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University of Washington
Abstract

Clinical and Organizational Impact of Multiple Changes
In Critical Care: A Case Study

by Pamela Holsclaw Mitchell

Chairperson of the Supervisory Committee: Professor Edward B. Perrin

Departments of Health Services

and Biostatistics
This research evaluated the impact of a natural cluster of change in one
community hospital division on clinical and organizational performance of the
hospital’s critical care units. Changes were comprised of those in physical
facilities of the critical care units, in technology and in divisional leadership.
Their combined impact was evaluated by comparing post change data to an
existing database of nurse and physician perceptions of the critical care units and
of patient care outcomes. Variables of interest included selected indices of
critical care unit clinical performance (mortality and patient satisfaction with
nursing care) and critical care unit organizational performance (nursing retention,
nurse and physician ratings of unit effectiveness, patient length of stay, and nurse
perceptions of the work environment and beliefs about role in patient welfare).
These effects were interpreted from differing theoretical points of view : the
system-structural viewpoint that emphasizes the value of formal structure in
stabilizing organizations during change, and the strategic choice perspective that
emphasizes the social creation of meaning surrounding organizational events.
Data were obtained through written surveys, interviews, participant observation,
and medical records, with data collected in 1986-87 compared to those obtained in
1990.

Because the first line nursing managers remained constant, the system-structural
perspective predicted that the multiple divisional changes would have no effect on

clinical and organizational performance. These hypotheses were supported in that



patient mortality ratio remained below 60 percent of predicted; patient
satisfaction with nursing care remained high; nursing retention did not drop
significantly; nursing satisfaction did not change significantly. Patient length of
stay did decrease significantly, which is consistent with improved efficiency of unit

functioning.

There was also support for the hypotheses derived from the strategic choice
perspective. This view, as expressed in the concept of constructed organizational
meaning, posits that unit-level attributes, such as beliefs and values will change to
the extent that environmental changes induce differences in the meaning that staff
assign to these changes. Unit nurses’ aggregate ratings of beliefs about the
meaning and importance of their work did not change over time, despite the
influx of a large number of new staff nurses. Interviews suggested that staff
devoted considerable energy to maintaining the values of high standards of patient

care, hard work and of being part of a professional team.
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CHAPTER 1
WHEN EVERYTHING IS IN FLUX, DOES ANYTHING MATTER?

The world’s a scene of changes, and to be
Constant, in Nature were inconstancy.

(Abraham Cowley, Inconstancy, 1647)

The universal human yearning for something permanent, enduring,
without shadow of change.
(Willa Cather, Death Comes to the Archbishop, Book IlI,
Chapter 3, 1927)

Both the constancy of change and our resistance to it are enduring themes in
literature depicting the human condition. They are equally persistent themes in
the practical and theoretical organizational literature. Accounts that evaluate
effects of specific planned changes in individual organizations rarely acknowledge
the continually changing internal and external environments of those
organizations. For example, organizational investigators have examined the
effects of leader succession on subsequent organizational performance, as one
kind of change. But they have not estimated the effect of leadership change within
the context of other ongoing change. Finally, no one has studied the combined
effects of multiple changes in technology, physical environment and leadership in
health care organizations -- widely acknowledged to be in one the most volatile
organizational and political environments of all. Meyer (1975, p.517) suggests that
this situation exists because of theoretic paralysis: "...bureaucratic theory de-
emphasizes leadership because nothing changes and contemporary organization

theory de-emphasizes leadership because everything is in flux."

The research that is the focus of this dissertation capitalizes on a natural cluster
of events in a community hospital. Numerous changes in physical facilities,

technology and leadership in one clinical services division were evaluated with
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respect to an existing database of nurse and physician perceptions of critical care.
A triangulated case study design (Denzin, 1970; Campbell, 1975; Jick, 1979) was
used to evaluate the effects of these multiple changes on selected indices of
critical care unit clinical performance (mortality and patient satisfaction with
nursing care) and nursing work unit organizational performance (nursing retention,

nurse and physician ratings of unit effectiveness, and patient length of stay).

These effects are evaluated primarily from the perspective of the critical care unit
nurses, within the context of the community hospital where the critical care units
exist. They are interpreted from the viewpoints of differing theoretical

perspectives: system-structural and strategic choice (Astley & Van de Ven, 1983).

The system-structural view is based upon a relatively deterministic view of
knowledge and human functioning that assumes discoverable regularities in
individual and group behavior. The organization’s structures (such as its locus of
authority, formalization of rules and kinds of coordination) constrain or determine
individual or group response to external or internal changes. For example, this
view would incorporate Thompson’s (1967) position that the hospital as an
organization is structured so as to protect the technical core (in this case the
patient care units) from turbulence in the institutional and external environment,
with the unit-level managers being key persons to provide this protection. If this
were so for the case studied, we should not expect to see much difference in
patient care outcomes, or nursing staff turnover or satisfaction, despite
considerable change at the middle and executive administrative levels in the
patient care services department and in the nature of clinical services offered. In
a larger sense, the system-structural view suggests that formal structures promote
considerable inertia, and that this inertia promotes resistance to change (Hannan
& Freeman, 1984; Shortell, Morrison, Friedman, 1990)

The system-structural view would suggest that the change in leadership exerted no
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more or less influence than the changes in technology or physical plant.
Bureaucracies are constructed to minimize the impact of individual occupants of
leadership positions; therefore, in this view, specific persons who are leaders exert
relatively little influence over work unit level outcomes (Lieberson & O’Connor,
1972; Bryman, 1986). Further, if the appropriate structures were in place,
mechanisms for handling change in technology and physical environment would

follow naturally.

The strategic choice perspective posits that organizations and the people in them
are not entirely determined by the structures of their organizations or by their
environments, but rather that they have choices about both the changes made and
the meaning they assign to change. This view suggests individual leaders are
crucially important to the overall change process in that they manage the
"enactment" of organizational environment by the organizational members,
through construction or maintenance of shared meanings about its structure and
processes. These meanings are critical in overcoming individuals’ natural
resistance to change (Smith & Peterson, 1988; Pfeffer, 1981; Smircich, & Morgan,
1982). For example, if key leaders are carriers of the organizational ideology, or
symbolism, as proposed by Stotland & Kobler (1965), and if the particular
ideology is important in maintaining a sense of viability in a hospital, change in
leadership could affect staff morale, and ultimately patient well being if the new
leadership either does not accept the ideology, or is unable to continue to make it

operational.

THE RESEARCH PROBLEM

This research is drawn from a database initially collected to provide an intensive
description of the functioning of two critical care nursing units over time in a
suburban hospital typical in size and type of most in the United States. Three

middle and executive level nursing administrators resigned within a short period



4

of time prior to a planned remeasurement of the database. Initially, this
appeared to provide an opportunity for a natural experiment, allowing evaluation
of the impact of leader change on a variety of indices of work unit-level
organizational and clinical performance. However, this change in nursing
administrative leaders also was embedded in a series of ongoing and escalating
changes in the patient care services division that directly affected critical care.
Therefore, what was initially considered a study of changing leadership became a
study of multiple changes within a hospital clinical division, focusing on the impact

on patients and nurses in the critical care units.

Suburban Community Hospital and Its Critical Care Units

Suburban Community Hospital (SCH) is a medium sized, private, not-for-profit
hospital, serving a growing suburb of a major metropolis in the Far West. It
opened in 1960 with 56 beds (Eastside..., 1982). The state regulatory agency
licensed SCH for 218 beds by 1982, and allowed expansion to 235 beds by 1990.
The hospital claimed to have the busiest emergency room in its area by 1982, with
qualifications for American College of Surgeons Level II Trauma Center
designation (Wilson, 1983). This service led to an increasing emphasis on critical

care inpatient services.

Nursing services are provided through the Patient Care Services Division. As
shown in Figure 1.1, the Patient Care Services Division is one of seven divisions in
the hospital reporting directly to the President and Chief Executive Office (CEO).

The chief nursing administrator is one of two Senior Vice Presidents in the
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organization. All of the planned and unplanned changes that affected the critical
care units occurred in the Patient Services Division. The other divisions are
professional services (such as medical records, imaging), finances, support services
(such as central supply and purchasing), and human resources (personnel,

education).

The Patient Care Services division is responsible for nursing services in all clinical
hospital units and the operating room, as well as for pharmacy, social work and
psychiatry services. The chief nursing officer administers this division as a Senior

Vice President, reporting directly to the President and CEO.

Administration within the division is decentralized to clinical subgroups, headed
by subdivision directors, with first level nursing clinical managers report to their
respective directors, or subdivision heads. The clinical managers are typically
responsible for two or more clinical nursing units. Day to day responsibility for
unit operations rests on the unit clinical managers and charge nurses (nurses who
have both the patient care responsibilities of staff and shift-based administrative
responsibility). Unit charge nurses participate in Clinical-Ladder based staff
evaluations, as well as budget development and monitoring. In addition, charge
nurses are responsible for shift to shift staffing decisions based upon patient
acuity, occupancy and staff skill mix. All nurses and other employees of the
Patient Care Services Division are members of Nursing Congress, which is the
governing body for the division. Staff nurse participation in this governance
encompasses advice, choice and execution of unit level activities directly affecting
the nurse’s clinical work, such as policies, procedures, budget development and
monitoring. Patient Care Services nursing and nonnursing staff and administrator
nurses work together through Nursing Congress committees to establish overall
division policy. Nursing unit-based committees oversee implementation at the

work unit level.
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At the start of the study (1986), critical care was one of six subdivisions, the
others being perinatal and obstetrical nursing, medical-surgical nursing, operating
room, pharmacy, and psychiatry/social services. Four of the six directors were
professional nurses. In 1989, these six divisions were consolidated to four:
medical-surgical and critical care; perinatal and obstetrics; psychiatry/social
services; and pharmacy. Two of the directors were nurses, the other two were a
clinical social worker and a pharmacist. These changes are shown in Figure 1.2,

the Patient Care Services Division organizational chart.

SCH has two critical care units:l a 12 bed mixed medical-surgical intensive care
(ICU) and an 11 bed coronary care unit (CCU). Nursing staff are all Registered
Nurses (RN); thus nursing care is not segmented into tasks accomplished by less
well educated nurses’ aides or Licensed Practical Nurses (LPN). Nurses are
assigned to one or the other unit, but are trained to work in both as staffing needs
require. The ICU and CCU are each administered by a different Clinical
Manager who, in turn, reports to a single nurse director in the Patient Care
Services Division. Unit shift-based charge nurses report to the clinical manager of

each critical care unit.

The hospital and its critical care units were selected in regional competition in
1985 to house a project describing elements of cost and effectiveness of critical
care nursing. Staff nurses, attending physicians and patients provided data for a
wide range of clinical and organizational factors in 1986-87 and again in 1990.
This database consisted of 1) responses to paper and pencil questionnaires

administered to nurses and physicians in Fall 1986, Spring 1987 and Winter 1990,
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1986-1989

SENIOR VICE PRESIDENT
PATIENT CARE SERVICES

DIRECTOR DIRECTOR DIRECTOR DIRECTOR DIRECTOR DIRECTOR
Perinatal & Medical- Critical Surgical Psychiatry Pharmacy
Qual, Assur. Surgical Care Services & Social
Nursing Nursing Services
-Clinical Managers linical Mgrs HClin. Mgrs lin. Mgrs lin. Managers | Coordinator
Clinical Risk Rehab icu OR Psychiatry Nursing Syst.
Maternity Telemetry Cccu Anesthesia Social Services Clin. Info.
Labor & Deliv. Medicine ER Amb. Surgery Commun. Liaison systems
Nursery Surgery Recovery Shift
admin.
Infect. Control 1in. Special-| EKG Staffing
ists — Nurs. Ed.
— Clin. Spec.

1989 TO PRESENT

SENIOR VICE PRESIDENT
PATIENT CARE SERVICES

INFECTION CONTROL

PROJECTS MANAGER

[
DIRECTOR

— 1

——Clinical Managers

[ l
DIRECTOR DIRECTOR

1

Clinical Mgrs.

Pharmacy Mgr.

Medical-Surgical
Units (4)
Critical Care
Units (2)

—Clinical Specialists

Inpt. Surgery Operations

Outpt. Surgery Ambulatory

Recovery Inpatient

Emergency

Labor & Deliv. Supervisors

Mother/Baby Endoscopy
EKG

—C1in. Special.

(5)

(1)

—Shift Administrators

—--Nursing Projects

!
DIRECTOR

I

—Clinical Mars.
Psychiatry

—Supervisors
Social work

Pre-Admission

LClin. Special.
(2)

FIGURE 1.2. INTERNAL REORGANIZATION OF PATIENT CARE SERVICES DIVISION
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2) nonparticipant observations of patient care, and patient satisfaction surveys in
Fall 1986, Spring 1987, and a hospital survey of patient satisfaction with critical
care in 1990; 3) medical record data regarding severity of illness and patient
mortality from Fall 1986, Spring 1987 and Winter-Spring 1990; 4) perceptions of
organizational features of the units from open-ended interviews of staff nurses in
summer 1989; 5) semi-structured interviews of key hospital and nursing
administrators in 1990-91; 6) field notes recorded over the entire period 1986-
1990; and 6) published demographic data related to the hospitals’ sociopolitical-
regulatory environment. The investigator had access to the data and the hospital
over the entire four years as director of the aforementioned project. This
relationship with the nursing staff and hospital administrators provided ready
access for nonparticipant observations and the key informant interviews that

supplemented the 1986-87 and 1990 questionnaire database.

Summary of Hospital Changes That Affected Critical Care

Both planned and unplanned changes (Knowles & Saxberg, 1988) in the physical
facility of the critical care unit, in clinical services and technology, and in nursing
administrative leadership occurred in the three and one-half years that elapsed
between the first data collection and the last. These changes are shown

schematically in Figure 1.3 and summarized below.

Planned Changes occurred in the physical facility of the critical care unit and in
clinical services and technology. A new Intensive Care Unit (ICU) was built and
opened, and the number of fully monitored beds in the Coronary Care Unit
(CCU) was expanded by four beds. Subsequently the number of patients
increased in the critical care units, as did the number of nursing staff. In addition,
the nursing and medical staff had to learn to use new equipment, such as more
sophisticated bedside monitors, and intra-aortic balloon pump assist devices.

Simultaneously, the units began to provide open-heart surgery, with the majority
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of these patients housed in the CCU. Thus, the CCU nurses had to learn to care
for a new type of patient at the same time they were learning to work with new
nurses and surgeons. The renovated facility also included a short-stay monitoring
unit, for patients such as those having coronary artery catheterization, in the space
occupied by the old ICU. This unit relieved pressure on CCU monitoring beds,
but also changed the nature of the CCU patient population, and thus the nature

of the work for nurses.

Additional clinical service changes that had impact on critical care included the
hospital wide development of designated care coordinators for patients identified
as high risk for excessive lengths of stay; community case management to reduce
frequent returns to the hospital; and the development of interdisciplinary,
standardized written plans for moving patients in selected diagnostic groups more
rapidly toward recovery. Finally, the hospital appointed salaried medical directors
for each critical care unit. Their salaries came from the Patient Care Services
budget. Previously, physicians and surgeons who frequently admitted patients to
the units rotated responsibility for making rounds twice daily in the unit, working
with the nursing staff regarding admission/discharge issues, and handling issues
that arose over the quality of medical care. An additional medical director was
elected on an annual basis to co-lead the ICU or CCU committee along with the
respective nurse manager, but was not primarily responsible for the day to day
coordination of medical administrative matters. The change to salaried medical

directors placed all these functions under one physician in each unit.

Unplanned Changes included a fairly rapid succession of two critical care nursing
directors and the chief nurse executive within a ten month period (June 1988-
April 1989). The current chief nurse executive was appointed from within the
organization approximately four months after her predecessor left, having been
selected from a nationwide search. The critical care nursing director, who had five

months earlier replaced the first director, resigned one month following the
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appointment of the new chief nursing executive. Two months later (in May 1989),
the division was reorganized to combine critical care and medical-surgical nursing
units under one director, rather than the previous two (see Figure 1.2). That
position was filled by a current director from within the patient care services

division.

All of these changes occurred within a regulatory and political environment that
affected all the regions’ hospitals: a continuing nursing shortage, increasing fiscal
pressures from Medicare’s prospective payment system, growing public concern
about rising hospital costs, and a growing, but aging suburban population that put

greater pressures on emergency and critical care services.

THE RESEARCH QUESTION

The complex environmental context and the specific changes in Suburban

Community Hospital stimulated the primary question for this research:

What was the impact of multiple Patient Care Services division-level
changes on selected indices of critical care unit clinical and nursing

organizational performance?



CHAPTER II:
UNDERSTANDING CRITICAL CARE FROM A
HEALTH CARE SYSTEMS ECOLOGICAL PERSPECTIVE

This study focused on the impact of multiple changes in the Patient Care Services
division of Suburban Community Hospital (SCH) on patient care and nursing
organizational outcomes in critical care units. This chapter discusses the setting
for the study in terms of a) the historical development of critical care and critical
care nursing, and b) the specific critical care units at SCH. The concept of health
care systems ecology is described to provide a framework for delineating key study
concepts and variables. The literature regarding organizational change and
organizational and clinical outcomes is reviewed in the context of the health care
systems ecology concepts. Finally, the literatures is synthesized into a rationale

for the study hypotheses and research methods.

Critical Care and Critical Care Nursing

During the Crimean War, Florence Nightingale moved the more salvageable
wounded closer to the nurses’ desk in her field hospital -- the earliest recorded
instance of segregating severely ill patients for intensive nursing attention
(Thompson, 1984). Modern critical care began with postanesthesia recovery
rooms and then gained momentum during the decades of 1950 and 1960 when
mechanical technology achieved its current preeminence in care of the ill -- with
the mechanical ventilators ("Iron Lung") of the great poliomyelitis epidemics in
the 1950’s and later with continuous electrocardiographic monitoring and rapid
cardiologic intervention in the coronary care units (Hilberman, 1975; Thompson,
1984; Stevens, 1989). Collectively we call these specialized nursing units intensive
care, critical care, or special care units. Individually they are labeled by their
generalized or specialized function (intensive care - ICU; coronary care - CCU,

or neonatal intensive care - NICU, for example).
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Nearly every hospital in the United States with more than 50 beds had an
intensive care unit by 1965. The Hill-Burton grants for capital construction were
a major factor in stimulating the construction of these specialized facilities
(Stevens, 1989). Sixty four percent of critical care units are in hospitals of fewer
than 300 beds, with 23 percent in hospitals with fewer than 100 beds. The
majority of these hospitals have community, not-for-profit ownership. More than
two-thirds of the units are mixed medical-surgical intensive care and coronary care
units, with the remainder being specifically coronary care, medical or surgical
intensive care, or one of several more specialized types of unit, such as trauma

and neurosurgical intensive care. (American Hospital Association, 1990).

All types of critical care units have several things in common: relatively small size
(typically 6-10 beds); high ratio of nurses to patients (2:1, 1:1, 1:2, rarely 1:3);
concentration of high technology monitoring and intervention equipment. The
minimum capabilities recommended by the Society of Critical Care Medicine
(SCCM) include designated medical and nursing directors with education and
experience in critical care, nurse staffing no lower than 1:3 ratio, continuous
monitoring of several physiologic variables (electrocardiogram, arterial and central
venous pressure, hemodynamics, cardiac output, transcutaneous oxygen, expired
carbon dioxide, temperature); emergency equipment for airway maintenance,
ventilation and cardiopulmonary resuscitation, transportable monitors, suction,
hypo-hyperthermia blanket, and cardiac pacemaker. In addition, tertiary care
centers and major teaching institutions are expected to provide access to
computerized tomography, cardiac catheterization, nuclear medicine testing,
bronchoscopy, fluoroscopy, and intracranial pressure monitoring (Task Force
Guidelines, 1991).

Critical Care Nursing

Observers agree that tension exists around the exercise of professional judgment,
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autonomy and clinical decision-making by nurses in hospitals. The sources of this
tension include medicine’s subordination of nursing early in nursing’s development
as a field, unequal status of nurses and physicians (related both to status of the
professions and of men and women in society), and dual hierarchies of authority
in hospitals. Nurses, like social workers, pharmacists, and respiratory therapists,
are employees of the hospital, accountable to the Board of Trustees via the
nursing service division and the overall hospital administration. In contrast,
physicians are, for the most part, independent entrepreneurs who use hospitals for
patients who need specific technologic services too expensive to provide in the
office, or who need nursing care. The medical staff who use hospital services are
organized in parallel rather than in hierarchical relationship to the hospital
trustees or directors (Starr, 1982, Rosenberg, 1987; Reverby, 1989; Stevens, 1989).
Although nurses and other employed professionals consider their practice to be
professional, organizational scholars use the term "professional model" only to
refer to parallel arrangements, such as those described for medicine (Mintzberg,
1983).

The modern critical care unit provides active surveillance and treatment of
patients who are physiologically unstable or whose conditions may become
unstable rapidly. These activities require a skilled and flexible nursing staff, who
are constantly present and available to the patients. Patients and physicians rely
on nurses’ judgments in rapidly changing situations, particularly in small to

medium sized community hospitals that have no medical staff in training.

Critical care became an arena that allowed expression of the professional
autonomy, judgment, skill and training that was so often stifled in "general duty"
nursing in the 1940s and 1950s. Physicians and nurses learned together a new set
of technologic, diagnostic and treatment skills. Because of low nurse-patient
ratios, nurses were able to practice the individualized care that seemed only a

luxury in general medical-surgical units. Particularly in the early decades, many
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nurses viewed critical care as "the elite of the hospital staff." (Strauss, 1968, p.9).

