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CHAPTER ONE - STUDY BACKGROUND 

In 1996, the Ontario Nurses' Association (ONA) mernbership made the decision 

to transforrn the organization from what was a hierarchical, bureaucratic, 

centralized structure to a team based, vertically integrated, evidence 

based/outcomes focused and strategically designed organization in order to 

better address membership needs. The impetus for this change was twofold: 

firstly, as a result of significant changes in ONA's external environment resulting 

from governrnent policy changes in the public sector. And secondly, a study, 

(The Ontario Nurses' Association - Cultural Research -1 995) undertaken to 

identify mernber priorities identified significant gaps between the formal 

leadership and mernbership values, beliefs and expectations. 

A decision was made to proceed with a transformation process to provide an 

alternative to the more common redesign efforts members were experiencing in 

their work places and which was perceived to focus almost exclusively on 

reducing cost to the detriment of quality service. Membership believed it was 

important to show health care ernployers a different way. 

A vision for the organization was created through a highly participative process, 

involving members and staff (see Appendix A). The principles that guided the 

redesign of semice were: 

Stewardship 

Empowerment and accountability 

Continuous learning 

A flexible work place 

Mutual support and respect 

Meaningfuiness 

Desirable future 



Since the transformation journey began in 1996, it has certainiy been one of 

challenge. Services were redesigned and reinvented to meet both membership 

and staff needs in an efficient and cost-effecltive way. ONA has moved from a 

centralized, bureaucratie, and fragmented strructure to a "team-basedn service 

structure both at the staff and membership level, resulting in members and staff 

working jointly to achieve mutual results. This was a dramatic departure from the 

previous service structure. 

Part of the redesign process was a voluntary- exit program that included 

identification of skilts held and support for retraining. It resulted in a reduction in 

staff numbers and removed the need to dowmsize through forced layoffs. The 

governance structure undenvent significant structural changes provincially and 

locally. ln addition, the approach resulted iii rnembers and staff acquiring new 

skills and developing new approaches to proi-blem solving and productivity. 

In 1999, three years after initiating changes t o  the design and delivery of services 

aligned with ONA's vision, a second study ofmembership values and beliefs was 

conducted. The study identified a growing beiief that nurses often feel helpless 

when trying to effect changes in health care policy. Moreover, the study also 

found that there was a significant increase in the number of nurses who believed 

their attitudes and opinions do not matter to their agency leadership. 

This growing sense of helplessness is replicated in what members believe they 

can do within ONA. The study identified that: 76% of nurses felt that ONA should 

put a greater proportion of its resources and *efforts into increasing the level of 

member input into decisions. Clearly, it is irntportant that these and other 

recommendations are developed to address the gaps between membership 

beliefs and the actions taken by leadership. 



1.1 The research question: 

What leadership cornpetencies are needed to align decision-making and 

communications with rnernbership's expectations of leaders? 

1.2 The Problem/Opportunity 

The problern I am trying to address is the gap in expectations between the 

leadership and front-line nurses at the work unit level. In the "The Ontario 

Nurses' Association Cultural Research -1995" survey of membership, 67% of 

mernbers be1ieved consideration of their attitudes would significantly change 

ONA's decisions on which course of action to follow in resolving problems. In 

1999, this number had dropped to 5796, representing a 17.5% reduction rneaning 

nurses felt their input had less impact then four years earlier. 

What is contributing to the increasing gap between leadership and mernbers is 

the focus of inquiry for this study. Developing recommendations to reduce the 

gap will mean understanding what members value and believe. Using data on 

rnember values and Gehefs represents a departure for Ieadership in the way 

decisions are currently made. The data from the 1995 study shaped the 

redesig n of ONA's structures and services. However, there are perceived 

barriers to the effective use of the data. Firstly, many at the provincial and local 

leadership levels are skeptical where the leadership opinions held are divergent 

with member's beliefs. And secondly, members, leaders and staff are not aware 

of how the data has been used. These barriers have resulted in increasing the 

gap between mernbers and leaders. 

