being betrayed. 

Even when workers got another job within two months, Farley found 

that recovery from the layoff could be protracted. For some 

individuals, depression, anger, feelings of being discounted, and 

anxiety about being laid off again lasted as long as two years. 

Another example of a stage model was proposed by Dreiss 

(1983), who as a participant observer in a Community Mental Health 

Centre, made observations over a 15 month period before the end of 

a staffing grant which would result in layons. The first stage of 

uncertainty was followed by feelings of anger, hurt, a sense of 

betrayal, loss of self-esteem and depression arose. Next, was the 

exiting stage in which reactions varied. but often anger persisted, 

along with a sense of righteous indignation. In the final stage, 

resolution occurred but the giieving process took up to two years to 

resolve. Other researchers described five stages of job loss: 

disbelief, a sense of betrayal, confusion, anger and finally resolution 

(Schlossberg 8 Leibowitz, 1980). 

More recently, stage models of job loss have come into question 

(Leana & Feldman, 1992). These researchers, in extensive studies of 

three populations which had experienced job loss, found that the 

stage models of job loss were only modestly supported. Their 



participants included staff laid off as a result of the Challenger 

disaster; and two populations of steelwoilcers. In comparing the 

more recently unemployed to the long-term unemployed, they found 

that reactions did not proceed in an orderly, predictable fashion as 

the stage models suggest. 

mhfs 
Nonetheless, al1 studies are consistent in that they demonstrate 

that grief is the most comrnon response to job loss (Dreisr, 1983; 

Failey, 1991 ; Leana & Feldrnan, 1992; Massey, 1991). Massey, who 

studied mental health nurses forced to work in the community 

because their hospital was closing, found that they experienced 

profound grief when they bard the institution was closing. Other 

diverse literature, such as ernpirical reports (DeFrank 8 Ivancevich, 

1986; Kozlowski et al., 1993; Labib & Appelbaum, 1993), popular 

books (Bridges, 1994; Noer, 1993) and the press (The Economist, 

1995), report grief as a common response to job loss. 

Grieving was also reported anecdotally by nurses who lost their 

jobs (Strength & Ulmer, 1987; Zimmermann, 1993). These nurses 

described vividly, their feelings of shock, sadness. bargaining, pain, 

fear, anger, depression, self-Marne, being ashamed, low self- 

esteern, betrayal of trust, abandonment, and a sense of aloneness. 

Since these are studies of job loss and not of displacement, are 

the profound effects described necessarily those of victims of 

displacement? Indeed, nurses who experienced job loss through 

bumping expresred similar expressions of grief (Kennedy, 1 996). 



Losing a job through bumping causes grief due to the loss of the job 

itself, facets of the job, loss of security, and the loss of work 

teams. 

mmah I 

A study of three groups of rnedical nurses by Sears (1992, as 

cited in Olson, 1995) provides other insights. The groups consisted 

of nurses in which some had their positions eliminated due to ward 

closures; some were relocated to another hospital, and others whose 

positions were unaffected. The highest stress, highest burnout, 

lowest hope, and least effective use of coping mechanisms occurred 

in those who were relocated and were not given any choice. It was 

not those who experienced job loss per se, but those who were 

involuntarily relocated, who experienced the most profound effects. 

Another study, in a unionized environment in which bumping 

occurred, found that nurses who had been informed that their jobs 

rmQht be in jeopardy had higher stress levels than those who were 

actually bumped (Meehan & Price, 1988). In bath situations the 

nurses were in a powerfess position which was deemed to increase 

their stress levels. Therefore, although some of the aforementioned 

literature addresses job loss involving unemployrnent, it is 

reasonable to conclude that there are common stresses placed on 

nurses who lose their job through displacement. 



D,v.luina. 
Job loss through bumping is a devaiuing experience for nurses, 

as descrîbed in a recent qualitative study by Kennedy (1996). The 

nurses in hei study felt devalued because someone with an 

undetermined competency, but more seniodty, could burnp them. The 

feeling of being devalued was reinforced when they were forced to 

move to a new environment in which they experienced the 

discornfort of being a novice, despite their many years of experience 

(Kennedy; Lynch, 1993). 

The nurses who were displaced often felt anger towards the 

person who had bumped them (Kennedy, 1996). However they also 

realized it was a part of the systern and so felt victims of the 

system. 

It is difficult to separate the effects of job loss from the 

effects of simply working in an environment undergoing 

restructuring. In her study of nurses in the Study Hospital, Olson 

(1995) found that the nurses who had been displaced did not seem to 

differ from the nuises who retained their jobs in terms of the 

stress they experienced. In looking at global process control, 

fairness of layoffs, job security, job satisfaction, organizational 

commitrnent and behavioural intention to withdraw, she found no 

statistical difference between the nurses who had and those who 

had not k e n  displaced. 

Thus, the psychological effects of job loss are profound. 

Although the multiple facets of grief seem to dominate, other 

factors such as the feeling of being devalued, a sense of betrayal and 

increased stress are also signifiant. 



et8 of Job LpU 

Work provides a significant social network for most people 

which is disrupted when a job is lost. According to one Canadian 

nursing administrator from a hospital that undement significant 

downsizing, 'the most significant aspect of their worklife - their 

work groups - was changedm (Brawn, 1992, p. 7). When one is forced 

to leave a job in which one has invested oneself and in which 

important relationships have been fomed, the loss is likely to be 

great. 

The social effects of bumping are unique because. not only does 

the individual experience the loss of a familiar work group (Lynch, 

1993). but the bumping process forces th8 abumpet' to disrupt the 

social environment in which he or she is about 10 work. Thus, there 

is fear of not being accepted on the new unit. Kennedy (1996) 

elucidates the discornfort sorne nurses felt when they were starting 

on a unit where they had displaced someone else. They expressed 

feelings of guilt that they had bumped someone. This guilt was 

reinforced by other nurses who blamed the bumpers. 

Therefore, not only is the social network of the former job lost, 

the bumper is also seen as the cause of the disruption in the new job 

environment. The social effects of job loss in an environment in 

which bumping occurs are unique and complex and require further 

investigation. 



The significant psychosocial reactions to job loss can result in 

physical effects. Sorne of the effects of job loss include a decrease 

in overall health status, increased inability to carry on one's usual 

tasks, and a higher rate of specific physical illnesses such as 

bronchitis, heart dîsease, and ulcers (DeFrank & Ivancevich, 1986). 

Numerous studies on the physical effects of job loss repoft 

headaches, stomach problems, high blood pressure, and other 

symptoms such as increased drinking and smoking and more frequent 

reports of feeling unwell (Burke, 1984; Kessler, House, 8 tumer, 

1987; Kasl & Cobb, 1979; Kasl, Gore, 8 Cobb, 1975; Linn, Sanifer, & 

Stein, 1985; Perrucci, Perrucci, Targ, 8 Targ, 1985; Warr & Payne, 

1983 as cited by Kozlowski et al., 1993). However these findings 

are not replicated in al1 studies. In Leana and Feldman's (1992) 

study, the researchers found no systematic differences in 

physiological distress at different levels of unemployment. 

Although the above studies occurred in unemployed populations, 

as opposed to displaced populations, it is likely that nurses who are 

displaced may experience the physical effects of an increase in work 

related stress. Stresses of this nature include increased workload, 

role ambiguity, and the stress related to being responsible for other 

people as reported by Sutheiland and Cooper (1988). Their studies 

found physical effects such as high cholesterol levels, increased 

heart rate, increased blood pressure, and duodenal ulcers. However, 

these effects likely are related to the longterm effects of work 

stress and would therefore be dependent on the nature of the new 



jobs nurses find themselves in and how they adjust to thern. 

Indeed, Olson (1995) found that alaiough 87% of the nurses 

experienced increased levels of stress and 34% reported a negative 

impact on their health, there was no difference reported by the 

displaced nurses. Thus, more research is required into physical 

effects of displacement on workers. 

Nurses working in settings where downsizing has occurred are 

sunrivors of being laid off andlor, in unionized settings, of being 

displaced. It has been found that suwivors' varied and complex 

responses to what is happening to their CO-workers are likely to 

impact on the work environment (Armstrong-Stassen, 1993; 

Brockner, 1988, Labib & Appelbaum, 1993. Noer, 1993). In this 

section the effects of downsizing on survivors will be discussed. 

dQLh=um 
Job insecurity among survivors is an obvious and expected 

effect when layoffs occur. Job insecurity. defined as 'perceived 

powerlessness to maintain desired continuity in a threatened job 

situationm (Greenhalgh 8 Rosenblatt, 1984, p. 438), consists of two 

components. One component is the perceived threat of the likelihood 

of future layoffs. The other is the survivor's perception of hidher 

degree of control in counteracting the negative consequences of job 

loss (Brockner & Wiesenfeld, 1992). Job insecurity has been found 

to increase in the first few months after layoffs but decreases after 
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16 months (Allen, Freeman, Relzenstein & Rentt, 1995). 

Job insecuiity can have a potent impact on survivors. More 

stress can be generated. by the fear of job loss than by actual job 

loss (Cobb & Kasl, 1977, as cited by DeF rank & Ivancewich, 1986). 

Job insecurity has been studied in hboratory settings. where its 

impact would not appear to be neariy as profound as in real life 

(Brockner, 1 988). 

Researchers in health care settings have found that even in 

unionized hospitals which have downsized, job insecurity can be 

profound (Armstrong-Stassen et al., 1 995; Olson, 1995). In Olson's 

study, job insecurity was pewasive. Most nurses had five or more 

years of seniority, and very few individuals had actually lost their 

jobs, but many had been displaced through the bumping process. 

Managers too face job insecurity in organizations in which major 

organizational change is occurring, as was found by Reilly et al. 

(1 993). - 
Survivor guilt is experienced by individuals who have survived 

layoffs. Bruno Bettelheim first described survivor guilt based on his 

interviews of Holocaust survivors in which they expressed gui1 that 

they felt glad they had survived when others perished (Gottlieb 8 

Conkling, 1995). Similarily, guilt has been identified in survivors of 

organizational downsizings (Cameron, Freeman & Mishra, 1991 ; 

Dreiss, 1983; Massey, 1991; Noer, 1903) as well as in laboratory 

studies in which layoffs have been simulated (Brockner, Davy, 8 

Carter, 1985; Brockner, Greenberg, Brockner, Bo-, Davy, & Carter. 



1986, as cited in Brockner, 1988). 

Sunhor guilt may not necessarily be acknowledged as such, but 

may be express& in other symptoms such as depression, fear and 

anger (Noer, 1993). Noet found only minor overt evidence of sunrivor 

guilt in his study of suwivors of layons. He attributed his findings 

to the fact that guilt is often suppressed because it is a difficult 

emotion for an individual to disclose in a group situation. Symptoms 

that emerge instead of guilt are fear, depression and stress. 

One way in which survivors appear to reduce their feelings of 

guilt is to justify others' dismissal through victim blaming 

(Brockner, 1988). Victim blaming has been found to exist in field 

(Noer, 1993) and laboratory studies (Brocher, Davy & Carter, 1985, 

as cited in Brockner, 1988). 

Managers are in a unique position in that they may feel guilt, not 

only as survivors, but also as the ones who have to enforce the lay 

off. Darling and Luciano (1985) acknowledged that managers laying 

off staff are likely to feel guilt that they are laying off staff 

through no fault of their own. these feelings of guilt were likely to 

be heightened if they had knowledge of the personal circumstances 

of staff , 

dealing 

especialîy longterm employees who were known to be 

with hardships. 

slmhuam 
Juxtaposed to suwivor guilt is the phenomenon of suwivor envy. 

Suwivor envy has been described in situations in which people who 

have experienced job loss end up in superior jobs and are seen by 



survivon to be in an enviable position (Gottlieb & Conkling, 1995). 

In a study of auto f i n s  that had downsized, survivor envy was 

particularily evident when attractive incentive packages and 

outplacernent support were given to departing employees, while 

those left behind faced increased workloads, broader 

responsibilities and diminishing salaries (Cameron et al.. 1991). 

c 
Suwivor sickness has been described as clusters of symptoms 

in those who remained behind after layoffs. Noer (1993) found that 

in al1 layoff survivor situations, individuals experienced fear. 

insecurity and uncertainty. Frustration, resentment and anger 

comprised another cluster, but they were often suppressed. 

Furthermore, he found that depression and sadness were often 

masked in order to 'fit in with a false group 'bravado" (p. 90). 

Another cluster included a sense of unfairness. betrayal and distrust 

which was often acted out through coping mechanisms such as 

blaming, along with an insatiable need for information. In contrast, 

there were also expressions of optimism. that a tough job had been 

done, and that the organization was back on track. However, this 

finding was unique to the management group. Symptoms of layoff 

survivor sickness were also described in a survey of nurses in a 

University Hospital which was restructuring (Triolo et al, 1995). 

It is important to note that symptorns of survivor sickness can 

last for years. Noer (1993), in following up his study five years 

later found lingering symptoms of survivor illness, such as 



insecurity, anxiety, and fear, along with an apparent increase in the 

sense of resignation, fatigue and depression. 

Job satisfaction is adversely affected in organizations which 

are downsizing. This was confirmed in two nursing studies 

(Armstrong-Stassen et al. 1995; Olson.1995). Olson found that 88% 

of her sample of 93 nurses were dissatisfied with their jobs, would 

not becorne a nurse given another opportunity, nor would they 

recommend nursing as a profession ta others. 

Related to job satisfaction is the opportunity to advance within 

the organization. Although some may see organizational 

restructuring as an opportunity for new careei options within the 

organization (lsabella,1989). others propose that career progress is 

perceived to be in jeopardy when the job holder anticipates that 

organizational changes will impose new ceilings on 

intraorganizational mobility (Greenhalgh & Rosenblatt, 1 984). This 

finding was reported by Goffee and Scase (1992). who surveyed 

managers in several large scale organizations in Britain where 

technological. organizational and broader social changes had 

occurred. The managers indicated that fewer opportunities for - 

career advancement meant there was increasing dissatisfaction. 

Instead, they demonstrated greater concem for improving their 

quality of life outside rather than within the work setting. 



ecraased O r w t i o n a l  Co- 

Decreased organizational commitment can occur in the wake of 

layoffs. This decrease in commitment has been attributed to the 

break in the implicit contract which is held between the employee 

and employer (Isabella, 1989; Hitt. Keats, Harback & Nixon, 1994; 

Lee, 1992; Triolo et al., 1995). Hitt et al. describe the implicit 

contract as: 

Wany of the suMvors feel that the organization has nullified 

the terms of the implicit social contract between employer and 

employee based on mutual loyalty. The result is that al1 bets 

are off when it cornes to assessing the relative value associated 

with cornmitment to their current employer versus taking care 

of 'number one" (p. 24). 

The impact of organizational turbulence on managers' attitudes 

has been studied in a large scale study of varied industries involving 

low and mid-level managers (Reilly, Brett, and Stroh, 1993). The 

researchers describe turbulent changes as 'non-trivial, rapid, and 

discontinuous' (p. 167) involving, among other things reorganization, 

reduction in force, significant cutbacks, and across the board pay 

cuts. The researchers found that in the companies in which there 

was higher levels of turbulence, managers had significantly higher 

levels of career loyalty, although organizational loyalty was not 

significantly decreased. However, higher level managers had higher 

degrees of organizational loyalty than dM lower level managers. 



c 
The perceived threat to one's job can negatively impact on 

health. This is likely to happen due to the increased stress 

individuals experience in an environment in which they perceive no 

control over events (Greenberger & Strasser. 1 991 ). In Olson's 

(1995) study, 87% percent of nuises reported increased levels of 

stress and 34% ieported negative effects on their physical or 

psychological health compared to before restructuring. As well, a 

greater incidence of i l1  health has been correlated with lower levels 

of job security (Kuhnert, Sims & Lahey, 1989). 

Nurse executives described themselves as being overwhelmingly 

tired and drained after laying off their staff (Feldman & Daly- 

Gawenda. 1985). They expressed feelings of how badly this made 

them feel. The authors conclude that 'three victims might be 

identified during retrenchment: those who stay, those who go, and 

those who manage8 (p. 36). 

Itered Work Part- 

Given the stresses of suwiving layoffs, one might expect there 

to be negative repercussions on an individual's work performance. 

The results of studies on performance in this regard are variable. 

Laboratory studies have found that in some cases work performance 

increases and in some cases it decreases. Variables impacting on 

work performance will be discussed in the next section on 

moderators. 



The inconsistent findings in the research are notable in light of 

the reduced productivity frequently found in the literature on 

organizations which have undergone restructuring (Brockner, 1992; - 
Cameron et al., 1991; Hitt et al., 1992; Lee, 1992). Several large 

studies of organizations that have downsized found that most 

cornpanies did not meet their financial goals and trailed behind their 

cornpetitors (Noer, 1993). This is consistent with Cascio (1 993) 

who reports that 'more than half the 1468 restructured companies 

suweyed by the Society for Human Resource Management reported 

that employee productivity either stayed the same or deteriorated 

after the layoffsn (p. 100). He attributes this to the negative 

effects of downsizing on employee morale and motivation. 

c 
In view of the myriad negative effects the organizational 

restructuring and downsizing has on individuals. it is not surprising 

that morale suffers (Lee. 1992). In a national study of staff of 

American hospitals experiencing layoffs, Burda (1 994) cited 

decreased employee morale as the most pressing human resource 

issue. 

B_urnout 

Downsizing means doing more with less and the workload of 

suwivors increases. Perceptions of rote overload increase over time 

from the first to fourth month after layoffs, (Allen et al., 1995). 

Gottlieb and Conkling (1995) found that the demands of an ever- 
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increasing workload leads to burnout. 

Overall, being a layoff survivor has detrimental effects on 

workers. There are, however, factors which have been found to 

mitigate some of the effects of downsizing on suwivors. 

MOCkCaors of the Ef îkb  d Restructuring 

As described, the effects of restructuring can be profound and 

multi-faceted. Research has shown that there are numerous 

variables that can moderate these effects. Some buffer and lessen 

the impact, whereas others make things worse. This discussion will 

focus on two broad categories of variables. First, the intemal or 

penonal moderators are discussed. Following will be a description 

of the external or situational moderators. 

Personal moderators fall into two groups. One group of 

moderators includes demographic variables, whereas other group 

includes personal characteristics of the individual. 

Several demographic variables have been shown to moderate the 

effects of downsizing and job loss. One such variable is age, 

although the findings are somewhat contiadictory. Some studies 

have found that being middle-aged increases the potential stressful 

consequences of job loss (DeFrank & Ivancewich, 1986; Harris, 1985; 



Koslowski et al.. 1993). In contrast, Leana and Feldman (1 992) found 

that older laid off workers had more equanimity about their lives 

and experienced less psychological distrew and more overall 

satisfaction. The mitigating effect of age on the impact of 

downsizing was also found (Moore, Kuhrik, Kuhrik & Katz, 1996) 

among nurses in a hospital environment in which older nurses had 

significantly less stress. - 
Related to age is the variable of career stage. A study of 

managers in a marketing related field found that earîy career 

employees experienced a greater negative impact on their 

organizational cornmitment and perceptions of role overload than did 

mid-career survivors (Allen et al., 1995). This finding refuted the 

researchers' hypothesis that employees over 35 years of age would 

be more affected &y organizational restructuring. 

S m h U b  
Seniarity is another moderator of the impact of downsizing on 

survivors, but again the findings are inconsistent. Hospital tenure 

positively influenced perceiveci job security in Armstrong-Stassen 

e l  al.% (1995) study of nurses. This is in contrast to Olson's (1995) 

study which dernonstrated no difference between junior and senior 

nurses. It is not known whether, in Armstrong-Stassen et als.' 

study, nurses had the option to bump, whereas they did in Olson's 

study. The fact thet even senior nurses can experience job loss in a 



bumping environment could account for this difference. 

c 
Level in the organization also moderates the impact of 

restructuring. In a study of technical workers and supervisors in a 

telecommunications firm that was downsizing, Armstrong-Stassen 

(1993). found that techniciens experienced significantly less job 

security than did their supervisois. 

Similarily, being less skilled or having a lower status in an 

organization have been demonstrated as a variable impacting on the 

effects of downsizing (Kodowski et al., 1993) and job lors (Harris, 

1985). Consistent with this finding is that having a lower education 

increases the negative effects (Harris; Leana & Feldman, 1992). One 

explanation could be reflected in the finding of a study of nurses 

which found that increased education resulted in increased self- 

esteem and social intimacy, both of which have been shown to 

mitigate the effects of downsizing (Moore et al., 1996). 

Prior experience with downsizing c m  also moderate the impact 

of downsizing on suwivois. Armstrong-Stassen (1 993) found that - 

those technicians who had not experienced previous downsizing in 

the firm reported significantly lower organizational morale and 

were less likely to engage in action coping (expressed in terms of 



increased work effort). Rozak (1 994) also found that nurses' past 

experiences with personal and career transitions positively 

influenced their transition. In contiast, experience with job loss 

with a family member has been reported to adversely affect job 

insecurity (Armstrong-Stassen et al., 1995). 

GmdSL 
Finally, gender was found to be a moderating variable, although 

the findings are mixed. Some studies found that men experienced 

greater adverse effects from job loss than did women (Harris, 1985; 

Koslowski et al., 1993). Koslowski et al. explain this finding in 

terms of a person's role as bread-winner. When women are 

responsible for providing for the family, the psychological impact of 

job loss is more comparable to that experienced by men. Leana and 

Feldman (1992) found that although there was a difference between 

genders, with women showing slightly higher levels of depressed 

affect and greater distress, the results were not statistically 

significant. Moore et al. (1996) found that men and women had 

similar responses during downsizing. 

There are also gender differences in how people cope. Leana and 

Feldman (1 992) report women employed more symptom-focused 

coping, such as talking to friends, to hhdp alleviate the stress. 

Pearlin and Schooler found women tended to use different coping - 

responses, such as selective ignoring, whereas men more often 

employed responses that inhibit stressful outcomes (problem- 

facused coping). In a study of managers (Goffee & Scase, 1992), 

women became more job rather than career oriented than did men 



and were concerned primarily with the task at hand rather than long 

term career benefits. 

In summary, several demographic variables have been shown to 

moderate the impact of downsizing and job loss. namely: age, career 

stage, seniority, level in the organization, past experience with job 

loss, and gendei. Notable is aie fact that the findings are 

inconsistent in the direction they take. This inconsistency could be 

due to the fact that in each situation the numerous variables that 

exist in complex human environments interact and influence each 

other. 

Personal characteristics of individuals are important variables 

in moderating the effects of job loss and downsizing on both those 

who experience job loss and those who survive. There are several 

personal characteristics, also known as psychological coping 

resources, that moderate the effects of downsizing and job loss 

(Leana & Feldman. 1992). 

c 
A significant coping iesource is having an internal locus of 

control, the belief in one's internal control over a situation 

(Ashford, 1 988; Callan, 1 993, Greenhalgh & Rosenblatt, 1 984; 

Lefcourt, Martin 8 Saleh, 1984; Parkes, 1984; Rozak, 1994; Sandler 

& Lakey, 1982). Ashford found a feeling of personal control to be 

one of the most important coping resources in buffering the effects 



of organizational restructuring. Locus of control was also 

correlated with the use of active coping iesponses in people who had 

lost their jobs, although the link was not strong (Leana 8 Feldman, 

1992). Locus of control is also significant in how nurses cope with 

stresses. Razak found it to be a significant variable in nurses who 

had made successful career transitions during health care 

restructuring. In a study of student nurses looking at stressful 

episodes they had experienced and their coping strategies, Parkes 

found that those with an intemal locus of control used higher levels 

of problem-focused coping in situations which were perceived to be 

amenable to change. In contrast, nurses with an extemal locus of 

control were more likely to use suppression. 

Self-esteem is another important psychological resource in 

coping with organizational restructuring (Callan, 1993; Shaw, 

Fields, Thacker & Fisher, 1993) as it is in coping with other life 

stresses (Pearlin & Schooler, 1978). Self-esteem was found to be 

significant in Leana and Feldman's (1992) study on job loss, although 

the link with active coping was somewhat weak. Low self-esteern 

can moderate woik performance. In laboratory settings in which 

individuals were randomly laid off, work performance of the 

remaining coworkers increased, in particular in those individuals 

who hed low self-esteern (Brocher, Davy, & Carter, 1985). Of note 

is the fact that although the quantity of work increased, the quality 

decreased. The researchers attributed the increased performance to 



suwivor guilt. 

Self-assessrnent is also a coping resource important in 

downsizing (Rozak, 1994) and job loss (Dreiss, 1983). Rozak found 

that nurses who had more difficulty in making a transition did not 

make a self-assessment. This is consistent with Dreiss's finding 

that taking an inventory of one's assets and liabilities and settinç 

personal goals are effective means of dealing with the layoff 

process. 

Self-assessment is significant in order to select jobs in which 

people c m  readily adapt. Nurses who had b e n  bumped found it 

extremely difficult to change from a job in which they had been an 

expert, ta one in which they felt they were novices (Kennedy, 1996). 

One study in which nurses were temporarily relocated to another 

area of work found that those who worked with the same types of 

patients were significantly more satisfied and had higher feelings 

of self-esteem than others who worked with the same nurses but 

with different types of patients (Ireson & Powers, 1987). 

Establishing competence quickly seemed to be an importent factor in 

their adaptation. Hence, self-assessrnent can moderate the impact 

of downsizing by enhancing appropriate job selection. 

Another moderating variable is adopting a problern solving 

attitude which can lead to more effective dealing with job loss 
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(Dreiss, 1983). Rather than remaining victims, people who managed 

job loss successfully in Dreiss's study changed the situation to their 

own advantage. Related to this is the finding that having a type-A 

personality, with a predisposition to cape actively with the 

environment, was the most significant predictor of people who tried 

to change the situation through problem-focused coping (Leana & 

Feldman, 1992). 

Finally. a myriad of other moderating variables have been 

reported to buffer the impact of downsizing and major 

organizational transitions. They include: tolerance of ambiguity 

(Ashford, 1988; Shaw et al., I993), hardiness (Callan, 1993), 

mastery (Callan; Pearlin & Schooler, 1978), self-efficacy (Shaw et 

al.), freedom frorn self-denigration (Shaw et al.), consewatism, the 

degree to which work is important to an individual, attributing 

blame ta the organization, having high security needs (Greenhalgh & 

Rosenblatt, 1984). and the degree of emotional exhaustion prior to 

downsizing (Armstrong-Stassen et al., 1995). 

In summary, the personal characteristic which has been shown 

most consistently to moderate downsizing and job loss is having an 

interna1 locus of control. M e r  variables such as self esteem, self- 

assessment, and adopting a 

mitigate the effects. 

problem-focused mode of coping can also 

Situational, or extemal moderaton fall into two categories. 