A more recent Canadian comparison of critical care units with other hospital
nursing units showed that critical care units had the greatest degree of interaction
with hospital support units and highest interaction with physicians. Surprisingly,
critical care nurses did not perceive their autonomy to be significantly greater
compared to nurses on any other type of nursing unit (Leatt & Schneck, 1982).
The uncertainty (or complexity) of patient responses and instability of patients are
consistently rated moderate to high in critical care units, compared to units such
as rehabilitation and general medical-surgical, while variability is moderate.
Variability of patient types is lower than in psychiatric units, for example, but
higher than obstetrical units (Leatt & Schneck, 1981; Overton, Schneck & Hazlett,
1977; Campbell & Leatt, 1982; Armstrong, Krahenbuhl, Muellenback & Savage,
1984).

Interaction of Organizational and Clinical Factors in Critical Care

In 1983, the American Association of Critical-Care Nurses (AACN) and the
Society of Critical Care Medicine (SCCM) formalized the ideal of
interdisciplinary collaboration into a set of principles for joint medical and nursing
management of critical care units. The principles stressed formal preparation and
continuing education in critical care for both administrators and staff, joint
responsibility and accountability for nurse and physician directors of the units,
autonomy for physicians in dealing with medical practice issues, autonomy for
nurses when dealing with nursing practice issues, mechanisms for joint problem-
solving in overlapping practice issues, adequate hospital support services, and
formal evaluation of the quality of care (Interorganizational Liaison Group...,
1983; Adler, 1984).

This joint formal statement emphasized the parity of organizational factors such



17

as joint medical and nursing administrative authority and hospital support services
with individual clinical judgment in influencing the quality of critical care.
Traditional wisdom holds that the clinical judgment of individual attending
physicians and of nurses determine the life or death outcome of critical illness.
That traditional wisdom is challenged by recent evidence that the organizational
structure and the processes supporting delivery of care in the critical care unit are
as important as the possession of individual clinical expertise. Specifically, factors
such as communication and coordination among nurses and physicians distinguish
units with differing mortality rates better than such factors as indirect measures of
expertise (Knaus, Draper, Wagner & Zimmermann, 1986; Mitchell, Simpson,
Armstrong & Lentz, 1989).

While we assume that the quality of patient care is related to organizational
support for the processes involved in delivery of critical care, no one had tested
this assumption prior to these two recent studies (Knaus et al, 1986; Mitchell et
al, 1989). Investigators study various clinical and organizational aspects
separately, but no model exists that might integrate them. The concepts of health

care systems ecology provide one way to approach this problem.

THE STUDY MODEL

Health Care Systems Ecology

Ecology is defined as the science of the relationships between organisms and their
environments. Health care systems can be considered an ecology if we interpret
"organism" broadly, as levels of living systems ranging from cellular to social
systems (Miller, 1978). The present study explicitly links three areas of knowledge
that are usually viewed as separate environments: the sociopolitical and
regulatory arena, the organization as environment, and the clinical environment of

the patient. Each of these components is a system that forms the environment for



a system embedded within it: policy and regulatory arena as environment for
health care organization; health care organization as environment for clinical care
subunit; clinical care subunit as environment for patient care. The three areas:
the sociopolitical-regulatory environment, the organization as environment (i.e.
containing the clinical environment) and the clinical environments are described

below. Figure II.1 depicts their relationships in terms of the problem for this

study.
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Moving from the top of Figure IL.1 downward, we can see that the sociopolitical
regulatory environment of the region and nation acts as the larger environment to
the institutions in the region. Perturbations in the larger environment affect first
the organization as a whole, and later the clinical care unit. The hospital
organization in toto and the divisional organization comprise the organizational
environment of the critical care unit itself. Changes in the organization act as
turbulence in the intraorganizational environment and thereby influence the
critical care unit (or the clinical environment) both directly and indirectly. The
physical layout, instrumentation technology and the expertise of medical and
nursing clinical personnel in the critical care units comprise the immediate clinical
environment for patient care. The decisions and activities of the professional
caregivers directly effect patient care outcomes, such as changes in patient health
status, and patients’ perceived satisfaction with nursing care. The interactions
among professional caregivers in that clinical environment create a unit
organizational culture that influences caregivers’ values and beliefs about the
nature of the work environment and the importance of their work. Both workers
and leaders become important in both the construction and "deconstruction” of
jointly held meaning about important events in their work life (Gray, Bougon &
Donnellon, 1985).

Sociopolitical, Regulatory Environments

The social, political, economic and regulatory environments of organizations have
played a prominent part in organizational science since the seminal work of
Lawrence and Lorch (1967). They demonstrated that the nature of the larger
environment determined the organization’s structure in industrial organizations.
The more complex and unstable the environment, the more differentiated and

specialized the organization.
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The organization was initially considered to be a closed system, with the wider
societal and political environments as context, rather than as an interacting part of
an open system. The relatively recent advent of organizational ecology has shifted
the focus to the environment as a key factor in considering organizations as open
systems (see for example Hannan & Freeman, 1977, 1990; McKelvey & Aldrich,
1983, Astley, 1985, Carroll, 1988). Organizational theorists have begun to
consider the "birth and death" of organizations, and the change in their form and
structure to be part of open, ecologic systems (Perrow, 1986; Scott, 1987). Hurley
and Kaluzny (1987) describe three ecologic approaches: organizational
demographics (life cycles of individual organizations in response to environmental
pressures), population ecology (focusing on groups of organizations), and
community ecology, or the structure of organizational communities. Economics is
the primary metaphor for organizational environments, emphasizing resource
dependency and market factors. The response of hospitals as organizations to
political and regulatory environments is just beginning to be described (Cook,
Shortell, Conrad & Morrisey, 1983; Shortell, Morrison & Friedman 1990).

This study differs from the organizational ecology tradition in that the subsystems
of the organization are environments in their own right, interacting with the
external environment. The nature of those interactions is examined, rather than
the organization’s interactions with others of its population. In organizational
ecology, the entire organization is the unit of analysis, without reference to its

subsystems (Burgelman, 1990).

Organization as Environment

While there is a large body of literature regarding the structure and processes of
complex organizations, there is little that describes the health care organization as
an environment of the unit-level clinical, or care-giving environment.

Organizational investigators describe hospitals or other health care institutions
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from the perspectives used to study complex organizations: open systems, closed
systems, rational, mechanistic, or organic (Scott, 1987; Astley & Van de Ven,
1983). Like the clinical environment, organizations are considered to have
structures, processes, and outcomes. However, the outcomes described in most
organization research come from manufacturing organizations and are only
generally relevant to the particular mission of hospitals. For example, it is hard to
visualize improved patient health in terms of industrial productivity. The
manufacturing concept of industrial efficiency can be loosely translated into cost-
effectiveness of given illness treatments. Certainly the human relations outcomes,
such as worker morale and satisfaction are directly relevant to employed hospital
staff.

Worker satisfaction, turnover and the like are the dominant focus of
organizational studies in hospitals. Only a handful of studies explore the
relationships of hospital organizational structures and processes to patient care
outcomes as well as employee outcomes. (Georgopoulos & Mann, 1962;
Georgopoulos, 1986; Flood & Scott, 1987; Mitchell, Simpson, Armstrong & Lentz,
1989).

Clinical Environments

The clinical environment is usually the background for clinician-patient
encounters. We study patient care outcomes with the implicit assumption that
there is a one-to-one correspondence between clinical processes and outcomes,
without taking account of influence from the immediate care-giving environment.
Laboratory scientists carefully control the physical environment when studying
specific therapies. Clinical investigators assume that the care giving environment
is equivalent or indifferent across settings, or simply ignore it. However, as
Barnard and others have shown, the immediate care-giving environment in the

intensive care unit can have a profound effect on preterm infant’s and children’s
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physiological responses. We assume that these physiological responses influence
response to clinical therapies (Blackburn & Barnard, 1985; Levin, Horowitz &
Budd, 1985; High & Gorski, 1985; Mitchell et al, 1986). Similarly, the physical
and interpersonal environment is an important mediator of therapy in psychiatric
settings (Osmond, 1957, Stotland & Kobler, 1965, Canter & Canter, 1979,
Whitehead, Polsky, Crookshank & Fik, 1984, for example). Even in laboratory
settings, the varying of animal caretakers influences the degree to which rabbits

develop atheromas on the same atherogenic diet (Nerem et al 1980).

This conceptual model suggests several points of linkage among these multiple
environments that might be explored in empirical research. However, there is
little literature examining relationships among elements of these environments
and relevant patient care and organizational outcomes. Research has rarely
linked clinical outcomes to organizational performance in health care.
Organizational performance has been studied with respect to structure and
process in general hospitals (Burling, Lentz & Williams, 1956; Georgopoulos &
Mann, 1962; Flood & Scott, 1987) critical care (Knaus et al, 1986, Mitchell et al,
1989) and emergency rooms (Georgopoulos, 1986). Only two research groups
have examined patient care outcomes in relation to organizational structure or
process features in critical care (Knaus et al, 1986; Mitchell et al, 1989). The
Knaus group did not deliberately measure organizational factors. Rather they
attempted to differentiate hospitals with high mortality from those with low
mortality on the basis of such factors as full-time medical directors, teaching
hospital status. Mitchell et al (1989) measured multiple unit organizational
factors but studied only one hospital, so that a causal relationship between low

mortality and various organizational factors cannot be claimed.

Further, existing studies have been framed from the system-structural perspective,
which has been the dominant paradigm in organizational theory. However, the

proposition that organizational cultural beliefs and values might directly or
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indirectly influence patient care is best examined from a differing theoretical point

of view -- namely organizational symbolism as a component of strategic choice.

Burrell and Morgan (1979) present a typology of sociological paradigms and
related organizational theories, which places the two perspectives used to analyze
these data in differing and often competing positions. The system-structural
perspective stems from an objective, deterministic paradigm that they label
functionalist, while the strategic choice perspectives come from an interpretive
paradigm. They trace the intellectual history underlying the paradigms to show
that fundamental assumptions differ about the nature of the phenomena, nature
of knowledge about the phenomena and the way in which they are studied. For
example, the functionalist paradigm is in the positivist tradition, with the goal of
searching for regularities in order to predict and control. Theoretical concerns
have to do with causal analysis and generalization, and methods requiring
detached objectivity and reproducibility. In contrast, the interpretive paradigm
comes from phenomenologic tradition: the goals to describe in order to
understand; reality is socially constructed rather than caused by external forces,

and one discovers knowledge through the perspectives of others.

The model used to select variables for this dissertation places implies that these
perspectives provide differing, but not necessarily competing endpoints. Giddens’
(1976, 1979) structuration theory provides a promising avenue to synthesize, rather
than polarize these two perspectives. Structuration is a concept Giddens (1976,
1979) developed to describe the interactional processes that change structures.

He derived the philosophical basis for structuring from hermeneutics - an
interpretive process analyzing the deeper meaning of texts. However, Giddens’
view of structuration accounts for the historical interpretations that create some
bounds on current interpretations. He sees structuring as interactional, related to
power and creation of norms; these interactions create structures that are related

to domination and "rules". Riley (1983) offers some definitions to differentiate
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structuring from structure as follows: “structures are the rules and resources people
use in interaction...they are both the medium and the outcome of
interaction....Structuration...is the production and reproduction of social systems
through the application of rules and resources" (p.415) Individuals become
important because "they are the carriers and creators of the rules and resources."
Thus, neither structures or the structuring processes are static. Rather there are
ongoing processes of human interaction that continually shape and shift the
apparently stable structures. This view contrasts distinctly with the tenets of
system-structural theories in which structures are relatively static, and exist

independent of the people occupying structural positions.

Goia and Pitre (1990) see structuration as the middle ground between the
positivist stance of structuralism and the interpretive stance of organizational
enactment or constructed meaning. At time Giddens wrote, much sociological
theory was positivistic; he was writing in defense of including interpretive work
within the body of science. Little was done in terms of testing the theory until the
1980’s when the concepts of organizational symbolism and enacted environments
became popular. Only three empirical studies were found that used structuration
to frame formal research (Manning, 1983; Riley, 1983; Barley, 1986). Only one
prior study using the structuration framework is evident in health care settings.
Barley (1986) examined the interactional processes among radiologists and
technicians in two hospitals as they adapted to a new technology, computerized
tomography. He found that the differing interactional patterns led to markedly
different shifts in hierarchical structure in the two radiology departments, even

though they had been identical prior to the introduction of the new technology.

Relationships Between Organizational Change

and Organizational Performance in Health Care Organizations

Neither traditional system-structural research or that framed from strategic choice
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perspectives have evaluated organizational and clinical performance with respect
to organizational change. The focus of prior studies in organizational change has
been employee satisfaction, rather than patient care outcomes (Bonjean, Brown,

Grandjean & Macken, 1982; Hanlon & Gladstein, 1984).

Organizational Change

Organizational change is the subject of numerous prescriptive books and articles
in the organizational development and organizational design literature (see for
example Bennis, Benne & Chin, 1984; Legge, 1984; Spradley, 1980; Van de Ven,
1980; Sheldon, 1979). Further, there are a growing number of organizational
ecology studies examining the birth and death of hospital or human service
organizations in relation to extra-institutional change (see for example, Alexander
& Amburgey, 1987; Singh, 1990). Surprisingly, only two data-based studies were
located evaluating the impact of organizational change on performance in specific
health care organizations (Bonjean, Brown, Grandjean & Macken, 1982; Hanlon
& Gladstein, 1984).

Bonjean, Brown, Grandjean & Macken (1982) evaluated the effect of changes in
organizational structure and faculty governance processes on faculty satisfaction in
a school of nursing over six years. Change from a centralized, nonparticipative
style of governance to a faculty-initiated decentralized mode of decision-making
resulted in a large increase in reported faculty satisfaction with work and with the

reorganization.

Hanlon & Gladstein (1984) evaluated the reasons that a quality of work life
project in a large Eastern teaching hospital failed to make a difference in
performance in clinical support departments such as laboratory, radiology,
pathology services (Nadler, 1978; Nadler & Gladstein, 1982). Performance was

defined primarily in terms of individual worker satisfaction, perceived autonomy
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and perceived interdepartmental communication. Nursing units were not among
the groups targeted for the action research design. Attitudes and satisfaction
improved in a few areas in two of ten departments surveyed as a result of the
project, but little overall impact was evident. The authors attributed the lack of
effect to lack of union and management identification with the project, lack of
physician support, and a poorly executed feedback process. There was no attempt

to measure impact on clinical performance, or patient care outcomes.

Leader Change and Organizational Performance

Although leader succession is the most common change reported with respect to
organizational performance, relatively few of these studies are in health care
organizations. The earliest studies of changing leadership and organizational
performance stemmed from the desire of organizational theorists to examine the
leadership/performance question from the perspective of the whole organization.
The empirical leadership literature did not provide strong support for the
common sense view that individual executives and leaders make a great difference
to an organization. Investigators reasoned that if individual leadership makes a
noticeable impact on organizational productivity, this impact should be
measurable by examining indices of productivity or performance relative to the
tenure of individuals. Conversely, when a leader changes, a change in productivity
should be evident. Studies examining performance relative to tenure are called
"stewardship" studies while those examining performance in relation to change of
leader are called "succession” studies (Romanelli & Tushman, 1988). The
stewardship/succession studies in the general organizational literature are

summarized in Tables A-E in Appendix 1.

The general organizational succession/stewardship studies have examined sports
teams as proxies for complex organizations, artificial task groups in laboratories,

social service, political, publishing and industrial organizations. The vast majority
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have implicitly adopted the system-structural view. The findings have been mixed
with regard to the relationship between either stewardship or succession and
indices of industrial performance. The more mathematically sophisticated the
design, the more complex the relationship, but in no case did the leadership
variable account for a large percent of the variance in organizational
performance. As a whole these studies support the notion that the context of
leader change is as important as the traits, styles and origins of the individual

leaders.

A few of the organizational change or changing leader studies have examined the
succession problem from the perspective of enacted environments or shared
meaning. Gephard (1978) explicitly described succession in a student organization
in terms of construction of a shared organizational scheme against which
successful replacement leaders are tested. Kotin & Sharaf (1967) and Stotland &
Kobler (1965) implicitly, but not explicitly , suggest changes in shared values and

beliefs in their case studies of changes in administration of mental hospitals.

Leader Change and Performance in Health Care Organizations

It is clear from Table IL.1 that the literature summarizing the stewardship and
succession studies specific to health care organizations is meager, with few health
care-specific performance indicators. Stotland and Kobler’s work, which has never
been cited as a succession study, is the notable exception. Most investigators have
studied administrator tenure (Kriesberg, 1962; Pfeffer & Salancik, 1977; Freund,
1985, 1987; Sredl, 1982). Only three report any kind of performance or
interpersonal outcomes of administrative succession (Stotland & Kobler, 1965;
Kotin & Sharaf, 1967; Brady & Helmich, 1983). Two of these three are case
studies that explore impact of differing administrative styles on personnel (Kotin
& Sharaf, 1967) and patient welfare (Stotland & Kobler , 1965). In addition, a

few investigators have studied individual level leader-follower relationships
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(Szilagyi, & Sims, 1974; Nealey, & Blood, 1968; Sims, & Szilagyi, 1975; Alpander,
1979). However, the paucity of performance measures and the isolation of the
leader/follower dyad or small group from larger aspects of organization make
these studies less useful for the present purpose. Only Stotland and Kobler
(1965) have described both organizational and clinical impact of change in clinical
leadership over time. They traced the history of a private mental hospital as it
deteriorated from having been a growing showcase for psychoanalytically oriented
therapy to become a struggling institution. A series of medical directors, hospital
administrators and nursing directors were brought in from outside or appointed
from within over a three year period. Trustees and staff looked at each new
medical director as the savior of the struggling hospital. As each failed to reverse
the financial problem, the staff became more and more demoralized. The final
crisis was the suicide of six patients within a nine month period. Causal direction
of each succession and worsening financial and clinical performance cannot be
clear from this narrative account. However, the theory of "scapegoating" put forth
by Gamson & Scotch (1964) in the baseball manager studies seems quite plausible
in this case. With scapegoating, a deteriorating situation is blamed on the former
leader and provides the impetus to get a new leader. Subsequent further
deterioration is usually blamed on the new leader, when it is actually a function of

the prior conditions.
IMPORTANCE OF THE STUDY

While there is a growing body of knowledge in the general organizational
literature regarding organizational performance and both stewardship and leader
succession, only a handful of studies exist with respect to health care
organizations. Of these, only one addresses organizational and clinical
performance issues. This paucity of health care organization-specific studies is
relevant because health care institutions differ from manufacturing industrial and

business corporations in important respects (Bedard & Johnson, 1984; Stoelwinder
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& Clayton, 1978). They are more like public institutions than like manufacturing
organizations in that their goals emphasize service, rather than profit (even in the
profit-making sector). The increasing emphasis on cost-containment and market
forces in health care is creating a conflict of goals for these organizations.
However, productivity and performance are difficult to define and measure by the
indices of market-oriented corporations. While improvement (or at least absence
of decline) in patient health status is the implicit goal of health care institutions,
the difficulties in measuring health and health status, and the multiple extra-
institutional influences on individual health status and behavior compound the
difficulties in determining organizational effectiveness. In addition, the historic
separation of clinical and administrative spheres of control has mitigated against

clinical outcomes being considered as impacted by administrative change.

This difficulty was overcome in this study by focusing on critical care units as one |
type of subunit in acute care hospitals. Since nursing administrators are
responsible for both organizational administration and quality of clinical, or
patient care, it is appropriate to consider both organizational and clinical

outcomes as relevant measures of performance of the nursing unit.

We can clearly define and measure specific health status outcomes such as excess
mortality (actual deaths greater than those predicted) in critical care (Knaus, et
al, 1986). Both the organizational and clinical environments interact with
individual or population factors known to directly and indirectly influence the risk
of mortality. The organizational environment determines the organizational and
clinical structures and processes involved in caring for critically ill persons; the
clinical environment consists of the care-giving decisions and instrumentation
technology available to direct caregivers to be used for the critically ill patient.
And finally, the sociopolitical environment both within and outside the hospital
influences the quantity and quality of care provided in a given setting, as well as

the kind of leadership available to the organization.
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In the face of change, the system-structural view suggests that key executives and
managers are important organizational forces that protect the "technical core", or
the level at which the work is done, from turbulence in the environment. The
leader, from this view, functions to buffer the clinical nursing staff from factors
outside their control (such as changes in method of hospital reimbursement).
When the change directly affects the unit-level staff, the leader will work with
these staff members to increase expertise in the face of new clinical or
organizational technology (Thompson, 1967; Knowles & Saxberg, 1988).
Satisfaction of individual nurses with their work as well as their declared intent to
stay are variables known to mediate unit level turnover, which is indirectly related
to the expertise necessary to provide the kind of clinical care that reduces
mortality. Satisfaction of individual patients with their care is a subjective
expression of patient perception of the organization’s work, but is presumably not
causally related to the measured health status outcome of mortality. Pfeffer
(1981) argues that the theoretical perspective of organizational symbolism and
construction of shared meaning has a different set of consequences than does the
system-structural view. These consequences are sentiments, beliefs, attitudes and
commitment. Although this set of consequences is often measured within the
system-structural view, he argues that testable hypotheses regarding attitudes and
the like are symbolic outcomes relevant to management control of symbolic
meaning. Thus, the two theoretical perspectives, system-structural and strategic

choice lead to differing, but complementary hypotheses and outcome variables.
THE RESEARCH HYPOTHESES

Since we presume that critical care patient outcomes such as mortality are
mediated by such system-structural constructs as expertise and standardization of
skill among professional personnel, comparison of indices of both clinical and

organizational outcomes lends itself to statistically testable hypotheses.
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Because the unit level nursing clinical managers remained stable, we
assume they acted to buffer the staff nurses from changes in leadership and
to facilitate incorporation of new technologies into the work. Therefore,

we can predict that clinical performance will not change:

H1.0 There will be no difference in subunit-level standardized
mortality ratio (as an index of excess mortality) in the critical
care units when matched samples of patients are compared

prior to and after the multiple divisional changes.