ONA's Board has spent a significant amount of time learning about mernbership 

priorities and beliefs from the data taken from the 1999 study and initiating 

projects based on that data. However as a tool in decision-making, the data are 



not being used extensively. Rather, the decisions are most often politically 

driven and dependent on the issues of the day. At the Local leadership level, 

decisions most often reflect the voice of the vocal minority while the data reflects 

an increasing number of apathetic rnembers. Additional information on the 

differences in values and beliefs will be addressed throughout this study. 

It is hopeful that the opportunity to have leadership learn more about the 

mernber's values and understand how these contribute to the organizational 

culture, will improve decision-making and mernbers connection to the 

organization. This in turn will give leaders additional data they can utilize to 

design both their communication and communication strategy, allocate resources 

and formulate better decisions. Additionally, leaders will understand that each 

action or communication either adds to or draws from membership support. The 

resulting effect is that members might feel that their contribution to their 

association is understood, valued and acted on. 

This evaluation will also assist with the identification of real or perceived barriers 

to member involvement thus helping local leaders to reach out and strengthen 

the bond between thernselves and rnembers. This strengthening process might 

also contribute to identifying and providing support for members to become 

involved. Additionally reaching out to members through working on specific 

issues and developing realizable goals will further demonstrate the support 

available for members. 

This process of involving mernbers may well be an opportunity to further invest in 

leadership skills. This Iine of inquiry includes the members in the design of the 

inquiry, also in identifying the existing gaps and development of 

recomrnendations. Conseq uentiy, the members involved in this inquiry will have 

acquired a base set of skills to apply in their workplace and communities. 

ONA will have taken the first steps to defining what "membership driven" means. 



1.3 Significance of the ProblemlOpportunity 

Nurses and regulated health professionals are facing issues that are central to 

their future. Starting the rnid nineties nurses have been witness to significant 

changes to the delivery of health services in Ontario. m i l e  sorne of these 

changes have been beneficial, the rnajority have not. Eight out of ten mernbers 

say that stafTing have reached critical levels (Ontario Nurses' Association Cultural 

Research -1 999). The cuts to services that prompted these critical levek have 

resulted in substandard "assembly line" care. Additionally, nurses feel they have 

no voice in the changes within their workplace or health care system. They have 

becorne cynical that anything can be done to change the situation in a positive 

way. 

Members are looking to ONA to give a voice to their professional concems and 

employment rights, but they are doubtful that even ONA can perform this role. 

Consequently, there are increasing expectations being placed on the leadership 

to prevent further changes at the work unit and systern levels. Also, not only are 

members placing increased demands on the services provided by ONA, but the 

organization is also struggling to maintain a balanced budget and provide the 

service with 30% fewer staff than it employed in 1998. 

ONA members are seeking active leadership that reflects their values and beliefs 

at the provincial and local levels. To meet this need, leaders rnust understand 

the values and beliefs of rnembers and act in ways that reflect them. It will only 

be through the ability to harness the energy of ONA's culture, inspiring leadership 

among members, and involving members directly in ONA that the voice of 

nursing will be heard in health care system reform in Ontario. 



i .4 Potential Causes of the ProblemlOpportunity 

There are several factors contributing to the gap between leadership behavior 

and members' beliefs and values. The gaps may be a result of things such as 

the; 

culture in which the members work 

hierarchical nature of the health care system 

organization change 

models of leadership and political nature of the union leadership- 

1.4.1 Work Culture 

As discussed earlier, many members are cynical about their role in decision 

making and feel their opinions are not respected. Moreover, they feel that their 

efforts are generally thwarted, and that when their input is sought, the decision 

has already been made. Thus they believe their role is merely to support the 

decision and make it work instead of having an active role in the decision making 

process. Generally, they have become victirns of  the system and see no avenue 

for recourse. Being involved in the union's governance structure and 

compensated for ONA activities provides a temporary reprieve f o m  this day-to- 

day lack of recognition. Consequently, like other political systems, elected 

leaders in order to rnaintain a position of decision making authority, respond to 

the vocal activists to maintain elected office. 

1.4.2 Hierarchical Models 

The health care system is both hierarchical and bureaucratie. Consistency and 

exactness are valued and rewarded. For nurses, a 1 cc dose of medication is a 

1 cc, there is little room for innovation or independent practice. ONA elected 

leaders are part of this culture. Therefore, leaders have a low tolerance for 



arnbiguities identified throug h ONA's research. When there are discrepancies 

and conflicts in the research leaders tend to focus on the differences. They 

struggle when the rnernbership values conflict with their own, and atternpt to 

impose consistency through policy rather than embrace evident differences. 

i .4.3 Organizational Change 

Since 1998, ONA's governing board has been reduced from 17 mernbers to 7. 