One category includes situational factors within the workplace that 

make it better for people in an environment that is restructuring. 



The other includes social factors such as a person's social supports 

in the family. among friends. and CO-workers. 

Workplace factors that moderate the impact of restructuring 

appear to be the most studied of al1 the variables. Perhaps this is 

due to the fact that of al1 the variables, they are most amenable to 

control by the organization. 

c 
The first workplace factor moderating the impact of downsizing 

is the number of people who have been laid off. It was found that 

survivors' commitment to the organization was negatively 

correlated with the severity of layoffs (Brockner et al., as cited in 

Brockner, 1 988). Similarily, the more intensely employees 

experienced job loss to be, the less coping of any kind they engaged 

in (Leana 8 Feldman, 1992). The researchers suggest that the 

experience of job loss resulted in a sense of 'learned helplessness.' 

However, when people perceived some reversibility they were more 

likely to engage in problem-focused coping. 

The speed with which change happens is another factor 

moderating the impact of organizational restructuring. According to 

Gelinas and Manthey (1995). the major factor causing an impact on 

managers during restructuiing is th8 speed with which changes are 

occurring, refened to as the 'white-water factor.' This term 

describes ciicumstances 'where things move so fast, the last change 



forces three or four more changes, which will force six or eight 

more changes tomorrow, and no one has a chance to catch their 

breath' (p. 59). The result is high levels of stress coupled with fear, 

anxiety and anger when reduction of positions occurs. - 
Job insecurity is related to the severity of layoffs and has its 

own moderating effects. If people feel insecure in their job, job 

satisfaction can be adversely affected (Davy, Kinicki & Scheck, 

1991). However, job insecurity can increase survivors' work 

performance. This was found to be so in conditions of job insecurity 

in a laboratory expriment (Brockner, O'Malley, Graver, Esaki, Glynn, 

& Lazarides, 1987, as cited in Brockner, 1988). However, the degree 

of job insecurity was significant. At moderate levels of job 

insecurity, work effort was greater than it was at high or low levels 

of job insecurity (Brockner, et al., 1992). Therefore, job 

performance can potentially increase in the workplace after 

downsiting, but only if the work becomes more interesting and job 

insecurity remains at moderate levels. 

c 
Workplace efforts to mitigate the effects of downsizing and job 

loss are critical to reducing stress levels of those affected (Arndt & 

Duchemin, 1993; Dreiss, 1983; Labib 8 Appelbaum, 1993; Shaw et 

al., 1993). According to Labib and Appelbaum, it is not so rnuch the 

fact of downsizing, Le., job loss, that causes most of the stress and 



negative impact on employees, but rather "the structure of the 

termination plan and how it is implemented that has the major 

impacta (p. 81). In an analysis of 30 organizations, it was found that 

'the way in which downsizing occurred was more important in 

accounting for effectiveness than the site of the workforce 

reduction or the cost savings that occurred' (Cameron et al., 1991, p. 

59). 

c 
Most significant in the workplace factors appears to be the role 

of perceived faimess (Brockner, 1992; Brockner, Grover, Reed, 

Dewitt, 8 08Malley, 1987; Davy et al., 1991). Perceived fairness was 

demonstrated to impact on job satisfaction, attitudes towards the 

job and the organization, and on intentions to withdraw. 

Perceived fairness also impacts on organizational commitment 

(Brockner et al., 1987). Those who experienced the greatest 

decrease in organizational commitment were those who perceived 

that the laid off employees were treated unfairly and that they were 

poorly cornpensated. 

The perception of fairness also had a signifiant impact on 

workers' willingness to 'go the extra mile,' despite having been laid 

off (Bies, Martin & Brockner, 1993). Two features of the layoff 

process which were of particular significance in influencing 

perceived faimess were interpersonal treatment and the adequacy of 

explanation. 

The timing of notification is another factor influencing 

perceptions of faimess. However, opinions are mixed about what is 



the appropriate time for notification. According to some authom, 

early waming of pending layoffs is critical (Galivan, 1986; Leana & 

Feldman, 1992). Others argue that working quickly to eliminate 

staff, from the tirne of the announcement to the actual termination, 

is paramount (Bunning, 1990; Roberts, 1989)- Kennedy (1 996) found 

that the three weeks from notification that nurses were bumped to 

the actual move to a new job, was too short a time. No doubt other 

variables in the respective workplaces account for the divergent 

opinions. 

The actual notification about the loss of one's job was found to 

be another important moderator. Several authors have reported that 

people preferred to be told in person about the loss of their job and 

by their own boss (Borg & Jensen, 1985; Kennedy, 1996; Meehan & 

Price, 1 988). 

Involvement in decision-making, or the degree to which the 

organization involved its employees in the layoff process, is another 

important moderator impacting on survivors' evaluation of perceived 

fairness in a downsizing otganization (Brockner. 1992; Cameron et 

al., 1991). Some of the deleterious effects of downsizing on job 

satisfaction were mitigated in people who were involved in 

decision-making (Davy, et al., 1991). As well, participation in 

decision-making was positively correlated to organizational 

cornmitment (8rockner, Grover and Blonder, 1987, as cited by 

Brockner, 1 988). It was found that positive organizational 

citizenship behaviours were positively related to the degree to 

which workers, who were laid off but still working, had input into 



decision-making process (Bies et al., 1993). 

Giving people choices during the transition also mitigates the 

intensity of the loss (Rozak, 1994). In Sears' (1 992, as cited in 

Olson, 1995) study of nurses, the highest stress, highest bumout, 

lowest hope and least effective use of coping mechanisms occurred 

in those who were relocated without any choice in the matter. 

Along with those factors mentioned, survivors use other 

criteria to evaluate the faimess of lay offs. They include: (1) is the 

layoff justified; (2) is the layoff congruent with corporate culture; 

(3) how well did the organization attend to details; (4) did 

management provide a clear and adequate exphnation of layoffs; (5) 

were cutbacks shared at higher managerial Ievels; and (6) what 

decision rule was used to determine which employees would be laid 

off (Brockner, 1992). Researchers have found that if the layoffs are 

based on seniority, work performance is not adversely affected 

(Ichniowski, Brockner, 8 Davy, 1987, as cited by Brockner, 1988). 

u=mmhw 
Uncertainty is a potent workplace factor permeating changing 

environments. As hypothesized by Ashford (1 988). 'the impact of a 

transition will be felt through the uncertainty it engenders and the 

disruption it createsm (p. 21). Uncertainty may be more pronounced 

in en environment in which bumping occurs because of the protracted 

time in the chain reaction of bumps to take place. In one bumping 

environment uncertainty had the gieatest effect on destroying 

morale and decreasing productivity (Meehan & Price, 1988). 



In an uncertain environment social interaction processes 

become extremely significant. The reactions of people in the 

irnmediate work group influence survivors' reactions (Brockner, 

1992). People try to make sense of the situation through social 

interaction processes in which fellow suwivors construct a 

definition of the situation and ways to respond to it (Brockner & 

Wiesenfeld, 1992). Another social interaction process is the 

rumours which run rampant duiing times of organizational 

restructuring (Arndt & Duchemin, 1 993; Brawn, 1 992; Bunning, 1 990; 

Dreiss, 1983; Lynch, 1993; Roberts, 1989; Seam, 1992, as cited in 

Olson. 1995). In this way the social environment in the workplace 

moderates the impact of downsizing on survivors. 

Yhaldwn 
After downsizing, workload generally increases because people 

are doing more with less, and this moderates the effects of layoffs 

on survivors (Brockner, 1992). However, if the work becomes more 

interesting subsequent to layoffs, people increase their work effort 

more so than do those who do not find their jobs to be more 

interesting (Brockner, Grover, Reed & Dewitt, 1992). Thur work 

redesign could be a positive influence in a restructured environment. 

c 
Organizational support plays a vital role for those who 

experience job loss. the sunrivors, and the managers. In their study 

of nurses following a hospital downsizing, Armstrong-Stassen et al. 

(1 995) found that perceived organizational support, especially the 



support given to nurses by their immediate supewisor, was a 

significant predictor of higher overall job satisfaction, higher 

satisfaction with the amount of work, satisfaction with career 

future, lower job insecurity, and lower turnover intention. 

First, the role of management is vital in dealing with the 

uncertainty. Of paramount importance is good communication 

(Brawn, 1992; Mara, 1993; Roberts, 1989). Communications must be 

open, honest, frequent and clear (Arndt & Duchemin, 1993; Borg & 

Jensen, 1985; Brawn, 1992; Bunning, 1990; Callan, 1993; Covin 8 

Kilmann, 1 990; Dreiss, 1 983; Galivan, 1 986; Lynch, 1 993; Sears, 

1992, as cited in Olson, 1995). Communications from senior 

management, according to Arndt and Duchemin, provide the greatest 

credibility. Communications must also be two-way. According to 

Mara, .the more directly thoughts and feelings can be expressed 

within the organization, the less 'voltage' on the grapevinea (p. 29). 

Therefore active listening to what people have to Say is vital (Borg 

& Jensen). 

The role of management in providing organizational support is 

also important in a variety of other ways. Schweiger, lvancewich 

and Power (1987) found managerial behaviours considered 

particularily effective were: commitment and companionship, 

honesty, showing understanding for employee concerns, minimizing 

political behaviour, and handling terminations with dignity. Their 

findings are consistent with a study which examined common work 

stressors in a changing environment, such as role conflict, role 

ambiguity, and responsibility for others (Ganster, Fusilier, & Mayes, 



1986). The researchers found that social support, especially from 

supewisors, showed a consistent relationship with positive 

affective and somatic outcornes . 
Visibility of management is important during organizational 

change (Joel, 1994; Lynch. 1993; Roberts, 1989). Visibility must 

include not only physical presence, it must also include verbal 

support and cornmitment to the change (Covin & Kilmann, 1990). 

Workshops are an obvious example of organizational support. 

They are significant for employees who los8 their jobs, for 

survivors, and for managers. The types of workshops that have been 

found to be helpful for those who lose their jobs include: 

information sessions on jobs and resources (Borg & Jensen, 1985), 

and job finding training (Schlossberg & Leibowitz, 1980). 

For those who remain, coping with organizational change and 

team building (Arndt & Duchemin, 1993) are helpful. Specifically, 

the authors suggest helping people to look at what is happening to 

them in a different way by providing them with training in systems 

thinking to help them see interrelationships and patterns of change 

rather than static snapshots. 

Educational endeavours that facilitate displacement are also 

important. In one study, it was found that displaced nurses who 

received an orientation program demonstrated a decrease in negative 

mood States and an increase in group membership behaviours 

(Bames. Hannon, & Kish, 1986). 

Because the management role is so critical in downsizing, 

workshops are important for the managers who execute the 



downsizing for them to leam effective ways of supporting staff 

during transition (Arndt 8 Duchemin. 1993). Second, in light of the 

expectation that people do more wiai less, and to enable managers 

to do so, training sessions for managers are imperative (Collins & 

Noble. 1992). Third. in order to fundion well in a downsized 

workplace, it is critical to be able to strengthen group cohesiveness 

and have good working relationships (Mara. 1993). 

Therefore, workplace initiatives are significant in moderating 

the impact of downsizing and job loss. Of particular importance are 

strategies such as good communication. meticulous attention to lay 

off procedures and workshops on varied topics for workers and 

managers. All can promote an environment that supports people 

during a tumultuous time within the organization. 

9 
Social factors that can moderate the impact of downsizing 

include family and friends, as well as CO-workers. Support from 

family and friends has been significantly associated with lower 

levels of somatic symptoms in terms of work stress (Ganster et al.. 

1986). Ashford (1988) found that the most effective buffering 

response during organizational restructuring was sharing worries 

and concerns. Consistent with these reports is the finding that 

increased social intimacy in a hospital that was downsizing 

decreased nurses' stress (Moore et al., 1996). 
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Social supports influence a person's ability to cope (Callan, 

1993). In a study of organizational change, Shaw et al. (1993) found 

that social support related positively to a person's perception of his 

or her coping resources. Social support moderated the relationship 

between overall role stressors and commitment to the organization. 

Callan also suggests that individuals with a supportive family rely 

more on active coping strategies. In this way social support 

positively influences coping. 

Two studies found that people with an extemal locus of controi 

received more support than people with an internal locus of control. 

However, social support buffered stress only in people with an 

internal locw of control because they seemed to use it more 

effectively (Lefcourt et al., 1984; Sandler & Lakey, 1982). Thus, the 

personal characteristic of locus of control moderated the effects of 

social support. 

The positive moderating effect of social support has been 

questioned in various studies cited by DeFrank and lvancewich 

(1986). The authors propose that high levels of social support may 

even have reverse buffering effects. Therefore, although there is 

considerable evidence that social factors generally mitigate the 

impact of downsizing and job loss, this may not always be so. 

Co-worker variables in the workplace also affect survivors in a 

downsized envimnment. Brockner et al. (1987) found that where 

survivors had a sense of kinship with the layoff victims, there was 

decreased organizational commitment and decreased work 



performance. Furthermore, Brockner (1 992) postulates that 

closeness to the victim affects suwivors' perceptions of perceived 

fairness. A second factor that mitigates the impact on downsizing 

is CO-worker support. Co-worker support was found to be a 

significant predictor of job satisfaction by Amistrong-Stassen et 

al. (1 995). 

The literature reports a wide range of moderators that exist 

within the individual and the setting in which he or she works and 

lives. Because of the number of variables and the fact that they 

often interact with each other, it is not surprising that study 

results are sometimes contradictory. However, according to 

Melamed and Kushnir (1991) stress is negatively related to the 

number of psychological resources. The more resources available, 

the more pronounced the reduction of the effects from job demands 

on burnout and stress. This report is consistent with Pearlin and 

Schooler's (1978) findings that the more responses of al1 kinds 

employed in dealing with life's strains, the greater the reduction in 

stress. More research is required into the factors that rnoderate the 

effects of job loss as a result of bumping. 



Conclusion 

In this chapter I have provided an ovewiew of the literature on 

restructuring. The themes of reengineering and downsizing and their 

profound effects on nurses and their managers were explored. This 

review was followed by a discussion about the survivors who work 

in downsized organizations. The factors which moderate the impact 

of restructuring processes concluded the discussion. The next 

chapter will outline the rnethod used in mis study. 



CHAPtER 3: THE RESEARCH METHOD 

The selection of a study method that provides a good fit with 

the research question is a paramount criterion for ensunng that the 

results are meaningful (Lincoln, 1 992). Polit and Hungler (1 993) 

suggest a secondary criterion, that of the researcher's personal 

taste and philosophy. Togethet, these criteria capture the essence 

of my selection of a qualitative research design for studying, what 

the current transition in health care means ta nurses. 

This chapter will describe the research method, beginning with 

an ovewiew of the phenomenological approach used in the study. The 

study setting and sample will be delineated, followed by an 

elaboration of the data collection, analysis procedures, and the 

steps taken to verify the research findings. The chaptei will 

conclude with a discussion of the ethical considerations and study 

limitations. 

Although health care restructuring has been underway for 

several years, the literature reveals that there is still much to be 

explored about the phenornenon and its impact on nurses. A 

qualitative research design provides the desired fit with a research 

question that seeks to explore nurses' experience. because it is 

holistic, focuses on the human experience (Munhall & Boyd, 1993) 

and generates knowledge concemed with meaning and discovery 

(Burns 8 Grove, 1987). Specifically, I chose a phenomenological 



method to find out what the experience of living through a major 

hospital transition means to nurses. This choice is supported in the 

words of Brink (1989): 70 document an experience from the 

perspective of the person who has lived that expefience, to put into 

words how an experience is lived and how it feels, the design of 

choice is phenomenologym (p. 144). 

Phenomenology is first a philosophy and second a method of 

studying the human exparience. The guiding theme for al1 

phenomenological research is that basic human truths are found only 

when going 'back to the things themselves' (Husserl, as cited in 

Swanson-Kauffman & Schonwald, 1988, p. 98). Central tenets of 

phenomenology (Merleau-Ponty & Spiegelberg as cited in Oiler, 1986) 

are: 

one's history determines one's experience; 

people are comprehensible only in their contexts; 

a person's perception is what is important; 

experience can be known only reflectively; 

it is in subjective realities that truth is found. 

These tenets in phenomenology rnust be understood in order to 

grasp the essence of research using this method. They guided my 

thinking in this study and are illustrated in the method description 

which follows. 



- 
The Study Hospital was chosen for two reasons. First, it is a 

tertiary hospital in a mid-size western Canadian city which, Iike 

other hospitals acioss the nation. was given the mandate to reduce 

costs by downsizing and restnicturing. The setting thus fits the 

requirements as a health care setting disrupted by health care 

reform. 

Second, it is my place of work, and therefore of considerable 

interest to me. The impact I saw, heard and felt in the colleagues I 

worked with was worrisome. Foremost, it was a means by which I 

was able to explore and understand the personal threats which I 

experienced during this tumultuous tirne. - 
Recognizing that transitions bring with them threats as well as 

opportunities, and that they impact on people in al1 levels of an 

organization, I sought individuals who represented a range of 

positive and negative perspectives in their experiences. Purposive 

sampling was required to achieve this, wherein individuals 'are 

chosen through a deliberative process to represent the desired 

perspectivea (Brink, 1 989, p. 149). Purposive sampling helpr to 

maximire the potential for achieving the desired variability in 

accounts of the phenomenon (Sandelowski, 1986; Swanson-Kauffman 

& Schonwald, 1988). 



In my sample of ten nurses, I selected staff nurses for half the 

sample because they represent the majority of nurses in a hospitai 

setting. I also included nurse managers and nurse clinicians in order 

to obtain varying perspectives. Specifically, the inclusion criteria 

were, nurses who: 

1. Had worked within the Study Hospital between September, 

1992 and the tirne of the interviews in November, 1995. 

2. Had Iived through any one of the possible experiences which 

nurses could have had during that time, such as job deletion, 

being bumped, bumping sorneone out of a job, or work 

restructuring on their nursing units. 

3. Had worked as either a staff nurse, clinician or unit manager 

during this time. 

4. Were willing and able to reflect on and share their 

experience. 

Access to the nurses at the hospital was sought via the Study 

Hospital Research Impact Cornmittee. Permission was granted and 

subsequently I circulated a letter of invitation to the study to al1 

nursing units to enlist nurses in my study (refer to Appendix A). 

Fewer staff nurses responded than I wanted. I circulated a second 

merno, this one specifically inviting staff nurses. When prospective 

participants contacted me, I used screening questions to ensure that 

the sample included the desired cross-section of nurses (refer to - 

Appendix 6). 

Respondents selected for the study were then approached to 

discuss more specifically how data would be collected: when, where 

and how the interviews would take place. I also told thern in 



general, what questions I would be asking so that they could reflect 

on their experiences before the interview. This enabled participants 

to recall and think about their expen'ences before the interview took 

place and was intended to enhance the information which they were 

able to share (Paterson 8 Bramadat, 1992). 

Data Cdkctfon 

I collected the data using techniques congruent with the 

phenomenological approach as suggested by several nurse 

researchers (Boyd, 1093; Knaack. 1964; Paterson & Zderad, 1988; 

1976; Polit & Hungler, 1993; Sorrell (I Redmond, 1995). In the 

phenomenological method, data collection is preceded by preparation 

of the researcher. Preparation is important because, in approaching 

and attempting to giasp any phenomenon, one must first be open and 

aware of one's personal sensations end feelings (Paterson & Zderad). 

This is done by 'attempting to 'bracket' (hold in abeyance) 

theoretical presuppositions, interpretations, labels, categories, 

judgments, and so forth' (p. 80). Exposing personal assumptions, 

biases and preconceptions, preferably in writing, helps the 

researcher set aside his or her own reality in the atternpt to grasp 

anothefs (Knaack, 1984). In other words, by exposing one's own link 

to the world, one attempts to disarm its influence (Boyd, 1993). 

As a nurse who woiked in the same organization as the 

participants, bracketing my personal assumptions and biases in 

order to capture the experience of the participants was highly 

relevant. My assumptions about the experience of nurses during the 



transition within the setting were derived from my own life 

experiences. As such my own experiences were bound to shape my 

thinking and guide my exploration. Furthermoore, having studied 

about change and transition rneant I came to the interviews with 

some knowledge of the subject. Therefore, during the interviews, I 

made stringent efforts to refrain from using the theories and 

conceptual frarneworks which I had studied, so as not to prematurely 

label the thoughts of paacipants. Doing so could close my ears to 

what was being said. I wrote out my assumptions in the journal I 

maintained during my data collection and reflected on them before 

doing the interviews. I became aware that rny own expefiences were 

a source of data which, when combined with the stories of my 

participants, would represent their experiences in a unique way. 

llumYkm 
The interviews occurred ove? a one month period in November 

1995. They took place in a mutually agreeable location which was 

quiet and in which interruptions could be minimized. In al1 ewcept 

one case this was in the participants' homes. In one instance it was 

in a unit manager's office at work. The interviews were tape 

recorded and lasted approximately 60 to 90 minutes. 

I began each interview by spending time chatting with my 

participants and generally trying to establish rapport. This 'warm- 

up' period is important if participants are to share what may be not 

only personal, but also potentially painful information with the 

researcher (Sorrell & Redmond. 1995). Then I explained how 



confidentiality would be assured and asked hem to complete the 

consent forrn (refer to Appendix C). I followed this with an 

overview of how the questioning would proceed and assured the 

participants that it was up to them what information they chose to 

share. 

The puipose of the interview was to have each participant 

describe her experience during the changes which took place with 

restructuring and to explore the meaning of this experience for the 

individual. Probes were used to assist the participant to explore the 

subject as fully as possible and to discovei what meaning the 

experience had for the nurses (refer to Appendix O). The interviews 

were guided by the following questions: 

1. Tell me about an experience you had during the 

restructuring at HSC over the past three years, one that 

you will never forget?' 

2. 'Can you think of an experience you had that for you 

symbolized what this whole process means to nursing?" 

3. 'What has al1 of this meant to you as a nurse?' 

4. 'What made that experience goodfbad?' 

I recorded field notes in my journal after each intewiew. Field 

notes not only provide a record of observations made during the 

interview. they also help the researcher begin synthesizing and 

undsrstanding the data (Polit & Hungler, 1993). 1 used the 

framework suggested by Polit and Hungler to organize my thoughts. 

Their framework consista of four categories of field notes: 

observational, theoretical, methodological and personal. Using this 

framework consistently after each interview helped to provide me 



with cues to look at my experience dunng the interview from 

varying perspectives. 

ûata Anaîysk 

I analyzed the data using the phenomenological approach 

described by Paterson and Zderad (1988). As it is when collecting 

data, bracketing is important in analyzing data in order to try to 

grasp the participant's reality. The outcome of bracketing is the 

phenomenon as it exists prior to interpretation or explanation (Oiler, 

1986). To prepare for data analysis, and throughout the ptocess of 

analysis, I consciously explored my own attitudes and feelings on 

the subject. I made an effort to bracket them, so that the 

experiences described by the participants could be analysed as free 

of my preconceptions and biases as possible (Guba & Lincoln, 1989; 

Paterson & Zderad). 

To begin the analysis, on the advice of my thesis chair, I 

selected the three interviews that seemed to contain the range of 

experiences which I had heard in the interviews. First, I listened to 

each tape with transcript in hand. to ensure that the transcriptions 

were accurate. Then I listened to them a second time to record the 

emotions and points of emphasis in the tape recordings which were 

not reflected in written form. 

Next, I read each transcript again. I identified common 

elements and themes, coding them using coloured pencils. I analyzed 

each transcript by comparing and contrasting instances of a 

phenomenon within the transcript (Paterson & Zderad, 1988). For 



example. it became obvious that loss was a dominant theme in most 

interviews when page after page of a transcript was peppered in 

navy blue, the colour I chose to highlight losses. In companng and 

contrasting the losses, different categories of losses emerged. 

Some were related directly to the nature of the worlc, such as 

familiar patients, work groups, and ways of doing things. Other 

losses had psychosocial implications such as self-esteem and one's 

sense of cornpetence. Next, I cdlapsed common categories into 

broader themes. For example, I put al1 the perceived losses into one 

theme and perceived gains into another. 

When I had done this with one transcript, I studied the elements 

in the themes to determine if they were interrelated with those in 

the two other transcripts I had selected for my initial identification 

of themes and categories. For instance, I looked for similarities and 

differences among people who had been bumped, who were deleted, 

or who retained their jobs but worked in a restructured environment. 

When I had exhausted al1 the themes, I sketched a preliminary 

model of how they seemed to fit together. According to Swanson- 

Kauffman and Schonwald a phenomenological model is like a 

'universal skeleton' (p. 

fit. As a visuel person, 

of the themes for me. 

Finally, I analyzed 

104) into which each participant's story can 

developing a model helped me to make sense 

the remaining seven interviews following 

identical initial steps of listening to the tapes twice: to ensure 

accuracy of transcription and to identify points of emphasis and 

emotion. This time though, I looked for instances in each interview 



that exemplified the themes that had been identified and found 

consistent evidence of al1 of the themes identified in the initial 

analysis. I searched for evidence of other elements which do not fit 

the themes, but did not find evidence of this. The evidence in these 

interviews provided the breadth and depth to the themes that I had 

identified. 

The process of verification helps to ensure the validity of the 

analysis (Robinson 8 Thome. 1988). 1 utilized four avenues to verify 

the themes I had identified. The first one was to submit the 

transcripts and rny analysis of the first three intewiews, along with 

my preliminary model to my thesis chair. She verified that the 

themes I had identified were valid. 

Second, I asked to meet with the participants a second time in 

order to obtain their response to my analysis. I elected to meet 

with them in a group for the sake of efficiency and, because groups, 

through social interaction promote disclosure about perceptions 

(Krueger, 1988). Before the meeting, I sent the participants a 

summary of the themes. which they were asked to review. Four of 

the 10 participants came to the meeting which was held one evening 

in a room at the Study Hospital. It lasted 1 1/2 hours and was tape- 

recorded. I subsequently talked to frire othen by phone and in person 

ta obtain their feedback. 

In the meeting I asked members about their thoughts regarding 

the themes. I also asked them what the experience of reflecting on 



79 

what had happened meant to them (refer to Appendix 0). Through 

discussion many of the themes were further darified. Particularily 

useful were participant suggestions about how the themes were 

linked. Their feedback has been incorporated into the analysis. 

Returning to the participants to see if their stories are 

consistent with the emerging model is a fonn of interna1 

verification (Swanson-Kauffman 8 Schonwald, 1988). This process, 

is a crucial technique for establishing credibility and truth value of 

the findings (Guba & Lincoln, 1989; Knaack, 1984. Sandelowski, 

1 986). 

Third, I sought external verification of my findings by 

discussing them with others (Swanson-Kauffman 8 Schonwald. 