H2.0 There will be no difference in individual patient reported
satisfaction with nursing care in the critical care units when
matched samples of patients are compared prior to and after

the multiple divisional changes.

This same stabilizing buffer function of the unit level clinical managers
allows prediction that, critical care unit organizational performance will not

change:

H3.0 There will be no difference in subunit-level staff nurse
retention following the multiple divisional changes, compared

to retention rates for the same period prior to the changes.

H3.1 There will be no difference in variables known to modify
individual staff nurse retention (intent to stay and job
satisfaction) following multiple divisional changes, compared

to those variables prior to the changes.

H4.0 There will be no difference in subunit-level staff nurse and

attending physician ratings of unit effectiveness following
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multiple divisional changes, compared to ratings prior to the

changes.

H5.0 There will be no difference in resource consumption, as
measured by unit and hospital length of stay for a matched

sample of patients prior to and after the multiple changes.

However there were many new staff nurses coming into the clinical environment.
These nurses were a potential source of different unit culture and shared

meaning. Therefore we predict that:

If shared meaning among unit staff changes in the face of multiple

organizational changes, unit level organizational beliefs and perceptions will

change:

H6.0 Indicators of critical care unit nurses’ perception of
organizational and work environment (esprit, intimacy,
disengagement, involvement, peer cohesion and supervisory
support) will change following multiple divisional changes,
when compared to those measured prior to the changes.

H7.0 Indicators of critical care unit nurses’ beliefs about the

organization as a place to work and the staff nurse role in
patient care will change following multiple divisional changes,
when compared to those beliefs measured prior to the

changes.

THE STUDY METHOD

This study used a triangulated case study design to examine the impact of multiple
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changes in the clinical and organizational environments of both patient and
organizational outcomes. The investigator had the unique opportunity to study
critical care units in a single institution over a five year period. Thus, data were
available both before and after the multiple organizational changes described in
Chapter L.

Triangulation and Case Study Design

Yin (1989) argues that the single case is an appropriate design when it represents
a critical case, or "best" case for testing a significant theory, or competing theories.
The richness of the existing database in this setting, and the commitment of the
hospital to participate in remeasurement made it an ideal setting to test

competing theories of organizational response to environmental change.

Within the single case design, the study uses multiple triangulation to approach
the data from many directions (Denzin, 1970, p.301). Triangulation is a metaphor
derived from the methods of navigators, surveyors and military tacticians to
determine the location of an unknown point from the intersection of two or more
known points. The method was derived from Campbell and Fiske’s (1959)
multimethod-multitrait matrix for reducing error in validating social science
constructs. Multiple triangulation is the use of more than one type of
triangulation within a single study. This study used both theoretical and

methodological triangulation.

Theoretical triangulation involves the interpreting of the same set of data against
more than one theoretical perspective. In this case the differing perspectives are
the system-structural view that individual leadership and change are not crucial
variables, versus the strategic choice view that the leader is important in creating

positive work environments through organizational symbols.

Methodological triangulation has several subsets: data triangulation uses both the
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individual and group level of analysis (Jick, 1979); within-method triangulation
uses more than one measure of a given construct, and between-method
triangulation uses distinct types of measurement for the same construct (Denzin,
1970; Mitchell, E., 1986). For example, aspects of organizational environment
constructs such as perceptions of leadership and organizational effectiveness were
measured with more than one quantitative survey instruments and with open-
ended interviews (within-method and between- method), with items phrased
eliciting perceptions of the group as well as individual behavior (data

triangulation).

Key Concepts and Data Sources

The key concepts for the study are the three environments: the sociopolitical
regulatory, organizational and clinical environments, and the outcomes: clinical
(patient) outcomes and organizational outcomes. Table II.2 summarizes these
concepts and data sources. A complete description of instruments is in Appendix
2.

The sociopolitical regulatory environment formed the context for the hospital over
the study period. Compared to schema that describe the environment of
manufacturing and heavy industrial organizations, there are relatively few with
operational terms specific to health care organizations. Smith (1979) used a four
factor schema to characterize the nursing home environment in terms of
complexity, diversity, instability and uncertainty. More recently Shortell, Morrison
and Friedman (1990) have reduced the construct of environments to two
dimensions for acute care hospitals: munificence and hostility. Munificence is the
degree to which the local and regional market are favorable for a hospital. The
construct includes resources available to purchase health care services (for
example the relative wealth of persons in the region, education and the like) and

the resources available to provide care (for example, the number of physicians
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and nurses per capita, inner-city versus suburban location). Hostility refers to the

extent of external regulation and competition. This includes the number of

hospitals competing for specific services (including critical care/trauma center

TABLE I1.2 KEY STUDY CONCEPTS AND DATA SOURCES*

CONCEPT

Sociopolitical, Regulatory
Environment

Organization as Environ-
ment

Clinical Environment

Clinical Outcomes

Organizational Outcomes

DIMENSIONS

Munificence
Hostility

Demographics
Structure
Performance

Clinical decision-making
processes
Physical environment

Mortality ratio
Patient Satisfaction

Unit turnover/retention
Nurse satisfaction
Perceived effectiveness
Resource consumption

Beliefs about work/role

DATA SOURCES

Existing secondary
sources, for example
Washington State health
data book,newspapers,
health policy journals

Hospital archives, org.
charts, interviews,
financial summaries,
Washington State secon-
dary sources

Interviews, self-rating
scales, nonparticipant
observation

Medical records
Survey, MD & RN
estimates

Hospital personnel
records; surveys
Surveys: RN & MD
Unit,hospital length
of stay
surveys, interviews

* see Appendix 2 for complete description of instruments used to measure specific

dimensions and variables.
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designation), and number of health maintenance organizations (HMOs) in the
market area. Regulation was measured by the existence and stringency of rate
review and certificate-of-need processes in the state. Data sources included
county and city demographic data from state and county sourcebooks, information
regarding competition and regulation from hospital archival records, newspaper
accounts and data publically available from the State of Washington and

American Hospital Association.

Sources describing the sociopolitical-economic environment of the time period of
the study included journals and texts in health policy, health services, and health
care administration for the ten year period surrounding the change in leadership
(1980-1990), newspaper accounts of national and regional factors affecting acute

care hospitals, and interviews of key informants.

The organization as environment construct has many dimensions, the majority of
which came from an existing database from the American Association of Critical-
Care Nurses (AACN) Demonstration Project. Of particular interest are
contextual and structural dimensions of the hospital. Contextual dimensions
describe the entire organization (size, technology, for example) and structural
dimensions relate to the internal characteristics (such as centralization of
authority, formalization of processes, expertise of workers). Further, overall
hospital performance had two dimensions: "doing well’ (profitability) and "doing
good" (fulfilling social functions) (Shortell et al, 1990). These data were
available from public documents such as the Washington State Health Data Book
(1986, 1990), newspaper reports, and the hospital’s yearly financial summary
(Cleverley, 1990).

The construct of the care-giving environment has dimensions of the clinical care-
giving and decision-making processes, and characteristics of the physical

environment. These were measured by formal paper and pencil surveys of
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physician and nurse perceptions of collaboration and clinical effectiveness, nurse
self-report of clinical skill, nurse demographics, and by observation and interview

regarding clinical decision-making, and observation of the physical environment.

Two clinical outcomes were measurable: the ratio of actual deaths to the number
predicted, adjusting for severity of illness (standardized mortality ratio), and
patient satisfaction with nursing care. Medical records provided the physiologic
data needed to calculate predicted mortality, as well as the actual number of in
hospital deaths. Patient satisfaction with nursing care was estimated two ways:
paper and pencil surveys of surviving patients, and nurse and physician estimates

of patient satisfaction (see Appendix 2).

There were several dimensions to the concept of unit-level organizational
outcomes. Data on turnover of registered nurses, and its reciprocal, retention
were obtained from hospital personnel records for the fiscal year surrounding
each data collection period (1986-87 and 1989-90). In addition, two survey
instruments were used to estimate nurses’ work satisfaction, which is a predictor
of retention (see Appendix 2 for description of these survey instruments). Nurses
and physicians rated their perceptions of unit effectiveness on the organizational
diagnosis survey (Appendix 2). Finally, length of stay in both the critical care unit
and the hospital served as an indirect measure of patient resource consumption.
This information was obtained from unit admitting log books and from the

discharge record.

Finally, nurses’ beliefs about their work and role in patient care were obtained
from selected items in the organizational diagnosis survey. Perceived
organizational values and beliefs of both nurses and administrators were inferred
from open-ended interviews. Interviews started with the questions: "tell me about
some of the changes that have been occurring at SCH over the past 3 years; do

you think those changes will affect patient care?, if so, how?" At the close,
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informants were asked "what do you think is the most important value here?"

The interview data was examined with the following questions in mind:

1. Are there shared perceptions of key organizational values among
staff nurses, physicians and hospital administrators? Have these
changed over time?

2. How do staff nurses, physicians and administrators view the
importance of the division level patient care services leaders in
influencing patient care? Have the views of nurses, physicians or
administrators changed over time?

3. Is there congruence of language used by clinical staff and
administrative staff to describe effectiveness of unit function?

4. To what extent do nurses, physicians and administrators ascribe
changes in patient care services to extra-institutional environmental
pressures?

Methods of Data Collection

The data base of the AACN Demonstration Project (Mitchell, Forshee,
Armstrong & Lentz, 1988) provided a computer databank of physician and nurse
responses to an extensive questionnaire regarding such areas as perceptions of
unit level work environment, satisfaction, and perceived competence; observations
of patient care, patient status and mortality, observational field notes, and
interviews of staff nurses regarding their clinical judgment processes. Those data
were collected in the fall of 1986, spring of 1987 and spring-summer 1990. From
April 1990 to February 1991, this investigator supplemented that database with
interviews of key informants among the hospital administrators, patient care

services current and former administrators, and key staff nurses and physicians.

The data base consisted of responses of staff nurses, attending physicians, patients,
and administrators regarding a wide range of clinical and organizational factors in

1986-87 and again in 1990: 1) responses to paper and pencil questionnaires
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administered to nurses and physicians in Fall 1986, Spring 1987 and Winter 1990;

2) nonparticipant observations of patient care and patient satisfaction surveys in
Fall 1986, Spring 1987; 3) medical record data regarding severity of illness and
patient mortality from Fall 1986, Spring 1987 and Winter-Spring 1990; 4) open-
ended interviews of staff nurses in summer 1989; 5) semi-structured interviews of
key hospital and nursing administrators in 1990-91, 6) field notes recorded over
the entire period 1986-1990, and 6) published demographic data regarding the
hospitals’ sociopolitical-regulatory environment. The investigator had access to
the data and the hospital over the entire four years as director of the
aforementioned project. This relationship with the nursing staff and hospital
administrators provided ready access for nonparticipant observations and the key
informant interviews that supplemented the 1986-87 and 1990 questionnaire
database. Descriptions of the instruments used and psychometric properties

(where appropriate) are in Appendix 2.

The preliminary comparisons between the 1986-87 (pre-change) and the 1990
(post-change) data were reported to staff nurses in group meetings and
individually to other informants. Their responses regarding the meaning and
significance were also treated as data and incorporated into the interpretations in
this dissertation. All direct contacts with human subjects for this research were
approved through the AACN Demonstration Project for primary and secondary
analysis by the University of Washington Human Subjects Review Board, and the

hospital Institutional Review Board.

Methods of Analysis

The method of multiple triangulation requires several approaches to analysis.
Traditional statistical methods were appropriate to compare quantitative data
from the pre and post change periods. The 1986-87 surveys were both

administered before the multiple changes and were designed to test the stability
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of the instruments. This analysis used the second survey (spring 1987) for
statistical comparison with the 1990 survey because some questions had
inadvertently been omitted from the 1986 version. There was no statistically
significant difference between mean scores for various scales on the 1986 survey
as compared to the 1987, which was interpreted as showing instrument stability

with repeated measurement.

Data from each time period was first arrayed graphically to test the assumptions
underlying statistical hypothesis testing. For the most part, variables approximated
a normal distribution. Data for length of stay was skewed and therefore was
normalized by a natural log transformation. Student’s t-tests for the differences in
means tested the statistical significance of differences in data obtained before and
after the change. Two-tailed tests were used because the direction of change was
not specified in hypotheses. Approximately half the sample for the nurses’ 1990
data had also responded to the 1987 survey, so the assumption of independence of
samples was not strictly true. Rather than cut the sample in half and loose the
newcomers’ responses in order to use the paired t-test, the test for independent
samples was used. In the 1990 survey, there were no significant differences in
variables used for this dissertation between the responses of nurses who were new
to the organization versus those who had responded to the 1987 survey. Further,
there were no significant differences in responses to the 1987 survey between
those nurses who did and did not also respond to the 1990 survey. Therefore, the
overall group responses to the 1990 survey do not appear to have been influenced

by the nonindependent observations.
In a few instances, several subscales of the same instrument were compared. The
Bonferonni correction (alpha/ number of comparisons) was used to avoid the

problem of multiple comparisons.

Content analysis was used to create coding categories for the data derived from



43

interviews, field notes and archival records. These data were used to address the
research questions from the organizational symbolism perspective, and to add
depth to the findings of the quantitative survey approach. Consistent with
recommendations for increasing the reproducibility and credibility of inference
and proof (Becker,1970; Campbell, 1975, Yin, 1985), the following safeguards
against observer bias were observed: 1)complete record of observed events, 2)
observation of a variety of events, 3) repeated observations of similarly events, 4)
formulation and iterative testing of tentative hypotheses, 5) search for negative
cases, and 6) use of multiple methods and "quasi-statistics” developed from coding
and abstracting field notes, classifying into multiple analytic categories, positive

and negative cases counted.



CHAPTER III
MULTIPLE CHANGES AND SELECTED PERFORMANCE
OF A CRITICAL CARE UNIT

The American Association of Critical-Care Nurses (AACN) Demonstration
Project described multiple aspects of organizational and clinical structure, process
and outcome in 1986 and 1987 (Mitchell et al, 1988; 1989). AACN selected the
two critical care units at Suburban Community Hospital (SCH) for study because
they had many characteristics believed to be important in providing high quality
patient care, such as an all Registered Nurse staff, decentralized administration,
shared governance and high proportion of nurses certified in critical care. The
findings reported from that project substantiated that these unit characteristics
coexisted with indicators of desirable organizational and patient outcomes, and
that the instruments used to measure organizational and clinical variables were
stable over a six month time period. Selected organizational and clinical variables

were to be remeasured in 1990, at the end of the funding for the project.

As described in Chapter I, numerous changes occurred in the Patient Care
Services division and in the critical care units between 1987 and 1989: changes in
1) physical facility of the critical care units, 2) clinical and organizational
technology, and 3) division leadership. The research that is the subject of this
dissertation evaluated the effects of these changes by comparing scores on
selected variables that were measured before (Spring 1987) and after (Winter-
Spring 1990) the changes occurred. The changes were most intense from Fall 1987
through May 89. This investigator was project director of the AACN
Demonstration Project, and as such directed the 1986-86 and 1990 survey data
collection. She also reviewed field notes from the AACN Demonstration Project
and conducted interviews with staff nurses, administrators, and physicians to gain
insight into the way individuals in the hospital and the critical care units

interpreted the meaning of the changes and outcomes.
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SUBURBAN COMMUNITY HOSPITAL
IN THE CONTEXT OF ITS ENVIRONMENT

Suburban Community Hospital (SCH) is a private, not-for-profit, hospital serving
a growing suburb of a major metropolis in the Far West. It was built in the late
1950’s, largely through donations from community members to provide a general
hospital in a growing suburb of the largest city in its state. SCH opened in 1960
with 56 beds (Eastside..., 1982). The state regulatory agency licensed SCH for 218
beds by 1982, and allowed expansion to 235 beds by 1990. The hospital claimed
to have the busiest emergency room in its area by 1982, with qualifications for
American College of Surgeons Level II Trauma Center designation (Wilson,
1983). This service led to an increasing emphasis on critical care inpatient

services.

Environmental Munificence. SCH exists in a relatively munificent environment. It
is supported by an affluent suburban community. The population of the
surrounding city was nearly 74,000 in 1980 and had grown to nearly 87,000 by
1990, with a 77 percent increase in the number of jobs over the decade (State of
Washington Data Book, 1989; Balter, 1991). The city is part of the most rapidly
growing suburbs of a metropolitan area of over 1 million (Fevel, 1986, Balter,
1991). Although the popular stereotype of the suburb is that of a young, white,
upper middle-class enclave, the proportion of elderly, minority and lower income
people has grown over the past decade. The 1990 census showed that 10.4 per
cent of the city residents were over 65, compared with 6.1 percent in 1980. In
addition there was a 700 percent increase from 1980 in the minority population of
the general suburban area, with increasing economic diversity (Pryne, 1991; Balter
& Gilmore, 1991). County per capita income is $19,511, with manufacturing,
service and government as the largest employers. (State of Washington Data
Book, 1989). The county has the states’ highest number of physicians and second

highest number of registered nurses per 1000 population, and the lowest number
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of licensed practical nurses per 1000 (Washington State 1986 Health Data Book:
County...). These data suggest a ready supply of highly trained health care

providers.

Environmental Hostility. Health care regulation is strong in the state in which
SCH exists. Hospital rates were regulated by the State government until 1989,
and are still watched closely by state regulators. Certificate of Need is required
for licensing new hospital beds and adding major equipment or services (such as

open-heart surgery, hospice and the like).

SCH’s main competitors are a 134 bed hospital nearby in the same second tier
suburban ring and three larger urban hospitals in the adjacent metropolis. A
nearby branch of a large HMO is located nearby, but is not considered by SCH to
be a competitor because subscribers to the HMO use only that hospital. SCH was
reported to have 35 percent of the local hospital market and the fourth highest
market share of the county’s 30 hospitals in 1986 (Washington State Health Data
Book: Hospital Profiles, 1986). Hospital administrators for SCH and its nearest
competitor contend that share is artificially depressed by state regulatory
limitations on bed size. Over the years these administrators have cited the rapidly
growing and aging suburban population to justify a large increase in combined
beds. Both hospitals were successful in gaining some increase in 1982 and again
in 1989 (Moe, 1982 May 4; Moe 1982 May 18; Varosh, 1989).

Hospital Performance. The hospital’s financial state was a subject of public
comment in the early 1980’s, when a new Chief Executive Officer (CEO) was
brought from out of state to "move in a new direction...from a small community
hospital to a full service medical center" (Moe, 1983, February 13). SCH has
maintained profitability throughout the years surrounding the study even in the
fact of prospective payment for Medicare and growing levels of hospital unpaid

bills throughout the state (Ailing people...1983; Neurath, 1983). Operating margin
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has remained in the upper quartile of all U.S. and Far West hospitals of the same
and large size. Another measure of profitability, return on total assets, has
hovered around the U.S. and Far West hospital median from 1985-1989
(Cleverley, 1990). However, since the completion of this study, SCH has
announced rate increases of greater than 20 percent, followed by announcement
of substantial cutbacks in staff (Montgomery, 1991; Gorlick, 1991). Some
observers suggest that this less favorable financial performance is a result of loss
of some managed care plan contracts, which may have decreased occupancy,
combined with decreased Medicare reimbursement and a substantial debt
incurred in recent building projects. Ironically, increased efficiency as indicated
by short hospital lengths of stay at SCH contributed to the shortfall in revenue
(Montgomery, 1991).

Shortell et al, (1990) also describe "doing good" as a component of hospital
performance. SCH offers a number of services as a public service, such as free or
low cost health education and health promotion programs, in-home visits by nurse
community case manager, and a community health resource center. Both SCH
and its nearest competitor rank at the bottom of area hospitals for percent of
budget spent for charity care and bad debt (Hubbard, 1985). These measures are
a rough index of both demand for and response to the needs of the less affluent

in an affluent suburb.

In summary, SCH operates in a generally favorable socioeconomic environment,
but competing for its perceived share of the hospital market in a strongly
regulated state. It remains to be seen if the recent reversal of strong economic
performance will alter the strong organizational support for innovative and high
quality clinical services.

The Critical Care Units at SCH

SCH has two critical care units: a 12 bed mixed medical-surgical intensive care
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(ICU) and an 11 bed coronary care unit (CCU). Nursing staff are assigned to one
or the other unit, but are trained to work in both as staffing needs require. The
ICU and CCU are each administered by a different Clinical Manager who, in
turn, reports to a single nurse director in the Patient Care Services Division. Unit
shift-based charge nurses report to the clinical manager of each critical care unit.
The organizational structure of the Patient Care Services Division was shown in
Figure 1.2. Patient Care Services Division is one of five divisions in the hospital
structure, as previously shown in Figure I.1. The other divisions are professional
services (such as medical records, imaging), finances, support services (such as

central supply and purchasing), and human resources (personnel, education).

The Patient Care Services division is responsible for nursing services in all
hospital units and the operating room, as well as for pharmacy, social work and
psychiatry services. Almost all direct patient contact is administered in this
division, except for such services as occupational and physical therapy and
diagnostic radiology. The chief nursing officer administers this division as a
Senior Vice President, reporting directly to the President and CEO.
Administration within the division is decentralized to clinical subgroups, headed
by subdivision directors. The first level clinical unit managers report to their
respective division heads. At the start of the study, critical care was one of six
subdivisions, the others being perinatal and obstetrical nursing, medical-surgical
nursing, operating room, pharmacy, and psychiatry/social services. In 1990, these
six divisions were consolidated to four: medical-surgical and critical care; perinatal

and obstetrics; psychiatry/social services; and pharmacy.

In 1986-87 the two critical care units were contiguous, separated by a short
hallway. Staff frequently "floated" or moved to the other unit due to staffing
needs. The new ICU, opened in the summer of 1988, is in a new wing of the
building, several hundred feet away from the CCU. Staff are more self-contained

within each unit than was the case in 1986-87. There is still some "floating"
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between units, but not to the extent formerly seen. Nurses continue to be trained

and oriented to function in both units, however.