The number of Locals was reduced from 223 to 63 with one elected Local Co- 

Ordinator per local. The elected leadership at the local and provincial levels are 

continuing to develop their roles within this new structure. Therefore leadership 

has been focused on role clarity and consequently the concerns of rnembers 

have taken second place throughout the period the Culturai Research was 

gathered. 

1.4.4 Leadership Models 

Last but not least are the leadership models of the rnembers. Many feel they 

work within a paternalistic system that limits freedom and responsibility, and is 

highly regulated by well-intended policy. As a result, leaders tend to believe their 

actions are well intended and in the best interest of membership. The reality 

however, is that they often run contrary to membership values and generally only 

reflect the leaders own values. 



CHAPTER TWO - LITERATURE REVIEW 

2.1 Review of Organization Documents 

2.1.1 Membership Research 

The Ontario Nurses' Association Cultural Research 1995 and 1999 reports 

identify membership values and beliefs based on quantitative and qualitative data 

analysis. The reports inctude findings on what rnembers identify as essential 

functions for ONA. Communications, grievance handling, negotiations, 

redeployrnent rights, discrimination and equity, and education are arnong the 

areas researched relating to the services that ONA provides. This research 

identifies membership values and beliefs on the state of health care, government, 

privatization, and how best to improving health care services. These reports 

shape ONA's positions on health and public policy initiatives. Furthermore, the 

research helps clarify what members believe ONA needs to do to prepare for the 

future and how the membership can be substantially involved in this process. 

The research in question highlights a number of findings pertaining to this study. 

This research dernonstrates that 86% of rnembers agree both that ONA plays a 

valuable role for nurses and that ONA's leadership is cornmitted to ONA's goals. 

However, members rated leadership effectiveness at only 69%. Clearly as a 

result of so rnuch change and downsizing in their workplace mernbers feel 

powerless and a lack of control over their work lives. Worst still, they are also 

skeptical that anyone, including ONA, can rnake things better in this area. 

The Board of Directors, recognizing the importance of these findings, sponsored 

a two-day educational session for senior staff and elected leaders of the 

organization. Following this educational session the Board adopted strategies 

and tactics to reshape their work for coming years. lncluded in these initiatives 



was the identification of a ream-Based" reference system for decision making 

and policy development. Further initiatives included the implementation of work 

site visits and the use of focus groups for the development of significant policy 

decisions. 

As a further response to membership research, resources were dedicated to 

ensure communication supports aimed at acknowledging and validating the 

voices of members. At each meeting of the Board a communication plan is 

developed. Decisions of the Board are then tied to the values and beliefs of 

mernbership and when they are not an explanation is provided. Other 

communication supports include the use of voice and e-mail messages and 

providing each localhargaining unit's leaders with computers or fax machines. 

Furthermore, direct mailings to al1 ONA rnembers in the form of  the ONA 

newsletter and ONA updates eight times per year is also aimed at reducing the 

potential alienation of members. 

While the conclusions and recommendations from the research on members is 

utilized at the provincial level by leadership to shape decision making and policy 

developrnent, the people who rnernbers identify as leaders at the local and 

agency level do not have full access to the research. When the research has 

been used and been given priority in negotiations, members rated their 

satisfaction with this area of service at 72%. 

2.1.2 ONA Structure 

The Ontario Nurses Association Constitution and Statement of Beliefs (2001) 

outlines the structure of the organization, the election process, roles and 

responsibility of elected leaders and the rules of procedure for meetings of the 

organization. What follows is a summary of the sections that highlight potential 

barriers to the implementation of a values and beliefs leadership model. 



2.1.3 Operations 

The Ontario Nurses' Association is a trade union representing 45.000 registered 

nurses and allied health professionals across the province of Ontario. Members 

are employed by hospitals. cornmunity health agencies, the long term care 

industry, homes for the aged, Canadian Blood Services, Victoria Order of 

Nurses, private clinics, industry and doctor's offices. 