1988). 1 presented my preliminary themes to nine classmates, six of 

whom worked in the same setting and had experienced similar 

disruptions in their jobs. This process is akin to peer debriefing 

suggested by Guba and Lincoln (1989) in which disinterested peers 

pose searching questions to the remarcher. 

Finally, to seek further verification of my findings and gain 

greater understanding of the work context of my participants, I 

elected to do a course practicum in various areas throughout the 

Study Hospital. My objective in the practicum was to study 

administrative nursing decision-making and its effects. I spent 

time with nurses at different levels and across al1 programs of the 

organization. Because my practicum took place during the time I 

was analyzing my data. I discussed my findings with the nurses and 

obtained feedback from them. I found that what these nurses told 

me about their experiences was congruent with the experiences of 



nurses in my study. Furthemore, in going to parts of the 

organization in which I had not had previously ben, I had the 

opportunity to see first hand some of the work settings which the 

nurses in my study had described. Thus, my practicum facilitated a 

longer engagement with other members of my study population, 

which according to Guba and Lincoln (1989). helps to ensure the 

credibility of findings. Throughout this process I refined the 

preliminary mode1 which I had developed. 

The latter two strategies, obtaining feedback on my preliminary 

findings from a peer group and with nurses throughout the 

organization, also provided a means of triangulating my data in an 

infomal way. Triangulation is also considered a means of achieving 

credible findings (Sandelowski, 1986). 

In summary, my findings were verified by having my thesis 

cornmittee chair analyze three key transcripts, asking my 

participants for feedback on the themes I identified and seeking 

confirmation from others in the organization who had similar 

experiences. All of these strategies are intended to increase the 

truth value of the findings (Sandelowski, 1 986). 

To summarize, these are the steps I took in analyzing and 

verifying my data: 

1. Bracketing to expose my personal assumptions. 

2. Analyzing and synthesizing each of three key interviews: 

listening to the tape to ensure accuiacy of transcription, 



emotions and points of emphasis;. 

identifying common elements within the interview and 

coding using coloured pencils; 

comparing and contrasting instances of the phenornena 

within the interview to develop categories;. 

collapsing categories into themes. 

3. Analyzing and synthesizing across the three key interviews: 

comparing and contrasting themes among the interviews; 

identifying common elements among the interviews. 

4. Developing a preliminary model which depicted how the 

themes fit together. 

5. Seeking verification of the themes I had identified from my 

thesis chair. 

6. Establishing interna1 verification by meeting with 

participants who had received summaries of the preliminary 

model of themes. 

7. Analyzing the remaining seven interviews: 

listening to the tapes to ensure accuracy of transcription, 

emotions and points of emphasis; 

identifying instances in the interviews that fit the themes 

iden tif ied; 

searching for themes that were not identified in the first 

three interviews. 

8. Seeking external verification: 

presenting the model of themes to my classmates; 

discussing my findings with others within the 



organization. 

9. Refining the preliminary model. 

Ethical C o n d M o n r  

According to the guidelines of the Medical Research Council of 

Canada (1 987), three ethical principles guide research on human 

subjects: respect for autonomy, the duty of beneficence, and the 

duty of justice. These principles underpin the Ethical Review 

Cornmittee of the University of Manitoba, Faculty of Nursing's 

approval process, whose approval I sought and and obtained before 

doing my research (refer to Appendix E). 

I respected participants' autonomy by ensuring that their 

involvement was informed and voluntary. I gave them comprehensive 

information about the nature of the project and what their role 

would be. I informed them they were under no obligation to partake 

in the study and that their confidentiality would be honoured. They 

were told that they were free to withdraw from the study at any 

time. Finally, I reinfotced that they were under no obligation to 

participate in the group discussion to verify the research findings. 

The second ethical principle is the duty of beneficence, or 

protecting participants from ham. The nature of the research did 

not present any obviously tangible benefits or harms. A potential 

benefit for participants could be that in sharing their stories, they 

would feel good about advancing nursing knowledge, and as a bonus, 

find they gained helpful insights into their experiences. A potentiel 

harm could be that they would find recalling past traumatic events 

painful. 



The principle of justice includes the right to privacy, which I 

tried to ensure by several mechanisms. In the transcripts I gave 

each participant a fictitious name which is the only name appearing 

on the transcripts. Whenever names are mentioned in the tape 

recording, I replaced them with a generic title or term, such as 

supervisor, husband, CO-woiker. Only I have access to the tapes 

which have identifying information in them. 

The tapes, the record of names, and signed consent forms have 

been stored. locked in my home, and will be retained for seven years. 

I am the only person who has access to these documents. Access to 

the transcripts was restiicted to my thesis chair. In the findings 

chapter. I have removed any identifying information and have 

assured anonymity by disguising scenarios as needed. 

I formalized these three principles in a written consent form. 

At the time of the intewiew I discussed the consent with 

participants and asked them to read the form before signing 

(Appendix C). At the time of the focus group I reminded them of the 

group confidentiality statement in aie consent and asked them to 

respect each other's right to confidentiality. 

In short, by following the ethical principles outlined by the 

Medical Research Council (1987), 1 have attempted to ensure that the 

participants felt my respect for them. From their feedback, most 

participants indicated to me that sharing their stories with me was 

a positive and even therapeutic experience for them. 



U m ~ o n r  

There are two actual or potential limitations in this study. 

First. the small number of participants. which were limited to make 

the study feasible as a Masteils thesis, will reduce the 

generalizability of the findings in the study. However, in qualitative 

research, each person provides a unique perspective and it is 

incumbent on the researcher to fully and richly describe this reality 

so that the reader deems the findings transferable to his or her own 

situation (Guba & Lincoln, 1989; Sandelowski, 1986). In this thesis I 

have atternpted ta overcome this limitation by providing the reader 

with a rich description. 

A second potential limitation is the fact that I work in the same 

setting as my participants. This may present a pitfall because 

participants' responses may be influenced by this fact. The 

familiarity with the setting and the restructuring may cause me to 

leap to premature conclusions based on my own experience and not 

that of the participants. Indeed, my closeness to the situation may 

colour rny findings so that I present too much my reality and not 

enough the lived experience of my participants. In any qualitative 

study the findings reflect the researcher at least as much as it does 

the phenornenon under study (Sandelowski, 1986). 'Paradoxically, 

the closeness of the investigator-subject relationship both enhances 

and threatens the tnith value of a qualitative study8 (p. 31). My 

thesis advisor helped to serve as a 'reality-check' in this regard. 

However, it has also been suggested this closeness of the 

researcher to study setting can enhance the findings because the 



insider perspective is instrumental in understanding situations 

which may not be obvious to the outsider (Fetterman. 1989). 

Fu rtherrnore, the closeness which often cornes from prolonged 

engagement adds to credibility of a qualitative study (Guba & 

Lincoln, 1 989). 

Nonetheless, the threat remains that the researcher is not able 

to distance him or herself from the experiences to describe them in 

a meaningful way (Sandelowski, 1986). Certainly the challenge in 

eliciting, analyzing, interpreting and discwsing my findings was for 

me to always return to the source, to what my participants had to 

Say and ask myself, '1s what I have identified and described true to 

what they said?' 

In summary, the limitations of a small sample size and the 

closeness of the researcher to the study setting reflect common 

criticisms of qualitative research. In both instances, I tried to 

overcome this limitation by using the techniques described to full 

advantage . 
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Coriclusion 

This chapter has included a discussion of the appropriateness of 

the phenomenological method to answer a research question which 

seeks to explore the experience of nurses during a hospital 

restructuring. The procedures used to coliect and analyze the data 

have been detailed along with steps taken to verify the analysis. A 

discussion of the ethical considerations and limitations conclude 

the chapter. This chapter lays the groundwork for an in depth 

description of my findings in the next chapter. 



In this chapter I will present the findings of this study on the 

Iived experience of nurses during a hospital restnicturing. A 

description of the dernographic data will be followed by a discussion 

of the identified themes. 

brnogmphic Data 

All participants were women, ranging in age from 23 to 50 

years, with a mean age of 36 years. Seven of 10 participants were 

married. They had three to 27 years of experience with a mean of 

15.2 years (Table 1). The majority of participants were prepared 

beyond the diploma level (Table 2). 

Table 1 

w e r i e n c e  of P a m a n t s  - . 

1 Y U û S  OF MPERIEIICE 1 PARTICIPANTS 

Table 2 



Participants represented three classifications of nurses: nurse 

managers, nurse clinicians and staff nurses (Table 3). They also 

represented most areas of the Study Hospital in terms of the jobs 

held at the time of the interview (Table 4). Although no participants 

worked in the Surgical Program at that time, two had worked on 

surgical units for a period of time spanning the duration of the 

study. The three nurse managers also had varied experïences related 

to restructuring. One had experienced ward closure. Another had her 

own job deleted and rnoved into another management position. The 

third nurse manager was involved in extensive redesign of work in 

her area. 

Table 3 
. . on of iJarticu,pan& 

Table 4 
. rea of Wark of P a m t s  at the T me of the Inmieiy 



Three participants experienced job loss more than once, either 

through position deletion or through displacement (Table 5). Two 

participants remained in their jobs, although both experienced 

considerable role changes within those jobs. Most participants 

found new jobs in vacant positions which were posted (Table 6). 

Only two participants actually had to displace another nurse through 

bumping. One found she had inadvertently taken over a significant 

portion of another nurse's role in a newly created position. Other 

participants also discussed their experiences when making the 

decision to accept a vacant positioh versus bumping another nurse. 

Table 5 
. . eans of Job Loss of P ~ I c ~  

HEMS OF JOB LOSS 

PasMian deletïar X 2  
Pasition ôeletïar X1  
Displace4 X 2  
Displrcd X 1 
Ne jmb le- 

Table 6 
. . eans of Ob-ri a New Job of Paihclpapta 

Numkr exceab t O becauae -me partfciprnts 
obtsined a nev job more thm once. 



In summary, participants in this study represent a mix of ages 

and levels of educational prepaiation. They also represent three 

categoiies of nuning and among them, represent experiences in al1 

the programs within the Study Hospital. Finally, they had varied 

experiences in regards to job loss and acquisition, or, as in the case 

of two participants, did not lose their job at all. The experiences of 

nurses from diverse areas of the Study Hospital provided a rich 

mosaic from which dominant themes could be identified. 

In this section, the thesis themes will be discussed. Four major 

themes ernerged in analysis of the data (Figure 4, pg. 91): 

Gains 

What Happened as a Result 

What Made it Better or Worse 

The themes are presented using the words of participants as 

category titles whenever possible. In order to make their stories 

corne alive with the intensity and the integrity with which they 

were told, participants' own words describe their experiences. 

Pseudonyms are used and occasionally details are altered to protect 

the identity of participants. 



Lo#.. 
A theme occurring in all the interviews was that of loss. 

Losses were expressed similarily, whether the participant actually 

lost her job or whether she remained in her job, but the work and/or 

people in the work setting had changed. The losses were often 

rnulti-faceted and profound. The losses fall into three broad 

categories (Figure 5): 

The Loss of My Job 

I WasnY the Same Person I Had Seen 

Nursing Isn't Nursing Anymore 

m r e  5= Thesis theme: 'Losses.' 
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9 
This category of losses obtains It's name from participants who 

spoke poignantly about '!my job' and what it meant to them. It was 

evident that this was not just any job, but a job in which they had 

invested themselves. Beth reflected that: "What it really meant to 

me was that 1 had invested t'me end en- and planning into this 

job. It wasnt like going to work down on a factory Iine.' Thus the 

loss of "my job' was a signifiant loss. The category of the loss 

of my jobn encompasses loss relakd to several facets of the job 

including: the nature of the work itself, and the loss of 

relationships in patient populations end in their work groups. 

The majority of psrticipants talked about losses related to the 

work they used ta do and the enjoyment it gave them. Specific 

facets of the job, such as patient teaching, or more general aspects 

of the job, such as a sense of leadership, were mentioned. Even 

participants who remained in their jobs found that the work often 

had changed drastically and they experienced loss, as expressed by 

l ris: 

If 1 had a choice, 1 would not choose to work h the area in 

which I'm working now. The unit has changed around me. I'm 

still them but it al1 changed: the work. the hours. the manager 

- a complete change. So although 1 wasnY bumped, 1 was 

displaced psychologically. 

The change in the types of patients participants had cared for in 

their previous jobs was another loss mentioned by half the nurses. 

Gina expressed: Vts herd for me to talis about, because I had a real 

attachment to the kind of patients who were there.' A similar 



expression of a loss of a certain patient population came from Iris 

who had remained in her job. She too found that much of her patient 

population had changed with iestructuring. She missed farniliar 

patients and would sometimes go visit with some of aiem in their 

new locale. 

The loss of relationships of people wRh whom they had worked 

was mentioned by most participants. Participants spoke fondly of 

former pers  and managers, as well as physicians with whom they 

had worked. They reminisced about the closeness they had felt with 

their fomer work groups, using phrases such as: 'ive were really a 

close ward,' mwe worked together so well as a group,' '7 had a red 

attachment to them,' and Vhis was like my ljtfle famiî'y. .' The 

expression of the loss of relationships extended outside the work 

unit to the hospital, as described by Gina: '1 think that the 

camaraderie between staff. physicians and evetybody is just not 

there like it used to be. People don't interact like they used to. a 

The loss of relationships was a significant loss for many 

participants. 

In summaty, encompassed in 'the loss of my job' are three 

facets of the job. Participants missed the work they used to do, the 

types of patients they had cared for, and the people with whom they 

used to work. 

! Wasn t th. mm. P.noil I 

The second category of losses is summed up in the words of the 

youngest of the participants, Heather, who reflected on how her 



experience with job loss changed her as a person. The personal 

losses include losses related to participants' perceptions about 

themselves as people and their circumstances. At times the 

expression of loss of self was profound, as with Heather. who 

elaborated: 

I'd elways been the kind of person M o  loved to go to work; 1 

loved rny patients and 1 loved my job. 1 was not the same 

p e m  1 had been. A lot of my identity has been nursing and a 

lot of my identity came from my ward. 1 just felt like 

something of my person had been teken away, that 1 wasn't 

whole anymore. 

More specific losses related to the loss of person follow. They 

include a loss of cornpetence, a loss of control. and loss of life the 

way it had been. 

Participants whose job had changed because of displacement or 

deletion expressed a loss of cornpetence in their new jobs. Feelings 

of inadequacy in their new jobs were expressed by five participants. 

Phrases such as, 7 was feeling really incompetentm in the new job 

were in stark contrast to feelings in a former job such as. "like l 

was really a good nurse down there. 1 really felt like 1 was 

somebody.' As stated by Beth about being in her new job: 

There were times when 1 really felt out on a limb. 1 didn't 

know i f  I was even safe practicjng If was really quite 

terrible. I t  was a year almost before it fe/t like 1 knew what 1 

was doing. 

Half the participants expressed a loss of control over their 



circumstances, either because of a ward closure, position deletion, 

or bumping. Loss of control was a potent loss for Darlene, who was 

bumped: 7 think the worst part of it al1 was the feeling of having 

no control and feeling powedess.' 

The choice to stay or to move on was removed from them. 

Whether they wanted to change jobs or not, nurses were forced to do 

so. Cathy, whose ward closed, phrased it this way: 

It's strange, beceuse when you leave some place if's usually 

because you've had your fiIl of it end you've leamed everything 

that you think you're going to leam from it, and you want 

something new. But in this case, the choice to leave wasn't 

mine. 

The loss of their jobs meant a change in the lifestyle for half 

the participants. This was sometimes due to working shifts or a 

change in the rotation. Fran expressed this loss when she had to 

return to shiftwork: That part of my life has been put on hold. 1 

canY take courses at 811 beceuse its too hard. And you can't switch 

shifis as easily as you used to anymore.' In her case it meant not 

continuing with her degree. For other nurses the increased workload 

meant they had less energy to do other things they wanted to do. 

Life changed for them beyond the confines of their worklife. 

Thus, the loss of the people they once were was a profound loss 

mentioned by almost al1 participants. It included a loss of 

cornpetence and control, and for some, a change in the life they once 

had. 



Isn't Nu,m,ing Anymore 

The third category of losses relates to the broader realm of 

nursing. Its title cornes from F m  who, after being bumped, 

selected a job in a very different area and found that nursing 

changed dramatically for her. lncluded in this category are the loss 

of nursing work as it was. the loss of a nursing career as it was 

envisioned, the loss of idealism, and the loss of a nursing identity. 

All participants talked about how the nature of nursing work 

was changing and in most cases, the losses they saw in the changes, 

dorninated their discussion. Many of the comments were about not 

being able to perform some of the hands-on Gare they used to do, 

such as bed baths. lnstead they saw time being spent on tad<s such 

as giving medications. Some fet the quality of care was gone. 

Often the comments relating to how care had changed were in the 

context of having less time to provide care, that everything was a 

'big rush' and that patient care was 'dehumaniredm because of it. 

Gina summed it up this way: 

Sometimes you're just not able to give the kind of care that 

you went to give anymore. Before. you could spend e lot of the  

with a family, to rub someone'b back, or do those lime extra 

things. You canY do Ihet anymore. You cut corners here and 

there and ask yoursee 'Have 1 really done my patients a 

service?" 

Most participants spoke of changes in their working 

relationships with physicians. Two expressed concerns about nurses 

not working well with physicians anymore. Examples given included 

not doing rounds with the doctors, and instead of assisting them 



with procedures, saying, 'they cm get their own stuK ' Two also 

commented on the change in the nursing manager's role. One said she 

did not see her manager anymore and it was as if 'the werd is 

running on its own.' Beth summed up the changes in nursing woik 

with: 'Everything ha$ changed. Work wil/ never be the same. Ever.' 

One of the most frequentîy mentioned losses was the loss of a 

profession as envisioned by participants, one that they could count 

on. In particulai, the loss of job security was significant. 

According to April: 'Nursing used to be a profession that was sort 

of a 'Steady EddyJ. You went into nursing because thereJd dways be 

work.' Now 'the new reelity is that you don? have a job forever,' 

said Jane. Gina echoed the words of several others: 7 think /YI 

always feel the threat of being bumped. I mean, reality is that 

eventually there's going to be another round of cuts.' 

A related loss lay in the diminishing opporhrnities several 

participants thought their profession could offer them. They spoke 

about their loss of job options because fewer jobs were available 

and nurses didnY move around as much. Iris, who had advanced her 

education in order to increase her eligibility for what she terrned ' a  

prime jobm, instead 

and IJm thinking I'm 

true potentiel.' At 

found that "job opportunities are really limited 

going to retire and not going to be albwed my 

the same time, one participant expressed the 

concem that with the decieased mobility 'some nurses are 

stegnating. ' Thus, most participants perceived that restructuring 

resulted in a loss of job security for them and reduced their career 

mobility. 



Another profession-related loss was the loss of idealisrn. Over 

half the participants expressed the loss of values they believed 

were important. For one, instead of nursing being about caring for 

people. economics had become the driving force behind decisions. 

Jane stated it this way: 

l've never expetfenced before, the fmus to %ut a dime; and the 

pressure to 'seve more money'. NOW, every meeting is about, 

Wow much have we saved?' Ifs just ovemhelming, when 

health a r e  is about caring for people. 

Along with the loss of idealism of what should be driving health 

care decisions, participants expressed a loss of cornmitment or a 

'shattered loyalty. ' The loss of loyalty occurred with each other, in 

that, 'hurses don7 stick up for each other anymore' and to the 

organization. Darlene expressed her disappointment with the loss of 

idealism in the following words: 

/ thought, "Well, look ouf for number one.' But think if you're 

on/y concemed about number one, you're not making a 

commitmenf to your job. And 1 alweys believed that a sense of 

responsibility and loyalty to the institution was important. 

The final loss related to the nursing profession is the loss of a 

nursing identity in the restructured environment of program 

management. Specifically, the concem related by two participants 

was that nursing wasn't on the current organizational chart of the 

hospital. Along with mis was the fact thet the nursing hierarchy 

changed and bluned the reporting lines. Beth found that when she 

was bumped and was seeking assistance, 'She (her director) 
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cwldnY speak for nursing anymore under the new phiiosophy of the 

hospital. lt just kind of felt like everythng was pulled out and 

then, was no one there.' Thus, a strong nursing identity was 

deemed a loss for nurses. 

In summary, the theme of losses includes the loss of a 

particular job per se. But at a deeper level, it includes losses 

associated with the loss of the person one was and, in a broader 

sense, the nursing profession. Consequently, the losses experienced 

by nurses during a hospital restructuring were highly significant 

aven if participants did not lose employment in the process. 

W M  

The theme of gains was considerably less dominant than that of 

losses. When it appeared, it did so most often with the nurse 

managers. although it existed to some degree with al1 the nurses in 

the study. The gains fell into two categories, relating prirnarily to 

opportunities and to new ways of providing patient care (Figure 6, 

pg. 100). The themes related to gains are entitled: 

Taking that opportunity 

In the new system 



mure  & Thesis aieme: Sains.' 

Taking Thrt Opgortuiïty 
hthe New Sgstern 

c 
Over half the participants stated the changes they experienced 

through bumping, deletion or restructuring resulted in some positive 

opportunities for them. These opportunities included new job 

possibilities and better ways of providing patient care. Participants 

expressed understanding of the opportunities available, despite a 

process they invariably experienced as painful. 

The phenomenon of a job opportunity resulting from a 

distressing process was reflected most vividly by Darlene who, 

feeling very badly when she decided to exercise her bumping rights, 

found that the nurse she bumped Vook it in her strfde, because she 

then bumped somebody, who bumped somebody else.' She concluded, 

St's going to work out really great for everjbody in the long m. 

I'm leamhg a lot and I really do appreciate that opportunity. /t's 

really e wonderful place to work.' 

Cathy expressed a similar sentiment when, despite having her 

position deleted twice, found her first job change to be a positive 

one for her and her second job to be considerably better than 



anticipated. She reflected: 

It's preïty much evewhing 1 wanted out of nursing. lt would 

never have b e n  my chuice to corne tu mis area to work. Never! 

A n d  1 never in a million years dhought I'd be working in this 

department, and 1 love it! 

There were other opportunities. All the managers spoke of the 

opportunities which existed for managing patient care in new and 

innovative ways, such as more day patients and more community 

care. One nurse manager envisioned opportunities for significant 

changes in her area: 

1 want to close half these beds down. / want to take these 

same patients who don? have to be in hospital. They should be 

at home. 1 want to take the nurses with experience and skiils 

and send them home with the patient. There's lofs of things we 

could be doing with a little bit of technology and some funds, 

but we're holding onto gIass themiometers and wanting to 

bathe evetybo~. We don? need to do that. 

Restructuring, therefore, offered opportunities along with the 

losses. In some cases it resulted in positive job changes. For the 

managers it was seen as a chance to re-shape nursing. Thus, the 

opportunities were a gain for many of the nurses. 

c 
The category of 7n the new systema refers to comments on 

changes in the organizational structure and the nursing management 

role. Almost al1 the gains in this category were identified by nurse 



managers in relation to program management and their expanded 

role. 

The fimt gain in this category wes seen as positive for patients. 

Two of the three nurses menagers spoke positively about program 

management as offering positive features for patients. Jane's words 

capture the essence of this gain: 

1 think the different disciplines working together is good. As 

a matter of fact, 1 dont think 1 would ever go back to the old 

model, beceuse people didnY centre around patients as well. In 

the new system, you're following the flow of the patient versus 

the discipline, and it makes sense. We had gotten to be very 

boundary-based; this is nursing, that's medicine, and that's 

physiotherepy. lt really does a better job with patients fhan 

al1 those lime pieces that don? treat the whole patient. I 

think patients get more of what they need because the winners 

are alwajts the patients when people work together. 

A second gain was the change in management role when the head 

nurses were taken out of the union and given an expanded 

management role. Two of the three managers spoke positively about 

the change. April spoke about being "truly managementm and being 

more in the erena now.' Ellen stated similar positive opinions: 

I'm much happier now than / was before without the constraint 

of being in the union. 1 can make more decisions on my own. 

The new job desctfption is very broad so you can basically do 

what you need to do to get care provided for the patient, and 

fhet means looking at the whole picture, nnot just one very 



srnaIl paR Al1 I used to be able to do was numing. 

Thus, despite rnany losses, there were also gains. The gains 

were identified propoftionally more by the nurse managers than by 

the othen. Nonetheless, for many participants the loss of a job 

presented positive opportunities, either in the new job itself or 

other factors related to having to change jobs. Aspects of changes 

in the delivery of patient care also were seen to be positive, 

especially by the nurse managers. 

This therne is comprised of the sequelae of the losses and gains 

the participants experienced. The consequences of restructuring on 

participants were both positive and negative; however, the negative 

aftemath dorninated in almost al1 the intewiews. This finding is 

congruent with the preponderance of losses over gains discussed in 

the previous section. Accordingly, this discussion begins with the 

negative aftermath. The following categories of consequences were 

identified in the analysis (Figure 7, pg. 104): 

l mourned 

Like grains of sand 

Suddenly I'm the bad guy 

The trust is broken 

It was a real leaming experience 



WU1 HAPPENED 
M A RESULT 

a IMound 
Like Grairu o f  Sind 
W l y  lem the 
WGyl 

a l 'heTNst isefok~ 
it W u  r Real 
Lwnihg ExpwimCe 

Grief and its components was a phenomenon experienced by al1 

participants. Descriptions of this phenomenon included general 

statements of sadness, as well as specific facets of grief, such as 

shock, deniel and anger. 

Several participants spoke of their sadness when they lost their 

jobs and moved into new ones. They voiced their pain and suffering 

and how traumatic it was for them. When Fran left her job from 

which she had been bumped, she talked about her own pain and that 

of others: *1 was just so hutt because 1 really liked my job. It was 

terrible! People suffered from thet. My patients suffered and my 

coworkers suffered, because we a11 worked well together.' 

The grief wes often expressed in bars. Heather described the- 

early days in her new job afbr being bumped: 

1 would cry evety moming going to worû. 1 would spend my 

lunch break in the washroom crying. 1 just went to work, cried 

on my breaks, and ceme home. If was homB1lsl It was very 



traumatic. 1 don? think l'Il ever not remember, how hurt I was. 

Several participants expressed shock end disbelief when they 

heard about their ward dosuies or position deletions. April 

described the announcement of her ward closure as, mit blew 

everybody nght out of the weter. People couldnY believe it first of 

a l .  Similarily, when Gina found out her position was being deleted 

she said: '1 meen. we knew. but we were still shocked..' 