The Nurses and Physicians in SCH Critical Care Units

Forty two and 45 nurses and 23 and 29 physicians provided data in 1986-87 and
1990, respectively about their perceptions of the critical care units, quality of
patient care and level of professional expertise. Nurses completed the more
extensive paper and pencil surveys about their practice and the unit organizational
factors. In addition, 21 nurses shared stories of memorable patient care
experiences in open-ended interviews. Twelve current and former administrators
also participated in interviews regarding their perceptions of the changes

influencing critical care, history and values of the organization.

The overall questionnaire return rate for nurses dropped as shown below.

1987 1990
Percent (Number) Percent (Number)
Registered Nurses 93% (43/46) 62% (45/73)
Physicians 68% (21/34) 73% (29/40)

Fifty one percent of nurses new to unit returned the survey (20 returned of 30
distributed). Many of these new nurses said they did not feel they had been there
long enough to comment. Seventy four percent of those who had also been
employed in 1986-87 participated in the 1990 survey (25 returned of 34
distributed). Seventy-three percent of the physician questionnaires distributed for
1990 were returned (29 returned of 40 distributed).

The following description of the nurses and physicians reflect data from the

demographic portions of the questionnaires as well as general characteristics
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available from hospital records regarding all staff. Summary demographic data

tables are found in Appendix 3.

The Nurses

The nursing staff in SCH’s ICU and CCU are all registered nurses with
considerable experience in nursing and specifically in critical care. The mean age
has increased slightly, from 38.6 to 41.6 years. Figure III.1 shows indicators of
nursing expertise, in terms of years of nursing experience and certification in the
specialty of critical care nursing (CCRN certification). Certification in critical
care nursing (CCRN) indicates knowledge and experience beyond the basic
specialty practice. The percent of Rns certified in critical care has increased from
39 percent in 1986-87 to 45 percent in 1990. Figure IIL.1 indicates that the 1990
rate of CCRN certification at SCH was nearly three times that of a national

sample of critical care nurses (Levine, 1988).

The mean years in nursing has increased from 14.5 to 17.6 years, with a median of
12 years. For most of the nurses, over half of these years were in critical care. The
median time in nursing is nearly twice the median years of experience for a
national sample of critical care nurses, indicated in Figure III.1 by the left to right
diagonal hatched bars (Levine 1988).

Appendix 3 summarizes educational and part time/ fulltime employment. A
larger percent of the unit nurses had their highest educational credential from
diploma programs than is the case nationally (36 percent versus 27 percent
nationally), but there were also more with master’s degrees than is the case
nationally (9 percent versus 2 percent). SCH critical care nurses are more likely
to work part time than is the case nationally, with the percent of part time
employees increasing from 67 percent in 1986-87 to nearly 80 percent in 1990.

Nurses at SCH work part-time by personal choice, and the hospital has made a
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Figure IIL.1 Indices of Nursing Expertise at SCH: Certification and Experience
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deliberate effort to support that choice. This pattern is common in suburban
hospitals in the metropolitan region, but is uncommon nationally. A national

sample of critical care nurses had over 80 percent working full time(Levine, 1988).
The Physicians

The physician questionnaires did not include demographic data. Therefore the
primary descriptors of the physicians come from the hospital medical staff roster
for those physicians who were primary attending or consulting physician for the
patients included in the study at each period. While all physicians on the SCH
medical staff are technically eligible to admit patients to the critical care units, a
relatively small number actually do with any regularity. For each time period,
fewer than 50 of the over 300 member medical staff were primary physicians for
the patients in the study. Over 90 percent were certified in one or more medical
specialties. Only three were certified specifically in critical care -- a relatively new
medical board specialty. The difference in percent of nurses and physicians
certified in general reflects the fact that nursing offers few incentives for
certification, whereas it has become an implicit necessity for establishing admitting

privileges for physicians in many hospitals.

The specialties represented among physicians caring for the study patients include
internal medicine, pulmonology, critical care, general surgery, thoracic surgery,
cardiology, family practice and various medical and surgical subspecialties. Only
five attending physicians of patients in the 1990 did not also care for patients in
1986-1987. They were primarily cardiac surgeons and pulmonologists who had

joined the hospital staff since the earlier survey.
The Patients in SCH Critical Care Units

The patient sample for 1990 was matched by age range and diagnostic category to
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those patients in the 1986-87 sample, in order to avoid biasing the weightings used
in the APACHE II algorithm for predicting mortality in the group of patients (see
Appendix 2 for discussion of this algorithm). Figure II.2 shows the two patient
groups categorized by primary organ system failure that led to critical care
admission. Over half the patients at both time periods had cardiovascular system
disorders, followed by respiratory, gastrointestinal, neurological, renal, metabolic
and hematologic disorders. The slight differences seen do not alter the disease
category weightings between the two time periods. A complete summary of
patient demographic data is in Appendix 3. The most common medical diagnoses
for patients in both units were various forms of heart disease or other vascular
disease: coronary artery disease, myocardial infarction and congestive heart
failure, peripheral vascular disease. The next most common causes of critical care
unit hospitalization were visceral obstruction or perforation and bleeding. Other
diagnostic categories seen in the patients in the sample included neoplasm,
infection, rhythm disturbances, drug overdose, trauma and accidental poisoning.
Patients in both groups were elderly (mean age 63 years, median age 68 and 66
years respectively), predominantly caucasian and evenly divided between male and

female.

Severity of illness was measured by the Acute Physiology and Chronic Health
Evaluation (APACHE II) score. The APACHE II score is a weighted score
reflecting degree of departure form normal physiologic function, age and history
of chronic illness. A higher score indicates greater physiologically instability, and,
depending on the disease process, greater probability of dying. Patients were
more severely ill on the average in 1990 than in 1986-87, with the mean APACHE
IT score of 13.7 (s.d. 7.6) in 1990, compared with a mean score of 12.9 (s.d. 6.54)
in 1986-87.



Primary Organ System Failure

No. Patients

54

!
o
o
-~

120

___ 1990, N=188

System Failure Precipitating Admission to

Bl 1086-87, N=192

Figure II1.2 Primary Organ

Critical Care



55
FINDINGS RELATED TO THE STUDY HYPOTHESES

The system structural perspective led to predictions that indicators of clinical and
unit-level organizational performance would not change because unit level clinical
managers remained stable and provided buffering (hypotheses 1-5). The strategic
choice, enacted meaning perspective led to hypotheses that if shared meaning
changed in the face of multiple organizational changes, nurses’ organizational

beliefs and perceptions would change (hypotheses 6 and 7).

System-Structural Hypotheses

Administrative decision-making at SCH is decentralized to the first level unit
clinical nursing managers, who have full responsibility and authority for budgeting,
personnel decisions, training and development of the nursing staff. These
managers, along with designated charge nurses act jointly with the unit physician
directors to decide such nonroutine admission and discharge matters as closing
the unit due to inadequate beds or staffing. The nursing clinical manager and the
physician medical director for each unit are co-chairs of the respective ICU or
CCU committee for the hospital. These committees act to determine overall unit
policies that involve both medicine and nursing and to review quality assurance

matters involving both professions.

The ICU and the CCU clinical managers had been in their positions over five
years and did not change positions during the many administrator changes in the
Patient Care Services Division. The 1989 consolidation of director positions
affected both clinical managers in that the CCU manager assumed responsibility
for another clinical unit (operating room) as an acting manager, and the ICU
manager began to report to two directors because she also managed recovery

room. These changes are shown in Figure [.2.
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These two managers, other administrators and staff nurses agreed that the many
changes occurring between 1987 and 1990 put a strain on the unit managers.
Shift-based charge nurses for the ICU and for the CCU assumed a more
managerial role than had previously been the case, as the first line managers
delegated more to them. All informants agreed, however, that the ICU and CCU
managers had been true stabilizing forces during that time. After hearing the
preliminary findings from the 1990 study, one director commented about one of

the managers "she’s the reason everyone stayed sane."

Clinical Performance: Patient Care OQutcomes

Two specific patient outcomes formed the measure of clinical performance: excess
mortality and patient satisfaction with nursing care. The hypotheses regarding

patient care outcomes were as follows:

H1.0 There will be no difference in subunit-level standardized mortality
ratio (as an index of excess mortality) in the critical care units when
matched samples of patients are compared prior to and after the
multiple divisional changes.

H2.0 There will be no difference in individual reported patient satisfaction
with nursing care in the critical care units when matched samples of
patients are compared prior to and after the multiple divisional
changes.

Mortality Outcomes

Standardized mortality ratio (SMR) is the proportion of actual in-hospital deaths
to the number of deaths predicted times 100. The APACHE II algorithm used to
estimate overall predicted mortality was devised by the George Washington
University ICU research group. It provides a prediction of the probability of
dying for each patient, adjusting for physiologic instability, age, diagnostic category

and history of severe chronic illness. These probabilities are then averaged to
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determine an overall predicted mortality for a group of patients. The weights for
diagnostic category or primary failing system were derived from a database of
over 5000 patients, with an 85 percent correct classification, given a 50 percent
probability of dying. This system is widely used for estimating mortality in a
group of critically ill persons (Knaus, Draper, Wagner & Zimmerman, 1985;
Wagner, Knaus & Draper, 1983). It is similar to the system used by the Health
Care Financing Administration (HCFA) to compare hospital mortality rates for
Medicare patients. The SMR for patients sampled prior to and after the
divisional changes are compared in Figure IIL.3, with the data displayed in Table
IL1.

Standardized Mortality Ratio

Remained Stable

Percent

1066-87 1900
SMR = actusl/predictsd deatha x 100

Figure II1.3 Standardized Mortality Ratio Did Not Change Significantly

It is evident from Figure IIL.3 that the SMR changed very little from 1986-87 to
1990 and that it remained well below 100 percent. Ninety-five percent confidence
intervals (95% CI) were calculated for each SMR estimate to determine the
significance of the difference in SMR at the two time periods. The SMR and
numbers of actual and predicted deaths for Time 1, prior to the divisional changes

and for Time 2, following the changes are shown in Table IIL.1.



58

TABLE III.1. Standardized Mortality Ratios at Two Time Periods

TIME 1 (1986-87) TIME 2 (1990)
SMR 51.5%* 56.7%*
95% CI 45.9%, 60.7% 48.8%, 65.6%
Deaths:
Predicted 33 37
Actual 17 21

SMR = Standardized Mortality Ratio; CI = confidence interval. * NS, .05 level

Since the 95 percent confidence interval boundaries overlap for the two time
periods, the probability that the two samples are from the same population is
greater than 95 percent. Thus, the mortality ratios are not significantly different
from each other. Further, since neither the upper nor lower bound of either 95
percent confidence interval includes 100 percent the probability is less than 5
percent that these samples are from a population in which the actual and
predicted mortality are equal. Therefore, the standardized mortality ratio is

significantly less than 100 percent for both time periods (p <.05).

The hypothesis is therefore supported and can be interpreted as meaning that
over a sustained period of time, fewer patients are dying than would be predicted,

given the seriousness of their disease, their age and chronic state of health.

Although this outcome tells us nothing about the quality of the saved life, it is
exactly what critical care is designed to do: save lives that might otherwise have
been lost. Nurses and physicians reflected on this aspect of quality of care in both
formal interviews and in the casual conversations recorded in field notes. Both
nursing and medical staff identified medical and nursing expertise,
interdisciplinary collaboration and institutional support as key factors in low

mortality. As one of the medical directors put it:
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"I think we have good physicians here; ...it's a young staff, more
aggressive. And I think the nurses are right on top of things. I
think there are good staffing ratios; that gives them [nurses] more
time to look at problems...they’re familiar with the patients and the
problems; they’re able to point out things -- and that all points
toward good care. I think we just have a good working
relationship."

Medical and Nursing Expertise is a key element of structure in a professional
organization. Structural mechanisms that supported the development and
maintenance of expertise included continuing education for nurses and physicians,
as well as formal and informal teaching and consultation revolving around specific
patients on the units. The clinical outcomes of expertise are exemplified in an
incident recorded in a field note from the old ICU:

The patient was a young man who had nearly drowned and also had
a head injury. His breathing was maintained by a respirator and,
although he was conscious, he was heavily sedated and had a muscle
paralyzing agent to prevent his "fighting" the ventilator. His arms
began to twitch ever so slightly and his nurse recognized that he was
having seizures, the manifestations masked by the muscle paralytic
drug. She quietly asked that someone get an intravenous
anticonvulsant (which she later described as part of a protocol for
seizures) and two other nurses appeared to help without further
summons. The respiratory therapist appeared and drew blood to
check arterial blood gases, also without specific request. Another
nurse called the patients’ physician and radiology to get orders for a
CT scan. There was remarkably smooth teamwork in getting
appropriate orders, getting the patient to radiology out of the
scheduled sequence, keeping the patient ventilated while moving his
bed, traction, and portable monitoring equipment into elevators and
to radiology. Throughout, the nurse was attentive to the patient’s
probable awareness, talked fo [not over] him, and reoriented him to
each change of environment.

However, routine systems used to maintain expertise were taxed by the rapidly
sequential start of open-heart surgery, opening of the new ICU and hiring of large

numbers of nurses new to the hospital and the units. Further, new surgeons came

onto the medical staff to provide the specific expertise in cardiac (as opposed to
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general thoracic) surgery. A nursing manager described the impact:

"..we had to add people pretty fast. So that it really taxed the staff,
in terms of their ability to assimilate them into the group. There
were greater demands on the people that had been here, because
they were the experts and were really called upon to be that every
day. Whereas...before they were all kind of equal and equally
expert and could count on each other equally. And that really
changed, probably for about two years. It was impossible for them
[the core experts] to supervise the care of all those people [new
nurses]. And a lot of the people who were taking care of the
patients either weren’t experts because they were new, or didn’t
come from exactly the same setting [or were from temporary
agencies]...But now things have really stabilized."

Managers, staff nurses and clinical nurse specialists formalized what had
previously been informal skill development and training mechanisms to create and
maintain expertise in the face of new demands in the clinical environment. In the
past, the clinical nurse specialist had functioned as clinical unit teacher to help the
staff learn to use new equipment or procedures, for example the balloon pump
device to assist failing hearts, and the care of open-heart surgery patients. Similar
approaches were used to 1) begin a formal orientation for new nurses, 2) identify
preceptor nurses on each shift to orient new nurses, and 3) begin a residency
program to teach critical care skills to nurses experienced in other areas before
they were hired for the unit. Further, the shift-based charge nurses began to
function in a more managerial role. Previously, a shift charge nurse was a senior
nurse who "took the desk" (i.e. communicated with the staffing office, admitting
office and attended to new orders) as well as her own patient care assignments.
With the expansion of units and staff, the charge nurse role changed to that of a
first-line manager, with responsibility for performance evaluation, clinical resource
to staff, assessing needs of staff for continuing education and development. The
patient care services division provided monthly educational meetings to these
charge nurses to meet their needs for development of expertise in management.
One new nurse attested to the functional and personal value of these strategies:

"In comparison [to her previous hospital], Suburban is so much
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kinder. The hospital I came from was just sort of sink or swim.

And I didn’t feel a lot of support...And here they give you such a

long internship period; ... you’re not thrown in [because of the

staffing]. The charge nurses are available, and you have your own

preceptor...] was amazed at how quickly I felt like I fit in here. It

was almost immediate that I got to know people and be invited to

do things. You felt like you were part of the family right away."
Informally, the staff nurses themselves were the key players in "getting people up
to speed”, as one informant put it. For example, some new staff came assuming
they should not question physician’s orders or disagree with physicians. Field
notes contain many examples in which experienced staff not only told them that
such questioning was acceptable here, but coached them about how to do it

constructively. Taking on these new behaviors was not easy for new nurses:

"...when I started working here it was really hard to adjust. This is

the first hospital where I worked where nurses have lots of

autonomy. And now I feel happy and I feel satisfied as a

professional since I have more decision making to do in regards to

management of the patient."
Staff were clear about what the informal standards were for "nursing the way we
do it here": really caring about the patient, working hard, not just putting your
hours in, behaving like a professional. One manager said "they [staff nurses] will
work forever with someone who lacks experience or skill. But someone comes in
who doesn’t have that [willingness to try], then they don’t fit in well." While the
staff was perceived by the managers to be supportive of new people who tried
hard, lack of professionalism or desire to grow "was just not tolerated...their peers

couldn’t understand why they didn’t care."

Cardiac surgeons and other new physicians were also entering the medical staff
and the assimilation appears to have occurred primarily through informal
processes. There was an expectation that nurses and physicians will trust one
another’s decisions, and that they will treat each other with respect. A perceived

lack of expertise can leave staff fumbling for ways to handle the situation, as one
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nurse described:

"Well, in fact not knowing the bedside physician was a real
hindrance. And no one knowing him really. Not even the medical
coordinator knew him well enough to say ’you need some help
here.’...He said he wasn’t comfortable intruding"

Both physicians and nurses described the informal process of socializing new
physicians:

" A lot of people who do come here who are a little abrasive or
arrogant, I think eventually get talked to by somebody here. And I
think they realize we don’t do things like that here....there’s always a
little anxiety when a new person [physicians] comes on. I know
that’s true with nurses because they don’t know what his skills are,
or if he does something a little bit differently, that’s interpreted as
wrong when it isn’t necessarily wrong [physician informant].

"We’ve had a lot of new physicians. They come in -- this is the
environment -- and it doesn’t take long before they have that too. I
know that’s supported by physician to physician as well [as by nurse
to physician]."[nurse informant]
More recently, the introduction of salaried nonrotating medical directors
introduced a formalized structural mechanism for socializing new physicians.

"I think that’s where a [medical] director is helpful; if there’s a
question [regarding a new physician] they can go to him and say, 'we
think this should be being done,” and if I feel there’s a problem, 1
can evaluate the situation."

Interdisciplinary Collaboration Collaborative behavior was embedded in the notion
of "getting up to speed” in this environment. Nurses talked specifically of
collaboration, while physicians spoke of trusting one another’s decisions, working
cooperatively, and mutual respect. A pharmacist described how he learned to
communicate freely with physicians by watching nurses: "There is no other
discipline within a hospital that communicates as freely and as closely with
physicians as nurses do...to be able to disagree with physicians within the concept

of professionalism [is something the nurses model].
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Nurses described some of the ways they collaborate with each other and with
other disciplines to achieve better patient outcomes:

"I don’t ever have to make a whole lot of decisions on my own. 1
use respiratory therapy; I use other nurses; I use doctors; I use all
the resources I have to make decisions...In the critical care unit you
have greater support because you have to support each other.
Especially when you’re having a crisis."

"...one thing we’re doing now -- when the physicians have a
conference with the family members, we go and sit along with them.
So we know what is going on and we can help them keep this thing
going"

They also described instances where they felt they had failed to protect the
patient’s care with an inexperienced doctor or nurse. The presentation of these
cases as failures in collaboration suggests that the norm is to openly confront il
reconcile differences of opinion regarding patient care.

"But Doctor X came to me a couple of days later and said he
wanted to talk to me. And that he had talked to Dr. Z who was the
medical coordinator and the physician who intubated her [the
patient]. And that he felt uneasy about how the day had gone...He
felt he should talk to Dr. Z to feel like where he had messed up, or
where we could have done better on this. And I guess Dr. Z’s
response to him was *don’t be afraid to ask for help when you fecl
like you need it because we’re all here for the good of the paticnt.

I said ’I felt there were a couple of key things, and that we had to

work quickly...I told him it’s very hard for all of us because [she was]

so young."
Ethical dilemmas that surround saving lives when the quality of that lifc is likely
to be minimal were common themes related to collaboration in both the
interviews and the field notes. Many nurses shared stories of patient care in
which they helped families approach physicians to withhold heroics when the
patient’s outcome seemed hopeless. Sometimes nurses served as intermediary and

sometimes they and the physician collaborated to initiate interdisciplinary care
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conferences to discuss better ways to care for the hopelessly ill.

Both nurses and physicians viewed these ethical dilemmas as a major source of
stress and conflict, with the medical directors’ new role as an important one in
mediating family, nurse and physician disagreement. All agreed that the change to
permanent medical directors has facilitated earlier physician responsiveness to
decisions to withhold or withdraw treatment from the hopelessly ill. As one
physician put it:

" I think that we’re dealing better with elderly patients and how to
discontinue life support -- we’ve had some ethics conferences here...that’s
always a problem,but I think we’re better at that now. We’re better at
dealing with families, and pulling back sooner."

Informants from other disciplines also spoke of the interdisciplinary collaboration
and creating a climate of respect for areas of expertise. For example, the director
of pharmacy viewed the decentralization of pharmacy services to the clinical unit
level in 1985 as having developed good rapport among nursing, pharmacy and
medical staff: "almost everything we do on an inpatient site is accomplished with
and through the nursing staff, not only at the staff level, which is probably the
most important level, but also in management levels so that we communicate

easily across divisions."

Finally, institutional support for patient care was mentioned by most interviewees in
the same breath as clinical expertise. Medical directors talked about staffing
ratios being good, enabling nurses to attend to subtleties of patient conditions.
Nurses summarized many aspects of the hospital in saying it is a "good place to
work", one that facilitates their care of patients: staffing, available and working
equipment; the new ICU and new equipment in both units; peer support and
administrative support for "getting what you need to take care of the patients."

"...it really helps to have better staffing because it allows you time to
be available to other nurses. And it reduces stress and therefore
you’re able to interact with each other in a more relaxed way.
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Building trust, and when you build trust you can ask questions of
other nurses without feeling stupid. You can ask for their opinions
without their putting you down or vice versa -- you can give.