The central offce is located in Toronto with nine regional offices spread 

throughout the rest of the province. The association represents and/or assists 

it's members at the bargaining table when negotiating collective agreements 

which set the wages and working conditions across the province. 

Representation is also provided for members before Worker's Safety and 

Insurance Board hearings, at pension hearings, in Employment Standards cases, 

at the Ontario Labour Relations Board, in courts of law (employment matters) 

and with insurance companies. 

The Ontario Nurses' Association provides skilled staff (approximately 147 full 

time staff) to assist mernbers in rnatters of contract interpretations; contract 

enforcement and patient care concerns. Members are kept informed about the 

Union's activities in the quarteriy ONA Vision, the biweekly ONA Update, 

Frontlines six times per year and through our Home Page on the Internet. The 

Association also provides several insurance policies for members, as well as 

malpractice insurance. ONA also provides continuing education for members in 

labour relations and professional practice issues. Local ONA executives 

represent members at every ONA work site and provide support and information 

on workplace issues specific to that site. ONA works in collaboration with other 

unions and rnaintains strong links with other nurses' unions across Canada. 



In addition to the labour relations services identified above, ONA provides 

professional services at licensing body hearings (College of Nurses, College of 

Physiotherapists, etc...), at inquests and before govemrnent task forces and 

commissions. Additional professionally Iinked services provided are AlDS and 

Long Term Disability insurance. 

2.1.4 Governance 

With the revamping of ONA's membership and governance structure under 

Organizational Transformation. the board was strearnlined from a total of 17 

elected members to a more manageable seven: the President, First Vice- 

President and five regional Vice-Presidents. 

While there is a common mandate for the elected Board of Directors, each is also 

responsible for one of the following specific portfolios: communications, political 

action and professional issues, occupational health and safety, finance, labour 

relations and education, northern and rural affairs. and human rightslequity. 

Except for the communications portfolio. which is the responsibility of the 

President, and political action and professional issues, which are the 

responsibility of the First Vice-President, the other portfolios may rotate among 

the five Vice-Presidents. 

The day-to-day operations of the organization corne under the direction of the 

Chief Executive Officer and Strategy Team. The structure of the operations of 

the organization is aligned with the organizational vision and the portfolios listed 

above. Each team operates within a tearn mandate with a set of operating 

guidelines and annual strategic outcomes. This new way of structuring the work 

within the organization establishes the parameters within which work is 

completed, measured and reported on. 



The annual operating budget of ONA is approximately twenty three million with 

membership dues being the main source of revenue. In addition, revenue is also 

generated by renting space to outside tenants in the Toronto building, the sale of 

promotional material, and through donations and educational offerings. 

ONA's Chief Executive Officer, a non-elected member of the board, serves as an 

advisor and actively engages in strategic planning and policy development. They 

also act as the board secretary, as an executive officer of the Association and the 

board, and they carry out the policies established by the board pertaining to 

ONA's management and administration. This management and administrative 

function includes: preparation and custody of records, minutes and accounting 

books; the collection, custody and expenditure of ONA funds; arrangements for 

the annual auditing of the accounts; and the preparation of financial statements 

for the board and ONA biennial convention. Lastly, the CE0 is also responsible 

for al1 matters relating to staff, administrative personnel, premises and equiprnent 

to the extent authorized by the board. 

Although each of the five Vice-Presidents is elected from a different region, under 

ONA's new governance structure, they no longer represent the members solely 

from their areas. Rather, they are now responsible for keeping ail ONA members 

abreast of important developments in the specific portfolios assigned. 

2.1.4.1 Reg ionat Structure 

There are five geographical regions throughout the province. Within each region, 

there is anywhere from ten to twenty-five Locals. The detemination of the 

number of Bargaining Units within each Local is based on the number of 

members employed within a particular agency. ONA elected leaders deterrnined 

that the minimum number of dues-paying mernbers for a Local to meet their 

financial obligations was five hundred mernbers. Consequently a Local may 



consist of one bargaining unit or in the northern or rural areas as many as twenty 

nine. 