Related to disbelief was denial. Several participants described 

intellectualizing that these things could really be happening. They 

used words such as being 'philosophical.' The intellectualizing 

appeared to reduce the impact, at least at fint, as captured in the 

words of Beth: 

lnitially it wasn't so bad. 1 kind of knew this mi'ht happen, 

beceuse l knew what was happening in the place. So 1 

anticipated thet probab/y something coulâ happen to me. When 

it happened. 1 was philosophical at first. 

In ttying to make sense of why this was happening to them, 

some participants began to question themselves. One reflected this 

in the words, '1 thought maybe 1 had done something wrong. ' This 

sentiment was expressed by 

with some nurses wondering 

they were giving. 

another participant whose ward closed 

they were %if because of the care 

An element of grief prevalent in many of the interviews was 

anger, and in some cases, rage. Participants often expressed overt 

anger at what had happened to them and to others within the 

organization. Their anger was directed at "them.' Probing the 



rneaning of 'fhem' revealed that it meant many things. including 

hospital administration, Human Resource personnel, the union, the 

nurse manager, the system, and nursing in general. The anger was 

expressed in words such as " m d :  uupsefa, 'anger" and 'rage.' 

Thus, grief in its rnany facets was expressed by participants. 

The sadness and pain was accompanied by shock and disûelief. Most 

pronounced were expressions of anger. 

c 
A consequence of restnicturing evident in the majority of the 

interviews was of participants feeling devalued. nullified and 

vulnerable. These feelings were evident in words such as 'our work 

isn't appreciated, ' 'you won? be needed,' and 'you don? get any 

respect anymore.' The effect of this was that some participants 

believed they were replaceable because 'you're just a body. ' Gina 

expressed this when her job was deleted and she wasnY needed 

anymore: 'lt reali'y invalidetes everything you've done end rnakes 

you feel like you're not very important.' 

For several participants the devaluing arose from their belief 

that they had done a good job for the hospital but this didn't mean 

anything because their jobs were deleted or they were bumped. The 

feeling of being inconsequential. of not mattering, and being 

replaceable was voiced by Darlene: 

It was awful. II's like being told that al1 your hard work and 

everything you do, reelly doesnY metter. It's just 'bye,' and 

that's hard. What maIIy annoyed me is that I've worked hard in 



nursing. 1 don? think its fair 1 have to go through this. 1 don? 

like being treated like I'm inconsequential or thet 1 don'? 

matter, or dhat what 1 do doesn't matter, that maybe 1 shouldn't 

derive such a sense of satisfaclin from my job. We could al1 

drop off the face of the euth tomonow and we al/ know thet 

like the grains of sand in the ocean, it just fils in again. 

For some, the feeling of being devalued stemmed from union 

rules in which longevity was more important than the quality of 

one's work. For others, the source of feeling devalued was the 

hospital administration. This was so for Cathy: 

Tne fack of respect and the lack of undetstanding and the lack 

of catfng they treated us with. Before, 1 aalways thought 

administration doesnY reelly know what our life is like. And 

yeah. they dont They don? know and they don? care and they 

don? a r e  to find out. That's the thing that affected me the 

most. Thet you work in the hospital and you do the best you c m  

and they don? care. You're not a valued employee. The hospital 

doesnY cari, about you. 

Feelings of vulnerability were closely related to those of 

feeling inconsequential and not mattering. Vulnerability was 

expressed by the majority of participants in words such as being 

' s c & w ~ ~ '  or "tossed around*, and 'it s h a h  your foundetions.' 

Most often the vulnerability was related to the fact that someone 

could bump them from their jobs. Despite her having over 10 years 

of seniority, Gina expressed concems that: ' I  think 1'11 elways feel 

the threat of being bumped. the reality is that eventually there's 



going to be another round of CU&, and / am second lowest on the 

totem pole in my level of numing.' 

Feeling vulnerable made some participants paranoid. It was as 

if there was always sornebody out there looking at their job as a 

potential for themselves. Fran expressed this paranoia before being 

burnped from her job: 

You had to watch, There were nurses that would corne around 

and star? asking questions. mWhat is I like? What do you do?' 

You'd think, '7hey want your job!' You'd get al/ paranoid. That's 

a terrible way to workl 

The category of consequences related ta "/ike grains of sandn 

therefore encompasses several related concepts which were 

identified in most of the interviews. These concepts include feeling 

inconsequential, being replaceable, and feeling vulnerable. 

uddenlv I'm th@ Bad G u  

Another consequence of the bumping process was the 

'villainization' of the nurse who had burnped into a new job. The 

term villainization is a word I coined to describe a phenomenon 

which several participants experienced and which was discussed by 

other participants. It describes the phenomenon in which the 

victims of job loss, due to deletion or bumping, became the villains. 

in that they were put in a position in which they had to inflict the - 

same on someone else by displacing them. In this way they became 

the %ad guys.' This phenomenon also occuned among participants 

who had assumed new roles which potentially affected another 

person's role. 



The villainitation stemmed from three sources. Sornetimes it 

was the participant herself who was in a position to consider, or 

actually did bump, another nurse. It was also expressed by 

participants who had been bumped in their feelings towards the 

bumper. And, it was reinforced by other staff, often colleagues of 

the person who hed been bumped. 

There was evident self-condernnation among participants who 

were in a position to consider burnping someone else. They 

described feelings of guilt that they would deliberately cause 

another person to go through what they were experiencing, even 

though it was for their own suwival. Fran demonstrated this 

quandry when she was in the process of considering her option to 

bump: 

And they bring out this big photocopy thing and Say, you 

can have her job." But I knew everybody in that hospital 

because 1 had worked there for over 10 years! Then they were 

encouniging me to take the job of one of my &est friends. And 1 

said, 'Well I canY take her job. She's my friend, 1 cannot do 

this to ber!" There wen, other positions in the department, but 

they were al1 my fdnds. They were encoureging me to, but l 

just couldn't /ive wifh myself. 

Gina described similar feelings when she took on her new job 

and was asked to assume some of the job responsibilities of another 

nurse: 

She's now in a position where her job is probably going to be 

taken away because 1 am in this position now, and I can really 



feel for her. Now al1 of a sudden, because Irm there, Irm 

supposed to take over for her. Well, 1 donY think thet's ffair and 

it rnakes me look Iike the bad guy. 

A second source of villainiration of the bumper was the person 

who had been displaced. Participants who had been bumped 

expressed ambivalent feelings towards the nurse who had bumped 

thern. On the one hand, participants recognized this was part of the 

system over which the bumper had no control, but they had difficulty 

separating their feelings from what they knew intellectually. 

Heather described it this way: 

1 guess 1 sott of like her. but 1 won? let myself like her. I feel 

homBle about these feelings. lt's not her, she needed a job and 

1 understend that's just the way the system is. But shers like 

the symbol of the dismption that heppened to me last winter. 1 

try not to harbour any resentment towards her, but sometimes 1 

a n ?  help it. 

Darlene's words fumer reflect the ambivalence in trying to 

separate her own anger from how the person who had bumped her 

must be feeling: 

1 think, 'The little witch!" But 1 have no hard feelings and 1 

understand that she had to do what is 6est for her. Like we 

shoud be al1 considering w h t 3  best for us. So 1 donY faulf 

her beceuse I don? think it was easy for her. It's a vicious 

circle. It's a situation that you an, put into and / think she was 

feeling a lot of the same things 1 was feeling. You know, it3 

the system. 



Participants' need to be civil and accept that this was part of 

the system, as opposed to a personal assault, sometimes delayed 

their woiking through their own issues. Beth suppressed her anger 

towards the nurse who had bumped her for some time and finally 

legitimized her feelings of anger: 

It3 really been only in the Iast couple of months that I've 

decidd that 1 cen be angry et this wotnan. 1 have good reason 

to be angty at her. She tcwk my job and threw me into this pit 

of turmoil. and took away something that 1 really enjoyed. 

A third source of villainization were others within the 

organization. Co-workers who worked with nurses who had bumped 

and were being bumped also villainized the bumper. Heather, who did 

bump another nurse, found that the villainization did occur and that 

there were rules which influenced the degree of villainization: 

They sort of have that unwritten rule with bumping, that if 

you've taken the position of someone whob liked and well 

thought of on the ward, there's alweys hostility for a little 

while towards you until you have proven that you can be as good 

as the person you bumped. 

Heather also experienced this response from her new nurse 

manager who appeared to be initially supportive and then didn't 

follow through: 

When 1 talked to her before 1 actually statfed she was very - 

supportive. 'Yes, we'll do everything we can.' And 1 thought, 

'This is someone 1 c m  trust and real/y get along with.' But 

when l statted, for the f h t  several weeks she didn't talk to 

me while l was down there. It was sott of like, 'Wei/, why did 
f l  



you do this!" 

Thus, three sources of villainization existed, beginning with 

participants' own feelings of guilt when they had to inflict pain on 

someone else. This villainization was reinfolced by the negative 

feelings of the numes who had been bumped towards the person who 

had bumped them, as well as the negative reactions of CO-workers of 

the "bumpee." 

c 
Another consequence of restructuring was disillusionment, as 

captured in the words of one participant in the phrase 'the trust is 

broken. ' Most participants expressed disillusionment because of 

getting 'kicked in the face.' Expressions of the effect this had on 

t hem included words such becoming 'bitternF "cynical: 'sarcastic: 

"harderu and feeling "ripped offm. The- seeds of disillusionment 

came from more than one source within the system. 

Although only a few participants discussed the work 

restructuring project to any extent, two were disillusioned by it. 

They spoke of the learning they had experienced in the process, but 

were disillusioned that senior administration was not following 

through on some recommendations. There were feelings that what 

was promised in the process of involving grassroots people, was not 

always the case. Gina, who had b e n  part of a work restructuring 

team expressed: 

l think a lot of restructuring has just been a farce. 1 think 

thet was the biggest bloody weste of money 1 have ever seen in 



heatth c m .  1 look amund and 1 see all these people and 1 think, 

'Where are the frontline wotkets?' 1 thought, *This is 

tfdiculo~s!~ It was a cmck and a waste of money. If I sound 

bitter, it3 beceuse 1 am. 

Some management practices dun'ng restructuring were another 

source of disillusionment and they will be further elaborated under 

the theme of 'what made it better or woise.' In Fran's case, her 

nurse manager was a source of disillusionment. She had been told by 

her manager that she would look after her when her job was 

threatened. However, the nurse manager was unable to do so and 

informed her there was no position for her in the department, Fran 

expressed her disillusionment: ' 1  was just devestated! Now 1 just 

do my shift and corne home. 1 don? bother with thet stuff 1 was 

getting excited about. It's gone.. 

Union rules were another source of disillusionment. One 

participant expressed anger at the contract clause which dictated 

that a person who had been bumped or deleted receive preferential 

treatment for posted positions, provided the nurse met the minimum 

requirements. She was desperate for a new job, but most jobs were 

closed to her because of this clause. 

In many cases the source of disillusionment resulted from 

varied sectors of the system in general. Heather's words reflect the 

vatied sources of disillusionment: 

Two weeks after 1 had been bumped 1 statted to feel really 

bitter to wenls people, to werds the organization, the hospitel. 

Not towards anyone in perticular, but just towards the system 



thet had b e n  set up. 7 canY M e v e  what you've done to me!' 

The trust is broken. lt really made me more cyniml and it 

made me a lit& more wary of people. Now 1 just go to work. 

do rny job, and go home. 

In summary, the majority of participants expressed 

disillusionment. Although often the whole system was blamed for 

what had happened to them, the particular source of greatest 

disillusionment varied from person to person. Hospital 

administration, frontline managers and the union were al1 cited as 

breaking the trust. 

. ! ! a  EJspfieme 
Oespite the dominance of negative consequences, growth and 

learning were evident in almost al1 participants. The learning 

resulted sometimes through positive experiences, but most often 

through difficult ones. As summed up by Jane, it was because this 

time for her was 'very, very painful and very difficult" that she 

learned so much. The growth and leaming were expressed in phrases 

such as: 7 learned new skilis," 7 grew so much,' and learned so 

much.' The therne of growth and leaming falls into two broad 

categories. The first was that a consequence of being faced with 

job loss resulted in a re-evaluation of what was important in 

participants' jobs and in their lives. A second consequence was 

increased self confidence and assertiveness in many participants. 

The re-evaluation that some participants described, resulted in 

a priorization of what was important in their lives and in their 



work. Jane summed up this rethinking as follows: 'You think that 

your careefs going to have this frajectory. When something like 

this happens, you rethink whem you'm going and what you realiy 

enjoy. .' 

The re-evaluation occurred in the context of how their jobs fit 

into the whole scheme of prioiities in participants' lives. Darlene 

described how she found out where work f i t  in her list of priorities 

as follows: 

You take the 5 things thet are most important to you in your 

life, husband, family. job, whatever. 1 thought, 'We/l, 1 have 

this and thib. i'm pretty iucky. So the job goes. So the house 

goes. No big deal. It'k the friends and people that mean even 

more. * This experience reinforced that. 

Being faced with the loss of a job forced some participants to 

consider what was important to them in their work. Sometimes it 

rneant a shift in loyalty from the job to a loyalty to themselves, as 

expressed by Beth: 

lt's been a real leaming experience. lt made me realize how 

tied up 1 was with my work and told me to gel a life outside of 

work. lt made me realize that my work ethic has to change. 

There might not always be somethiw petmanent or secure. so 

I'd better look at other things. My job cannot be evetything in 

my life. If l'm going to work, I'm going to wotû et something - 

thet 1 can enjoy and feel I have some impact and do a good job; 

whereas before. the job securiiy was enough. A year ago 1 

think if 1 was just handed a job and told, "this is the oniy job 

we have for you, you can apply for it or not,' 1 probably would 



have taken it and just slogged along with it. Now, 1 feel that 

I'm just not willing to take a job because its a job. 1 really 

have to lwk et the quality of the job. So Ks really been a te- 

evaluation of what I'm doing end whet 1 redly want out of life. 

M e r  participants echoed that the loss of their jobs meant they 

viewed their jobs differently. Rather than doing a good job because 

of loyalty to the hospital, they did it for personal reasons. This was 

reflected by Cathy : 

So I guess you leam fmm expetience. 1 do the best I can at 

work, but now it's more of a personal type of thing for me. It's 

not so much that 1 ex- that I'm going to get anything frorn 

the hospital, because of the way 1 nurse. 1 do the best that 1 

Gan, because 1 want to treat my patients the same way 1 would 

want my family to be treated. 

The second area of learning and growth for many participants 

was an increased confidence in themselves as a consepuence of 

facing their fean and suwiving an ordeal which threatened them. 

Facing the loss of their jobs meant they had to let go of something 

they thought would always be there for them, the security of their 

jobs. What this meant was expressed by Darlene: "Ws a scaty thing 

to do, to be able to let go of thet job and the security, of knowing 

that at least somewhere you cm do a job competently." 

Surviving the threat to their job security and being tested 

meant that some participants lost their fear and gained confidence 

in what they had in their 'Yod kits, " as one expressed it. For some, 

having faced the loss of a job meant they were tougher, and 



developed a WIicker skin8. Apiil expressed her increased 

confidence: 

/ felt more confident, because what 1 thought I could never 

manage, I did manage. 1 did things that I never thought I could 

do. I think it3 made me grow professionally since it's given me 

a lot of oppottunities. 1 mean, I don7 feel afmid anymore. 1 

rea//y don 't! 

The increased selfconfidence often piesented itself in 

increased assertiveness. Cathy reflected her new-found 

assertiveness: 7 think the thing that has changed the most in me is 

that people don? push me around anymom, and I think being more 

assertive is a positive thing.' 

As a nurse manager, April demonstrated her assertiveness by 

being more proactive when it came to managing cutbacks: 

Rather than waiting for it to happen to us, we're looking at 

what we can do before we're hit. We're saying, 'Look. we've 

done this, and this is what we've accomplished. ' We're not 

waiting for it to happen to us. 

The increased assertiveness extended even outside the 

organization for one participant. She demonstrated this in political 

lobbying outside the organization to shape the changes which were 

happening in her new area of work. 

Thus, despite the negative consequences of restructuring for 

many participants, their difficult experiences resulted in personal 

growth and leaining. Facing the threat to their jobs caused them to 

re-evaluate what was important in their lives and in their work. As 
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a result of having their mettle tested. many came through with a 

greater confidence in themselves and with a greater tendency to 

speak up on their own behalf. 

In conclusion, the losses and gains of restructuring had profound 

consequences on the nurses who experienced them. Of the five 

categories of consequences, the negative ones dominated. First, 

every participant expressed grief ove? the losses experienced in the 

restructuring. Second, the majority of participants felt they were 

devalued and vulnerable in this process. Third, the villainization of 

the victim of job loss who displaced another nurse was e 

phenornenon described by over half the participants. Fourth, the 

experience of what happened to them personally and to others 

resulted in disillusionment in the majority of participants. Finally, 

the positive consequence of growth and leaming was evident in 

alrnost al1 participants. 

lnfluencing the losses and gains and the ensuing sequelae were 

factors which made things better or worse for nurses during 

restructuring. These are discussed in the final theme. 

c 
In analysis of the data it became evident there were factors 

that made the impact of the restructuring better or wone foi 

participants. These factors affected how participants experienced 

the losses and the gains, and in tum, the impact of the consequences 

on them. the moderators were verified with participants- after the 

preliminary themes had been identified and modifications were made 

to how these factors inter-related based on their feedback. 



Factors that made it better or worse are divided into three 

broad categories (Figure 8). One category is compfised of factors 

existing within the organization. i.e., administration and union 

processes and structures. The second category is comprised of 

supports participants identified within and outside the organization. 

Finally. are factors unique to participants, including their life 

circumstances and their personal characteristics. 

w e  B. Thesis theme: What made it better or worse.' 

WHAT MADE IT BEffER OR WORSE 
l V E  OII6AIIKATlOll THE SUPPORTS 

O T h r o u g c i t h e Q ~ ~  10 Softm t)n Blow 
But You Prombed a 1 VamY A h  

O There was a Lot 
o f  schming 

THE PORSOll 

0 Buripimg, Frimkhip TheMer  Haifof a 
and P r o f ~ s ~ l i s m  Puson's Life 

0 Evwgorn's ait f' That's h v  l Am 
ThemSelvw 

Moderators within the organization consist of processes which 

arose spontaneously during the time of rest~cturing, as well as 

formal processes and structures under administrative and union 



control. The informal processes and fomal structures and 

processes moderating the impact of restructuring are: 

Through the grapevine 

But you promised 

There was a lot of scheming 

Bumping, friendship and professionalism 

Everyone's out for themselves 

c 
A phenornenon evident in al1 interviews was that of uncertainty 

and informal communication systems that flourished within the 

organization du ring restructuring. The uncertainty was evident in 

phrases such as: 'everyane was wondetfng what was going to 

happen,' .'rumeurs started fljting when they started talking 

res tructuring, ' and "there was this swirl of stuff. ' 

The uncertainty was sometimes sustained over time, which 

meant that some participants were 'in IimboO for over a year from 

the time they heard their ward might be closed until they received 

deletion notices. Uncertainty made things worse, as expressed by 

Cathy, who experienced two deletions in a short period of time: 

'The most demanding part is the job instability..' 

The uncertainty and rumours meant half the participants heard 

about their job loss from a source other than their managers. This 

was revealed in statements such as 'everyone knew before / did..' 

Darlene's words offer some insights into the fact that the infomal 

communication systems were made more potent because of people's 



own feelings of vulnerability: 

They al1 knew. It3 funny, they al1 seemed to know before 1 

myself knew that I would be bumping somebody. / wasn't sure 

what was going on in my life. but Go& everybody else seemed 

to have it pegged. 1 wish they had enlightened me. They were 

al1 counting time, how much seniofïty they had. They were a// 

thinking, 'Now is she going to bump? Who is she going to 

bump?' 

The source of the rumours in one case was the person who was 

considering bumping another individual, as revealed by Beth: 

'People knew before 1 knew. Thet3 the interesting thing. People 

knew it was coming down beceuse this woman had spoken to 

different people. and so, people knew.' 

Hearing about the loss of their jobs from sources other than 

their manager had a negative impact. That this was considered 

inappropriate is illustrated in the words of Jane: 

There were some methodological problems with how I was 

infonned, or not infonned, d things that were inappropriate. 1 

was told about my job in the hallway, something that really 

wasn't real et al/. The job that 1 was told 1 would probaby 

have, was no? the job 1 ended crp with. It was very strange. It 

kind of hurt. 

April expressed similar sentiments of pain and anger when she 

heard about her ward closure from a physician: 

l found out through a physician. I thought. "This was really 

crappy!" Fimt of 811, we'd been hearfng tumours through the 



wmour rnill for about three weeks. Nobody came to us, 

including management, to say, 'This is what we are 

considering,' or, 'Yes, the Nmouts may be true.' So 1 heard 

through a non-nursing person, which really hurts 

professionaIly. Why couldn? it be my boss sitting down and 

saying, 'mis is whafs happening.' 

It was evident from two nurse managers involved on job 

deletions, that the difficulty in telling someone about their pending 

job loss helped explain why rumours sometimes resulted in people 

finding out about the loss of their jobs in this manner. It was a 

daunting task for managers, especially when there was a great deal 

of uncertainty. April expressed these feelings when she was in a 

position to tell her staff about the closuie of their ward: I 

remember feeling a big mess and too much uncertainty to even 

announce it. Al! the questions they had, that 1 just couldn't answer, 

and then to honestly admit that, "Okey. the music is up.' 

That uncertainty existed and rumours were rampant was evident 

in al1 interviews. The most significant negative factor for 

participants was hearing about their job loss from sources which 

were not deemed by them, to be appropriate. 

c 
A second moderator was the informal promises participants 

received that they would have a job. Almost al1 participants bard  

promises that they would be taken care of when their positions were 

deleted or bumped. The promises came from nursing management 



(directors and nurse managers), Human Resouice personnel, and union 

sources. Most often the promises were stated explicitly in words 

such as: We hospital will do its best tu help everyone re-apply for 

the new positions, a or 'don? wony, we'll take a r e  of you, ' or 'we 

are really tNng to fit p u  in. ' This promise of protection was 

stated by April: ' I  remember being assured, Uok, we?e going to 

look after you. ' It was #ka in the 'Godfathef movie. 1 remember 

being assured very clearw, that they would find a job for me.' 

Often the promises of obtaining jobs for participants were 

fulfilled. However, when they were not fulfilled, which happened for 

half the participants. the result was disillusionment. For some, the 

unfulfilled promise of a nurse manager resulted in devastation. This 

was evident with Fran: 

My nurss manager said, 'DonY wony, we'll take care of you. 

It's going to work out.' They said they would look after me and 

that the union wouid help me. Then, 1 got bumped. and they 

said, "There's no other position f4r yw.  ' 'But you promised 

me!' It was like they had promised me, Iike 1 was guaranteed! 1 

was devestated! Human Resources end the union didnY cere 

either. 1 was just like another one that came through the door 

that was bumped. And no one said, 'Yeah, this is terribe.' 

The faith of some participants in their managers, to keep them 

f?om losing their jobs, made failed promises worse. even if a 

promise had not been stated explicitly. This was demonstrated by 

Heather. who, when her nume manager told her she had b e n  bumped. 

said: 7 know she didnY want me to leave the ward and she did 

everythng she could to keep me there. But she was more like a 



mother to me, and 1 just feit, that somehow, she hadnY done 

everytfhg she cou/d to protect me. * 

The managers' perspectives enhanced the understanding of why 

promises were made. The dilemma faced by managers who made 

promises which they may or may not be able to fulfill, was voiced by 

Jane: 

ltb never easy. The nigttt befon, you'n, going to fay people off. 

you don? sleep very well and you have funny dreams. You'd give 

a million dollars to tell them everything will be okay. /t's 

awful. because you know that nothing in the whole world that 

you a n  sey or do is going to make this person feef better, so 

thar they don? feel develued. 

Making promises raised the nurses' expectations. When they 

were not hilfilled. a crisis situation ensued and there was evidence 

of anger and disillusionment. 

here was a lot of s- 

This category includes processes which participants perceived 

to be underhanded. Evidence of intrigue was found in ove? half the 

interviews in which participants voiced their suspicions in words 

such as: 'secretive, " "favouritism, ' Yhere seemed to be less then 

truthfulness, ' and Yhings were more clouded than really truthful. ' 

The sources of participants' suspicions that appropriate processes 

were not abided by, were primarily nursing directors and managers. 

Evidence of scheming regarding jobs was shared by one unit 

manager. April, whose ward was going to close, related the 



activities of her colleagues in trying to deter her staff from 

bumping onto their wards: 

1 remember other nurse managers coming out of the woodwork 

and coming up to me saying, 'Yeu know when, your staff are 

going yet?' V o  you think dhey'm going to bump to my area?' 

'Well, you know I have to have so meny nurses that have to have 

this kind if certification.' .What has 30 and $0' decided?' .Oh, 

1 don? went that nurse.. So they mal& trfed to deter you. 

The issue of how jobs were posted and how people got those 

jobs was the most contentious issue. Some nurses queried the 

fairness of the piocess of job allocation. Iris. for example said: 

I applied for a job that 1 would have loved. After the interview 

the manager walked me to the door and said, @Yeu did very 

well.' And 1 thought 1 did vety well. Then the director called 

me and said that they had to re-post it, because they wanted 

someone with certain clinical expenence. So it was re-posted 

again and they picked someone from outside. And I'm thinking, 

T m  in Ihe hospila/, prepared and wanting to do it and she re- 

posted it and gave it to someone from outside!' 1 have 

diffculty understanding that one. If 1 had done poody on the 

interview and if she said, 'Iris, you didnY corne up on the 

interview as we wouId have wanted you to," then 1 would 

understand. But no, her only excuse was that R wes not posted 

conectly in the first place. They should have known that 

before the interview. NOW, bugged me! If was the biggest 

disappointment of my /ifel tt doesn? make sense to me. 



In some cases participants' suspicions of unfair processes were 

raised because they had themselves benefitted from intrigue. For 

example, Flan's pessimism about getting a new job carne about as a 

result of her own experience when she had previously been on the 

winning side of one such process: 

It's hard to get in because a lot of jobs are already spoken for. 

That happens a lot. There wes a lot of scherning going on. 

because 1 was invohred in one of them. If someone came along 

that was qualified for the job, but they wanted another person. 

they would make the interview harder so that person didnY do 

as good - find out the weak part in thst person. So she got 

asked a lot harder questions then 1 did, just so that 1 would 

score better on the interview than she did. They do that I 

know they do. because they told me. 