When there’s stress you don’t think very clearly and you might miss
something that’s going on with your patient."
Administrators at all levels and staff nurses who had been on the units many years
spoke often of being empowered by the philosophy of the organization. The stated
philosophy of the hospital was to put decision-making at the level of the people
doing the work and "old timers" confirmed that they felt they had that power, at
least with regard to patient care decisions.
One said:

"...we really realize that the focus we have here is to facilitate
people that are right out on the line -- saying that management is at
the bottom of the pyramid now and that the patient becomes the
peak of the pyramid, or the apex of it. And then the nurse, who is
right out there giving care -- or the laboratory technician in the lab,
or the pharmacist directly affecting the patient -- they’re the ones
that need to be making the decisions about how we perform. If
there’s a problem right there that you can solve, that really
facilitates the patient best. And also makes the person that’s giving
the care feel enabled and empowered to be part of the corporation
and solve problems quicker."

She linked that feeling of being enabled or empowered to the other factors

contributing to the quality of patient care by saying:

"We find it really helps people to get better faster because there’s
more team effort; people collaborate better; they support one
another better and everyone’s facilitated to grow clinically. So you
really are with a team that’s trying to achieve excellence."

The hospital, patient care services managers, and staff nurses actively involved in
the nursing governance system consistently used the language of enabling,
facilitating and empowering when discussing how the they and other leaders
influenced patient care through organizational resources as well as clinical

expertise. Other nurses used more down to earth language to express the same
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idea. They talked of the ways the organization helped them "get what I need" to
take good care of patients. Nurses who had been on the units for a long time
took these things for granted, although they could outline them when asked.
Newer nurses frequently would describe the working climate as different from that
in the place where they worked previously. They identified specific resources the
organization provided for them to facilitate patient care, such as adequate staffing,
working equipment, and the willingness of other departments to accommodate
emergencies. Most important was the cultural expectation that your request
would be honored if it was for the improvement of patient care. Nurses expressed
this in such statements as: "you can stand up for what you believe in because
they’ll back you up: T’ll go to the wall for a patient"..."you can get what you need if
it’s for patient care." A nursing administrator summed up the organizational
support in terms of patient care:

"The skills that the nurse has to have to care for patients in this
institution are phenomenal [because of the increasing technologic
complexity and severity of illness]. So the pressure is to manage
sicker and sicker patients throughout the organization -- not just in
critical care -- and still to provide that wonderful human, caring
touch that I think is what sets us apart from other professions. 1
think it is incredibly difficult. Finding ways to support nurses in
ways that are meaningful to them...in managing that environment is
not easy; that’s the challenge. The good news is that we have a lot
of mouthy nurses in this organization, and they are generally willing
to say 'l need this and this and this.” Of the institutions I've worked
in, the commitment of this nursing staff is phenomenal. Now, they
may not be 100 percent committed to management, but they’re 100
percent committed to the patient, and that’s the important part."

Patient Satisfaction

Overall patient satisfaction with nursing care can be described for the two time
periods but cannot be compared statistically, since it was not possible to use the
same instrument with the 1990 patients, due to lack of personnel to follow each
patient as they left the ICU or CCU. For 1990, data were used from the



67

hospital’s patient survey, which was mailed to patients after discharge. This
survey asked patients to rate their satisfaction with nursing care in specific units,
one of which was ICU/CCU. Because the rating scale was different (1-10 in the
hospital survey; 1-5 in the demonstration project survey) and the hospital survey
had only one question, in contrast to more than 20 questions in the demonstration
project survey, only a descriptive comparison is possible. The group mean for each
scale was expressed as percentage of the total possible mean score to facilitate

comparison.



Patient Satisfaction Remains High
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As shown in Figure II1.4, patients rated their overall satisfaction with nursing care
near the top of the scale that was used. In the demonstration survey in 1986-87,
the mean overall satisfaction for 132 patients was 4.04 (s.d. 0.46) on a 1-5 scale, or
81 percent of possible mean score. In 1990, the mean overall satisfaction with
ICU/CCU for 56 patients was 9.77 (s.d. 0.60) on a 1-10 scale, or 97 percent of

possible score.

In addition, nurses and physicians estimated patient satisfaction with critical care
on their surveys at both time periods. These values are more directly comparable,
although their correspondence to actual patient satisfaction is unknown. The
nurse and physician estimates are also shown in Figure II1.4. Both nurses and
physicians estimated increases in patient satisfaction over time that were not
statistically significant. The mean scores as a percent of total possible scores
ranged from 87 to 90 percent for nurses estimates, and 83 to 88 percent for
physicians. Thus, measured a number of ways, there is support for the hypothesis

that there will be no difference in patient satisfaction with nursing care.

Unit Level Organizational Outcomes

Measures of unit-level organizational performance from the system-structural
perspective included nurse retention, nurse and physician estimates of unit

effectiveness, and patient length of stay as a proxy for resource consumption.

Nurse Retention

Hypothesis 3.0 stated: There will be no difference in subunit-level nurse retention
following the multiple divisional changes, compared to retention rates for the same
period prior to the changes. Retention was measured as the percent of nurses
remaining in the units at the end of a given fiscal year. It was calculated as 100

percent minus the crude turnover. Crude turnover is the number of registered
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nurses leaving the hospital from ICU or CCU in a given fiscal year, divided by the
total number of registered nurse employees of that unit. Turnover is also often
expressed in terms of full time equivalent (FTE) nurses leaving relative to total
FTEs on the unit times 100 percent. However, the large proportion of part-time
nurses and the fluctuating actual versus budgeted hours worked during 1989-90
made it difficult to calculate a meaningful denominator using FTEs.

Furthermore, managers are faced with replacing a whole person, whether that
person works part-time or full-time. For the 1986-87 period, the fiscal year was
expressed June through May in order to avoid confounding the denominator by
the increased hiring projected for late summer to staff the new ICU and in
preparation for the beginning of cardiac surgery. For 1990, the hospital fiscal year
was used (October through September). The number of nurses leaving was
obtained from the hospital personnel department. For 1990, overall nurse
turnover from all units was obtained from the patient care services division. There
was a relatively large but not statistically significant increase in turnover for the
1989-90 period, compared to the 1986-87 year (2/46 or 4.4 percent for 1986-87;
12/108 or 11.1 percent for 1989-90; Z = - 1.33, p > .05, binomial test for
difference in proportions). Retention was 95.6 percent for ICU/CCU combined in
1986-87 and 88.9 percent for 1989-90 . Turnover for each unit, compared by time
period and compared to national turnover statistics for critical care and for the

"Magnet" Hospitals are shown in Figure IIL.5.

The figure shows that although turnover doubled in the 1989-90 year compared to
the 1986-87 year, it still remains well below the 23 percent national average for
critical care units (white bar in the "other" category) (Levine, 1988). The overall
11.1 percent crude turnover rate is also well below the median 18 percent rate of
the "Magnet" hospitals (stippled bar of the "other" category). The Magnet
hospitals were a group of hospitals reputed to be good places to work and with
high nurse retention (Kramer & Schmalenberg, 1986). Finally, the 11.1 percent
combined ICU and CCU turnover for SCH is right at the hospital turnover rate
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for RNs (shaded bar in the category "other" in Figure IIL.S Clearly, the prior

turnover was exceedingly low and represented a very stable long time staff. It is
not surprising to see increased turnover when a large number of new people are
brought into the setting. Examination of Table III.2 shows that the ICU nurses
leaving were almost entirely new hirees and represented a small number of
people. Ninety percent of those who left did so within 2-3 months of being hired.
In CCU, half of the leavers were new hires and the other half were long term

staff whose families left the area.

Table 1I1.2: Length of Employment of Nurses Leaving Suburban Hospital
During 1989-90 Fiscal Year

Months Employed at SCH ICU CCU
<2 1 0
3-4 1 0
5-6 1 1
7-12 2 1
13-24 1 2
25-36 0 0
>36 0 2
TOTAL 6 6

Those who stayed a short time indicated they left for better salary and benefits, ---
others were on-call nurses who were repeatedly not available to be scheduled and
were dropped form the list of active employees. Removing these three nurses
from the "leaving" group reduces the turnover rate to 6.6 percent in ICU and 10.6
percent in CCU. Only one of those who left appears to have done so from
dissatisfaction with the working situations at the hospital. She told the
investigator that she was dissatisfied with the new leadership and would leave
when an opportunity presented itself. Overall retention decreased but not to a

statistically significant degree; therefore the hypothesis is supported.
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Nurse Satisfaction as a Modifier of Retention

That dissatisfaction was not a key variable in the change in turnover is also
supported by comparison of nurses satisfaction from two measures. These
measures tested Hypothesis 3.1: There will be no difference in variables known to
modify individual staff nurse retention (intent to stay and job satisfaction) following

multiple divisional changes, compared to those variables prior to the changes.

The Minnesota Satisfaction Questionnaire, Short Form is a general satisfaction
instrument that has been used for both industrial and health care workers. The
mean general satisfaction score was identical for nurses at both time periods,
indicating that nurses’ perceptions of group satisfaction remained high, despite
numerous changes in personnel, clinical service and leaders [mean (s.d.) on a
scale of 1-5: 1986-87 = 3.87 (0.34); 1990 = 3.87 (0.45)]. There was also no
significant change in the satisfaction subscale of the Charns Organizational
Diagnosis Survey, which measures both individual satisfaction and propensity to
leave. The standard deviation was larger in 1990, suggesting more diversity of
opinion [mean (s.d.) on a 1-7 scale: 1986-87 = 5.87 (.74); 1990 = 5.85 (1.02)].
Thus, hypothesis 3.1 was supported.

Only one nurse who left the hospital during 1989-90 present at the time of the
1990 survey; therefore it was not possible to directly correlate individual
satisfaction with 1989-90 turnover. However, about half of the 1987 nurse sample
had either left SCH, were on an unscheduled status (i.e. "on call") or did not
respond to the 1990 survey. It was possible that those who did not fill out the
1990 survey or who had left prior to 1989 were dissatisfied nurses. Consequently,
satisfaction of those nurses present at both surveys and those who responded only
to the 1987 survey were compared. There were no significant differences in
satisfaction on either measure of satisfaction or other perceptions of the work

environment for these two subgroups. Therefore, there is no evidence that
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dissatisfaction was related to leaving prior to 1989 or to failure to respond to the

1990 survey.

Nurse and Physician Ratings of Unit Effectiveness

Nurses and physicians were each asked questions on the Charns Organizational
Diagnosis Survey about perceived overall unit effectiveness. Physicians were
asked to rate the overall effectiveness of the unit (question 22) and nurses were
asked if they thought care was better here than elsewhere in the area (question
45). Hypothesis 4.0 stated: There will be no difference in subunit-level staff nurse
and attending physician ratings of unit effectiveness following multiple divisional

changes, compared to ratings prior to the changes.

There were literally no differences in scores on these questions and the
hypothesis was supported. Both nurses and physicians continued to regard the
units as highly effective over time. [Nurses -- mean (s.d.) on 1-7 scale: 1986-87 =
5.42 (1.22); 1990 = 5.42 (1.18); Physicians -- mean (s.d.) on 1-5 scale: 1986-87 =
4.57 (.51), 1990 = 4.57 (.88)].

Resource consumption

Resource consumption for patient care might be considered the hospital unit-level
equivalent of productivity and efficiency in manufacturing organizations. Critical
care unit and total hospital length of stay for a matched sample of patients was
compared for the two time periods. Presumably, if the patients have similar
diagnoses, primary system failures and age groups, any change in length of stay
represents greater or lesser efficiency of the care processes. Hypothesis 5.0
stated: There will be no difference in resource consumption, as measured by unit and
hospital length of stay for a matched sample of patients prior to and after the

multiple divisional changes.
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Figure IIL6 shows critical care unit length of stay in hours for the two time
periods. Despite an increase in patient severity of illness (demonstrated by a
mean of increase of over 1 point on the APACHE II severity of illness scale), the
average length of stay in the critical care units decreased by 40 hours, or nearly
two full days, and by 2.3 days for total hospitalization. The mean hours (+ s.d) in
critical care for 1986-87 was 128.9 (+ 273.9) hours and 86.3 (+ 117.4) hours in
1990. The difference in critical care unit stay is statistically significant when the
natural log of length of stay is compared (t = -2.8, df 378, p = .005). Mean days
in the hospital for 1986-87 patients was 14.5 (+ 20.6) and for 1990 patients was
12.2 (+ 19.9). Comparison of the natural log of hospital days suggests a true
change for the log of days in the hospital (t = -1.86, d.f. 378, p = .06), although

the change did not reach significance at the .05 level.

Nursing Unit Length of Stay Decreased
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Figure III.6 Critical Care Unit Length of Stay Decreased Significantly

Nursing and medical staff felt these decreases were accounted for by 1) early
interdisciplinary discharge planning and 2) earlier recognition of patients for
whom continued care was futile. Nursing administrators also felt that the care

coordination and community case management programs were a factor in
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preventing the frequent return to the hospital of some chronically ill patients.
Medicare prospective payment system had begun at this hospital in 1985.
Therefore, it is not likely that the continued decrease over five years were
influenced solely by the nationwide trend to decreased length of stay in response
to prospective payment (American Hospital Association, 1990). Ironically, similar
decreases in length of stay throughout the hospital have been cited as one cause
of recent financial difficulties for the hospital (Gorlick, 1991).

Strategic Choice/Organizational Symbolism Hypotheses

Prior work in the organizational symbolism tradition suggests that these
perceptions would be most likely to change if the multiple changes affecting the
work unit led to a differing cultural interpretation. Therefore, Hypothesis 6.0
stated: There will be change in indicators of subunit nursing perceptions of
organizational and work environment (esprit, intimacy, disengagement, involvement,
peer cohesion and supervisory support) following the multiple changes, compared to

those measured prior to the changes.

Unit Work Environment

Indicators of work environment were measured by subscales of the Moos Work
Environment Scale (WES) and the Duxbury Nurse Organizational Climate
Description Questionnaire (NOCDQ). The NOCDQ elicits perceptions specifically
about nursing peers, while the WES is a more general instrument that does not
specify the disciplinary nature of the work group. Esprit, intimacy (NOCDQ) and
peer cohesion (WES) are aspects of perceived peer work group relationships,
while involvement (WES) and disengagement (NOCDQ) tap the extent to which
respondents perceive the unit working group to be involved or detached from the
group’s work. Finally, supervisor support (WES) is the perceived supportiveness

of the immediate supervisor (clinical manager in this case) in accomplishing the
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staff work. Because these are subscales of two instruments, the Bonferroni
correction was used to adjust the alpha level for multiple comparisons. Alpha was

set at .02 (.05/3 comparisons per instrument).

Table II1.3 shows mean scores for nurses perceptions of work environment in
1986-87 and 1990. Mean scores on the WES subscales can range from 0-9; mean
scores on the NOCDQ can range from 1-5. Thus it is evident that nurses viewed
their work group as having a moderately high degree of esprit, intimacy, peer
cohesion, involvement and supervisory support and low degree of disengagement
at both time periods. Two-tailed tests of significance were used because the

direction of change was not specified in the hypotheses.

Table I11.3: Perceived Work Environment

Subscale (instrument) 1986-87 1990
Mean of means (s.d) Mean of means (s.d.)

Relationships:

Esprit (NOCDQ) 3.17 (0.48) 2.96 (0.66)

Intimacy (NOCDQ) 2.92 (0.59) 2.73 (0.63)

Peer Cohesion (WES) 7.73 (1.25) 6.98 (2.25)

Engagement:

Involvement (WES) 8.63 (0.81) 8.00 (1.66)

Disengagement (NOCDQ) 1.66 (0.36) 1.69 (0.44)

Support:

Supervisory Support (WES) 6.91 (1.69) 6.84 (1.56)

NOCDQ = Nurse Organizational Climate Description Questionnaire

(low 1-5 high)

WES = Work Environment Scale (low 1-9 high)

The decreased perception of involvement and of peer cohesion approached
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statistical significance (t = -2.29, df 62.4, p = .025 with separate variance estimate
for involvement; t = -1.94, df 67.2, p = .057 with separate variance estimate for
peer cohesion) and are both notable for greater variance in perceptions in the
1990 period. As described earlier, both staff and first line nursing managers felt
the influx of new nurses was almost overwhelming, particularly in 1988-89. It is
likely that the changes in peer cohesion and in perceived involvement of staff in
the unit workings may reflect the large number of new people who are still being

integrated into what was once a very stable group.

Role in Patient Welfare

A change in cultural interpretation might also affect nurses’ perceptions of their
role in patient welfare. Therefore hypothesis 7.0 proposed: There will be change
in indicators of subunit nursing beliefs about the organization as a place to work and
the staff nurse role in patient care following the multiple changes, when compared to

those beliefs measured prior to the changes.

Beliefs about Suburban Community Hospital as a place to work were tapped in
the satisfaction subscale of the Charns Job Inventory by such questions as "my
work is professionally rewarding (item 13) and "the equipment and supplies I need
to do my work are available when I need them (item 19). As described earlier,
satisfaction remained high and did not change appreciably on this instrument.
Additional beliefs about the role in patient welfare and the hospital as a place to
work were tapped by items 20 (the work I do really helps patients to get better
and item 31 (if a friend were looking for a staff nurse position, I'd recommend
they work at this hospital). Perceptions that their work is important in patient
welfare increased between 1986-87 and 1990, approaching but not attaining
statistical significance (mean (s.d) on 1-7 scale: 1986-87 6.068 (0.95); 1990 6.289
(0.589), t = 1.984, df 87, .05 < p < .10). Mean tendency to recommend the

hospital to others as a place to work decreased somewhat over time, but the
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difference did not approach significance (mean (s.d.)on 1-7 scale: 1986-87 6.23
(0.684); 1990 5.96 (1.127), t = 1.544, df 86, .1< p <.5).

Thus, there is mixed support for the hypotheses predicting change in attitudes.
However, since the strategic choice perspective posits a change in perceived
organizational culture only if there is a concomitant change in meaning attached
to organizational events, the interview and field notes were examined to

determine if such a shift had occurred.

These data suggest that active processes occurred to stabilize the impact and
meaning of the various organizational changes for unit nursing staff. As discussed
earlier, staff nurses and managers felt the major change was the influx of new
staff: "we’re overwhelmed by all the new people...because they care so much about
patient outcomes and because they are so proud of the care they deliver...they

were very anxious about all the new people.”

It is conceivable that the introduction of such a large group of new staff into a
cohesive and stable group could have led to marked change in group relationships
and perceptions of the groups’ work. However, both managers and staff talked
about the deliberate strategies they used to integrate newcomers. As described
earlier, both formal structures and informal methods were used for orientation,
precepting and shift-based supervision and support, and "showing people the
ropes."” An example occurred following change of shift report one afternoon. A
relatively new nurse, who had come from an urban, inner city hospital was
complaining about her frustration with lack of physician movement to discuss "no
code" status with a dying patient’s family. "You can’t just tell a doctor that the
patient needs to be "no code", she said. "Yes, you can", said an old-timer; "you
just tell him you need to talk to him because the family has some concerns he
needs to hear," and she proceeded to coach the new nurse about how to approach

the physician. In contrast, one nurse who had been on the ICU for a year was
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still not sure how far she should go:

"It's a really delicate thing. Because these aren’t residents or interns
or whatever. These are doctors that have been here a long time.
And how can ], as an employee of one year come in here and
disrupt...? But at the same time, we are patient care advocates. I
don’t want to loose my job, but I want to be somebody that’s really
looking out for other patients."

The aggregate perceptions of the unit and nurses role in patient care did not
change, at least as measured by the paper and pencil surveys. However, the
nurses indicated that a lot of hard work went into maintaining the culture as they
desired it: caring, professional and epitomizing high standards. Two old-timers
expressed surprise when the investigator presented these data at a unit staff
meeting. They had thought there would be more change because "it seemed such
hard work at the time." A nursing administrator provided her theory about why

there was little measurable change:

"I think that the people that have been here a long time have
earned that [the environment of mutual respect and
professionalism], and then the nice thing is, once it exists, it carries
over..It’s reinforced with the people that they’re working with; and
they just kind of bring them along, even if that isn’t consistent with
the kind of places they’ve worked before. So I think its a real
perpetuating kind of environment...it would take a lot to destroy it."

A new nurse confirmed that theory:

"And you feel real comfortable saying 'no, I don’t think I can handle
this case, ... and they’ll say 'well, how about you handle it and we’ll
back you up. Tl be there for you the whole night." Or else they’ll
say, "Well, it’s real busy; I don’t have time to back you up, but how
about if we change your assignment?’ I mean, you feel comfortable
doing that.

"I think it has to do with the way the people that have been here for
years and are in more of a - how to say it -- upper position, more of
a management position maybe in the units and stuff, are treated by
their superiors. So it kind of goes all the way down the line. If
they’re respected and given confidence by other people they will
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pass that down...And it becomes a real rolling event. So there’s a
lot of strokes, I feel, and a lot of help all along."

Several informants attributed the initial building of that environment and culture
to the CEO and the former senior VP for Patient Care Services. Both agreed
that they envisioned taking the staff from a culture of a happy, but hierarchical
family to a professional team with mutual respect. They saw the "family” culture
as one in which the benevolent father (physician) told the passive mother (nurse)
what to do. In contrast, the professional model emphasized mutual respect and
expertise, without loosing warmth and compassion for the patients and for each
other as human beings. Those values were clearly espoused by administrators and
staff in interviews and field notes through the 1986-1990 period. Many saw the
staff nurse who had been part of that early team building as the key to managing
the transition in staff numbers and in division leadership: "if you can get that

kind of resilience at the staff level, the managers can’t screw it up."



CHAPTER IV
SUMMARY AND DISCUSSION

Ongoing change over 3 years at Suburban Community Hospital created an
organizational environment requiring rapid adjustments in clinical technology,
physical facility, clinical services and division leadership for the critical care units.
This research used a case study design to examine the impact, over time, of
multiple changes in the nursing division’s organizational and clinical

environments on clinical and unit-level organizational outcomes.

Because the unit first line nursing managers remained constant, the system-
structural perspective predicted that these multiple organizational changes would
have no effect on quantified indicators of organizational and clinical performance.
There was support for hypotheses regarding lack of change in clinical performance
in that patient mortality ratio remained below 60 percent of predicted and patient

satisfaction with nursing care remained high.