Each member of the union is eligible to vote in the selection of the provincial 

representatives. The same applieç at the regional, local and bargaining unit 

levels. Each rnember is eligible to vote in the selection of their regional, local and 

bargaining unit representatives. Each bargaining unit has an elected 

representative who is part of the Local executive cornmittee. At the provincial 

level officers are elected for a two-year tenn and the ternis are staggered. The 

provincial president and first vice present and the five regional vice presidents 

are elected on alternate years to prevent a complete turn over at the provincial 

leadership level. 

2.1 A.2 Governing Policies 

The Ontario Nurses Association Governing Policies and Policy manuals highlight 

and further interpret the constitution and procedures to follow. The Financial 

Manual highlights the compensation system for the elected leaders in the 

organization and local provincial funding requirements. These manuals also 

contain the ONA position statements on professional and labour relation's issues. 

The policies are specific to the operational aspect of provincial and local 

governance, and outline the role and accountability of provincial and locally 

elected leaders. These accountabilities support the mandates for these groups 

and are reflective of mernbership research and ONA's vision. 

2.1 -4.3 Education Programs 

The Ontario Nurses Association education programs are held on an invitational 

basis throughout the province, which represents a change from the past. 

Previously the education programs were offered in major centers throughout the 

province on a routine schedule. Recognizing the high degree of importance 



mernbership places on education both on union and professional issues a 

decision was made to decentralize education services and move the delivery 

closer to the member's work site. While 74% of members Say ONA is doing a 

good job in this area of service ranking it very high in importance, due to the 

connection with this study's recommendations it deserves closer examination. 

The Board of Directors establishes the priority p rograk  that will be offered over 

a two-year period. These core programs are promoted to mernbers and given 

priority by district service team staff who are accountable for the actual delivery 

of education programs. Again, the programs given priority are those that deal 

with the administration of the collective agreement and Local affairs. In order to 

prompt participation and address membership's beliefs al1 programs are 

delivered at the request of mernbership in a location proximal to the work site. 

ONA offers to members a variety of education programs, both union orientated 

and professional at no additional cost. Having reviewed the objectives set for the 

programs offered, what is clear is that there is a heavy reliance on developing the 

professional skills and personal facility of members and leaders specific to a 

program area. The core programs focus on the administration of the collective 

agreement, legislalive requirements and administrative skills and materials for 

running the Local. Other workshops focus on professional issues, advocacy and 

leadership development. 

2.2 Review of Supporting Literature 

The purpose of the Iiterature review is to provide an overview of the existing 

Iiterature in the area of leadership specific to: 

Values-based leadership 

O Health care: the nursing context 

O Leadership competencies 



It is my intent to establish for the reader what has preceded my journey through 

the literature and identify the limitations of my search. To that end, the journey 

beg ins. 

2.2.1 Values-Based Leadership 

Researching the leadership literature is a journey in self-reflection and self- 

discovery. In our world plagued by poverty, illness and over consurnption, 

leaders are seeking out different ways of being and interacting with the world. As 

Kuczmarski and Kuczmarski (1 995) assert, 

Leadership doesn't have to be the way you remember it. 
The days of autocratic managers who rule with an iron fist 
are surely gone. So, too, should the days of emotionless, 
passionless, and impersonal leaders. A totaliy new 
construct needs to fiII the leadership void (p.11). 

Part of understanding the Iiterature involves asking the question: what is values- 

based leadership? O'Toole (1 996) describes values-based leadership in the 

following way: 

At it's core, the purpose of values-based leadership is 
the creation of moral symmetry arnong those with 
cornpeting values; . .. it brings order to the whole by 
transcending values that provide a tent large enough 
to hold al1 the different aspirations, and in which ail 
can find satisfaction (p. 258). 

The ernphasis is on distinguishing for the reader that values-based leadership is 

not for the purpose of merely controlling the constituency, rather the leader must 

respect and value the differences al1 bring, and work to identify those common 

values shared by al1 partners. 

It is the equal emphasis on what people hold in common and also their 

individuality that contributes to the richness of the partnership. Richness is seen 

in the areas of performance and the "common threads seen to be central to 



weaving a values tapestry that leads to greatness" (Kouzes and Posner, 1995, 

p.216). Kouzes and Posner (1995, p. 215) further report on the work of 

management professors John Kotter and John Heskett who found in a four year 

study that nine to ten fims who operated using values based leadership 

outperforrned the other fimis by a huge margin; 

Their revenue grew more then four times faster, 

Their rate of job creation was seven tirnes higher, 

Stock pn'ces grew twelve times faster, 

Their profit performance was 750 percent higher. 