Because of an apparent lack of consistency, participants did not 

trust that fair rules were being applied to all. Darlene's perception 

was that rules for minimum requirement appeared to change from 

situation to situation. When she was bumped, she applied, but did 

not get, a job for which she had the minimum requirements. Yet the 

nurse who bumped her did not meet the minimum requirements that 

existed when Darlene had assumed her job. Her explanation was: 

lt depends on which side of the fence you're on. &A nnurse is a 

nurse is a nurse." Or, 'No one can do this job but this person.' - 

So it was really interesting that somebody who didn't meet the 

basic requirements for my job cuuld still bump me, but I 

couldnY bump or take e vacant position because 1 didnY meet 

the minimum requirements. 1 mean, that is crepl 



Thus, aiere was evidence of scheming about how jobs were 

allocated. The nurses' perceptions that job allocation could change 

with the individual and the circumstances had a negative impact on 

them. 

This category involves the bumping process, the process 

established to manage job loss related to downsizing. Although a 

variety of features of this system were mentioned in the 

interviews, the one that dominated was the bumping process. 

More than half the participants stated negative opinions about 

the bumping process. Four of these were from participants who had 

been bumped themselves. Fran, who was bumped twice, was most 

adamant in her condemnation of bumping: 7 don? think bumping 

should ever be allowed. Ever! It's jwt a disgrace, and the rules 

that went with it. And no one should be bumped twice, like 1 was, 

in a short period. It was awful!" 

Some of the problems were related to villainization of the 

person who bumped, which have already been included in the previous 

discussion 'suddenly I'm the bad guy.' A problem related to 

villainization discussed by participants was the dilemma that 

bumping caused in ternis of people's relationships. Participants 

could not isolate the bumping pracess from the person at the 

receiving end of the bump. Four participants were in a position in 

which they had to either consider bumping someone they termed as a 

"close friend,' or they were bumped by a person they knew quite 



well. The feelings were strongest when the participant actually 

knew the person that she cwld be bumping. One participant who was 

in this position of being forced to contemplate bumping a close 

friend said: 7hat was vety, vety trying. 1 rernember feeling really 

tense. mat whole issue of friendship and professionaIism, it was 

just a mess.' 

Cathy, who was deleted twice, but never had to bump, described 

some of the issues related to relationships: 

-fi's hard enough and stmssfyl enough to change jobs as it is, 

but to have to go into a position knowing that you have pushed 

someone else out of a job, who pmbably has experence on that 

ward and you don?, and is fiiends of al1 the other people that 

work there, is not a good situation. 

The bumping rules, rooted in seniority, made lack of longevity 

the most significant criterion by which nurses lost their jobs. Two 

participants felt strongly that a nurse's professional practice should 

be the criterion for who loses a job, and not seniority. Heather, who 

had little seniority and was bumped, stated her case in this way: 

If 1 had not been abte to do my job and if 1 had proven myself 

unsafe, or if 1 had been homble to my patients, that would have 

been one thing to ge? rid of me. When 1 got bumped 1 looked at 

some of the people that were left and 1 don? like to slam them, 

but some of them should not be working with people. S m  of 

them an, not safe. Some of them don? have the knowledge base 

to be ttrere. 1 thought, #.For 3 yeam I've Veen doing nothing but 

learning. 1 was a gwd nurse and hem you're telling me because 



I've only worked for 3 years 1 dont deserve to keep leaming. 

And just because you've been dhere for 16 years doesn't make 

you a better nurse than 1 who have been there for 3 yeats.' 

You're told, "YOU just havent worked hem long enwgh, so bye- 

bye. ' People aren't being rewarded for good work. they're being 

rewatded for paying their dues longer. 

In contrast to participants who saw bumping negatively, one 

participant who was seeking a change, but was unable to obtain a 

job, saw bumping as an opportunity to change jobs. Another pointed 

out that although she did not think bumping was the answer, "1 think 

a lot of people did quite well with bumping and got them out of a 

rut they might have been in.' Bumping was therefore not perceived 

as a negative process for all nurses. 

Nonetheless, most participants disparaged the bumping process 

and believed it was a problem. Howevet, they were unable to develop 

an alternative solution for handling job deletions. Thus, although 

the bumping process was seen to have some benefit for a minority of 

nurses, in general it was perceived negatively. Its greatest negative 

impact was perceived to be on interpersonal relationships, although 

the quality of a nurse's professional practice no1 being a criterion 

for job loss, was also contentious. 

out fiom th-8- 

Low morale and some of its byproducts comprise this category 

of moderators, 'everyonels out for themselves.' More than half the 

participants described feelings of isolation and alienation related to 

the morale which existed in their work settings. They commented on 



low morale among their pers using words such as: Ovewone wes 

feeling so cmppy,' "peop/e were going through their own shock,' 

W's harrl to find a positive person,' YhereL a lot more back- 

stabbing", not patang each ofber on the back, ' "people don? 

intemet /ike they used tom and nurses being 'cold' to each other. 

Heather's explanation was personal su wival: @lt3 almost like, 'Wei/ 

thmk God it wasn't me!' / think everyone's out for themseIves." 

The feelings of isolation occurred at al1 levels. Sometimes 

there was perceived lack of support from senior management for 

nurse managers. The feeling of being alone and unsupported was 

expressed by April when she was closing down her ward as nurse 

manager: 

/ felt very much alone. 1 felt unsupported. 1 felt l had to drop 

this bomb on everybody. 1 felt set up and 1 felt like I didnY 

belong. I felt like we were sot? of floating out on rhis island, 

and nobody was really helping. While you're managing, you sort 

of stand alone. 

Another example of isolation occurred when participants moved 

to a new area of work. For example, when Fran started in her new 

her experience was the following: 

They said, 'She's the one from ttrs 

corne from Chicago or somedhjng! 

General.' It was like I'd 

1 reelly felt isolated. It took 

me et leest, probably 6 months, 6efore 1 felt like 1 sort of got 

to know people and a year before 1 felt comfortab/e. 

The low morale in the restructuring environment resulted in 

participants, who needed extra support because they were dealing 



with the loss of their jobs, getting less support than they would 

have under normal circumstances. Cathy's words captured the 

outcome of this morale problem on nurses who were experiencing 

deletions and displacement: 

In a lot of places the nurses donY stick up for each other. We 

dan? back one another end that makes the profession so much 

ha& because you donY know where your supports are coming 

from. mare's no morale anymore. People donY care. A lot of 

people have the same attitude that 1 do. Youh up for yourself, 

because you have to be. 

The feelings of isolation also occurred because others outside 

the organization, friends and relatives, didn't really appreciate the 

reality of nurses who experienced displacement. Upon sharing the 

loss of her job with a friend, Beth described her less than 

satisfactory experience: 

This fe/low is a steel worker and is used to layoffs end 

closures and that sort of thing. 1 said, nWell, / Iost my job 

today." and he said, 'Well you're not unemployed are you?' 1 

said, 'Well, no.' / thwght, "Well that3 the end of that.' So we 

didn't discuss Mat at al1 during the weekend because his level 

of tregedy was, if you are absolutely unemployed, so 'What was 

tny big deal.' And his wife said, 'Well you cen bump somebody 

else.' So we never ever really talked about i f  with our friends. 

In summary, many participants described feeling alone and 

alienated from CO-workers and others in their traumatic experiences 

during restructuring. They attributed this to the low morale which 



was pewasive in the work setting at the time. 

To conclude, several factors moderated the experiences of 

participants related to the organization itself and influenced them 

in a negative way. First. were the uncertainty and rumours which 

accornpanied restructuring. Second. were the promises which. when 

not fulfilled, impacted negatively on participants. Third. was the 

intrigue which resulted in participants perceiving that there was 

unfairness. Fourth was the systern, most significantly the bumping 

process, which participants perceived negatively in most instances. 

Finally was the low morale which resulted in feelings of isolation 

and alienation for many of the nurses. All these moderators had a 

negative influence on the experience of participants. - 
The second category of moderators relates to factors 

participants described as being supportive in their experiences. 

These included ttteir managers and their personal supports. at work 

and at home. The support categories are entitled: 

To soften the blow 

I wasn't alone 

c 
This category of moderators is what participants said their 

managers did to make it better for them. The title of this category 

comes from a nurse manager who expressed that she saw it as her 

role "to sofien the blowM for nurses on her unit. It also comes from 
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a participant who, when her manager offeted her a potential job 

option when she was told she had been bumped, stated she believed 

this was done Vo sofien the blow.' 

Nurse managers, clinicians and staff nurses alike al1 spoke of 

the intemediary role of the nurse manager, the person in the middle, 

as being important. The roles of manager included: protecting, 

involving in decision-making, coaching and supporting. 

The most fundamental role of the managers was that of 

protection. The expectation of the nurse is that the nurse manager 

is there to protect staff. This was most evident in Heather's quote, 

cited earlier: "1 know she didnhuant me ta leave the ward and she 

did everything she could to keep me there. She was more like a 

mother to me and 1 just felt that somehow she hadnY done 

everything she could to protect me.' 

The role of manager as protector was echoed by April, a manager 

of a ward that was to close: 

You felt very protective towards your staff. You wanted to 

make sure they were placed in jobs that they could handle and 

were of most benefit. You somefimes felt like you had to 

mother them and Say, 'Oh God, don? go tu that ward. If you 

don? like this kind of patient, don? go there. 

The second role that was evident was to soften the blow through 

involvement in decision-making. This was stated by one participant 

as: 4'd feel better if l knew it wes happening. l'd like to be 

involved in the decisions rather than be told about them.' 

This philosophy was shared by a nurse manager who was 

involved in decreasing the numben of staff in her area. Jane 



discussed the importance of involving staff in decision-making as a 

means of helping nurses cope with what was happening: 

You do Mat  you can to give cdntrol back. And Mat means some 

of the dmision cornes from the group, in tenns of what the 

group wants to do about this parücular thïng. 1 think its only 

respecfful to give some control back. I think getfing people 

involved and being open abwt it allows people to grieve more 

openly. 

The third management role that arose as being significant in 

softening the blow was coaching. Coaching was petceived to be 

helpful in several areas. First, coaching involved showing staff 

means of coping with their losses, such as using each other as 

supports. Cathy found when her ward closed her nurse manager was 

helpful when she was able to do this: 

She made a point of getting us to see that we could still be 

friends even though we w m ' t  going to work together. Five of 

us went to one area and she said, 'Oh that's real/y go& You 

guys will have suppott from people you know already.' She 

pointed out that just because we were leaving didnY mean that 

we couldn't al/ still know eech other and still be good friends. 

That rsally helped a lot. She was able to get us to Say how we 

felt, without knowing that other people felt the same way. 

Heving that knowledge, thet they felt the same wey. made a big 

difference. 

Coaching also involved exploring job options with nurses. This 

was illustrated by April: 



1 said to them, "You know thet the ward is going tu close, so we 

think. wwiin 6 months. Where do you think you would fit in?' 1 

just taked to them about that 8nd said, ml want you not to 

close any doors. You need to dhink about mis and this and this. 

1 want you to tum some of mis around and think, 'I8m going to 

have some good opportuniaes here." 

The final managerial role in softening the blow was providing 

personal support for nurses. Managerial support was seen as an 

important source of support. Heather talked about the support of her 

manager: She'd cal1 me, or I'd go for coffee wm her, and she'd say, 

'This is mal& bard. 1 knew you were having a hanl dey." One day 

she pulled me into her office and she just tdked to me. That really 

made me feel befter. 

A manager's pointing out a person's strengths, re-affirmed the 

nurse's worth. Gina, who feft "invalidatedg when her job was 

deleted, found that: 'My nurse manager wes always telling me, 'YQU 

have lots of potential. You'll always have somewhere to go. You 

don Y just have to stay here. ' So the t was really helpful. a 

Appreciation for the personal support of her nurse manager was 

voiced by Cathy. She noted the importance of the empathy she felt 

the nurse manager had for her situation: 

One thing that did make it really good was the nurse manager 

that we had at that tirne. She knew how hard it was for al1 of 

us. If she saw us she would make a point of stopping and 

seeing how we wem doing and how people were managing in 

their new places. She wes always asking about how we were 
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al/ doing. 

Two nurse managers involved in layoffs talked about what they 

saw as important in providing support. One emphasized the need for 

managerial visibility as a means of support. Jane stated: 

Tiyng to discover how to support people in this vety difficult 

time is a challenge. You h o p  that youVe done the rignt thing 

and you'// be very visible and supporfve. You dont diseppear 

off the face of the earth. Rather, you're highly visible. You're 

working really hard to support them. 

Another emphasized the need for individual support. April 

reflected this insight: ' 1  realized the importance of needing to 

support each end every one of them as frequently as you think. So 

that's what / did with evety single staff member. I could really 

give the nurses the R C  that they needed. ' 

Thus the role of the manager in softening the blow was 

significant and multi-faceted. The four roles included protecting 

the staff, involving them in decision-making, coaching them and 

providing personal support. 

wasn t .lane* I 

This category of moderators is comprised of the support 

systems participants discussed. The informal supports dominated, 

with only one participant mentioning using the formal support - 

system provided at the hospital in the form of the Employee 

Assistance Counsellor. This category is broadly divided into two 

groups, those supports that existed at work (excluding managers), 

and those that participants had in their personal lives. 



' The first gioup of moderators were those within the 

organization. Co-worker support was descnbed as being highly 

significant by alrnost al1 participants. The support seemed most 

significant when it emanated from close CO-workers or from people 

who had some understanding of how traumatic their experience was 

for them. 

Support from CO-workers was described at al1 stages of job 

loss. First was the support received when the participant first 

found out about the loss of her job. When Heather found out she was 

burnped and was looking for a place to bump, her colleagues offered 

to check out a ward for her to see what it was Iike to work there. 

Some CO-workers, whom she called mfriends, ' offered to reduce 

their houn of work so that she wouldn't have to lose her job. In 

response, Heather stated: "lt made me feel really good. Everyone 

was supportive, everyone was really supportive. ' 
The support of co-workers when the job was first lost was 

deemed highly significant It was likened to the support at the death 

of a loved one by Beth: 

People just came in and were expressing their condolences, 

like a funeml really. "Iarn sorry. ' 'I'm here. ' ' Y u  want to go 

for coffee?' People said, ' Y w  ûnow, we're really sorry this 

happened.' That was really helpful beause people really 

appreciated the work you did 1 was ridng a bit of a high, 

because suddenly 1 wes getting feedback Mat 1 hadnY been 

getting about the job before. 

Having an established network of supportive colleagues to turn 



to during times of dWress was also seen as important. This was 

most evident with Ellen: 

I have developed a network of people that 1 trust that, when I'm 

st~ggljng wia, something, 1 don? do it on my own. 1 go and 

talk to people with a very objedive eye on things. I know 

when 1 spin my wheels and 1 get myself into a circle. 1 just go 

get somebody to rescue me and pull me out and to stop the 

beheviour very quickly so thet 1 don? continue to traumatize 

myself and other people around me. You have your key people 

that you have leamed to trust. 

When R came time to leave the job, how the leaving occurred 

became significant. Several participants spoke of the farewells 

they were given when leaving their jobs. Two participants in 

particular articulated the significance of the parties. April 

expressed the value of farewell events: 'There were a lot of 

parties and get-togethers, and staff supporting staff. It was an 

opporfunity to Say, 'Gee we had a good work team. Such a loss." 

The positive feahires of a farewell were further expressed by Gina: 

We went to a restaurant for dinner and had some good bughs. 

We laughed about al1 the things that had happened, the funny 

patients and the funny days, the sad days and the hard days. ln 

a way it was like a catharsis for everybody, sort of .get it out 

of your system' and move on. It was really a fun time and 1 

kept al1 their little mementoes that they gave me. 

Gina's reflection was in stark contrast to the experience of Fran 

who didnY get a sendsff. When she left her department because sshe 



was bumped, Fran recalled: 

You know when nurses leave, they take you out for dinner, but 

they did nodhing for me when 1 le& Noihingl lt just feels kind 

of funny that they didn't do anything. Not that 1 expected 

dinner, but evetybody always gets e lilfe corsage, or a card, or 

something. It was like I was gone, but it was hush-hush. lt 

hurt that they didnY do anyfhing. 

After leaving the job, staying connected with former CO- 

workers was deerned important. Maintaining the connection and 

knowing they were missed was mentioned by several participants as 

being significant. Gina expressed the significance for her: 

When people woufd Say things like, Tour ward's just not like it 

used to be,' and 7hings just arenY as good: it makes you feel 

better- It makes you feel like 1 rnust have done something 

while 1 was t h e .  It wasn't just a waste of time. We have 

that bond and they keep in touch. 

Staying connected with former CO-worker was deemed to be 

healthy by April: 'There are some nurses that 1 still see and we 

laugh about things, 'Remernber that patient, or remember that 

doctor. or resident..' lt's much heelthier, fun, you &now." 

The second group of supports were those outside the 

organization. Almost al1 participants discussed the importance of 

family members and friends as important supports. As stated by 

Dariene: 'The one thing that has probabljt pulled me through is 

having the support of fmi ly and really dose friends." Seven 

participants cornmented on the importance of the support of their 



husbands or their 'significant othera during their stressful times. 

Ellen reflected: think ! have a vety stmg marnage. We drive 

back and foRh together es much as possible, so we spend a lot of 

time in the cer talking things through and that's very positive.' 

Other family members such as parents and siblings were included as 

being important supports. 

Friends were also important supports. As stated by Fran: '/ 

have a couple of fdnds that 1 owld talk to. They just took care of 

everythng in my life that was giving me any stress and they looked 

after me.' Cathy found that a big support came from a friend who 

had had a similar experience to hers: .My best friend is a nurse 

who, in a round about way, went thrwgh this too. Having her to be 

able to talk to probably made the biggest difference.' 

In sumrnary, personal supports at work and at home were 

important in moderating the experience of participants during 

restructuring. Of note was the support of CO-workers which was 

cited as being important from the time participants first knew they 

were losing their jobs to after they had left. 

This category of supports therefore includes factors that had a 

positive influence on the nurses' experiencer. Most significant were 

the people at work, the managers who softened th8 blow and the CO- 

workers. Less discussed was the support that farnily and friends 

gave the nurses. 



I h L h m m  
The final factors that made it better or worse related to the 

persan. This category consists of two groups of factors involving 

what is happening in the person's life et the time, and personal 

characteristics. The categories are entitled: 

The other haif of a person's life 

That's how I am 

he other half of a cmrson s lifa I 

There were factors in participants' personal lives that 

influenced their experience during restructuring. Although direct 

questions about their personal lives were not asked, factors in 

participants' personal lives were evident in al1 of the interviews. 

The title of the theme is derived frorn the words of Jane, who had 

been involved in managing layoffs and who pondered: 'We don? 

know what goes on in the other half of e person's life when you tell 

them somedhing like this.' There were two significant issues 

which dominated in participants' lives. One, significant because of 

its impact, was the death or illness of people who were significant 

in their lives, either concurrently or in the past. The other, 

significant because of its prevalence, was going to school, usually 

university. 

For four participants, illness or death of significant people 

were factors that impacted on their lives during restructuring. For 

two participants this had a negative influence, whereas for two 

others it had a positive one. Two participants experienced the death 



of a parent at about the same time as they lost their jobs. For 

Cathy, the loss of het job was compounded by the loss of a parent: 

' I t  was a bad the. 1 got my deletion notice and then my faaher died 

three deys later, reelïy suddenljr. So fhat whole time for me was 

just a blur. Jus? awful! TemWe! So thet made it worse.' 

Fran had a similar experience when she was being bumped: 

It was at a time that was very stmssful because my mother 

was dying. We wem nursing her at the tirne and 1 was coming 

to work for some kind of stress relief. lt was my only sanity. 

1 didnY need that as well and l just wanted to Say, 'Could you 

just huld off!' My mother is dying.' ît was awful! It was an 

awful tirne! 

In contrast, for two participants the illness andlor death of a 

significant persan was a positive influence. The life-threatening 

illness of a good friend influenced Oarlene, when she was confronted 

with the loss of her job and re-evaluated the priorities in her life: 

"At that time a life-long friend of mine toM me she had cancer. 

Well thet put it al/ into perspective very quickly because suddenly 

work was really nothing. ' 

Significant past experiences with death also had a positive 

influence in that it facilitated the grieving process. Ellen's past 

experience with illness and death of family members aided her in 

dealing with the changes that were happening in her work setting: 

I've had a lot of death and dying in rny familym I've lived for 

many years wlth someone you're grieving for. So I've grown up 

with grieving pemally, plus I work in a place where I've seen 



a lot of people die. 1 donY run away from trauma. 1 had to grow 

up with trauma. so it was elways a part of my life. Things 

happen for a reason for me. 

School was the second personal factor that arose in every 

interview, but in various ways. In some instances, it was rnentioned 

simply in passing, as something the participant was doing at the 

tirne of job loss, or was planning to do in the future. In other 

instances, participants discontinued taking courses or plans to 

further their education. However, for four participants school 

played a more significant moderating role. For them, school served 

as a vehide for assisting them during the restructuring, either as an 

option while their jobs were in question, or as a means of working 

through issues. It gave them 'something else to focus on.' Beth 

described it most completely: 

1 was taking univenity coumes in which a lot of things 

addressed were around change. I think that really helped refine 

some of rny attitudes. f just kept busy with school, trying to 

sort this job out and be namal in the rest of my life. fhat 

really made it better. 

Therefore, certain factors occurring in the lives of participants 

moderated their experiences. Of significance was the fact that 

some participants had concurrent or past experiences with death 

andlor illness which influenced their experience. Going to school - 

was also a factor that came into play for many of the nurse; for 

some in a significant way. 



The final group of moderators in this category are personal 

characteristics which appeared to moderate the experience of 

restructuring. Again, no questions were asked of participants as to 

what they thought were significant personal characteristics. A 

multitude of characteristics were identified in the analysis, but 

only the ones that came through most consistently are included here. 

Four significant characteristics evident in the words of participants 

are: taking control, being hopeful, having insight into another's 

perspective, and moving on. 

Over half the participants spoke of times when they had been in 

a position to take control of situations and had b e n  assertive. The 

need for control, in a time when control was taken away ftom them, 

was important. Some participants spoke of their need for control in 

words such as: ' 1  like to have al/ my ducks in a row.' All the nurse 

managers mentioned the need to give nurses control. 

Taking control occurred in various ways. For one, it was writing 

letters to the union and management pointing out where ptoblems 

existed. She asserted: 'DonY put me in limbo like this again.' and 

"You can't do that to mer Another participant stated: ' 1  pointed 

ouf where I saw d l  their flaws. 1 told Human Resources exactly 

what I thought, '1 think 1'11 ta/k to the VP nursing about this because 

I'm not happy with R " Another took control by becoming 

politically active: 

1 was the instigator of things. / thought, 'Nursing canY take 

this lying down anymore! This is ridculous. People shou/d Say 



sotnefhing. This is te- People are screwing us and we're 

Ietting if happen!' So 1 contacted my MLA and I faxed him a 

copy of the proposed CU&. 

One participant, upon finding that her job depended on her 

getting her degree, took conttol: 'mat  evening on my dwe home, 

l'd alieady convinced myself that I had to be in a class in nursing, 

and &y 6:30 that evening I wes in a dass in nursing." Some nurse 

managers took control by being proactive with making 

recommendations foi budget cuts. One staved off bumping onto her 

unit by indicating her high expectations of what she expected nurses 

who were checking out her ward. Therefore, taking control 

facilitated participants' dealing with their circumstances. 

A second characteristic evident in over half the participants 

was being hopeful. This came through in statements such as: Y'm 

hopeful. 1 havenY given up.' 7 feel hopeful in the sense that 

nursing will somehow survive this assault.' ' l  just feel that things 

will still be okay. and 1 feel confident that wey.' One nurse 

manager demonstrated her optimism by using the entire experience 

of restructuring as an opportunity to re-shape nursing. In her words: 

7 m e  this al/ as a mal oppottunity. TThere's e lot of things we can 

be doing." 

Optimism was tempered by a more realistic perspective for two 

participants, even though their optimism gave them hope. As 

proclaimed by one nurse: "Itm an optimist but l look fair,' 

realistically at life. You really have ta have faith that al1 of the 

things are going to work out. And 1 have a lot of faith. You just 



have to believe things are going tu get befter.' 

A third characteristic was the ability to demonstrate insight 

into another's perspective and expressing empathy for it. This 

characteristic was evident in half the participants. lnsights and 

generous understanding were evident towards al1 the players 

involved. For example, empathetic comments were made about CO- 

workers who sometimes didn't support them: 7 think everyone felt 

so bad that this was happening and so they said nothing. .' There 

were also understanding comments about the people who had burnped 

them: 'She needed a job and I undetstand Mat3 just the way the 

system is.' and, She dMnY have a very good tirne of it either.' 

Another participant stated: 7 understand that she has to do what's 

best for her. I donY fault her because 1 donY think it was easy for 

her. I think she was probably feeling a lot of the same things 1 was 

feeling. ' 

Expressions of understanding were also made about the people 

who managed the bumping process in Human Resources, the nurse 

recruiter and union president: Wn sure that the nurse recrviter and 

the people involved with the hospital felt awful. /t was an awful 

position for her to be in.' Another participant commented: 7 think 

the union president and nurse recruiter really had to wall 

themselves off from it al1 to get fhrough it allm I think it's a 

horrendous thing. Fi't telling people they're losing their job and 

second it's, 'Well we have nothing for you!" 

Furthermore, empathy was expressed for the position of 

administration. One participant expressed understanding for the 



position of the nurse manager: 7he nurse manager knew how hard 

it was for al1 of us. ! mean it wes just as hard for her. ' A no t h e r 

participant commented on the role of senior administration: '1  

know they have to meke decisions and I know they're hard decisions 

to make. I certainly wouldn'f want to have to make them. ' Thus 

participants often displayed understanding and empathy for 

another's position. 

The final personal characteristic evident in four of the 

interviews was the desire to move on, to adapt, and not get stuck. 

This characteristic involved the acceptance of a new reality. It was 

evident in expressions such as 'you canY go back' and, 'This was 

rneant to be and so 1 said, 'Okey, we've done fhis enough. Let3 move 

on. '" 

Moving on did not eliminate the need to grieve what was lost. 

This belief was captured in the words of one participant: ' You need 

to grieve what you need ta grieve, but life continues and we canY 

get stuck in wanting back the old, because itL gone. You get it out 

because you have to go on. You canY sfay and wellow.' 

The acceptance of change and the need to move with it was a 

characteristic of several participants which enabled them to deal 

with change. As concluded by one participant: 'For me R's like you 

feel reelly bad at the time, but you jusf deal with it and then you 

go. Things always change and they dont always change for the - 

better, but you just deal with what they are and move on.' 

In summary, numerous personal characteristics emerged in the 

interviews. However, four appeared most consistently and appeared 

to have a positive influence on participants. These characteristics 



included taking contiol, being hopeful, understanding another's 

perspective, and moving on. 

In conclusion, three categories of moderators were identified. 