Organizational performance indicators remained stable, except for resource
consumption, which improved (manifested by decreased length of stay). Although
critical care nursing retention dropped from 96 percent to 89 percent, the
difference was not statistically significant, and nurse satisfaction with working at
SCH remained high, as did nurse and physician ratings of unit effectiveness.
Patient resource consumption, as reflected in length of stay did drop significantly
for critical care unit length of stay. This increased efficiency is consistent with

improved functioning in system-structural theories.

The strategic choice perspective provides the concept of organizational symbolism,
or constructed meaning. This view posits that the unit-level organizational
attributes, such as beliefs and values will change to the extent that environmental
changes induce difference in the meaning assigned to these changes. Positional

and informal leaders become important actors in this view in that they may focus
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changes in the meaning constructed by the actors in the clinical environment.

Interviews and field notes provided evidence that the basic meanings of unit
organizational life did not change; therefore the constancy of beliefs found in the
data was predictable and supported the hypothesis. Unit nurses’ aggregate ratings
regarding aspects of beliefs about the meaning and importance of their work did
not change significantly over time, despite the influx of a large number of new
nurses, nor were there new differences between the units in patterns of belief.
Further, the interviews with nurses, physicians and administrators revealed that
most everyone devoted considerable energy to maintaining the values of high
standards of patient care, of hard work and of a professional team in which

participants respect each other and enjoy their work.

CONSISTENCY WITH THEORETICAL PERSPECTIVES

The data were therefore consistent with both theoretical perspectives.
Organizational structures determine or constrain the response to changes in the
unit or organization’s environment in the dominant system-structural view in
organizational theory. This constraint provides a structural inertia that may serve
to maintain either positive or negative patterns of function (Hannan & Freeman,
1984). The hospital functions as a professional bureaucracy and bureaucracies are
designed to minimize the impact of particular workers or leaders’s personalities.
Therefore, bureaucratic theory holds that we should not be surprised to see little
change in clinical and organizational performance, despite changes in physical

facility, technology and positional leadership. As one manager put it:

"once it exists [the positive climate and structures}, it carries
over...it’s a real perpetuating kind of environment...it would take a
lot to destroy it."
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On the other hand, there is considerable evidence that hard work went into
maintaining and transmitting the meaning attached to the critical care unit culture
and work relationships. This evidence is consistent with the tenets of the more
interpretive, socially relative views of constructed meaning, within the strategic
choice perspective. Proponents of this perspective hold that organizations are not
entities in themselves; rather they are created and altered by the people in them.
These people have choices about the kinds of changes that are made and the way
in which they interpret the meaning of the changes. Both workers and leaders
become important in both the construction and "deconstruction” of jointly held
meaning about important events in their work life (Gray, Bougon & Donnellon,
1985).

Interviews and field notes provided rich examples of the common meaning that
had grown in the past decade about the standards of nursing and quality of care.
Several informants specifically mentioned key administrators who had shaped
those standards of personal and professional behavior -- both by specific direction
and by personal example. Empowerment of staff nurses and of the "whole team”
was a frequent theme. The consistent expectations of staff nurses were to really
care about the patients, work hard and not just put your hours in, to behave like a
professional and to respect one another. These expectations were consistent for

all disciplines, not just for nursing.

It is clear from the data that there are "rules" about what constitutes good patient
care at SCH, and how nurses, physicians and others are to behave in
accomplishing that care. Informal processes were used for the most part to
initiate the occasional newcomer into that behavior. However, the rapid changes
in physical facilities and technologies overwhelmed the ability of those informal
processes and several formal structures were brought into play: formal orientation,
preceptors, nurse residency training programs, and paid medical directors, for

example. This emergence of formerly unused structures is consistent with the
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postulates of structuration theory.

The informal structure or rules of "how we do it here" had not shifted at the time
of the interviews. It remains to be seen if the new people begin to make shifts
over a longer period of time -- or if the very recent financial crisis is sufficient

perturbation to create a more noticeable shift.

LIMITATIONS AND CONTRIBUTIONS OF THIS RESEARCH

As a case study, this research is limited in its generalizability. The focus is
primarily on the clinical outcomes for patients and on the perspectives of staff
nurses and nursing administrators. The findings may therefore not be as
applicable to other kinds of hospital divisions. While these people are the core of
the work of hospitals, their perceptions regarding the changes and their meaning
may be quite different from those of non-nursing hospital administrators and
other professional and nonprofessional workers in the hospital. However, the in-
depth examination of the impact on nurses and patients of typical changes in a
hospital division provides insight into linkages between organizational structures
and the human interactions that maintain or weaken a specific organizational

culture.

Contributions to Research and Practice in Critical Care

This research contributes to practice and scientific knowledge in several ways. It
is the first to report clinical and organizational outcomes over time in a hospital,
with respect to a constantly changing organizational and clinical environment.
Desirable patient care and organizational outcomes coexisted with identifiable
features of hospital organizational structure and process. Further these positive
outcomes persisted over time, despite considerable change in physical facilities,

technologies and nursing staff (both administrative and bedside practitioners).
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These data support the findings of Knaus et al (1986) in comparing the

standardized mortality rates of 13 hospitals. In that study, the lowest mortality
rates were not associated with size and type (for example, tertiary University
settings), but rather with hospitals where nurses and physicians collaborated well,
where the hospital supported the critical care units with adequate staffing, and
where structures existed to foster continuing education for nursing and medical
expertise. This study extends Knaus’ observations by systematically measuring
these factors over time, and adding measures of organizational as well as clinical

outcome.

The dissertation findings are also consistent with those of Georgopoulos and
Mann (1962) in 12 community hospitals. Subjectively rated overall hospital
quality of care was most strongly associated with nursing organizational factors
such as high nurse:patient ratios, high proportion of registered nurses,
coordination in the nursing department, and greater shared expectations among
nurses and physicians. The dissertation research does not support Flood and
Scott’s (1987) finding that greater nursing autonomy was associated with worse
surgical patient outcomes (morbidity). However, Flood & Scott measured nursing
autonomy in terms of supervisor perception of independence from overall

administrative authority, while this dissertation focused at the staff nurse level.

Implications for Patients. Individuals increasingly choose hospitals as well as
physicians in both emergency and elective hospitalization. These data suggest
there are publically available features of a hospital that might guide potential
patients in those choices: mortality rates, length of stay, reputation for patient
satisfaction, experience of nurses and physicians, and reputation for collaboration
between nurses and physicians. Mortality rates, when adjusted for severity of
illness as well as diagnosis, provide one guide to quality of care. Short length of
stay benefits patients financially, but might be speculated to contribute to lower

morbidity by exposing them for a shorter time to the potential secondary sources
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of illness such as infected invasive monitoring catheters and other hospitai-
acquired infections. Further, the congruence of nurses, physicians and patients’
own estimates of patient satisfaction with nursing care suggest this reputational
factor may be important in choosing a place to be hospitalized. Finally, this study
and that of Knaus et al (1986) suggest that nurse-physician collaboration and the
presence of experienced health care professionals may be a crucial factor in

quality of patient care.

Implications for Health Care Practitioners. This study and the small number of
others that examine both clinical and organizational outcomes (Knaus et al, 1986;
Flood & Scott, 1987; Mitchell et al 1989) strongly suggest that clinical expertise
may be necessary for quality patient care, but it is not sufficient. Institutional
support for clinicians, good coordination and interpersonal relations among
various professionals, and structures to maintain and increase expertise are all
factors that are repeatedly being shown to be equally important with individual
clinical skill. In this study, nurses repeatedly spoke of their work as a group and
the ways they collaborated with each other and with other health professionals.
They also spoke frequently about the ways in which institutional support made

visible differences in clinical care.

Nurses who are choosing critical care units in which to work might consider
similar features as those suggested for patients: reputation for patient satisfaction,
low mortality rates and reputation for collaborative relationships with other
professionals. In addition, features such as shared governance, high professional
standards coupled with good structural and interpersonal support for employees,
stability of unit managers and hospital-wide mutual respect and trust were all

important in the hospital studied in this research.

Physicians would do well to consider the quality of the nursing staff and the

hospital’s reputation for nursing care as being equally important with the kind of
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technologic facilities available. Since it is impossible to disentangle the impact of
nurses and physicians in such outcomes as mortality, the standards by which
physician practice is judged appear to hinge on the quality of nursing care as well

as on individual physician skill and judgment.

Implications for Managers. The primary respondents in this study were staff nurses
and attending physicians. However, it was clear from the interviews with both
staff and administrators that the unit clinical managers-- i.e. the first line
managers-- were crucial people in maintaining both clinical and organizational
stability. These managers, in turn, acknowledged their need for structural and
interpersonal support from those above them in the division. In particular, they
emphasized the need to be able to trust others in management, both for material
support and for interpersonal support. They were key people in both theoretic
points of view: buffering and stabilizing forces for the many structural changes, as
well as supporters of the staff nurses in maintaining and transmitting the patient

care values.

From a methodologic perspective, the design illustrates the importance of using
multiple methods, or triangulation, in organizational studies to fully capture the
nature of change. The quantitative data demonstrating stability of clinical and
organizational performance would have been sterile without the illustrative
material from the interviews. The interviews would have been anecdotal without
the repeated evidence of stability provided by the quantitative data. Finally, the
data affirm the importance of individuals (both leaders and staff), but within a
multiple environmental context. Individuals were identifiable as setting directions,
but the enacted environment of many individuals were equally important in

carrying on those directions.
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Directions for Further Research

This was a case study and therefore described only one hospital division’s features.
That pattern provides a template against which we might examine other ways of
organizing critical care and their relationship to desired patient, staff and
organizational outcomes. This single case provides a picture of one way to
achieve high quality care, along with high staff morale. It will be useful to
examine multiple cases to better describe other patterns that result in desirable
outcomes, according to the principle of equifinality in systems terminology. Both
interpretive and objectivist methods should be used to capture the historical
constraints and the ongoing processes. Such a study is now underway in 27 critical
care units.! The study is funded by the National Institutes of Health to delineate
the combinations of critical care unit structure and process factors that best
predict desired organizational and clinical outcomes such as mortality, quality of
care, and nursing retention. The findings from this type of comparative research
can then be used to design critical care unit organizational change intended to

improve patient care and unit organizational function.

In addition, there are interview and field note data from this dissertation that can
be further explored and expanded by interviewing nurses and managers in other
critical care settings. For example, it would be useful to explore how experienced
nurses teach newer nurses "how we do it here". Are there differences in
interpersonal style or in formal structures for orientation between units that are
and are not successful in maintaining and transmitting their culture? Are the

processes different for units with more and less effective clinical outcomes? The

! Mitchell, P., Hegyvary, S. & Sechrist, K.: Critical care nursing systems, retention and
patient outcomes. Grant number RO1 NR02343, National Center for Nursing Research,
National Institutes of Health.
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similarities in staff nurse and administrator values were addressed in this study.
Differences in manager versus staff shared meaning are also of interest.
Interviews suggested that staff and managers responded differently to the turmoil
surrounding the changing of middle and executive level leadership. Further
research might explore those differences more fully, as well as a more full
explication of managers perceptions of their work environment. Comparative case
study would allow linkage of those similarities and differences with differences in

unit organizational effectiveness.



REFERENCES

Adler, D.C. (1984). Hospital management of critical care. In Parrillo, J.E. &
Ayres, S.M. (Eds) Major issues in critical care medicine. pp. 265-270.
Baltimore: Williams & Wilkins.

Ailing people, ailing economy (1983, May 21). Bellevue Journal American.

Alexander, J.A. & Amburgey, T.L. (1987) The dynamics of change in the
American hospital industry: transformation or selection? Medical Care
Review, 44(2), 279-321.

Allen, M.P. (1981) Managerial power and tenure in the large corporation.
Academy of Management Journal, 23, 653-664.

Allen, M.P. & Panian, S.K, (1982) Power, performances and succession in the
large corporation. Administrative Science quarterly, 27(4), 538-547.

Allen, M.P., Panian, S.K. & Lotz, R. (1979) Managerial success and organizational
performance: a recalcitrant problem revisited. Administrative Science
Quarterly, 28, 339-358.

Alpander, G. (1979) Role clarity and performance effectiveness. Hospital and
Health Services Administration, 24, 11-24.

American Hospital Association (1989) Hospital statistics. Chicago: American
Hospital Association.

Armstrong, S.J., Krahenbuhl, C.A., Muellenback, R.M. & Savage, J.S. (1984).
Effects of hierarchical position on perceptions of nursing technology.
Unpublished master’s thesis. University of Wisconsin, Madison.

Astley, W.G. (1985) The two ecologies: population and community perspectives
on organizational evolution. Administrative Science Quarterly, 30, 224-241.

Astley, W.G. & Van de Ven, A.H. (1983). Central perspectives and debates in
organization theory. Administrative Science Quarterly, 28, 245-273.

Balter, J. (1991) It’s an ‘urb’: [Suburban] and other cities like it gain own identity
as urban centers. Seattle Times, Al, A7. May 15.

Balter, J. & Gilmore, S. (1991) As the state gets older. Seattle Times, A1, A4. May
28.

Barley, S. (1986). Technology as an occasion for structuring: Evidence from



92

observations of CT scanners and the social order of radiology departments.
Administrative Science Quarterly, 31, 78-108.

Bass, Bernard M. (1981) Stogdill’s Handbook of Leadership. Rev.and expanded ed.
p. 484-486. NY, Free Press.

Becker, H.S.(1970) Social Observation and social case studies, in Sociological
work: method and substance.pp. 75-86. Chicago: Aldine. (originally

published in International Encyclopedia of the Social Sciences,(1968) David
L. Sills (Ed.) vol. 14, pp 232-238.

Bedard, J.C. & Johnson, A.C. (1984). The organizational effectiveness paradigm
in health care management. Health Care Management Review, 9(4),67-75.

Bennis, W., Benne, K. & Chin, R. (1984) The planning of change. 4th ed. NY:
Holt, Rinehart & Winston.

Bennis, W. & Nanus, B. (1985) Leaders: The Strategies for Taking Charge. NY:
Harper & Row.

Bonjean, C.M., Brown, B.J., Grandjean, B.D. & Macken, P.O. (1982). Increasing
work satisfaction through organizational change: a longitudinal study of
nursing educators. The Journal of Applied Behavioral Science, 18, 357-369.

Blackburn, S. & Barnard, K. (1985). Analysis of caregiving events relating to
preterm infants in the special care unit. In Gottfried, A.W. & Gaiter, J.L.
(Eds.) Infant stress under intensive care. pp. 113-129. Baltimore: University
Park Press.

Blake, R.R. & Mouton, J.S. (1964) The Managerial Grid. Houston: Gulf
Publishing.

Bowers, D.G. & Seashore, S.E. (1966). Predicting organizational effectiveness with
a four factor theory of leadership. Administrative Science Quarterly, 27, 1-16.

Brady, G.F., Fulmer, R.M.,& Helmich, D.L. (1982). Planning executive succession:
the effect of recruitment source and organizational problems on anticipated
tenure. Strategic Management Journal, 3(3), 269-275.

Brady, G.F. & Helmich, D.L. (1983) The hospital administrator and
organizational change: do we recruit from the outside? Hospital and Health
Services Administration, 27(1), 53-62.

Brady, G.F. & Helmich, D.L. (1984) Executive succession: toward excellence in



93
corporate leadership. Englewood Cliffs, NY: Prentice Hall.

Brown, M.C. (1982) Administrative succession and organizational performances:
the succession effect. Administrative Science Quarterly, 27, 1-16.

Bryman, A. (1986). Leadership and organizations. pp. 194-197. London: Routledge
& Kegan-Paul.

Burgelman, R.A. (1990) Strategy-making and organizational ecology: a conceptual
integration. In Singh, J.V. (Ed.) Organizational evolution: New directions.
Newbury Park: Sage.

Burling, T., Lentz, E.M. & Wilson, R.N. (1956) The Give and Take in Hospitals.
New York: G.P. Putnam’s Sons.

Burrell, G. & Morgan, G. (1979) Sociological paradigms and organizational
analysis. London, Heinemann.

Burns, LR. & Becker, S.W. (1988). Leadership and managership. pp. 142-186. in
Shortell, S.M. & Kaluzny, A.D. (Eds.) Health care management: a text in
organization theory and behavior. 2d. ed. New York: John Wiley & Sons.

Campbell, D. (1966). Pattern matching as an essential in distal knowing. in
Hammond, K.R. (Ed.) The psychology of Egon Brunswik. pp. 81-106. NY:
Holt.

Campbell, D. (1975) "Degrees of freedom" and the case study. Comparative
Political Studies, 8(2), 178-193.

Campbell, D. & Fiske, D.W. (1959). Convergent and discriminant validation by
the multitrait-multimethod matrix. Psychological Bulletin, 56, 81-105.

Campbell, S. & Leatt, P. (1982). The role of complex equipment in nurses’ work:
Toward the development of a measure. Nursing Papers, 14(3), 32-45.

Canter, D. & Canter S. (Eds)(1979). Designing for therapeutic environments: a
review of research. Chichester, U.K.: Wiley.

Carlson, R.O. (1961) Succession and performance among school superintendents.
Administrative Science Quarterly, 6, 210-227.

Carlson, R.O. (1962) Executive succession and organizational change. Danville, IL:
Interstate Printers and Publishers.



9

Carroll, G.R. (1984) Dynamics of publisher succession in newspaper organizations.
Administrative Science Quarterly, 29(1), 93-113.

Carroll, G.R. (Ed.) (1988) Ecological models of organizations. Cambridge, MA:
Ballinger Publishers.

Charns, M.P., Stoelwinder, J.U., Millen, R.A. & Schaefer, M.J. (1980).
Coordination and patient unit effectiveness. Paper presented at the annual
meeting of the Academy of Management (available from the author:
Boston University, Department of Organizational Behavior and Health
Care Management.)

Cleverley, W.O. (1990) Financial report of the hospital industry 1985-1989.
Westchester, IL: Healthcare Financial Management Association.

Cook, K., Shortell, S.M., Conrad, D.A. & Morrisey, M.A. (1983). A theory of
organizational response to regulation: the case of hospitals. Academy of
Management Review, 8, 193-205.

Daum, J.W. (1975) Internal promotion -- a psychological asset or debit? A study
of the effects of leader origin. Organizational Behavior and Human
Performance, 13, 404-413.

Day, D.D. & Lord, R.G. (1988) Executive leadership and organizational
performance: suggestions for a new theory and methodology. Journal of
Management, 14(3), 453-464.

Denzin, N.K. (1970). The research act: a theoretical introduction to sociological
methods. Chicago: Aldine.

Duxbury, M.L., Henly, G.A. & Armstrong, G.D. (1982). Measurement of the
nurse organizational climate of neonatal intensive care units. Nursing
Research, 31, 83-88.

Eastside unwraps hospital ’gift’. (1982, Jan. 12) Bellevue Journal American.
Eitzen, D.S. & Yetman, N.R. (1972) Managerial change, longevity, and
organizational effectiveness. Administrative Science Quarterly, 17(1), 110-

118.

Fevel, P. (1986, January 8). [SCH] Hospital: Growing pains sign of good health.
Kirkland Courier Review.

Fiedler, F.E. (1967) A theory of leadership effectiveness. New York: McGraw-Hill.



95

Fuszard, B. & Tilby, L. (1989) Executive succession. In Henry, B., Arndt, C., Di
Vincenti, M. & Marriner-Tomey, A. Dimensions of nursing administration:
Theory, research, education, practice. pp. 683-697. Boston, Blackwell
Scientific Publications.

Flood, A.B. & Scott, W.R. (1987). Hospital structure and performance. Baltimore:
Johns Hopkins University Press.

Freund, C. (1985). The tenure of directors of nursing. Journal of Nursing
Administration, 15(2), 11-15.

Freund, C. (1987) Director of nursing effectiveness: DON and CEO perspectives
and implications for education. Journal of Nursing Administration, 17(7/8),
25-30.

Fuzard, B. & Tilby, L. (1989). Executive succession. In Henry, B., Arndt, C., Di
Vicenti, M. & Marriner-Tomey, A. (Eds.) Dimensions of nursing
administration. pp.683-697.

Gamson, W.A. & Scotch, N (1964) Scapegoating in baseball. American Journal of
Sociology, 70, 69-72.

Georgopoulos, B.S. (1986) Organizational structure, problem solving and
effectiveness: A comparative study of hospital emergency services. San
Francisco: Jossey-Bass.

Georgopoulos, B.S. & Mann, F.C. (1962). The community general hospital. New
York: MacMillan.

Gephardt, R.P. (1978) Status degradation and organizational succession: an
ethnomethodological approach. Administrative Science Quarterly, 23, 553-
581.

Giddens, A. (1976). New rules for sociological method. London: Hutchinson.

Giddens, A. (1979) Central problems in social theory. Berkeley, CA: University of
California Press.

Gioa, D.A. & Pitre, E. (1990). Multiparadigm perspectives on theory building.
Academy of Management Review, 15, 584-602.

Goldman, M. & Fraas, L.A.(1965) The effects of leader selection on group
performance. Sociometry, 28, 82-88.



96
Gouldner (1954) Patterns of industrial bureaucracy. NY: Free Press.

Gordon, G. & Becker, S. (1969) Organization size and management succession: a
reexamination. American Journal of Sociology, 70(2), 215-223.

Gordon, G.E. & Rosen, N. (1981) Critical factors in leadership succession.
Organizational Behavior and Human Performance, 27, 227-254.

Gorlick, A. (1991, April 13). [SCH] announces cuts. Seattle Post-Intelligencer.

Gray, B., Bougon, M.G. & Donnellon, A. (1985) Organizations as constructions
and deconstructions of meaning. Journal of Management, 11(2), 83-98.