The literature generally agrees that leadership is a learned set of skills and 

behavioun. There is also agreement that leadership is not a birthright, a position 

or achieved through charisrna. In fact leadership is better viewed "as a collection 

of behaviours, and skills that are necessary for the group to sunhve and reach its 

goals" (Kuczrnarski and Kuczmarski, 1995, p. 205). Koestenbaum's (1 991) 

leadership diamond represents what others identify as the important elements of 

leadership. They are vision, reality, ethics, and courage. 

Vision is the ability to think ahead and be in touch with human potential. The 

ability to define reality with no illusions seeing the limits and mastering the art of 

seeing what is possible. The ethical leader has integrity, models authenticity, 

and shows through their actions a love of others that helps create meaning for 

them. Courage in leadership is demonstrated by taken a stand and advocating 

for it. 

Additionally, the iiterature identifies consistently the importance of the leader 

having and dernonstrating consistently effective listening skills. According to 

O'Tool (1 996), effective leaders dernonstrate self-confidence, encourage contrary 

opinion and abandon themselves to the strengths of others. They listen because 

they respect their constituents and because they believe that the welfare of 

followers is the end of leadership and not that, the foIlowers are the means to 



their own persona1 goals and status. In short, the true leader is a listener 

(DePree, 1989). 

The culture of an organization is shaped by the acceptable norrns; standards of 

behavior and internalized beliefs within which people identify and shape their 

interactions. These accepted noms and behaviors are based on the values of 

an organization and are the bedrock of organizational cultures (Kouzes and 

Posner, 1995)- Within a values-based culture the shared values create a sense 

of belonging and identity for the people. Additionally, it brings them together 

enabling thern to attain a higher degree of achievernent (Kuczrnarski and 

Kuczmarski, 1995). 

The Iiterature documents the evolution of leadership styles- The approaches to 

leadership have evolved from the autocratic and hierarchical format of the 1950's 

through 1 9 8 0 ' ~ ~  to the participatory leadership form of the I98Oys and 1990's. 

The next step in this evolution is values-based leadership which, according to 

Kuczmarski and Kuczmarski, will be the leadership model for 2000 and beyond 

(Kuczmarski and Kuczrnarski, 1995). 

This leadership mode1 should not be confused with political models. These 

models pander to the wishes of the majority even when they are inherently evil 

(O'Toole, 1996). Value-based leadership brings out the best in people because 

they c m  focus their energy; they do not have to play politics, garnes, or be the 

model ernployee; they can be themselves and express their professional passion 

(Kuczmarski and Kuczmarski, 1995). 

The values-based leadership model contends that the quality and direction of an 

organization is alrnost exclusively detennined by the values of its leaders. 

Leadership is the missing link to tie the noms and values together within an 

organization (Secretan, 1 996). A leader who adopts the values-based approach 

will ultimately contribute to the broader social community through the people in 



the organization. People within a values environment feel they are respected, 

feel part of the community and feel their worth. Creating these linkages with the 

broader comrnunity will over time contribute to restoring identity, purpose, and 

societal noms. 

2.2.2 Health Care: the Nursing Context 

The concerns of nurses related to staffmg practices, workload and the quality of 

patient care and leadership issues are documented through out the Iiterature. 

These concerns have not changed dramatically, other than to intensify since the 

late 1980's before funding and restructuring began. In response to reductions in 

funding health care organizations implemented practices to contain and reduce 

operating costs. 

Since 1993 in Ontario there has been a 29% reduction in the number of beds, 

along with a 19% reduction in the length of hospital stays. Occupancy rates 

remained stable at 80% for acute and psychiatric beds and 95% for chronic beds. 

During the same period the long term care sector, nursing home and homes for 

the aged, documented increasing levels in the complexity of care provided and a 

44% increase in the home care admissions (O'Brien-Pailas and Baumann, 1999). 

The literature documents changes in the delivery of health care dating back to 

the early 1990's. The most significant period of change however, has taken 

place in the past five years when federal funding to the provinces for health care 

was reduced by 12 billion dollars (Registered Nurses Association of Ontario and 

Reg istered P ractical Nurses Association of Ontario, 2000). As a resu lt nurses 

over these same five years have been dealing with the consequences; patients 

are sicker; there is an increase in outpatient procedures and an overall increase 

in the complexity of care requirements. 