The first categoty, the organization, included moderators that had a 

negative influence on participants' experiences. In contrast, the 

second category, the supports, al1 had a positive influence on 

participants. Finally, the third category, the person, had a variable 

influence* 

This theme has demonstrated that varied factors existed to 

moderate the experience of nurses during restructuring. Some 

existed within the organization, some within the person or her Iife 

outside work. Whatever they were, al1 had the potential to make the 

experience of restructuring better or worse. 

In this chapter I have described the findings in this study of the 

experience of nurses during restructuring. Following an outline of 

the demographics of participants, the major part of the chapter 

described the four themes identified: 'losses,' 'gains.' 'what 

happened as a result,' and 'what made it better or worse'. Chapter 5 

will feature a discussion of the findings and recommendations. 



In this final chapter, I will discuss the findings of this study of 

the expeiience of nurses during a hospital restructuring in the 

context of the relevant fiterature. The three research questions will 

be discussed as follows: 

1. What are the experiences of nurses in a tertiary hospital 

which is restructuring? 

2. What meaning do these experiences have for the nurses? 

3. What made the experiences positive or negative? 

Finally, recornmendations for practice, administration, 

education and research are presented. 

Discussion of Reaearch Question #1 

c 
The answer to the first research question is captured in the 

description of the findings in the previous chapter. The model which 

was developed will provide the framework for the discussion, 

including the four broad themes: 'losses,' 'gains,' 'what happened as 

a result,' and 'what made it better or worse' (Figure 9, pg. 150). 
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Loss was a theme that emerged in al1 interviews. The losses 

experienced by participants in the current study are comprised of 

three categories. First is the most tangible and obvious loss, 'the 

loss of my job. ' As a result of this loss, a loss of the persan 

occurred in, '1 wasn't the same person.' Finally, changes in the 

profession were found in the theme, 'nursing isn't nursing anymore.' 



c 
Job loss consisted of three components. Participants 

experienced a sense of loss in the work they used to do, the types of 

patients they had cared for, and the people with whom they used to 

work. 

These findings reflect a variation from the most significant 

feature of job loss typically found in the literature, the loss of 

livelihood (8ridges. 1994; Kates et al., 1990; Kozlowski et al, 1993; 

Labib & Appelbaum, 1993; Leana & Feldman, 1992). In contrast, 

economics was of secondary significance to participants, because 

ail still had a job within the same institution after downsizing. 

Nonetheless, the findings of the current study reveal the impact of 

job loss for nurses is considerable, even when they retain 

employrnent, because of work's significance beyond economics. 

Researchers propose that the greater the investment in the job, 

the greater the effects of the losses (Kates et al., 1990; Leana 8 

Feldman, 1992). Thus, participants who had invested theinselves in 

their jobs felt a profound sense of loss. 

It is common during restructuring that people experience 

changes in roles and assignments and changes in relationships 

(Kates et al., 1990; Kennedy, 1996; Lynch, 1993; Massey, 1991 ; 

Schweiger et al., 1987). Like participants in the current study, 

nurses in Kennedy's study who did not change jobs nonetheless 

experienced change within their jobs due to work redesign. The loss 

of valued features of a job are an important, but often overlooked, 

aspect of a job, inasmuch as there is a loss of the the job as the 



employee currently knows it (Greenhalgh & Rosenblatt.1984). The 

change in how work b done and its implications will be discussed 

more fully in 'nursing isn't nursing anymore.' 

The loss of relationships with CO-workers was a significant 

loss. According to Kates et al. ( IWO) ,  the loss of one's work is 

profound because work relationships offer opportunities for 

friendship, support and social contact. This is especially true when . 

CO-workers are also considered to be friends (Kennedy, 1996; Lynch, 

1993). The change in work groups was found to be the most difficult 

aspect of restructuring for nurses in another hospital setting. The 

, impact of these losses, although experienced by only a small 

proportion of the total staff, permeated the whole institution for 

months (Brawn, 1 992). 

Thus. the findings of a sense of loss when a job, or facets of it. 

are taken away, differ from rnuch of the literature in that economic 

factors are not as significant in the current study as when 

unemployment is the outcorne. However, the findings are consistent 

in that there are other losses, such as loss of familiar rc!es, work 

assignments and relationships. 

Wa.n't th. Srne P.mm 

The second category of losses relates to participants' 

perceptions that they as people had changed. The loss of the people 

they once were was a profound los$ evident in most participants. 

Specifically, the losses included a loss of competence, a loss of 

control, and for some, a change in the life they once had. 



A change in how one views oneself is essentially a loss of 

identity. According to Kates et al. (19Q0)l work and work roles can 

shape, as well as reflect. an individual's intemal identity and self- 

worth. Losing a job means losing a source of interna1 satisfaction 

and long-held social networks and structures in people's lives. 

1 herefore, if the role change negatively affects an individual's 

feeling of self-worth, the impact on one's identity is also negative. 

A negative impact on an individual's identity is most likely to 

occur in people who are most attached to their professions, 

according to Leana and Feldman (1992). Rozak (1994) found that 

nursing identity was a paramount concern of nurses experiencing job 

loss. Not one nurse in her study described his or her role as simply a 

job. Rather, they reported that their personal identity existed 

within the nursing identity, which meant they internalized the 

values and norms of the nursing profession into their own behaviour 

and self-concepts. The threat to their nursing identity due to job 

loss resulted in a loss of confidence, a lack of motivation, difficulty 

in seeing their transferability, and in viewing their layoff as a 

rejection of self. A similar phenornenon was described by Massey 

(1991) who found that nurses lost part of their identity when they 

lost their jobs, much as when a loved one dies and removes part of a 

person's identity. Thus, a loss of identity is consistent with studies 

of nurses experiencing job loss. 

The loss of cornpetence identified by participants is consistent 

with other studies in which nurses were forced to change jobs 

(Kennedy, 1996; Lynch, 1993). 00th researchers found that a change 

in patient populations was very stressful for nurses, because new 



knowledge and skills were required. Nurses experienced stress when 

they had to move from areas in which they were experts. to areas in 

which they were beginners. In a study that compared relocated 

nurses who worked with the same type of patients with those who 

worked with the same nurses, remaichers found those who woiked 

with the same types of patients felt significantly more positive in 

relation to their self-esteem than those who worked with the same 

nurses (Ireson & Powers, 1987). Thus, a loss of a sense of 

cornpetence due to new work settings during restructuring is 

consistent with other research. 

Another loss experienced by participants, a loss of control, is 

recognized in studies of nurses experiencing downsizing (Kennedy, 

1996; Olson. 1995; Lynch, 1993; Sears, 1992, as cited in Olson). 

Personal control reflects an individual's beliefs in his or her ability 

to effect change, in a desired direction, on the environment 

(Greenberger 8 Strasser, 1986). Sears repofls the highest stress 

was experienced by the nurses who were not given any choice in 

their relocations. Lynch also describes nuises' feelings of 

desperation of not being able to control their own destiny. Loss of 

control is therefore a potent 

Finally, a loss of life the 

participants. These findings 

loss reported in the literature. 

way it was, was a loss for some 

are consistent with nurses in Kennedy's i 

(1996) study in which lifestyle issues were raised as a concern in 

relation to restructuring. 

Therefore, the findings in the current study are congruent with 

findings in other studies on job loss. The loss of a job results in a 



loss of identity, including a loss of cornpetence, a loss of control, 

and a loss of life the way it was. 

The third category of losses relates to changes in the broader 

realm of nursing. Specifically, participants experienced the loss of 

nursing work as it was, the loss of a nursing career as it was 

envisioned, the loss of idealism, and the loss of a nursing identity 

within the organization. 

The loss of work the way it was is consistent with other 

studies in restructuring environments. Changes in work during 

restructuring are usually two-fold. For one, the volume of workload 

often increases (Brocher, 1992; Kennedy, 1996). Kennedy found 

that one of the factors causing job dissatisfaction for nurses was 

the increased workload. This finding is consistent with the 

experience of participants in the current study. 

A second change is the way in which work is done. Although 

some studies on work redesign involving the increased use of 

assistive personnel reveal positive outcornes, other studies report 

negative or variable results consistent with the experience of 

participants. Negative outcornes consistent with findings in the 

current study are decreased work satisfaction (Hayes, 1 992, 1 994; 

Kennedy, 1996; Neidlinger et al., 1993), decreased morale and 

increased anxiety about job security (Schindul-Rothschild; 1994). 

and increased stress (Kennedy). 



Notably, negative findings related to work redesign are in 

contrast to the original intent of work redesign, which was to 

increase motivation and job satisfaction (Hackman & Oldham, 1 980). 

The authors contend that the positive effects of work redesign occur 

when a job contains skill variety, task identity, task significance, 

autonomy and feedback from the job. However, change in nursing 

work has meant task identity (the extent to which the job requires 

an individual to perforrn a whole, or completely identifiable piece of 

work) is diminished when some of nursing work is delegated. For 

nurses who are uæd to a model in which they provide total patient 

care, giving away components of patient care fragments their work 

into a multitude of tasks. This factor may explain why work 

redesign is seen as a loss for many nurses. 

The loss of a career as it was envisioned due to restructun'ng is 

a second loss. Participants reflected on the loss of a profession 

they could count on for job security. The loss of job security is 

consistent with findings in the literature (Arndt & Duchemin, 1993; 

Brockner 8 Wiesenfeld, 1992; Davy et al, 1991, Reilly et al., 1993). 

Job insecurity consists of the perceived threat of the likelihood of 

future layoffs and the perceived control that the survivor will be 

able to counteract the negative consequences of job loss (Greenhalgh 

8 Rosenblatt, 1984). Job insecurity is profound, even in unionized 

health care settings (Armstrong-Stassen et al., 1995; Kennedy, 

1996; Lynch, 1993; Olson, 1995; Sears, 1992. as cited in Olson). 

Olson reports job insecurity was pervasive even though most nurses 

in her study had five or mon years of seniority. Thus, the potent 



impact of job insecurity is a consistent finding in the Iiterature. 

A component of the loss of a career as it was envisioned, 

diminishing career opportunities, is also consistent with the 

literature. According to Greenhalgh and Rosenblatt (1 984). there is 

perceived jeopardy to career progress when the job holder 

anticipates that organizational changes will impose new ceilings on 

intraorganizational mobiiity. Dissatisfaction among managers with 

fewer opportunities for career advancement during restructuring is 

reported by Goffee and Scase (1992). 

Another profession-related loss experienced by participants 

was the loss of idealism, specifically the loss of values, when 

decisions become dollar-driven. Kennedy (1 996) identifies similar 

losses in her study, with nurses mourning the loss of nursing ideals 

and a loss of loyalty to the organization. Several authors report that 

a threat in program management is that nurses come in conflict with 

their ideological and ethical beliefs about the well-being of the 

patient if costs and productivity become the primary driving forces 

(Bird, 1988; Flynn, 1991 ; Yano-Fong, 1988). 

The loss of idealism is also exemplified in the loss of 

commitment to the organization expressed by participants. This 

finding is consistent with the findings of researchers in health care 

settings (Kennedy, 1996; Olson, 1995; Triolo et al., 1995) and in 

other organizations (Isabella, 1989; Hitt et al., 1994; Lee, 1992). - 

The nature of the loss of commitment will be examined in the 

discussion of "the trust is broken.' 



The final loss expressed by participants in relation to the 

nursing profession was the loss of a nursing identity within the 

organization. The literature describes potential thf8ats to nursing 

identity within program management consistent with participants' 

concems. Concems include a discipline's right to manage it's own 

area of practice (Stuart & Sherrard, 1987), loss of power within a 

multidisciplinary team. a loss of professional identity, and the loss 

of a centralized nursing department (Flynn, 1991; Gelinas & Manthey, 

1 995; Yano-Fong. 1 988). 

In summary. the losses experienced by participants during 

organizational restructuring are well substantiated in the health 

care and management literature. The only major loss commonly 

found in the literature not experienced by participants in the current 

study was a loss of livelihood due to unemployment. However, the 

losses related to job loss are mufti-faceted in that they involve 

changes in the work and how it is done, a loss of relationships, and 

the loss of a career as it was envisioned and a profession as it once 

was. The losses are profound in that they result in a loss of identity 

and a loss of ideals. 



mim 
The gains experienced by participants in the current study were 

considerably less dominant than the losses. Nonetheless, there was 

consistent evidence that participants experienced gains even though 

they did not focus on them. The gains fall into two cetegories, 

relating primarily to opportunities and to new ways of providing 

patient care, entitled "taking that opportunity8 and 'in the new 

system.' 

The opportunities related by participants included new jobs that 

turned out to be positive, as well as opportunities to re-shape 

nursing. The discussion of opportunities was generally meagre, 

which is consistent with the sparse offeringr about the positive 

experiences of people during restructuring reported in the literature. 

According to Bridges (1991), although the time between the old 

and the new within an organization undergoing change is chaotic, 

therein lies its potential because the restraints on innovation are 

weak enough to let truly creative solutions emerge unhampered. 

Therefore, a time of transition is ripe for creative opportunity. 

However, Bridges contends the opportunities and gains are often 

overshadowed by grief when people are dealing with losses. This 

may explain why the dominant focus for participants was their 

losses and not their gains. 

lsabella (1 989) suggests that restructuring may be seen 

positively, in that new and different career opportunities are 



created, often opening up paths that were fomierly blocked. 

Although nurses in Kennedy's (1996) study focused primarily on the 

negative expeiiences, a few mentioned gains in the form of new 

career opporbinities and potential to gain more knowledge. Thus, 

participants' experiencing new jobs as opportunities is consistent 

with the Iiterature. 

Opportunities to re-shape nursing discussed by nurse managers 

is reported in the literature. According to Rachlis and Kushner 

(1994). the potential gains for nurses during health care 

restructuring are considerable. The authors suggest that nurses are 

particularily well suited to the new model of health care. However, 

in the current study, only managers were able to envision the 

potential gains for nurses. Perhaps this is because the change in 

their roles, as discussed 'in the new system,' provided tangible 

evidence that nurses were being empowered to take on more 

responsibility and accountability. Although increased responsibility 

and accountability may not be desired by al1 nurses, the nurse 

manager participants found it to be consistent with their abiliti to 

manage more effectively. Thus, the minimal discussion of 

opportunities by participants is consistent with the literature. 

s 
The positive aspects of the new system discussed by the nurse 

manager participants were two-fold. One was the change to program 

management in the Study Hospital and the 0 t h  was the change in 

their roles. 



Program management was seen to be a gain by two nurse 

managers. The positive attributes of program management they 

noted are consistent with Flynn (1991), who posits that there is 

increased autonomy because of opporainiües for decentralized 

decision-making in a multidisciplinary team. This is a gain because 

it means increased autonomy lower dom, in the bumaucracy. The 

positive relationship between decentralized decision-making and 

increased autonomy has been established in studies of nurses 

(Hastings & Waltz. 1 995; Pnestrzelski, 1 987). 

A second positive feature of the new system was the change in 

the nurse managers' role when they were taken out of the union and 

given increased accountability. The shift in the traditional clinical 

role of the head nurse to one of greater authority and accountability 

for the overall management of the nursing unit is consistent with 

the Iiterature (Eubanks, 1992; Herrin & Prince, 1994; Nicklin, 1995). 

According to Eubanks, driving decision-making clown the ranks means 

the nurse manager becomes the linchpin in a hospital's efforts to 

improve patient care and control costs. Therefore, the nurse 

manager role has been elevated in importance during restructuring. 

The nurse managers' view of the change in their roles as a gain 

is consistent with the literature which has examined the 

relationship between job satisfaction and autonomy. Hackman and 

Oldham (1980), the originators of work redesign, propose that an 

increase in autonomy will lead to an increase in job satisfaction. A 

study of managers demonstrated that job satisfaction is enhanced 

with increased autonomy, even when workload is greater (Shoham- 
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Yakubovich et al., 1 989). Brockner (1 992) suggests that increased 

autonomy and more variety in the job can lead to increased 

satisfaction because the work becomes intrinsically more enjoyable. 

It is notable that most of the positive comments came from 

managers; this feature is consistent with other reports in the 

literature. Tumulty, Jemigan and Kohut (1 994) report that managers 

tend to be more satisfied with aspects in the work environment such 

as autonomy, policies and overall job satisfaction than are non- 

managers. Noer (1993) found that only among managers were there 

layoff suwivors who expressed a sense of optimism, that necessary 

tough action had been taken, and that the organization was on the 

road to recovery. He argues that the higher a person resides in an 

organization, the more he or she will have a vested interest in 

denying the symptoms of survivor sickness. Managers may be 

focusing more on the opportunities to reinforce the positive outcome 

of al1 the disruption. Armstrong-Stassen (1993) reports that 

manager survivors have greater perceptions of fairness, job 

security, and organizational commitment than others. Similarily, 

Moore et al. (1996) contend that nurse managers have less stress and 

greater self esteem and social intimacy when compared to their 

staff during downsizing. The more frequent expression of 

opportunities and positive outcomes of the managers in the current 

study are therefore consistent with findings in other studies. Thus. 

findings that the new system of program management and the change 

in the roles of the managers were perceived as gains for nurse 

managers are supported in the literature. 



In summary, the phenornenon of gains experienced by 

participants during organizational restructuring is also ieported in 

the Iiterature. Consistent is the fact that gains are often 

overshadowed by losses and so legs is made of them. Also 

consistent, is that the experience of managers is unique from that of 

non-managers. Restructuring drives decision-making part-way down 

the ranks with the result that nurse managers experience increased 

autonomy and job satisfaction. However, to date this is not 

necessarily so for non-managers. 

c 
What happened as a result of restructuring for participants was 

dominated by negative aftemiath, although there was also a positive 

outcome. This discussion will elaborate on the sequelae of 

restructuring for participants in the light of the relevant literature. 

The categories of consequences are : '1 moumed,' 'like grains of 

sand,' 'suddenly I'm the bad guy,' 'the trust is broken,' and 'it was a 

real learning experience.' 

lJkwfma 
Grief and its varied facets was a phenornenon experienced by al1 

participants. Descriptions of grief included general reflections of 

sadness as well as specific components of grief, such as shock and 

denial and most notably, anger. 



The phenomenon of grief is widely described in the literature on 

organizational restructuring (Brawn, 1 892; Bridges, 1 991 ; 1 994; 

DeFrank & lvancevich, 1986; Dreiss, 1983; Farfey, 1 991 ; Kennedy, 

1996; Kozlowski et al., 1993; Labib & Appelbaum, 1993; Leana 8 

Feldman, 1992; Massey, 1991; Noer, 1993; Strength & Ulmer, 1987; 

TrioIo, 1995; Zimmermann, 1993). Kennedy reports that nurses who 

experience bumping express sirnilar expressions of grief, due to the 

loss of a particular job. facets of the job, the loss of work teams, 

and the loss of security. 

Grief as a response to los8 is described in the seminal work of 

Kubler-Ross (1 969 as cited in Noer. 1993). According to Kubler- 

Ross, the stages of grief at the loss of a loved one are denial, anger, 

bargaining, depression and acceptance. Noer likens the grief of 

layoff victims and layoff suwivors to that experienced by the loss 

of a loved one. The stages of grief are echoed. with minor 

variations, in job loss models (Dreiss, 1983; Farley, 1991; 

Schlossberg & Leibowitz, 1980) and in change models (Perlman & 

Takacs, 1990; Manion, 1995). It was not possible to determine from 

the interviews in the current study if participants progressed 

through discreet stages in a particular sequence. However, there 

was evidence of components of the grief experience in their stories. 

Denial, including shock and disbelief, were evident in 

participants. Denial Is the first stage of the grieving process (NO&. 

1993). According to Bridges (1991), denial is the way in which 

people protect themselves from the first impact of loss. It is a 

means of rninimizing the significance of an event (Manion, 1995) and 



serves as a defense mechanism which rationalires the reality of the 

change for people (Perlman 8 Takacs, 1990). Therefore, denial 

sewed as a buffer for participants in the early stages of the 

grieving process. 

The most consistent expression of grief in participants was 

their overt expression of ange?. Bames et al. (1986) report that 

nurses in their study experienced intense anger after they were 

displaced and needed about two to three months to diffuse their 

anger before they could deal with it on a cognitive level. Likewise, 

other nursing researchers report that anger is a common reaction to 

job loss (Kennedy, 1996, Triolo et al., 1995). Thus, the grief 

expressed by the participants reflects the literature on 

restructuring and job loss. 

c 
The category of like grains of sand' encompasses several 

related concepts which emerged in most interviews. They include 

feeling inconsequential, having one's work nullified, being 

replaceable, and feeling vulnerable. 

Transitions are naturally a time when people question whether 

or not they make a difference and whether or not they matter 

(Schlossberg, 1989). In times of transition, feelings of 

powerlessness and insecurity flourish because chaos exists between 

the old and the new (Bridges, 1991 ; Perirnan & Takacs, 1990). 

Bridges likens being in transition to being between trapezes, in 

which one has to let go of the old and the new is yet to appear. 

People feel insecure and vulnerable because there is nothing secure 



to hang on to. 

Feelings of vulnerability are heightened in the context of 

restructuring (Allen et al., 1995; Armstrong-Stassen et al., 1995; 

Kennedy, 1996; Noet, 1993; Reilly et al., 1993; Greenhalgh & 

Rosenblatt. 1984; Olson, 1995; Triolo et al., 1995). When jobs are 

lost, so is job security, leaving people feeling vulnerable and 

insecure. The fear of losing a job is reported to be more stressful 

than actually losing a job (Cobb & Kasl, 1977, as cited in DeFrank & 

Ivancewich, 1 986). Therefore, feelings of vulnerability among 

survivors can be profound. This finding is consistent with 

participants who expressed vulnerability in their fear of losing their 

jobs in a Mure round of cuts. 

In the current study, job loss was not as a result of 

incornpetence. Kennedy (1996) reports that nurses in her study felt 

devalued because someone with an undetermined competency, but 

more seniority, could bump them. The feeling of being devalued was 

reinforced when nurses were forced to move to a new environment in 

which they experienced the discornfort of being a novice, despite 

many years of experience (Kennedy; Lynch, 1 993). 

Feeling valued is important to people. According to Roberts, Cox 

and Baldwin (1985). being of value is a major source of satisfaction 

among nurses in their work environment. Therefore, when nurses are 

faced with an insecure environment in which they believe what they 

do is not valued, they feel they no longer matter. 

Feelings of loss of control and not mattering can have a 

profound, negative effect on self esteem (Bames et al., 1986; Kates 



et al.. 1 990; Zimrnermann.1994). Zimmermann reports that despite 

the fact that only 5% to 15% of firings are a result of personal 

incornpetence, most people losing a job secretly believe they did 

something wrong. According to Kates et al., people who lose their 

jobs tend to blame themselves. This self-blame promotes a further 

devaluation, at a time when people already feel unwanted. 

According to Leana (1996). the most disempowering message of 

al1 is when people have no control over what happens to them in 

their job. Theiefore, when nurses lose their jobs through no fault of 

their own, they experience a loss of control which results in 

feelings of not mattering. Their bruised self-esteem is further 

diminished by their own self-recrimination for what has happened to 

them. Thus, restructuring becomes a turbulent sea in which 

participants felt like grains of sand in that they felt 

inconsequential, devalued and vulnerable. 

uddenlv i'm the Rad G u  

A consequence of the bumping process was the villainization of 

nurses who had bumped into a new job. The term villainization 

describes a phenornenon experienced andior discussed by 

participants in which the victims of job loss, due to deletion or 

bumping. became the villains in that they were put in a position in 

which they had to inflict job loss on another. In this way victims 

become the 'bad guys.' The sources of villainization included the 

self-recrimination when a participant had to consider bumping 

someone else, the feelings of the bumpee towards the bumper, and 



the reactions of CO-workers towards the bumper. 

This phenornenon is consistent with a description by Kennedy 

(1996) of nurses in a bumping environment The nurses in her study 

described feelings of guilt when they took vacant positions that had 

belonged to a CO-worker. Kennedy depicts their descriptions as 

mirror images of the feelings of nurses who had been bumped 

towards their bumper. She also describes the difficulty nurses had 

in working with people who had bumped their CO-workers, because 

they felt ernpathy for their colleagues who had lost a job and 

because the bumpers lacked the expertise of the nurses they 

replaced. Thus, the phenomenon in which the victim of job loss 

becomes the villain finds a parallel in Kennedy's study. 

No other literature was found that specifically addresses the 

phenomenon of villainiration of the victim. However, there is 

considerable literature on the subject of survivor guilt, which 

offers some insights. Survivor guilt, in which those who remain 

after downsizing feel a sense of guilt that they have a job and 

others have lost theirs, has been widely identified in suwivors of 

organizational restructuring (Brockner et al., 1985; Brockner et al, 

1986, as cited in Brockner, 1988; Cameron et al., 1991; Dreiss, 

1983; Lee. 1992; Massey, 1991; Noer, 1993; Triolo et al., 1995). 

Survivor guilt explains the self-condemnation participants felt 

when they had to consider bumping another nurse. Bettelheim 

illustrates the dilemma in the words of holocaust suwivor €lie 

Wiesel: '1 Iive and therefore I am guilty. I am still here because a 

friend, a comrade an unknown died in my placa.' (Gottlieb & Conkling, 



1995, p. 7). Similarily, participants who were in a position to bump 

were confronted with choodng their own survival at the expense of 

another, often a known colleague or friend. This choice resulted in 

feelings of guilt. 

The second source of villainization of the bumper, was the 

bumpee. This phenomenon a n  be explained by another layoff survivor 

response, blaming, in which some extemal source is blamed when a 

job is lost (Kennedy, 1996; Leana & Feldman, 1992; Noer, 1993). 

Although participants acknowledged that bumping was a part of the 

system, they were unable to distance themselves from the most 

tangible source of their disruption, the nurses who had bumped thern. 

Therefore, those who bumped were blamed by the person they had 

bumped, even though the burnpees tried to stifle the blaming, 

knowing that this was part of the the system. 

Survivor guilt and victirn blaming explain the third source of 

villainization, others in the setting, usually colleagues of the nurse 

who had been bumped. Victim blaming is one way in which survivors 

cope with feelings of guilt over another's diemissal, by reducing 

their own feelings of guilt (Brockner, 1988). Victim blaming is a 

defense mechanism in which responsibility for the guilt is projected 

away frorn the person who feels it, ont0 the victim, so that the 

individual can avoid confronting his or her own survivor guilt (Noer, 

1993). Thus, in order to deal with their own survivor guilt, 

survivons blamed and villainized nurses who were forced to bump 

another nurse. 