Gross, E. & Etzioni, A. (1985). Organizations in society. pp. 83-87. Englewood
Cliffs, NJ: Prentice-Hall.

Grusky, O. (1960) Administrative succession in formal organizations Social Forces,
39(2), 105-115.

Grusky, O. (1961) Corporate size, bureaucratization and managerial succession.
American Journal of Sociology, 67(3), 261-269.

Grusky, O. (1962) Managerial succession and organizational effectiveness.
American Journal of Sociology, 69(1), 21-31.

Grusky.O. (1964) Reply (to Gamson & Scotch) American Journal of Sociology,
70(1), 72-76.

Grusky, O. (1970) Effects of succession: comparative study of business and
military organizations. In Grusky, O. & Miller, G. The Sociology of
Organizations. pp. 439-454, NY, Free Press.(reprinted from The New
Military, Janowitz, M. (Ed.), pp 83-109. NY, Russell Sage Foundation,
1964).

Guest, R.H. (1962a) Organizational change: The effect of successful leadership.
Homewood, IL: The Dorsey Press.

Guest, R. (1962b) Management succession in complex organizations. American
Journal of Sociology, 69(1), 21-31.

Gupta, A.K. (1988). Contingency perspectives on strategic leadership: Current
knowledge and future research directions. In Hambrick, D.C.(Ed.) The
executive effect: Concepts and methods for studying top managers. pp. 147-
178. Greenwich, CT: JAI Press.



97

Hall, Richard H. (1987) Organizations: Structures, Processes and Outcomes. 4th ed.,
p. 153-175 Englewood Cliffs, N.J.: Prentice-Hall.

Hamblin, R.L. (1958) Leadership and Crisis. Sociometry 21, 322-335.

Hanlon, M.D. & Gladstein, D.L. (1984). Improving the quality of work life in
hospitals: A case study. Hospital & Health Services Administration, 29, 94-
107, Sept-Oct.

Hannan, M.T. & Freeman, J.H. (1977) the population ecology of organizations.
American Journal of Sociology, 82, 929-964.

Hannan, M.T. & Freeman, J. (1984) Structural inertia and organizational change.
American Sociological Review, 49, 149-164.

Hannan, M.T. & Freeman, J.(1990). Organizational ecology. Cambridge, MA:
Harvard U. Press.

Harrison, J.R., Torres, D.L. & Kukalis, S. (1988). The changing of the guard:
turnover and structural change in the top management positions.
Administrative Science Quarterly, 33, 211-232.

Helmich, D.L. & Brown, W.B. (1972). Successor type and organizational change
in the corporate enterprise. Administrative Science quarterly, 7, 371-381.

Helmich, D.L. (1974a) Predecessor turnover and successor characteristics. Cornell
Journal of Social Relations, 9, 249-260.

Helmich, D.L. (1974b) Organizational growth and succession patterns. Academy of
Management Journal, 17(4), 771-T75.

Helmich, D.L. (1977). Executive succession in the corporate organization: a
current integration. Academy of Management Review, 20(2), 252-266.

Helmich, D. (1978) Leader flows and organization process Academy of
Management Journal, 21(3), 463-478.

High, P.C. & Gorski, P.A. (1985) Recording environmental influences in infant
development in the intensive care nursery. In Gottfried, A W. & Gaiter,
J.L. (Eds.) Infant stress under intensive care. pp. 131-135. Baltimore:
University Park Press.

Hilberman, M. (1975) The evolution of intensive care units. Critical Care
Medicine, 3, 159-165.



98

Hinshaw, A.S. & Atwood, J.S. (1982) A patient satisfaction instrument: precision
by replication. Nursing Research, 31, 170-175.

Hubbard, R. (1985, October 9) Hospitals efforts to care for poor vary widely.
Seattle Post-Intelligencer.

Hurley, R.E. & Kaluzny, A.D. (1987). Organizational ecology and health services
research: new answers for old questions. Medical Care Review, 44, 235-255.

Interorganization Liaison Group: American Association of Critical-Care Nurses
and Society of Critical Care Medicine (1983). The organization of human
resources in critical care units. Focus on Critical Care, 10(1),43-44.

Isabella, L.A. (1990) Evolving interpretations as a change unfolds: How managers
construe key organizational events. Academy of Management Journal, 33, I-
41.

Jackson, J.M.(1953) The effect of changing leadership of small groups. Human
relations, 6, 25-44.

James, D.R. & Soref, M. (1981) Profit constraints on management autonomy:
managerial theory and the unmaking of a corporate president. American
Sociological Review, 46, 1-18.

Jick, T.D. (1979). Mixing qualitative and quantitative methods: triangulation in
action. Administrative Science Quarterly, 24, 602-611.

Kanter, R.M. (1983). The change masters. NY: Simon & Schuster.

Kirschenbaum, A.B. & Goldberg, A.L. (1976) Organizational behavior, career
orientations, and the propensity to move among professionals. Sociology of
Work and Occupations, 3(3), 357-372.

Knaus, W.A., Draper, E.A., Wagner, D.P., Zimmerman, J.E. (1985). APACHE II.
a severity of disease classification system. Critical Care Medicine, 13, 818-
‘829.

Knaus, W.A., Draper, E.A., Wagner, D.P. & Zimmerman, J.E. (1986) An
evaluation of outcome from intensive care in major medical centers. Annals
of Internal Medicine, 104, 410-418.

Knowles, H.P. & Saxberg, B.O. (1988) Organizational leadership of planned and
unplanned change. Futures, 18, 252-265.



99

Koch, J.L. (1978) Managerial success in a factory and change in supervisory
leadership patterns: a field study. Human Relations, 31(1), 49-38.

Kotin, J. & Sharaf, M.R. (1967) Management succession and administrative style.
Psychiatry, 30(3), 237-248.

Kriesberg, L. (1962) Careers, organizational size, and succession. American Journal
of Sociology, 68(3), 355-359.

Lawrence, P.R. & Lorch, J.W. (1967) Organization and environment: Managing
differentiation and integration. Boston: Harvard University.

Leatt, P. & Schneck, R. (1981). Nursing subunit technology: A replication.
Administrative Science Quarterly, 26, 225-236.

Leatt, P., & Schneck, R. (1982). Work environments of different types of nursing
subunits. Journal of Advanced Nursing, 7, 581-594.

Legge, K. (1984) Evaluating planned organizational change. NY: Academic Press.

Levin, P.C., Horowitz, F.D., Buddin, R.J. et al (1985). An ecological description of
a neonatal intensive care unit. In Gottfried, A.W. & Gaiter, J.L. (Eds.)
Infant stress under intensive care. pp. 83-111. Baltimore: University Park
Press.

Levine Associates, Inc. (1988). Summary analysis of critical care nurse supply and
requirements. Prepared for the American Association of Critical-Care
Nurses. Rockville, MD: Author.

Lieberson, S. & O’Connor, J.F. (1972). Leadership and organizational
performance: a study of large corporations. American Sociological Review,
37, 117-130.

Manning, P.K. (1982) Organizational work: Structuration of environments. British
Journal of Sociology, 16, 444-459.

McLaughlin, C.P. & Kaluzny, A.D. (1990) Total quality management in health
care: Making it work. Health Care Management Review,15(3), 7-14.

McKelvey, B. & Aldrich, H. (1983) Populations, natural selection, and applied
organizational science. Administrative Science Quarterly, 28, 101-128.

Meyer, J. (1982, April 20) Health care vital topic of 1980s for Mercer Island.
Mercer Island Reporter.



100

Meyer, M.W. (1975) Leadership and organizational structure. American Journal of
Sociology, 81(3), 514-542.

Meyer, M. & Rowan,B. (1977) Institutional organization: formal structure versus
myth and ceremony. American Journal of Sociology, 83, 340-363.

Miller, J.G. (1978). Living systems. pp.1-8. NY: McGraw-Hill
Mintzberg, H. (1973) The nature of managerial work, New York: Harper & Row.

Mintzberg, H. (1983) Structuring in fives: Designing effective organizations. pp.189-
214. Englewood Cliffs, NJ: Prentice-Hall.

Mitchell, E.S. (1986). Multiple triangulation: a methodology for nursing science.
Advances in Nursing Science, 8(3), 18-26.

Mitchell, P.H., Amos, D., Astley, C. et al (1986). Nursing and ICP: two clinical
problems. In Miller, J.D. et al (Eds). Intracranial Pressure VI. pp. 701-704.
Berlin: Springer-Verlag.

Mitchell, P.H., Forshee, T., Armstrong, S.A. & Lentz, M. (1988). AACN
demonstration project: Phase I report and Technical Appendix. Newport
Beach, CA: American Association of Critical Care Nurses.

Mitchell, P.H., Simpson, T.F., Armstrong, S.A. & Lentz, M. (1989) AACN
demonstration project: profile of excellence in critical care. Heart & Lung,
18, 214-232.

Moe,K. (1982, May 4) Impasse reached in future east side hospital growth.
Bellevue Journal American.

Moe, K. (1982, May 18) East side hospitals can grow -- some. Bellevue Journal
American.

Moe, K. (1983, February 13) Teamwork is top priority for [SCH). Bellevue Journal
American.

Montgomery, N. (1991, April 13). [SCH] plans to cut its payroll. Seattle Times.

Moos, R.H. (1986). Work environment scale manual. Palo Alto, CA: Consulting
Psychologists Press.

Nadler, D.A. (1978). Hospitals, organized labor and the quality of work: An
intervention case study. Journal of Applied Behavioral Science, 14(3), 366-



101
381.

Nadler, D.A. & Gladstein, D. (1982). A case study of abortive collaboration: The
labor/management quality-of-working-life project at Parkside hospital. In
Margulies, N. & Adams, J.D. (Eds) Organizational development in health
Care organizations. Reading, MA: Addison-Wesley.

Nealey, S.M. & Blood, M.R. (1968) Leadership performance of nursing
supervisors at two organizational levels. Journal of Applied Psychology, 53,
414-422.

Nerem, R.M. et al (1980). Social environment as a factor in diet-induced
atherosclerosis. Science, 208, 1475-1476.

Neurath, P. (1983, August 15) Medicare payment changes bode new challenge for
state hospitals. Seattle Business Journal.

Osborn, R.N,, Jauch, L.R., Martin, T.N. & Glueck, W.F. (1981) The event of
CEO succession, performance and environmental conditions. Academy of
Management Journal, 24(1), 183-191.

Osmond, H. (1957). Function as the basis of psychiatric ward design. Mental
Hospitals 8, 23-29.

Overton, P., Schneck, R. & Hazlett, C.B. (1977). An empirical study of the
technology of nursing subunits. Administrative Science Quarterly, 22, 203-
218.

Perrow, C. (1986). Complex organizations: a critical essay. 3d. ed. New York:
Random House.

Pfeffer, J. (1981) Management as symbolic action: the creation and maintenance
of organizational paradigms. Research in Organizational Behavior, 3, 1-52.

Pfeffer, J. & Davis-Blake, A. (1986) Administrative succession and organizational
performance: How administrator experience mediates the succession effect.
Academy of Management Journal, 29, 72-83.

Pfeffer, J. & Moore, W.L. (1980) Average tenure of academic dept heads: the
effects of paradigm, size, and departmental demography. Administrative
Science Quarterly. 25(3), 387-406.

Pfeffer, J. & Salancik, G.R. (1974) Organizational decision-making as a political
process: the case of a university budget. Administrative Science Quarterly,



102
19(2), 135-151.

Pfeffer, J. & Salancik, G.R. (1977). Organizational context and the characteristics

and tenure of hospital administrators. Academy of Management Journal, 20,
74-88.

Pryer, M.W,, Flint, A.W. & Bass, B.M. (1962) Group effectiveness and consistency
of leadership. Sociometry, 25, 391-397.

Pryne, E. (1991) Minorities suburbia-bound. The Seattle Times and Seattle Post-
Intelligencer, April 14. p. B-1 and B-5.

Ranson, S., Hinings, B. & Greenwood, R. (1980). The structuring of organizations.
Administrative Science Quarterly, 25, 1-17.

Reinganum, M.R. (1985) the effect of executive succession on stockholder wealth.
Administrative Science Quarterly, 30(1), 46-60.

Reverby, S.M. (1989) Ordered to care: The dilemma of American nursing, 1850-
1945. NY: Cambridge University Press.

Riley, P. (1983). A structurationist account of political culture. Administrative
Science Quarterly, 28, 414-437.

Roberts, K.H., Hulin, C.L. & Rousseau, D.M. (1978). Developing an
interdisciplinary science of organizations. San Francisco: Jossey-Bass.

Romanelli, E. & Tushman, M.L. (1988) Executive leadership and organizational
outcomes: an evolutionary perspective. in Hambrick, D.C. (Ed.) The
executive effect: concepts and methods for studying top managers. p. 129-146.
Greenwich, CT: JAI Press.

Rosenberg, C.E. (1987). The care of strangers: The rise of America’s hospital system.
NY: Basic Books.

Salancik, G.R. & Pfeffer, J. (1977) Constraints on administrator discretion: the

limited influence of mayors on city budgets. Urban Affairs quarterly, 12(4),
475-498.

Salancik, G.R. & Pfeffer, J. (1980) Effects of ownership and performance on
executive tenure in U.S. corporations. Academy of Management Journal, 23,
653-664.

Scott, W.R. (1987) Organizations: Rational, natural and open systems. 2d ed.



103
Englewood Cliffs, NJ: Prentice-Hall.

Sheldon, A. (1979). Managing change and collaboration in the health system: A
paradigm approach. Cambridge, MA: Oelgeschlager, Gunn & Hain.

Shortell, S.M., Morrison, E.M. & Friedman, B. (1990) Strategic choices for
America’s hospitals. San Francisco: Jossey-Bass.

Singh, J.V. (1990) (Ed.) Organizational evolution: New directions. Newbury Park:
Sage.

Singh, J., House, R. & Tucker, D. (1986). Organizational change and
organizational mortality. Administrative Science Quarterly, 31, 587-611.

Sims, H & Szilagyi, A. (1975) Leader structure and subordinate satisfaction for
two hospital administrative levels: a path analysis. Journal of Applied
Psychology, 60, 194-197

Smircich, L. & Morgan, G. (1982). Leadership: the arrangement of meaning.
Journal of Applied Behavioral Studies, 18, 257-273.

Smircich, L. & Stubbart, C. (1985). Strategic management in an enacted world.
Academy of Management Review, 10, 724-736.

Smith, H.L. (1976). Co-alignment of organization variables with task environment
in proprietary nursing homes. pp. 13-53. Unpublished dissertation,
University of Washington, Seattle, WA.

Smith, J.E., Carson, K.P. & Alexander, R.A. (1984) Leadership: it can make a
difference. Academy of Management Journal, 27(4), 765-776.

Smith, P.B. & Peterson, M.F. (1988) Leadership, organizations and culture: An
event management model. London: Sage.

Spradley, B.W. (1980). Managing change creatively. The Journal of Nursing
Administration, 10(5), 32-37, May 1980.

Sredl, D. (1982). Administrative turnover. Nursing Management, 13(11), 24-30.
Starr, P. (1982) The social transformation of American medicine. NY: Basic Books.

State of Washington Data Book (1989) Olympia, WA: Office of Financial
Management.



104

Stevens, R. (1989) In sickness and in wealth: American hospitals in the twentieth
century. NY: Basic Books.

Stoelwinder, J.U. & Clayton, P.S. (1978) Hospital organizational development:
Changing the focus from ’better management’ to ’better patient care’.
Journal of Applied Behavioral Science, 14(3), 400-415.

Stotland, E. & Kobler, A.L. (1965). Life and death of a mental hospital. Seattle:
University of Washington Press.

Strauss, A. (1968). The intensive care unit: Its characteristics and social
relationships. Nursing Clinics of North America, 3(1), 7-15.

Strauss, A., Schatzman,L; Ehrlich, D., Bucher, R. & Sabshin (1963) The hospital
and its negotiated order. in Friedson, E. (Ed.) The hospital in modern
society. NY, Free Press.

Strayer, R.G. & Charns, M.P. (1982). A longitudinal study of coordination and
organizational performance: a socio-cultural approach to organizational
development. (unpublished paper, Boston University Department of
Organizational Behavior and Health Care Management).

Szilagyi, A. & Sims, H. (1974). An exploration of the path-goal theory of
leadership in a health care environment. Academy of Management Journal,
17, 622-634.

Task Force on Guidelines, Society of Critical Care Medicine (1991) Guidelines
for categorization of services for the critically ill patient. Critical Care
Medicine, 19, 279-285.

Thomas, A.B.(1988) Does leadership make a difference in organizational
performance? Administrative Science Quarterly, 33, 388-400.

Thompson, J. (1967) Organizations in action. NY: McGraw-Hill.

Thompson, L. (1984) Structure of critical care: an overview. In Parrillo, J &
Ayres, S.M. (Eds) Major issues in critical care medicine, pp. 225-230,
Baltimore: Williams & Wilkins.

Trow, D.B. (1960) Membership succession and team performance. Human
Relations, 13, 259-269.

Trow, D.B. (1961) Executive succession in small companies. Administrative Science
Quarterly, 6, 228-239.



105

Van de Ven, A H. (1980) Problem solving, planning and innovation. Part II.
Speculations for theory and practice. Human Relations, 11, 757-T79.

Van de Ven, A. & Astley, W.G. (1981). Mapping the field to create a dynamic
perspective on organization design and behavior. In Van de Ven, A. &

Joyce, W.F. Perspectives on organizational design and behavior. pp.427-467.
NY: Wiley.

Varosh,L. (1989, December 22) Eastside hospitals get initial approval for
expansion. Bellevue Journal American.

Wagner, D.P., Knaus, W.A. & Draper, E.A. (1983). Statistical validation of a
severity of illness measure. American Journal of Public Health, 73, 878-884.

Washington State 1986 health data book: Hospital profiles. (1988). Olympia, WA:
Department of Social and Health Services.

Washington State 1986 health data book: County residents’ health care use and cost.
(1988) Olympia, WA: Department of Social and Health Services.

Weiner, N. & Mahoney, T.A. (1981). A model of corporate performance as a
function of environmental, organizational, and leadership influences.
Academy of Management Journal, 24(3), 453-470.

Weiss, D.J., Dawis, R.V., England, G.W. & Lofquist, L.H. (1979). Manual for the
Minnesota satisfaction questionnaire. Minneapolis: Work Adjustment
Project, Industrial Relations Center, University of Minnesota.

Wilson, M. (1983, April 27). [SCH] transformed into area trauma treatment
center. Seattle Times.

Whitehead, C.C., Polsky, R.H., Crookshank, C. & Fik, E. (1984). Objective and
subjective evaluation of psychiatric ward design. American Journal of
Psychiatry, 141, 639-644.

Yin, R.K. (1989). Case study research: design and methods. Applied social research
methods, volume 5. Beverly Hills, CA: Sage.

Zajac, E.J. (1990) CEO selection, succession, compensation and firm performance:
a theoretical integration and empirical analysis. Strategic Management
Journal, 11, 217-230.

Zald, M.N. (1965) Who shall rule? A political analysis of succession in a large
welfare organization. Pacific Sociological Review, 8(1), 52-60.



APPENDIX 1

Leader Succession Literature Summary

Stewardship/succession studies were located through review works and hand and
computer searches of the organizational and management, psychology, sociology,
medicine, nursing and health care management literatures (Grusky, 1960;
Helmich, 1977; Bass, 1981; Gordon & Rosen, 1981; Brady & Helmich, 1984;
Gross & Etzioni, 1985; Bryman, 1986; Hall, 1987; Burns & Becker, 1988;
Romanelli & Tushman, 1988; Gupta, 1988; Day & Lord, 1988; Fuzard & Tilby,
1989). No single review source cited more than half the papers found. Perhaps
this reflects the lack of integration of this area into the more general leadership
and organizational literature. Overall, 51 research works were found, some of

which have not been previously cited as succession studies.

The general organizational succession/stewardship studies have examined sports
teams as proxies for complex organizations, artificial task groups in laboratories,
social service, political, publishing and industrial organizations. The vast majority
have implicitly adopted the system-structural view. The findings have been mixed
with regard to the relationship between either stewardship or succession and
indices of industrial performance. The more mathematically sophisticated the
design, the more complex the relationship, but in no case did the leadership
variable account for a large percent of the variance in organizational
performance. As a whole these studies support the notion that the context of
leader change is as important as the traits, styles and origins of the individual

leaders. These studies are summarized in Tables A through E.
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APPENDIX 2

PROPERTIES OF INSTRUMENTS

Instruments to Measure Clinical Performance

1. APACHE II - Physiologic stability & predicted mortality

2. Patient Satisfaction Instruments

Instruments to Measure Organizational Performance

Personnel records - Nurse turnover/retention

2. Charns Organizational Diagnosis Survey - nurse satisfaction, unit
effectiveness
Minnesota Satisfaction Questionnaire - nurse satisfaction

Unit logs, patient records - resource consumption

Instruments to Measure Aspects of Organizational Symbolism
Work Environment Scale - beliefs about work environment

2. Nurse Organizational Climate Description Questionnaire - beliefs
about peer work group

3. Charns Job Inventory - beliefs about role in patient welfare,
organization as place to work

Interview Schedules

1. Staff nurses regarding clinical judgments and nature of their work

2. Administrators regarding changes and impact of changes at SCH

Secondary Sources Used to Establish External Environmental Description
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INSTRUMENTS TO MEASURE CLINICAL PERFORMANCE

1. APACHE II (Acute Physiology and Chronic Health Evaluation) was used to
describe physiologic stability and to predict mortality for the group of patients in

the two time periods.

A single score represents the weighted bipolar distance from normal values of
twelve physiologic variables, plus weighted scores for age and chronic health
status. The worst score in the first 24 hours is used to predict mortality for a
group of patients (Knaus, Draper, Wagner & Zimmerman, 1985; Wagner, Knaus
& Draper, 1982). The prediction algorithm assigns weighted probabilities of dying,
based on primary system failure, degree of physiologic abnormality, age and
chronic health status. Content validity for the physiologic variables was derived
from nominal group process with expert clinicians. Predictive validity is 85.5%
correct classification of 5030 patients with known risk of death, assuming a 50%
risk; sensitivity was 94.9%, specificity 47% (Wagner et al, 1983). This instrument
also provides demographic data regarding the patient’s principal medical

diagnosis, age, entry to the hospital, and other relevant data.

Interrater reliability between two raters for this dissertation data was 98%

agreement in the 1986-87 sample and 95% agreement in the 1990 sample.

Standardized mortality ratio (SMR) was the patient outcome used in this study to
describe clinical performance. Standardized mortality ratio is the ratio of actual to
predicted deaths in a specified group of patients. The predicted deaths were
calculated from the Acute Physiology and Chronic Health Evaluation (APACHE
IT) instrument, weighted for severity of disease and presenting disease process.
Actual deaths are obtained from the discharge records of a sample of patients

matched to the original sample by disease category and age.
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2. Patient Satisfaction Instruments

Patient satisfaction was measured in the 1986-87 sample by Hinshaw and
Atwood’s Patient Satisfaction with Nursing Care questionnaire (Hinshaw &
Atwood, 1982). This 25 item scale is the most extensively replicated of the patient
satisfaction instruments. Although there are three subscales, only the overall
satisfaction was used, with possible mean scores ranging from 1 to 5. Coefficient
alpha for the instrument is reported as ranging from .784-.876 (Hinshaw &
Atwood, 1982), and .91 for the prior sample in the proposed study (Mitchell et al,
1989). .

Due to lack of personnel in 1990, it was not possible to distribute the Hinshaw
and Atwood instrument. Instead, the hospitals own Likert scale overall
satisfaction instrument was used. One item asked patients to rank their overall
satisfaction with nursing care in one of several units if they had been a patient in
that unit. ICU/CCU was listed as one unit, with the ranking ranging from 1 (very
dissatisfied) to 10 (very satisfied). A frequency listing of all responses in January

and February of 1990 was obtained from the hospital public relations department.

Finally, items 13 and 9 on the physician opinnionaire and nurse job inventory of
the Charns Organizational Diagnosis Survey (see instruments used to measure
organizational performance) asked respondents to rate the degree to which
patients are pleased (or satisfied) with the care received. The physician scale

rated from 1 to 7 and the nurse scale from 1 to 5.
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INSTRUMENTS TO MEASURE ORGANIZATIONAL PERFORMANCE

1. Personnel records - Nurse turnover/retention

Nursing turnover (and its reciprocal, retention) were measured as crude turnover:
the number of registered nurses employed on the units who voluntarily left the
hospital during a fiscal year divided by the total registered nurses employed in the
unit in the same time period. These data were obtained from the hospital
personnel records, which have the data of hire of individual nurses, and the date
and reason for termination. They were validated by the clinical directors of each

of the units to avoid counting non-nurses (for example unit clerks).

2. Minnesota Satisfaction Questionnaire

Nurse satisfaction was measured by the Minnesota Satisfaction Questionnaire
(MSQ), short form, a 20 item instrument widely used in organizational research to
measure the dimension job satisfaction as an organizational outcome. It is
unidimensional, implicitly considering satisfaction as the opposite pole of
dissatisfaction. Test-retest correlations for the tool development are reported as
.89 for one week and .70 for one year, with median Hoyt reliability coefficients of
.86 for the intrinsic scale, .80 for extrinsic and .90 for general satisfaction (Weiss,
Dawis, England & Lofquist, 1979). Coefficient alpha in the pre-leadership change
critical care nursing sample was .86 for general satisfaction, .81 intrinsic and .72
extrinsic satisfaction, with test-retest stability at six months at r=.60 (Mitchell et
al, 1979).

3. Charns Organizational Diagnosis Survey - nurse satisfaction, unit

effectiveness

Nursing satisfaction and propensity to leave was also measured by the Charns’
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Organizational Diagnosis Survey (CODS). The CODS is a multi-instrument survey

used to measure a number of the organizational characteristics of the unit (nurse
demographics, unit processes, coordination, collaboration, satisfaction and
propensity to leave, perceived effectiveness outcomes). The inventory was
developed in a study of components of unit patient care effectiveness in a large
Eastern teaching hospital and refined in an action research program in a
residential program for emotionally disturbed children (Charns, Stoelwinder, Miler
& Schaefer, 1980; Strayer & Charns, 1982). The demographic questionnaire consists
of 13 items describing such aspects of the respondent’s personal and professional
characteristics as age, gender, experience, certification and the like. The job
inventory is a 45 item Likert type scale measuring four dimensions of the nurses’
work: unit processes and meetings, satisfaction and propensity to leave, stress and
frustration, and physician-nurse collaboration. Coefficient alpha was reported as
.92 for the satisfaction factor (Strayer & Charns, 1982), with our prior sample
showing an overall coefficient alpha at .75, and the satisfaction subscale at .79,
unit process .83, collaboration .53 (Mitchell et al, 1989). Convergent validity is
claimed in that effectiveness ratings of administrators, nurses and physicians were
consistent in a large urban hospital . Internal consistency for the total

questionnaire is reported at .96 (Charns et al, 1980). (CODS)

4. Unit logs, patient records - resource consumption

Length of stay in the critical care units and in the hospital was used as proxy for
resource consumption, based on the assumption that the longer the stay, the
greater both the true cost and the charges. Unit census logs were used to record
the hours in critical care. The exact time of admission and discharge from the
unit is recorded by the unit secretary and is the basis for the charges made to the
patient for critical care. Hospital length of stay is recorded in days by the

personnel in medical records after patient discharge. This data was obtained from
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the medical records of the patients for whom the APACHE II data was recorded.
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INSTRUMENTS TO MEASURE ASPECTS OF
ORGANIZATIONAL SYMBOLISM

1. Work Environment Scale - beliefs about work environment

The Moos Work Environment Scale (WES), was used to tap selected aspects of
staff nurses’ beliefs about the unit work environment. The WES is a widely used
general purpose inventory, with standard scores normed on health care workers .
The tool has ten subscales and three dimensions. The subscales of interest are
components of the relationship dimension (peer cohesion, involvement) and
system maintenance (supervisor support). Respondents mark each of 90 items on
the entire instrument "true" or "false", and a template is used to score the items
such that a scale score represents the total number of items endorsed positively by
the respondent. Negatively worded items are automatically scored in reverse by
the template. Thus, the higher the score, the greater the extent to which a
dimension is present. Internal consistency (coefficient alpha) for the real form is
reported as ranging from .69-.86 for 1045 general and health care workers, with
test-retest reliability at one month (N=75) ranging from .71 to .82 for all scales
(Moos, 1986). In our preliminary work, coefficient alpha for the total scale was
.65, with a 6 month test-retest coefficient, r = .63 (Mitchell, et al, 1989).

2. Nurse Organizational Climate Description Questionnaire - beliefs about

peer work group

The Nurse Organizational Climate Description Questionnaire (NOCDQ) measures
the perception of a group of nurses regarding behaviors of the leader and
behaviors of the subordinates with regard to the organizational climate of their
work setting. It was modified for nursing care settings by Duxbury, Henly &

Armstrong (1982), and validated in neonatal critical care units. The 32 item scale
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was factored into 6 subscales: aloofness, humanistic thrust (behaviors of the nurse
leader), esprit, intimacy, disengagement and hindrance (behaviors of the work
group). Only the beliefs about the peer group (esprit, intimacy and
disengagement) were used for this study. Coefficient alpha for the development
study ranged from .51 to .83 and from .45-.78 for the cross validation (Duxbury et
al, 1982). In our sample, coefficient alpha ranged from .36 to .83 for time 1 and
41 to .75 for time 2, with 6 month test-retest stability at r=.63 (Mitchell et al,
1989).

3. Charns Job Inventory - beliefs about role in patient welfare, organization

as place to work

Finally, specific items were used from the CODS regarding staff nurses’ beliefs
about the units as a place to work (item 31: If a friend were looking for a staff
nurse position, I’'d recommend they work at this hospital) and the staff nurse role

in patient care (item 20: the work I do really helps patients get better).

INTERVIEW SCHEDULES

1. Staff nurses regarding clinical judgments and nature of their work

Data had been previously collected in the AACN Demonstration Project to
amplify staff nurses’s perceptions of their clinical judgment and the nature of their
work in patient care. These transcribed and coded interview were reviewed in
light of the organizational questions asked in this research. Nurses were
interviewed by two of the AACN Demonstration Project staff. They were asked
to tell about a patient with breathing problems who was important to them.
Interviewers did as little directing of the interviews as possible, attempting only to
clarify the informants’ statements. Interviews were transcribed and checked with

the tape recording and coded for themes using consensus coding of three raters.
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2. Administrators regarding changes and impact of changes at SCH

This investigator interviewed 12 current and former administrators in the hospital
and patient care services division between April 1990 and February 1991. The
initial question to each was: " there have been many changes at [SCH] since we
first surveyed nurses at the beginning of the Demonstration Project. Do you think
we might see measurable changes in patient care outcomes or in the way nurses
and doctors perceive the organization as a result of these changes?" Informants
were given the opportunity to outline what changes they thought were important
and how they might affect patient care. They were also asked to comment on
what impact the rapid succession of critical care and patient services
administrators might have had, and extra-institutional pressures that might affect
patient care. Finally, they were asked: "what would you say are the key values of
this organization? Could you sum up the most important thing in one phrase?”

Data were transcribed and coded for themes.

SECONDARY SOURCES USED TO ESTABLISH
EXTERNAL ENVIRONMENTAL DESCRIPTION

A number of secondary sources were used to describe the external environment of
the hospital during the time surrounding the study. In addition, field notes kept
during the Demonstration Project at meetings with hospital staff when the data

were shared were examined in interpreting the findings.

Published secondary sources included:

American Hospital Association (1989) Hospital Statistics. Chicago: American
Hospital Association

Levine Associates (1988) Summary analysis of critical care nurse supply and
requirements. Prepared for American Association of Critical-Care Nurses.
Rockville, MD: Levine Associates, Inc.
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State of Washington data book (1989). Olympia, WA: Office of Financial
Management

Source book of health insurance data (1990). Washington, D.C.: Health Insurance
Association of America.

Suburban Community Hospital archives of newspaper clippings: 1980-1990

Washington State health data book: Hospital profiles (1986). Olympia, WA:
Department of Human and Health Services.

Washington State health data book: County residents health care cost and use
(1986). Olympia, WA: Department of Human and Health Services.
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Table 3A. Summary Demographic Data for Registered Nurse Respondents

Time 1 Time 2 Time 3
(1986) (1987) (1990)
Overall Number 42 43 45
of Respondents
Age (Years)
Mean (S.D.) 38.6 (8.7) 38.6 (8.9) 41.6 (8.6)
Median 375 37 42
Range 25-58 20-60 27-62
Gender (N, %)
Male 2 (4.8%) 1(2.3%) 1 (2.2%)
Female 40 (95.2%) 42 (95.5%) 44 (97.8%)
Staff Nurse (N, %) 30 (71.4%) 33 (76.7%) 39 (84.8%)
Charge Nurse (N, %) 12 (28.6%) 10 (23.3%) 7 (15.2%)
Primary Unit Assigned
ICU 20 (48.8%) 24 (55.8%) 25 (55.6%)
CCU 21 (51.2%) 19 (44.2%) 20 (44.4%)
Primary Shift Worked
Days 10 (23.8%) 12 (27.3%) 14 (31.1%)
Evenings 11 (26.2%) 10 (22.7%) 12 (26.7%)
Nights 15 (35.7%) 12 (27.3%) 10 (22.2%)
Rotate 6 (14.3%) 10 (22.7%) 9 (20.0%)
Extent of Work
Fulitime 10 (23.8%) 9 (20.5%) 6 (13.0%)
Partime 28 (66.7%) 25 (56.8%) 35 (76.1%)
On Call 4 (9.5%) 10 (22.7%) 5 (10.9%)
Highest Nursing Education
Diploma in Nursing 18 (42.9%) 21 (47.7%) 16 (35.6%)
Associate Degree 12 (28.6%) 11 (25.0%) 11 (24.4%)
B.S.N 12 (28.6%) 12 (27.3%) 14 (31.1%)
Master in Nurs. 0 0 4 ( 8.9%)
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Time 1 Time 2 Time 3
(1986) (1987) (1990)
Overall Number 42 43 45
of Respondents
Certification in Critical
Care Nursing (CCRN)
Yes 16 (39.1%) 20 (45.4%) 19 (42.2%)
No 25 (60.5%) 24 (54.6%) 26 (57.8%)
Years Experience in
Nursing (Years)
Mean (S.D.) 14.5 (8.1) 15.2 (8.5) 17.6 (8.7)
Median 12 125 15
Range 3-37 3-38 4-40
Years Experience in
at Suburban Hospital (Years)
Mean (S.D.) 6.9 (5.6) 7.3 (6.1) 7.3 (6.6)
Median 6 6.5 5
Range 0.5-26 0.5-26 0.5-29
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Table 3B. Summary Data for Patients

Time 1 Time 2
(1986-87) (1990)
Number 192 188
Unit (N, %)
ICU 99 (51.6%) 108 (57.4%)
CCU 93 (48.4%) 80 (42.6%)
Gender (N, %)
Male 100 (52.1%) 103 (54.8%)
Female 91 (47.4%) 85 (45.2%)
Age (years)
Mean (S.D.) 63.2 (15.4) 63.8 (14.7)
Median 68 66
Range 17-92 18-89
Race (N, %)
White 179 (93.2%) 185 (98.4%)
Black 3 ( 1.6%) 0
Other 8 (4.2%) 3 (1.6%)
APACHE 11
Total Score
Mean (S.D.) 12.9 (6.5) 13.7 (7.6)
Median 11.0 12.0
Range 0-33 1-36
Acute Physiology Subscore
Mean (S.D.) 84 (5.7) 8.8 (6.1)
Median 7.0 7.0
Range 0-26 0-31
Age Points Subscore (maximum possible = 6)
Mean (S.D.) 3.9 3.9 (2.02)
Median 5.0 5.0
Range 0-6 0-6
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Time 1 Time 2
(1986-87) (1990)
Number 192 188
Chronic Health Points (maximum possible = 5)
Mean (S.D.) 0.6 (1.6) 1.1 (2.1)
Median 0.0 0.0
Range 0-5 0-5
Primary Failing System (N,%)
Cardiovascular 103 (53.6%) 96 (50.5%)
Respiratory 40 (20.8%) 33 (17.6%)
Gastrointestinal 22 (11.5%) 23 (12.2%)
Neurological 19 ( 9.9%) 26 (13.8%)
Metabolic 4 ( 2.1%) 3 (1.6%)
Renal 2 ( 1.0%) 7 (3.7%)
Hematologic 2 (1.0%) 1 (0.5%)
Diagnostic Category
Precipitating Admission
Coronary Art. Dis. 35 (18.2%) 41 (21.8%)
Myocardial Infarct. 20 (10.4%) 13 ( 6.9%)
Congest. Ht. Fail-
ure/Pulm. Ed. 16 ( 8.3%) 15 ( 8.0%)
Peripheral Vascular
Disease (surgical) 10 ( 5.2%) 12 ( 6.4%)
Obstruction/Perfor-
ation 10 ( 5.2%) 11 ( 5.5%)
Bleeding 13 ( 6.8%) 10 ( 5.3%)
Neoplasm 12 ( 6.3%) 9 ( 4.8%)
Infection 11 ( 5.7%) 10 ( 5.3%)
Trauma 8 (4.2%) 7 ( 3.7%)
Drug Overdose 8 (4.2%) 8 (4.3%)
Septic Shock 7 ( 3.6%) 9 (4.8%)
Postoperative Resp.
Support 6 ( 3.1%) 7 ( 3.7%)
Endstage Exacerbation
of chronic dis. 6 ( 3.1%) 5 (2.7%)
Embolus 5 (2.6%) 5 (2.7%)
Hypertension 5 (2.6%) 2 (1.1%)
Rhythm Disturb. 5 (2.6%) 7 ( 3.7%)
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Time 1 Time 2
(1986-87) (1990)
Number 192 188
Seizures 2 ( 1.0%) 2 (1.1%)
Electrolyte imbal. 3 ( 1.6%) 2 ( 1.1%)
Metabol. Coma 2 ( 1.0%) 1 ( 0.5%)
Pericardial Dis. 2 ( 1.0%) 0
Intracereb. Bld. 1(0.5%) 1 ( 0.5%)
Neuromusc. Failure 1 ( 0.5%) 2 (1.1%)
Valvular Ht. Dis. 1 ( 0.5%) 1 ( 0.5%)
Cardiogen. Shock 1(0.5%) 3 ( 1.6%)
Poisoning 1(0.5%) 1 (0.5%)
Post Card. Arrest 1(0.5%) 3 ( 1.6%)
Other 1( 0.5%) 1( 0.5%)

Surgery (N, %)

None
Elective
Emergency

Admission from: (N, %)
Emergency Room
Rec. Rm. or OR
Another Floor in
Hospital
Another Hospital

138 (71.9%)
32 (16.7%)
22 (11.5%)

101 (52.6%)
50 (26.0%)

34 (17.7%)
5 ( 2.6%)

147 (78.2%)
30 (16.0%)
11 ( 5.9%)

111 (59.0%)
37 (19.7%)

32 (17.05)
6 ( 3.2%)



Vita
Name; Pamela Holsclaw Mitchell

Birth: June 27, 1940
Denver, Colorado, USA

Education:  University of Washington, Seattle, Washington: Bachelor of Science
in Nursing, 1962
University of California, San Francisco, California: Master of
Science (major in Medical-Surgical Nursing), 1965
University of Washington, Seattle, Washington: Doctor of
Philosophy, Individual Program (Health Care Systems
Ecology), 1991

Research Publications:

Mitchell, P.H. & Atwood, J. (1975) Problem-oriented recording as a teaching-
learning tool. Nursing Research, 24, 99-103.

Mitchell, P.H. & Mauss, N.K. (1978) The relationship of patient and nurse activity
to intracranial pressure variations. Nursing Research, 27, 4-10.

Lipe, H.P. & Mitchell, P.H. (1980) Positioning the patient with intracranial
hypertension: How turning and head rotation affect the internal jugular
vein. Heart & Lung, 9, 1031-1077.

Mitchell, P.H. (1980) Intracranial pressure research: Implications for nursing care.
Journal of Neurosurgical Nursing, 12, 145-154.

Mitchell, P.H., Ozuna, J. & Lipe, H.P. (1981) Moving the patient in bed: effects
on intracranial pressure. Nursing Research, 30, 212-218.

Cunningham, S.G. & Mitchell, P.H. (1982) The use of animals in nursing research.
Advances in Nursing Science, 4(4), 72-84.

Beaton, R., Egan, K. & Mitchell, P. (1984) Frontalis and trapezius
electromyographic activity in healthy nonpatients and in clinical headache
samples. American Journal of Clinical Biofeedback, 7, 3-12.

Egan, K., Beaton, R. & Mitchell, P. (1984) Autonomic indicators in healthy
nonpatients and in clinical headache samples. American Journal of Clinical
Biofeedback, 7, 31-41.

Mitchell, P.H., Habermann-Little, B., Johnson, F., Van Inwegen-Scott, D. & Tyler,
D. (1985) Critically ill children: The importance of touch in a high-



136

technology environment. Nursing Administration Quarterly, 9(4), 38-46.

Mitchell, P.H., Little, B.H., Johnson, F.B,, Tyler, D., Vanlnwegen-Scott, D., Amos,
D.E. & Astley, C. (1986) Nursing and ICP: Studies of two clinical
problems. In Miller, J.D. et al (Eds.) Intracranial Pressure VI (pp. 701-704).
Berlin: Springer-Verlag.

Mitchell, P.H. (1986) Intracranial hypertension: Influence of nursing care
activities. Nursing Clinics of North America, 21(4), 563-576.

Mitchell, P.H.,Mertz, M.A. & Catanzaro, M.L. (1987) Group exercise: A nursing
therapy in Parkinson’s disease. Rehabilitation Nursing, 12, 242-245.

Mitchell, P.H., Armstrong, S.,Simpson, T.F. & Lentz, M. (1989) American
Association of Critical-Care Nurses’ Demonstration Project: Profile of
excellence in critical care nursing. Heart & Lung, 18, 219-237.

Simpson, T., Armstrong, S. & Mitchell, P.H. (1989) AACN Demonstration
Project: Patients’ recollections of critical care. Heart & Lung, 18, 219-237.

Osband, B., Blackburn, S., Casey, L., Zuill, R. & Mitchell, P.H. (1989) Intracranial
pressure in preterm infants: Effects of nursing care. In Hoff, J. and Betz,
A.L. (Eds). (pp. 511-513). Intracranial Pressure VII. Berlin: Springer-Verlag.

Rauch, M.E., Mitchell, P.H. & Tyler, M.L. (1990) Validation of risk factors for
the nursing diagnosis of decreased intracranial adaptive capacity. Journal of
Neuroscience Nursing, 22, 173-178.

March, K., Mitchell, P., Grady, S. & Winn, R. (1990) Effects of backrest position
on ICP and CPP. Journal of Neuroscience Nursing, 22, 375-381.

Mitchell, P.H., Krueger, J.C. & Moody, L.E. (1990) The crisis of the health care
nonsystem. Nursing Outlook, 38, 214-217.

St. Charles, C., Macleod, M., Yamasaki, D. & Mitchell, P.H. (1990) Health
patterns as DRG outlier predictors. Nursing Management, 21(11), 36-39.

Armstrong, S., Simpson, F., Nield, M., Lentz, M, & Mitchell, P. (1991) The cost of
excellence in critical care. Journal of Nursing Administration, 21(2), 27-34.