In summary, there are findings in at least one other study of 

nurses under similar circumstances in which victims of job loss 



became villains. There is also corroborating literature in the 

broader field of job loss which suggests that suwivor guilt and 

victim blaming are plausible explanations for why this phenomenon 

occurred. 

c 
Betrayal and disillusionment, as captured in the phrase t h e  

trust is broken,' occurred for most participants as a result of their 

experiences during restructuring. Although often the whole system 

was blamed for what had happened to thern, the particular source of 

greatest disillusionment varied from person to person. Hospital 

administration, frontline managers and the union were al1 cited as 

being disillusioning and breaking the trust. Wherever the breach 

occurred, participants experienced a sense of disillusionment. 

The disillusionment experienced by participants is consistent 

with findings in the literature on downsizing. According to Noer 

(1 993), disillusionment stems from a paradigm shift within 

downsizing organizations in which people. who used to be assets to 

be developed, are seen as costs to be reduced. Nurturing language, 

such as 'developing,' 'helping' and 'growing' has become ruthless 

language, such as 'delete,' %ut' or 'terminate.' Fundamentally, the 

paradigm shift means a change to a new game and a new set of rules 

(Barker, 1 092). 

A significant new rule in restnrcturing organizations is a 

revolutionary change in the employment contract (Noer, 1993), also 

referred to as the implicit social contract (Hitt et al., 1994), or the 



psychological contract (Schlossberg & Leibowitz, 1980). The 

implicit contract, as it will be referred to here, is an unspoken 

agreement between employer and employee which, simply stated 

says. 'If I am loyal and do my job well, you will allow me to keep my 

job.' Participants believed they would always have a job. Changes in 

healthcare have shifted the employment contract in which nurses no 

longer have that guarantee. Therefore, the trust is broken. 

As a result of the break in the implicit contract. participants 

experienced a sense of betrayal and vidation, feelings commonly 

documented in related literature (Lee, 1992; Noer, 1993; Triolo et 

al., 1995). According to Noer, feelings of anger and distrust result, 

and are particularily strong when organizations have been nurturing, 

because there is a greatei sense of violation. In nursing, which is 

considered a caring profession, the break in the implicit contract, is 

therefore particularily jarring. Triolo et al. (1995) report that at 

least half the nurses in a hospital that was downsizing experienced 

a sense of betrayal and distrust. 

The fallout of the broken implicit contract is significant for 

organizations because there is decreased commitment to the 

organization (Armstrong-Stassen, 1993; 1995; Brockner et al., 1 987; 

1995; Hitt et al.. 1994; Isabella, 1989; Lee. 1992; Olson, 1995; 

Triolo et al.. 1995). For the individual, loyalty shifts to 

cornmitment to one's career rather than to the organization (Reilly 

et al., 1993). 

Thus, the disillusionment participants experienced stemmed 

from a break in the implicit employment contract, findings 



consistent with the literature on restructuring. Because of the 

nature of nursing as a caring profession, the disillusionment for 

nurses is of particular significance. 

Growth and leaming were evident in almost al1 participants in 

the current study. Leaming occurred, sometimes as a result of 

positive experiences, but most often as a resuR of difficult ones. 

Facing the threat to their jobs caused them to reavaluate what was 

important in their lives and in their work. As a result, many came 

through this experience with a greater confidence in themselves and 

with a greater tendency ta speak up on their own behalf. 

The re-evaluation process described by participants is 

consistent with literature on job loss. According to Leana and 

Feldman (1992)' people make sense of their experience of job loss 

through a process of cognitive eppraisal, in which they construct a 

new vision of reality to explain the event. Sense-making reduces 

uncertainty and lends meaning and structure to the unfamiliar. It 

also causes people to re-evaluate their career goals in which 

hindsight may allow a person to view the loss of a job as a 'blessing 

in disguise' (Leana 8 Feldman11988, as cited in Labib & Appelbaurn, 

1993). Although doing so can be painful, seerching for meaning is an 

important part of the change process (Manion, 1995). 

Sense-making led participants to re-priorize what was 

important in their lives and in their jobs. They recognized that they 

needed to focus on their careers and lives rather than their 

institution. Authors who have studied organitational restructuring 



posit that it is important suwivors recognize the implicit contract 

is broken and that they renew their dedication and commitment to 

their individual strengths and talents, and not to their institution 

(Gottlieb & Conkling, 1995; Zimmermann, 1994). Gottlieb and 

Conkling advise loyafty to one's career, as opposed ta the 

organization, will Save the individual. 

The shift in focus from the extemal systern that betrayed them 

to valuing their own contributions is reported in nurses who were 

displaced (Barnes et al, 1986; Kennedy, 1996). The break in the 

implicit contract and the subsequent leaming of new cornpetencies, 

skills and coping mechanisms resulted in nurses having a greater 

sense of control over their lives and increased self-esteem. 

According to Manion (1 995), through a process of sense-making, 

people can experience a new-found confidence of being able to 

survive a job loss. This experience is important, because self- 

reliance and independence become suwivors' cornerstones (Gottlieb 

& Conkling, 1995). 

Thus, participants' sense-rnaking resulted in a re-evaluation and 

increased sense of efficacy, which is consistent with the literature. 

The growth and learning resulted 

times. 

In summary, what happened 

because of, not despite the hard 

to participants as a result of the 

losses and gains they experienced during restructuring, is consistent 

with the literature. There is substantive support that restructuring 

results in grief, feelings of being devalued, disillusionment, and 

ultimately, of growth and learning. The villainiration of nurses who 



bumped a cdleague, has been described in only one earfier study and 

therefore reguires further exploration. 

c 
There were variables during restructuring that moderated how 

participants in the current study experienced the losses and gains 

they encountered, and the subsequent impact on them. The variables 

that made it better or worse are divided into thme broad categories: 

factors existing within the organization, supports identified by 

participants, and circumstances and characteristics unique to the 

participant. 

The O r m i o n  

The variables in this category consist of factors existing within 

the organization during restructuring, including formal and infoimal 

organitational procesres and structures. Some were planned, but 

most surfaced spontaneously, as a by-product of the change process. 

All these factors had a deleterious impact on participants and 

therefore made things worse for them. The variables are captured in 

the following categories: Yhrough the grapevine,' 'but you 

promised,' 'there was a lot of scheming,' 'bumping, friendship and 

professionalism,' and 'everyone's out for thernselves.' 

c 
Uncertainty and the informal communication systems that 

flourished within the organization during restructuring are captured 



in the phrase 'through the grapevine." Evidence of uncertainty and 

rumours was found in al1 interviews. 

Uncertainty is a hallmark of the turbulent environment that 

exists during restructuring. According to Ashford (1 988). the 

impact of a transition will be felt through the uncertainty it 

mgenders. The main reason for uncertainty is lack of information, 

which, according to Edgelow (1993) is the most stressful feature in 

the midst of a transition. When suwivors do not know how to define 

a situation, they seek meaning or the implications of these events 

(Brockner & Wiesenfeld, 1992). Suwivors try to obtain information 

to make sense of an ambiguous situation; to construct a definition of 

the situation based on how fellow survivors define it. The social 

information process that enables people to obtain information and 

make sense of what is happening, is the rumour miIl (Arndt 8 

Duchemin, 1993; Brawn, 1992; Bunning, 1990; Dreiss, 1983; 

Edgelow, 1993; Lynch. 1993; Roberts, 1989; Sears, 1992, as cited in 

Olson, 1 995). 

According to Darling and Luciano (1985), rumours may be useful 

in that they allow employees to piepare for what might happen to 

them. However, the negative impact of rumours is more commonly 

described. Rumours increase stress (Lynch, 1 993; Meehan & Price, 

1988). destroy morale (Meehan & Price), decrease productivity 

(Brawn, 1992; Meehan & Price), kill motivation (Brawn), increase 

cornpetition, and reduce solidafity and support among the work force 

(Kates et al., 1990). Furthermore, uncertainty generates feelings of 

insecurity and anxiety (Kates et al., Schweiger et al., 1987). Thus, 
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there is a cycle in which uncertainty, generated by lack of 

information. causes people to seek more information, usually from 

the rurnour mill. which in tum generates more uncertainty, which 

leads to more information seeknig. 

The infomal communication system can become a significant 

source of particularily critical information. For half the 

participants. the grapevine became the means by which they found 

out about what was happening to their own jobs. People prefer to be 

told about the loss of their job in person by their own boss, (Borg & 

Jensen, 1985; Kennedy, 1996; Meehan & Price, 1988). Therefore, 

finding out about the loss of their job from a third party had a 

negative impact on them. 

Thus, the experiences of nurses during restructuring were made 

worse by the uncertainty and rumours. Not only did uncertainty 

impact on the participants' stress and anxiety, the rurnour miIl also 

meant that some participants heard about the loss of their jobs from 

peers or someane other than their manager. 

Another variable that moderated the experience of participants 

was the informal promises they received from managers that they 

would have a job. Almost al1 participants heard promises they 

would be taken cam of when their positions were deleted or bumped. 

When promises were not fulfilled, there was evidence of anger and 

disillusionment. 

No literature was found that specifically addresses the 

phenornenon of unfulfilled promises given to people in jeopardy of 



losing their jobs. However. as discussed in the category. Yhe trust 

is broken,' restructuring has rneant a change in the implicit contract 

which, in the past meant that if employees woiked hard, they would 

retain their jobs (Hitt et al.. 1994; Naer, 1993; Schlossberg 8 

Leibowitz, 1 980). When managers made promises to participants. 

they reinfoiced the implicit contract by making it explicit. 

Promises resulted in unrealistic expectations, which have a negative 

impact on employees during oganizational change, according to 

Covin and Kilmann (1990). Therefore, the sense of betrayal and 

violation which typically occurs when the implicit contract is 

bmken (Lee, 1992; Noer, 1993; Triolo et al.. 1995). is likely made 

worse when promises are made and broken. 

The category, 'there was a lot of scheming,' refers to informal 

processes which participants perceived to be underhanded. Evidence 

of scheming was found in over half of the interviews and was 

usually related to how the jobs were allocated or withheld. 

During times of restructuring, how people are selected for jobs 

becomes of ovemhelming importance (Tichy & Devanna, 1990). 

According to Schweiger et al. (1987), sunrival becomes an 

obsession, because jobs are a scarce commodity. Furthermote, in 

these circumstances. managers have a very limited margin of error 

and every action is highly visible (Darling & Luciano, 1985). Thus, 

participants were more likely to pay attention to how jobs were 

posted and allocated during restructuring than during times when 



jobs were not at a premiurn. It is not surprising. therefore, that how 

jobs are allocated becornes a source of discontent if they are not 

seen to be managed with utmost faimess. 

Perceived fairness is the most significant workplace factor 

moderating the impact on suwivon in a restructuring environment 

(Brockner, 1988; 1992; Brockner & Wiesenfeld, 1992; Brockner et al., 

1987; Davy et al., 1991; Schweiger et al., 1987). It is not 

terminations pet se that create bitternese, but the manner in which 

they are handled. According to Brockner and Wiesenfeld. suwivors 

are very sensitive to how fairly the layoff was implemented. 

Three factors govern perceptions of faimess. One factor is the 

fairness of the procedure itself (Brockner, 1988), which will be 

discussed in the category 'bumping, friendship and professionalism.' 

A second factor is how well the organization attends to details of 

the procedure by respecting the personhood of its employees 

(Brockner, 1992). A third factor consists of critical management 

behaviours in implementing the procedure, such as being honest. 

minimizing political behaviour, and making staffing decisions based 

on objective performance criteria rather than on personal 

favouritism (Schweiger et al., 1987). 

Studies of hospitals undergoing restructuring report that nurses 

deemed bumping to be unfair because in some case th8 rules for 

bumping changed from situation to situation, and not al1 nurses were 

treated equally (Kennedy, 1 996). Lynch (1 993) reveals that nurses 

who attempted to burnp into certain positions were denied them for 

various reasons, which nurses found to be extremely stressful. 



These findings are consistent with experiences of sorne participants 

in the current study, in which the decision rule for job allocation 

appeaied to Vary. According to Brockner (1992). no one decision rule 

(merit, seniority. or function) is inherently more fair than the other 

- it depends on the corporation's strategy, history and culture. Most 

important is that the decision rule is irnplemented consistently and 

accu rately. 

Perceived unfairness has a deleterious effect on survivors 

(Brockner, 1992; Brockner et al., 1987; Davy et al., 1991 ; Schweiger 

et al., 1987). Perceived unfairness negatively impacts on: job 

satisfaction, effectiveness, intentions to withdraw, employee 

morale, cornmitment and loyalty to the job and the organization. 

Participants' perceptions of fairness rnay have been different if the 

bumping niles had been seen to be applied fairly to dl. Thus, 

scheming, with its connotations of unfairness moderated the 

experiences of participants negatively. 

and i>rofesswism, 

This category involves features of bumping, the decision rule 

established to manage job loss in the Study Hospital. All 

participants who discussed bumping disparaged the process and 

believed it to be a problem, afthough they were unabbl to develop an 

alternative solution as to how job deletions should be handled. Two 

features of the bumping process that presented the greatest 

problems for participants were, first, its negative impact on 

interpersonal relationships and second. that longevity, and not a 

nurse's professional practice, were the criteria for job loss. 



Labib and Appelbaum (1993) contend the method of temination 

has a long-lasting psychological effect on laidaff employees and on 

survivors and is thetefore a critical variable. It is not so much the 

fact of downsizing that causes stress and a negative impact on 

employees, but rather the structure of the termination plan and, as 

discussed in the previous category, how it is implemented. 

The first problem is the impact of bumping on relationships. 

Brockner et al. (1987) report that when suwivors have a sense of 

psychological kinship with the layoff victim, their organizational 

commitment decreases. Brockner (1 988) also contends that 

employees who survive dismissal of CO-workers on whom they are 

interdependent are likely to experience a greater negative impact 

than employees whose dismissed CO-workers are task independent of 

them. Close identification with the person who has been laid off 

impacts more negatively on survivors. Thus. the close identification 

of nurses with the person they bumped would impact on them in a 

negative way. 

Two nursing studies allude to a similar problem of relationships 

in a bumping environment. Lynch (1993) reports that nurses 

expressed discornfort with having to bump someone out of a job. and 

their stress increased when they heard of the misfortunes of those 

they had bumped. Describing the other perspective, Kennedy (1 996) 

reports that nurses on the receiving end of a bump personalized the 

process when they were bumped. Both findings are consistent with 

the experience of participants who were not able to distance 

themselves from the persan they bumped, or from the person who 



bumped them. 

Another salient feature of bumping among nurses is that the 

players involved are almost al1 women. According to Heim (1995), 

relationships are central in the female culture. The author contends 

that in the work setting, women are more likely than men to have 

friendships and the relationships are likely to be relatively 

permanent and permeate al1 aspects of life. Therefore, the dilemma 

of participants in having to consider bumping a friend or a colleague, 

or to be at the receiving end of the same, is likely to make their 

experiences worse. 

The second problem for participants was that according to the 

bumping rules. seniority took precedence over merit. Participants 

believed this to be unfair. Some authors contend that seniority is 

the favoured decision rule in a termination plan, because it suggests 

that changes are made on an objective, and not on a personal basis 

(Bunning, 1990; Galivan, 1986). According to Brockner (1 988), 

several studies reveal that seniority-based layoffs had minimal 

impact on the work performance of survivors. 

In contrast, two studies reveal that nurses feel devalued and 

betrayed when their experience, training and contributions do not 

matter (Kennedy, 1996; Meehan & Price, 1988). However, Kennedy 

found that bumping was considered fair if the person had expertise 

in the area, along with seniority. On the other hand it was not 

considered fair if the person did not have experience in the area. 

Thus, although bumping may be deemed fair by some standards. 

it is not necessarily deemed fair by victims of the process. 



Brockner and Greenberg (1990) offer a possible explanation in a 

cornparison of equality and equity. The union's definition of fairness 

is rooted in equality. the equal receipt of resources by dl parties. 

In contrast, the nurse's concept of fairness is an equity position, in 

which the receipt of resources is in proportion to the contributions 

made. In other words, from the bumpee's perspective, the bumper's 

advantage is longevity, with other contributions and qualities 

generally unknown to the victim. At the same time the bumper is 

intimately aware of his or her contributions. This accounts for the 

perception that the bumpee's contributions are greater, but they are 

not taken into account. Hence, there are perceptions of unfairness. 

Thus, features of the bumping caused problems for participants 

which had a negative impact on them. Although this finding is 

supported by two 0 t h  nursing studies, it is in conflict with other 

research on seniority-based layoffs. Further exploration of this 

subject is required. 

vervane'r - out from themaelves, 

"Everyone's out for themselves' is a category which involves 

feelings of isolation and alienation experienced by more than half 

the participants. Participants attributed these feelings to the low 

morale which existed in their work setting. 

Low morale is a common problern during organizational 

restructuring (Bridges, 1991 ; Burda, 1994; Cascio; 1993; Lee, 1992). 

Burda contends that employee morale is the most pressing human 

resource issue facing hospitals during downsizing. Lee attributes 

low morale to employees working more houn, doing more with less. 



and fighting uncertainty. However, Bridges argues that people's 

anger, sadness, fear, depression and confusion occur due to grief 

over the losses they have experienced. 

Cascio (1 993) reports that following downsizing, suwiving 

employees becorne narrow-minded, self-absorbed, and risk-averse. 

For the organization, the plunging morale among employees Who 

survive downsizing can sap much of the hoped-for benefit of the 

newly lean organization (Lee, 1992). Nurses experiencing job loss in 

an environment of low morale are less likely to get the support they 

need, or might have received from their pers, had they been 

experiencing a personal trauma during a time of high morale. Thus, 

low morale had a negative impact on participants' experience during 

restructuring because their CO-workers were dealing with their own 

losses. 

In surnmary, five factors within the organization made things 

worse for participants during restructuring. One was the 

uncertainty and rumours that were rampant in the work setting, a 

common finding in the literature. Second were the unfulfilled 

promises some participants heard from their managers which 

appeared to increase their disillusionment. No literature was found 

that related directly to this finding. Third was the intrigue 

associated with how jobs were allocated which contributed to 

participants perceptions of unfairness. the significance of 

perceived unfairness is a common finding in the Iiterature. Fourth 

was the bumping process established to manage the loss of 

positions. The participants' perceptions of unfairness is consistent 



with some of the literature, but contradicts other studies. Finally 

was low morale, which meant participants got less support than 

they needed. This is a common finding in the literature on 

restnicturing. The discussion will now shift to factors which had a 

positive influence on participants. 

nLamMm 
The second category of moderators relates to factors 

participants described as being supportive. Supports included their 

managers and theii personal supports, at work and at home. The 

support themes are entitled 'to soften the blow8 and '1 wasnY alone.' 

c 
Participants found their managers to be highly significant 

supports in that they were in a position 'to soften the blow.' The 

supportive role of managers as described by participants was multi- 

faceted, and included protecting staff, involving them in decision- 

making, coaching and providing personal support. 

Managers are in an intenediary position and therefore cm be 

key to softening the blow for subordinates. The support they provide 

is critical, especially during organizational restructuring (Brockner, 

1992; Covin & Kilrnann, 1990; Ganster et al., 1986; Merry & Singer, 

1994; Roberts, 1989). Bier et al. (1993) contend that the inter- 

personal treatment people receive during layoffs is more important 

than structural characteristics of the layoff procedure. The need for 

mattering is critical during a time of rapid change and social and 



economic dislocation (Amundson, 1 993). Mattering is important 

during times when people are losing their jobs because people need 

to feel that another person is interested in them, cares about them, 

and that they are important. Thus, managerial support is crucial. 

The most fundamental management role discussed by 

participants in the current study was protection. t w o  participants 

referred to the nurse manager as mother, suggesting that the 

protection role is an inherent manager function. Referring to the 

nurse manager as mother is consistent with Heim's (1995) assertion 

that hospitals are traditionally organized and managed as families. 

According to Pawlkki (1994). in the early stage of downsizing when 

a threat is perceived. nurses ask their managers to 'rescue' them by 

fighting with administration to keep the unit open. The role of 

protection as a management function was not found elsewhere in the 

literature. The role may be less of an expectation in some settings 

than in others. 

The second supportive role of managers described by 

participants is involving staff in decision-making. This role is 

widely discussed as a significant management function during 

restructuring. People who are affected must be involved in the 

process (Edgelow. 1993; Hitt et al., 1994). Salancik and Pfeffer 

(1978) suggest the outcome of woik redesign may not be so much a 

consequence of changing the job, as it is the process of cooptation. 

Employees corne to believe in the value and consequences because 

they participate in it. Involvement in decision-making dunng 

restructuring is an important moderator that has numerous positive 



outcomes in that it impacts on survivors' evaluation of perceived 

fairness (Brockner, 1992; Cameron et al., 1991). mitigates the 

deleterious effects on job satisfaction (Davy, et al., 1991), 

positively affects organizational commitment (Brockner et al., 

1 987, as cited by Brockner, 1988) and increases organizational 

citizenship behaviours (Bks et al., 1993). Thus, involvement in 

decision-making finds strong support in the Iiterature. 

The third management role participants found significant was 

coaching. Coaching assisted them in dealing with losses and helped 

them explore job options. Coaching is not specifically featured in 

the Iiterature on restructuring, although it is seen as an important 

management function in general. However, Merry and Singer (1 994) 

contend that basic management strategies during health care 

restructuring include facilitating expression of feelings and helping 

employees examine their options. Further exploration of the 

coaching role during restructuring is warranted. 

The fourth role discussed by participants in softening the blow 

was personal support from managers. It is widely reported that the 

most basic level of support during restructuring is open, honest, 

frequent and clear communication (Arndt & Duchemin, 1993; Borg 8 

Jensen, 1985; Brawn, 1992; Bunning, 1990; Callan, 1993; Covin & 

Kilmann, I W O ;  Dreiss, 1983; Edgelow, 1993; Galivan, 1986; Lynch, 

1993; Sears, 1992, as cited in Olson, 1995). Two-way 

communication is important because staff need to feel they are 

understood by their managers (Roberts, 1989). Schweiger et al. 

(1 987) report that showing understanding for employee concerns can 

be demonstrated by managers in a variety of simple ways, such as 



finding some tirne to talk with subordinates and letting them vent. 

Another component of personal support rnentioned by 

participants is the visibility of managers. Visibility is highly 

important during organizational change (Covin & Kilmann, 1990; 

Darling 8 Luciano, 1985; Joel, 1994; Roberts, 1989). Lynch (1 993) 

reports that lack of visibility of administration on the units during 

downsizing incieased the nurses' sense of being devalued. 

Managerial support is important, because when people are 

treated well during organizational restructuring, the person, as well 

as the organization, benefits. For the person, if people feel they 

matter, interpersonal connections are restored. with positive 

implications for self-esteem and self-validation (Amundson, 1993). 

For the organization, the degree to which the organization provides 

tangible caretaking services, ruch as supervisor support, positively 

affects suwivors' perceptions of fairness (Brockner, 1992), 

improves affective, somatic outcornes and job satisfaction 

(Armstrong-Stassen, 1995; Tumulty et al., 1994). Armstrong- 

Stassen also reports that when nurses perceive organizational 

support, they have significantly lower job insecurity, are more 

likely to engage in control-oriented coping, and are less likely to 

think of leaving the hospital. Therefore. the supportive role of the 

manager identified by participants as being important positively 

moderated their experience during restructuring. 



wasn't al- 

The category, '1 wasnY alone.' is comprised of the support 

systems discussed by participants. The infonnal supports include 

supports at work (excluding managers), and in their personal Iives. 

In general, sharing worries and concems with CO-workers, 

family or friends is highly significant. Researchers report that the 

most effective buffering response during organizational 

restructuring is sharing worries and concerns with others (Ashford, 

1988; Kates et al., 1990). Social support reduces stress (Kates et 

al., Moore et al., 1996). positively reinforces a person's ability to 

cope (Callan, 1993; Kates et al.), relates positively to a person's 

perception of his or her coping resources (Shaw et al., 1993). and 

enables people to better adapt to a transition (Schlossberg & 

Leibowitz, 1 980). 

More specifically, CO-worker support described by participants 

as being important is consistent with the literature. Armstrong- 

Stassen et al. (1995) report that CO-worker support is a significant 

predictor of control-coping, satisfaction with career future, and 

overall job satisfaction. Tumulty et al. (1994) concur that peer 

cohesion (friendly and supportive peers) is a significant factor in 

explaining job satisfaction for nurses. 

A significant feature of CO-worker support for participants who 

experienced job loss were the farewells organized for them. The 

importance of rituals to mark endings associated with 

organizational restructuring is strongly supported in the literature 

(Bohlman & Deal. 1991, Edgelow; 1993; Manion, 1995; Schlossberg & 



189 

Leibowitz, 1 980; Zimmermann, 1 994). Transition rituais facilitate 

the rites of rnourning in that they allow people to Say good-bye 

(Manion, Zimmermann). Zimmermann asserts that they allow both 

sides of the fence to express sadness, to recall and thank for past 

experiences, and to re-affim each othefs worth. 

Bridges (1980) likens rituals to lenses which magnify the 

experience of something. They help people begin to heal because 

they allow people to let go of the past, deal with the present, and 

move to a meaningful future (Bohlman & Deal, 1991). The farewell 

helps signify a clear break from the past (Edgelow, 1993) and 

cushions the disturbance (van Gennep, 1960). Therefore, farewells 

help buffer the present and help people to move on. If no such ritual 

occurs, be it a farewell dinner or party, or even a corsage, the 

feelings of being devalued are enhanced because a person's 

contributions are not seen as valuable enough to be given formal 

recognition. 

Second, participants reported that support of family and f riends 

was highly important for them. The significance of this type of 

support is confirmed in the literature. According to Leana and 

Feldman (1992). the more time unemployed workers spend with 

friends, the less stressed and anxious they become. Support from 

family and friends is also significantly associated with lower levels 

of somatic symptoms (Oanster, et al., 1986). 

In summary, participants reported two categories of support, 

the support of managers, and the social support of co-workers, 

family and friends. All are consistent with the literature in being 

significant in having a positive moderating influence on people 



experiencing organizational restructuring. 

m L b m n  
The final category in what made it better or worse is related to 

the person. This category consists of two groups of factors. One Q 

what was happening in the study participants' lives during 

personally significant events at the time of restructuring. The other 

is personal characteristics. The categories are entitled 'the other 

half of a person's life' and ' W s  how I am.' 

e otber half of a mison's Iife, 

This category of moderators includes significant factors in 

participants' personal lives that impacted on their experiences 

during restructuring. Two factors dorninated. One highly significant 

factor for some participants was the death or illness of a 

significant person, occurring either concurrently or in the past.' The 

other less significant factor, but one that was discussed in varied 

contexts by al1 participants. was going to school. 

For two participants, the past or concurrent death or illness of 

a loved one had a positive influence. For one participant, the serious 

illness of a friend helped her re-evaluate priorities, a phenornenon 

discussed in the theme 'it was a real leaming experience.' For the 

other, past experiences 

were recognized by the 

current transition. 

with grieving the loss of farnily members 

participant as facilitating her grieving in the 



No literature was found that specifically addresses the 

phenornenon of the past death of a loved one as as moderator. 

However, researchers (Schlossberg & Leibowitz; 1980; Schlossberg, 

1984) contend that an individual who has successfully weathered a 

particular kind of transition in the past will probably be successful 

in assimilating another transition of a sirnilar nature. Rozak (1994) 

reports that nurses' past experiences with personal and career 

transitions positively influenced their transition related to job loss. 

Similarily, Armstrong-Stassen (1 993) posits that piior experience 

with downsizing can moderate the impact of downsizing on 

suwivors on morale and in how they cope. Although the loss of a job 

is not the same as the loss of a loved one, both involve a significant 

loss. Therefore, it is not unreasonable to assume that the degree to 

which people successfully cope with one major life transition rnay 

be reflected in their negotiating transitions over time. 

In contrast to the positive influence of past transitions, two 

participants experienced the negative influence of a current 

transition in the death of a loved one around the same time as they 

were experiencing job loss. Holmes and Rahe (1967. as cited in 

Schlossberg, 1984) have demonstrated the impact of multiple life 

events on health. They contend that the person who has gone through 

a number of changes in a relatively short period of time is more 

vulnerable to illness due to increased stress. Schlossberg (1 984) 

supports the notion that concurrent stress impacts on how a person 

experiences a transition. fhus, the compounding effect of the death 

of a family rnember on participants is consistent with the 



Iiterature. 

Finally, it is noteworthy that al1 participants mentioned going 

to school, albeit the subject arose in varying contexts. No literature 

refiects this phenomenon, although Zimmermann (1 994) suggests 

that pursuing academia is a possible alternative after losing a job. 

However, school provided more than an alternative ta a job for some 

participants, who found school to be a vehicle for enhancing their 

understanding of what they were experiencing. For them, furthering 

their education facilitated the sense-making discussed in the 

category, 'it was a mal leaming experience.' As proposed by Leana 

and Feldman (1992), sense-making is important in working through 

the aftermath of job loss and in helping people corne to ternis with 

their circumstances. Reading, discussing and writing about the 

phenomenon one is experiencing facilitates sense-making. 

Thus, factors in participants' personal lives made things better 

when past experiences increased the ability to cope with a current 

transition. However, added stresses, such as the death of a loved 

one, made things worse for them. 

The factors in this final category are personal characteristics 

that appeared to positively moderate the experience of 

restructuring. Four significant personal characteristics were 

evident in participants: taking control, being hopeful, having insight 

into another's perspective, and moving on. 

The first personal characteristic, taking control, is considered 



to be highly significant in the literature on restructuring and job 

loss (Bridges, 1994; Dreiss, 1983; Leana & Feldman, 1992). Dreiss 

reports that people who manage job loss successfully change the 

situation to their own advantage by taking control rather than 

temaining victims. According to Leana and Feldman, coping actively 

with the environment is the most significant predictor of people 

who successfully manage job loss. Bridges suggests that to move 

through a transition, people must begin by dealing with endings, 

which begins by taking control in identifying what is lost and then 

mourning the losses. 

An internal locus of control, a belief in one's internal control 

over a situation, is central to actually taking control. Research 

demonstrates that the most significant coping resource in dealing 

with restructuring and other difficult life circumstances is having 

an intemal locus of control (Ashford, 1988; Callan. 1993; Greenhalgh 

8 Rosenblatt, 1984; Lefcourt, Martin & Saleh, 1984; Parkes, 1984; 

Rozak, 1994; Sandler 8 Lakey, 1982). In the health care literature. 

Rozak reports that locus of control is a significant variable in 

nurses making successful career transitions during restructuring. 

Thus, participants' ability to take control is highly significant in 

moderating their experience in a positive way. 

The second personal characteristic was participants' ability to 

empathize with another's perspective. Participants were able to - 

empathize with individuals who were in some way responsible for 

what happened to them. This included managers, union leaders, 

Human Resource personnel, or the person who bumped them. No 

literature related to restructuring was found that specifically 



discussed this characteristic. However, Covey (1 989) proposes that 

one of the habits of highly effective people is to 'seek first to 

understand, then to be understood8 (p. 237). He contends it is a mark 

of true professionals to understand a perspective other than one's 

own. Participants' ability to see the issue from another's frarne of 

reference may stem from their professional roots as nurses. 

The third personal characteristic was participants' expression 

of hope and optimism. Optimism during restructuring has been 

reported only among managers in Noer's (1993) study of survivors of 

downsizing. However, Tichy and Devanna (1 990) contend that times 

of organizational change are characterized by paradoxes which 

create dramatic tensions. One such paradox is the struggle between 

fear and hop. The authors suggest that as the old form is being 

destroyed, a leap of faith is required that a new form will take its 

place. This leap requires hope that regeneration will occur as 

expressed by participants. Having hope had a positive influence on 

participants. 

The final characteristic of participants was the ability to let go 

and move on. According to Manion (1995), an important task in 

moving through change is letting go of the past. Rozak (1994) 

reports that one of the characteristics of nurses who made 

successful transitions was the ability to grieve the loss of a role or 

an identity, and let go of it. Perlman and Takac (1990) ruggest that 

when people can emotionally and intellectually let go of the old 

ways, they are again willing to test out new ideas and take risks and 

rebuild what was torn apart. Thus, participants' ability to let go 



allowed aiem to take on the challenges of the new structure. 

In summary, the personal characteristics of empathy for 

another's perspective and h o p  are minimally explored in the 

literature on restructuring. The characteristic of th8 ability to let 

go has more support. However, taking control has substantial 

support in the literature and has been shown consistently to be a 

positive moderator for people experiencing restructuring. 

To conclude, in this final category involving the person, both the 

circumstances of participants' lives and personal characteristics 

moderated the experience of participants. In general, these 

variables are supported in the literature as being significant factors 

irnpacting on people during restructuring. However, some facets of 

these variables are less well described than others and require 

further exploration. 

The first research question, 'What is the experience of nurses 

during a hospital restructuring?' finds its answer in the four themes 

identified in the analysis. During restructuring, nurses experienced 

numerous losses and some gains. As a result, they grieved, they felt 

devalued and sometimes villainized, and they became disillusioned. 

Through il ail, they also experienced considerable leaming. Factors 

in their environment and within themselves that made things better 

or worse for participants included variables in the organization, 

their supports and within themselves. 



The rneaning of the experience of nurses duiing restructuring 

finds its answer in Bridges' (1980) sensitizing framework presented 

in Chapter 1. Essentially, the findings of the current study reveal 

that participants have undergone a significant transition, in which 

organizational restructuring has caused them to make interna1 

adjustrnerits in their thinking to deal with a new reality. In this 

section, the findings of this study will be discussed in the context 

of Bridges' framework as depicted in Figure 10. 

re IO, Transition: The meaning of nurses' expeiience 

during a hospital restructuring. 
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According to Bridges (1980, 1991), change is situational; it is 

the extemal alteration in a situation. For participants, this change 

was the restructuring that occurred in the Study Hospital. In 



contrast, transition is the intemal, psychological adjustment to the 

change. The three phases of the transition process are endings, the 

neutral zone, and new beginnings. Bridges suggests that the phases 

often overlap and do not stay aligned in their proper order. However, 

this discussion will proceed in the order presented by Bridges 

because it parallels how participants appeared to move through their 

respective transitions. 

The reader will note that the model depicted in the beginning of 

this chapter has been re-adjusted in answering this research 

question. Although al1 categories rernain unchanged, they have been 

realigned under new themes, as described by Bridges. Most 

significant is the shift of categories in 'gains' to an end result. 

This shift occurred in the answering of this question when it became 

apparent that in order to tiuly accept the possibility and/or reality 

of gains when their experience was dominated by losses, an 

essential step for participants was to pass through a neutral zone 

between the old and the new. In other words, an inner realignment 

had to occur before the opportunities were recognized as such. Each 

component of Bridges' model will now be examined as it relates to 

the findings. 

Endina. 
Bridges (1980) contends that the first phase in a transition is- 

usually endings. An ending is the expenence of dying, which he 

posits is a pretondition for self-renewal. There are four 

components to the ending phase, which do not necessarily follow in 

sequence: disengagement, disidentification, disenchantment and 



disorientation. 

Disengagement is the willing or unwilling break with the 

familiar social matrix, the' usual activities, relationships, settings 

and roles (Bridges, 1980). Disengagement is a distressing event, in 

which people are removed from the conte* in which they have 

known themselves. It signals that a time of personal transition is 

occurring. For participants in the current study, restructuring 

meant an unwilling break from their jobs, either in whole, if they 

were deleted or bumped, or in part, through wodc redesign. As 

discussed in the theme 'the loss of my job,' al1 participants 

experienced role changes. Along with role changes was the loss of 

relationships with the people with whom they had worked, or with 

familier patients. Therefore, al1 participants experienced 

disengagement. 

Disidentification involves the loss of a former identity and not 

being quite sure of who one is (Bridges, 1980). The loss of familiar 

roles by which individuals define themselves means loosening of the 

bonds of who they think they are. Participants expressed this loss 

of identity in several ways as discussed in the category 'I wasnY 

the same person.' Specif ically, participants who once felt 

competent and in control of their lives were placed in a position in 

which they no longer felt competent and in control. Thus, they 

experienced disidentification. 

Disenchantment is the discovery that the world as one assumed 

it to be is no longer real, that a significant part is in one's head and 

that there is a new reality (Bridges, 1980). As discussed in the 



category, 'nursing isnY nursing anymore,' for participants in the 

current study, the new reality meant changes in the profession. 

They expressed disenchantment with the way current nursing work 

was being done and the loss of a secure profession. Participants 

also expressed disenchantment with the loss of idealism and the 

loss of a nursing identity within the organization. Disenchantment 

was evident to some degree in al1 participants. 

Finally. disorientation, the feeling of confusion people 

experience in endings, is deepened with the experience of 

disengagement, disidentification and disenchantment (Bridges. 

1980). According to Bridges, the most serious casualty of 

disorientation is a person's sense of and plans for the future. For 

participants, the new reality variably meant they no longer had the 

job in which they had invested themselves, or the security of 

retaining a newly acquired job, or the possibility of pursuing a 

sought after career path. The forces within the organization which 

caused the restructuring, and the policies in place to deal with 

downsizing and the bumping process, meant that participants 

experienced a loss of control over their destinies. This process 

resulted in disorientation. 

Thus. participants experienced al1 of the components of endings 

described by Bridges (1980). This finding is evident, not only in 

participants' discussion of losses, but also in the grieving each 

participant described in the theme 'I mournedmm The grief was 

intense for many of them, reflecting the intensity of the losses. 
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The second phase in the transition process is the neutral zone, 

the empty space between the old and the new (Bridges, 1980). 

According to Bridges, the state is temporary, but it is unpleesant 

because nothing is solid and aiere is a great deal of uncertainty and 

ambiguity. The emptinegs exists because transformation means 

death or disintegration of the old fom, and rebirth and reintegration 

of the new form. Between the old and the new lies a formless gap 

that Bridges likens to wandering in the wilderness. The emptiness 

is accentuated because the angle of vision on life which one has on 

the ending and the new beginning in the neutral zone, means 

everything appears transparent and insubstantial. 

Participants expressed their experiences in the formlessness of 

the neutral zone in the themes 'like grains of sand,' 'suddenly I'm 

the bad guy,' and 'the trust is broken.' Participants felt replaceable 

and vulnerable because their loyalty as employees did not ensure the 

retention of their jobs. They felt devalued and their work nullified 

because theii competence did not protect them from being bumped or 

deleted. They felt villainized when they were placed in a position of 

having ta bump another nurse. Finally, they felt betrayed and 

disillusioned when the organization, as they thought it existed for 

them, did not follow through on the promise of secure jobs, nor did 

it always treat them fairly. The fallout of aie endings left 

participants in a state of formlessness between the old and the new 

structure. The former feelings of security, competence, sense of 

mattering, respect. and idealism were shattered in the wilderness 

of the neutral zone. 



The phases of endings and neutral zone are followed by the 

phase of new beginnings (Bridges, 1980). New beginnings involve an 

inner realignment and a renewal of energy. In the new beginnings 

the pemon returns from the disengaged state and reintegrates the 

new identity and elements of the old one. Bridges asserts that in 

order to make genuine new beginnings. the person must move from 

independence to being truly autonomous with the acknowledgment 

that one is truly on one's own. 

Most participants displayed evidence of the inner realignment 

that heralds new beginnings, as reflected in the category, 'it was a 

real leaming experience.' This change was evident in their re- 

evaluation of the importance of work in their scheme of priorities, 

as well as what was important to them in their work. There was 

evidence of a shift in loyalty from the organization to a loyalty to 

themselves. There was also a renewed energy in some participants. 

in that having faced their fears, they demonstrated an increased 

assertiveness and confidence in themselves. 

Participants who experienced inner realignment and renewed 

energy were eventually able to embrace the new beginnings in a 

positive way. Over half the participants voiced that they could see 

their new jobs as an opportunity for growth, as discussed in the 

category, 'taking that opportunity.' 

identified by the nurse managers in 

system.' 

Broader systemic gains were 

the category, 'in the new 



Although al1 participants mentioned at least one new beginning, 

some remained enveloped in grief and continued to focus on the 

emptiness of the neutral zone. There is no douM that their 

expetiences during restructuring in the organization, the supports 

they had, and their personal characte ristics influenced their 

transition. Tirne was also a factor, although it was not clear from 

the interviews when participants experienced varying reactions in 

relation to the significant experiences they encountered. Although 

it is not possible to draw precise correlations between the intensity 

of a participant's negative experience and the endings each 

encountered. cursory examination of the experiences of the 

individuals at both extremes offets insight. The participant who 

was the most positive about her experiences during restructuring 

encountered the fewest losses, the fewest negative moderators, the 

most positive modetators and identified the greatest nurnber of 

gains. The exact opposite was true of the participant who was the 

most negative about her experiences. Therefore, participants' 

passages through transition varied, depending on the the extent of 

the losses and gains, and on the factors that made it better or worse 

for them. 

In summary, the meaning of the experience of nurses during 

restructuting in the Study Hospital, as evidenced in the participants, 

is that nurses underwent a significant transition, a finding which is 

consistent with Bridges' framework. Participants' transition began 

with endings in their work, in how they saw themsehres, and in their 

profession. As a result they gneved and moved through the 
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emptiness of the neutral zone feeling devalued, villainized and 

betrayed. However. most were able to realign themselves by 

leaming the lessons of the new reality and seeing the opportunities 

that lay therein. 

This research question has been discusded comprehensively in 

the answer to the first research question in the theme 'what made it 

better or worse.' Therefore, in this section I will simply Iist the 

two components of the answer in point form. 

hat M u e  the me rie^^). Positive 

The factors that made participants' experience better are 

divided into two broad categories. One category consists of factors 

within the organization. The other category consists of personal and 

situational factors: 

The support of managers was a significant factor that 

buffered the negative experiences foi participants. In 

particutar. participants related it was important that their 

manager protect them, involve thern in decision-making , - 

coach them, and give them personal support. 



The support of CO-workers, friends and farnily mitigated the 

negative experiences of participants. Co-worker support, in 

the form of farewells when participants left their jobs, was 

sig n if ican t. 

Personal and situational variables helped to ease the 

transition. One variable was successful negotiation of a 

previous transition. As well, concurrent events facilitated 

participants' sense-making of their experiences, such as 

taking courses in which they examined phenomena related to 

their experiences. 

Personal characteristics that enabled participants' passage 

through the transition included taking control, being hopeful, 

having insight into another's perspective, and moving on. 

hat Made the Exi,arienc-ve 

The factors that made the experiences of participants worse are 

again divided into organizational and personal or situational factors. 

They are: 

s 
The uncertainty and rumours that were rampant in the Study 

Hospital caused increased stress and generated fear in 

participants. In particular, this was problernetic when 

rumours meant participants heard about the loss of their jobs 

frorn someone other than their managers. 



Promises managers made to participants that they would be 

taken care of increased disillusionment of participants when 

the promises were not fulfilled. 

Scheming related to the allocation of jobs caused 

participants to perceive that processes were not being 

managed fairly. This increased participants' sense of 

betrayal. 

The bumping process impacted negatively on relationships 

participants had with the people they bumped, the person who 

had bumped them, and CO-workers of the person they bumped. 

The bumping process also increased perceptions of unfairness 

in the victims of bumping when the quality of their 

professional practice was disregarded as a criterion for 

retaining their jobs. 

LOW morale in the organization meant that participants did 
# 

not get the support they would have received in a time of high 

morale. Reduced support impacted on them negatively. 

ersonalfr i tyl t io~l  factors. 

Concurrent stressful events in participants' lives, such as 

the death of a loved one, increased the stress of participants 

and made their experiences during restructuring worse. 



c 
EmsuSQ 
1. In experiencing restructuring, nurses recognize that a major 

change is occumng in their practice setangs. In accordance, they 

will experience personal reactions in dealing with endings and 

losses involved in change. Thur, when they experience significant 

losses, such as the loss of their jobs, it is helpful and important to 

seek out formal supports, such as labour adjustment initiatives, and 

informal supports, such as family, friends and colleagues, to assist 

them in working through their personal transition. Doing so will 

assist nurses to re-focus their priorities in their personal lives and 

in the provision of patient care. 

2. Co-workers of those who experience job loss through bumping 

and deletion must recognize the devaluing impact this manner of job 

loss has on their peers. It is highly significant they organize 

farewells to celebrate the contributions of those who are forced to 

bave their work settings. 

Educrtian 
1. New nurses coming into the work force must be prepared in 

nursing programs to deal with a new reality for nurses. Curricula 

must emphasize the significance of not considering a job as a 

lifetime venture, but that jobs, and even careers may change several 

times in an individual's working years. Nurses must be socialized to 

take charge of their careers as opposed to relying on an institution 



to take Gare of them. 

2. Nurses who are displaced into new jobs must be given 

reasonable educational support to enable them to achieve the 

expected competency. 

3. Given that management support during restructuring is highly 

significant and extremely dernanding, it is critical that nurse 

managers be offered educational sessions that focus on the human 

consequences of restructuring. and concrete strategies for 

mitigating them. 

1. Administrators and unions need to examine options to the 

bumping process as it currently exists. Although it is not clear 

there is a better option, the current process devalues the 

professional practice of nurses. If bumping dom continue, processes 

must be put in place to ensure rules are applied consistently, and 

people who implement bumping have sound understanding of the 

ramifications of this process on al1 those affected. Nurses who are 

bumping and are being bumped should be offered counselling to deal 

with the intra- and interpersonal responses they may experience. 

2. Although it is inherent that managers desire to protect their 

own staff, it is paramount that processes are attended to in a 

manner that is scrupulously fair to al1 parties. Managers must 

communicate openly, so that decisions will also be seen to be fair. 



3. Management promises which cannot be fulfilled with certainty 

must be avoided, as they raise unrealistic expectations. 

4. Managers must ensure that those who will be directly affected 

by a decision leam about it before others who are peripheraf do, and 

pass on the information prematurely. - 
1. In contrast to other professionals within a hospital undergoing 

restructuring, because of their sheer numbers, bumping affects the 

vast majority of nurses in an organization in some way. This means 

the impact is pervasive, and as the current study reveals, potent. 

Research is required to examine the phenornenon of bumping on 

professional nursing practice. What is the impact of bumping on the 

nurse and hidher professional attitudes and practice? What are the 

alternatives to bumping? Do other options result in more favourable 

outcornes on nurses and their practice? 

Conclusion 

This research has examined the experience of nurses during a 

hospital restructuring using a phenomenological method. Based on 

the evidence in the stories of 10 participants, restructuring 

resulted in nurses experiencing highly significant losses, even 

though they retained employment. The losses related to the work 



they do, a loss of personal identity. as well as the loss of a 

profession as they once envisioned it. The gains, which featured 

less prominently, included opportunities and positive changes in the 

restructured environment. 

As a consequence of the changes they encountered, participants 

experienced significant interna1 adjustments. Grieving the losses 

was a significant outcorne. Grief was accompanied by feeling 

devalued and inconsequential because their competence did not 

assure job security. Some were placed in a position in which they 

were villainized when they had to consider bumping colleagues from 

their jobs. As a result, they experienced a profound disillusionment 

with hospital administration, the union and their profession. 

Throughout the process, learning occurred. 

The experience of participants was moderated by factors within 

the organization, in their personal lives, and within themselves. 

Factors which had a negative influence included variables within the 

organization, such as uncertainty, intrigue, unfulfilled promises, 

bumping and low morale. Factors in their personal Iives, such as the 

concurrent loss of a loved one. had an adverse influence. Factors 

which moderated their experience positively included the support of 

managers. coworkeis, family and friends, as well es past life 

experiences and personal characteristics. 

In essence, participants moved from endings, to an in-betweerr 

emptiness, and most of them, on to new beginnings. In doing so, they 

experienced a major life transition. 
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Invitation to Participai. in a Resenrch Study on 
THE UVED EXPERIENCE OF NURSES DURING 

A HOSPiTAL RESTRUCTURING 

You are invited to participate in a research project which will 
explore the experience of nurses at the Study Hospital during its 
major restructuring. My name is Eleanor Suderman and I am doing 
this study as a requirement for my Mastefs thesis at the University 
of Manitoba. The goal of the study is to: 11 explore a range of 
experiences that nurses in a tertiary hospital have encountered, 21 
discover what meaning these experiences have for the nurses, and 31 
find out what made the experience a positive or a negative one. 

Specifically, I am looking for nurses who: 
1. have worked within the setting between September, 1992 

and the tirne of the study which will begin in September 
1995. 

2. have lived through any one of the possible experiences 
which nurses could have had during that time, such as job 
deletion, being 'bumped', 'bumping' someone out of a job, 
work restructuring on their nursing unit, or have 
experienced very little change in their work. 

3. have worked as either a staff nurse or head nurse during 
this time 

4. are willing and able to reflect on and share their 
experience. 

The study has been approved by the University of Manitoba 
Ethical Review Committee of the Faculty of Nursing at the 
University of Manitoba. It involves a 1 1/2 to 2 hour interview in 
which you will be asked to talk about your experiences during the 
restructuring over the past three years and what it has meant to you. 
The interview will be tape recorded. Once al1 of the interviews have 
been analyzed, al1 of the participants will be asked to return for 
another 1 112 to 2 hour meeting as a group to discuss and verify the 
analysis. All information will be kept strictly confidential. 
Participation in the study is entirely voluntary. 



- 
If you have more questions. or you are interested in 

participating. please contact me by October 15, 1995. 1 can be 
reached by phone at 453-3585. You can also drop me a note with 
your name and phone numôer through inter-hospital mail in CE 226 
and I will get back to you. 



Thank you for responding to the invitation to participate in my 

study. Do you have any questions? 

Before we proceed, may I ask you a few questions? This is 

important because my sample is small and I want to try to interview 
nurses who have had varied experiences during the time of 
restructuring. 

1. Have you worked within the Study Hospital since September, 
1992 to the present? Yes , No - 

2. What is your current position? Staff Nurse 
Head Nune 0 t h  

3. Have you experienced any one of the following: 
- job deletion? 
- being bumped? 
- bumping someone else? 
- work restructuring (staff mix) on your nursing unit? 
- very little or no change in your woM - 

4. Are you willing to share your experience and what it has 
meant to you? Yes No - 

5. When would be a convenient tirne for us to get together? 



l'HE UVED EXPERfiENCE OF NURSES WRING 

Thank you for responding to my invitation to participate in this 
study which is exploring the experience of nurses during a hospital 
restructuring. If you are agresable. you will be asked to partake in 
an interview lasting approximately 1 112 to 2 hours in a mutually 
suitable location. In the interview you will be asked ta describe 
your experience during the changes which took place during the 
restructuring and to explore the meaning of this experience for you. 
After the interviews have been analyzed. you will be sent a copy of 
the analysis and asked to read it and then meet with me and the 
other participants to discuss and validate the themes identified. 
Your participation is entirely voluntary and you rnay withdraw at any 
time without penalty. 

This study has been approved by the Ethical Review Committee 
by the University of Manitoba Faculty of Nursing. The interview and 
group discussion will be tape recorded. The tapes will be 
transcribed and al1 data will be kept in a locked drawer in my home. 
Only the researcher will have access to the names of the 
participants. After the group discussion your name will be removed 
from the transcripts and the only remaining potentially identifiable 
information will be your years of experience and your position as a 
staff or head nurse. The data from the study will be shared with my 
thesis committee and rnay be used in professional presentations and 
submissions to journala. At al1 times, confidentiality will be 
maintained. 

The costs to you in doing this study. are the time you spend in 
the interview, reading the analysis, and participating in the group 
discussion (each of these will take 1-2 hours of your time). The 
potential benefit to you is that you may find discussing your 
experience to be personally rewarding. The infornation you share, 
along with the others in the study, may assist 0 t h  nurses 



understand their own experiences better. It may also assist those 
who are planning Mure changes to do so with greatei insight. 

If you desire, I will send a summary of the findings when the 
study is complete. I wish to receive a summary of the findings: 

Yes - No , 

I understand and agree to participate in the research project. 

Your 
signature Date 

Interviewer 
signature Date 

Eleanor Suderman 
Graduate Student 
Faculty of Nuning 
University of Manitoba 

Dr. Erna Schilder 
Thesis Advisor 
Faculty of Nursing 
University of Manitoba 



Demographical Information 

1. Current position 

2. Position 3 years ego, if changed 

3. Years of experïence as a nurse 

4. Year of graduation with initial diplomaldegree 

5. School where initial diplomddegree was obtained 

6. School where subsequent degree was obtained 

7. Age 

Interview Questions 

1. 'Tell me about an experience you had during the restructuring a 
HSC over the past three years, one that you will never forget?' 

2. 'Can you think of an experience you had that for you symbolized 
what this whole process means to nursing?' 

3. 'What has al1 of this meant to you as a nurse?' 

4. 'What made that experience goodlbad?' 



What occurted before, during end after significant events that 

happened to you? 
What was significant or important to you over this time? 
What was most demanding about the situation? 
What was most satisfying about the situation? 
What concems or questions did you have over this time? 
What were you thinking about? 
What were you feeling? 
Can you tell me what you mean? 
Can you tell me more? 
Anything else? 
What was it about the situation that stands out most vividly? 
Can you identify any personal beliefs that may have guided you 
over that time? 

Group Questions 

1. Tell me your thoughts about the themes which have been 
identified after analyzing al1 of the interview data. 

2. Is there other information which you wish to share with me 
about your experiences that is not reflected in these themes? 

3. What has this pracess of sharing youi experience meant to you? 
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