Nurses are experiencing the direct effects of the health care system reform as 

agencies have stniggled to deal with shrinking financial resources and increased 



acuity levels. Agencies adopted practices and policy decisions that signaled to 

nurses the value placed on their skills and knowledge. This dernonstration of 

value occurred virtually in al1 sectors when organizations looked first to reduce 

costs through reductions in the nursing budget (Andrews, 2000). At the same 

time as nurses were being targeted for lay-off and cost reductions, nursing 

leaders were predicting acute s hortages ahead (Registered Nurses Association 

of Ontario and Registered Practical Nurses Association of Ontario. 2000). As a 

further demonstration of the value given to nursing concerns, nurses revealed 

they had insufficient input into decision making and work design (Ontario Nurses 

Association - Cultural Research-1999). Other findings in this study identified that 

nurses feel insecure, buffeted by events beyond their control, and lack due 

respect, support and acknowledgement for their contribution to the system 

(Ontario Nurses' Association - Cultural Research- 1999). 

Other literature reviewed suggests that health care restructuring effects al1 health 

providers equally, while others suggest the reforms have disproportionately 

effected women generally. On the issue of equality O'Brien-Pailas and Baurnann 

(1999) identify that as a result of their review of annotated evidence there is data 

to suggest that restructuring has had the greatest effect on the nursing 

profession given they are the largest labour force in the systern. Consequentially 

as the greatest proportion of health care workers and family care givers are 

wornen. attacking nursing disproportionately effects al1 women (Gordon, 1997). 

This is further evidenced by Armstrong et al. who reveal that women account for 

80% of health care providers while at the same time they provide the majority of 

unpaid care in the home. The present shift in health services from the institution 

to the community, coupled with early discharges and an increase in private for- 

profit health care agencies therefore undemines the skill, the power and pay of 

al1 women (Armstrong, Armstrong, Choiniere, Mykhalovskiy, and White, 1997). 

Buresh and Gordon argue that the devaluation of nursing work in health system 

reform is attributed to the patriarchal legacy of religious interpretations of female 



care giving and the autocratic models of decision making within the system. The 

devaIuation of nursing resulting from autocratic top down reform initiatives 

undermine nursing agency (the voice of nursing)- This devaluation has also 

created doubt among nurses whether their work is important This further gives 

nurses pause to re-consider their career choice. These doubts about career 

choice undermines the esteem of the profession and has an effect on how 

nurses regard one another (Buresh and Gordon, 2000). 

m a t  is worse is that traditionally modern hospitals have a medical and 

administrative Iine of authority within which nurses have traditionally been 

subordinate even though nurses understand the patient needs and have the 

most direct knowledge of care requirements. lndeed research identifies that 

what nurses do or not do has a direct correlation to patients outcornes and 

hospital deaths (Aiken, Smith, and Lake, 1994). Until recently opportunities for 

nurses to become partners in these medical and administrative hierarchies has 

been quite restricted. Those aspiring to achieve equality and the ability to 

advance professionally hit a glass ceiling at the head-nurse level (Picard, 2000). 

Staff nurses and patients have not been the only casualties of a system reform 

focused on cost containment. Advanced practice nurses, nurse educators and 

unit administrations have been reduced or eliminated resulting in overall de- 

skilling of patient services, an eroding of quality care, decreased job satisfaction 

and burnout (Registered Nurses Association of Ontario and Registered Practical 

Nurses Association of Ontario, 2000) - Furthermore, these measures were taken 

despite evidence that registered nurses need nursing management support at 

the operational and executive level (Nursing World, 2000). 

The College of Nurses of Ontario conducted a Quality Practice Setting SurveyTM 

between April 1997 and March 1998. It revealed that leadership attributes were 

ranked as the least present among the seven attributes measured. The study, 

conducted under the College1s Quality Assurance Program, brought nurses and 



employers together frorn sixteen sites in an atternpt to create an environment that 

supports q uality professional nursing practice and nurses. The seven attributes 

measured were the care delivery process, communication systems. the physical 

facility and equipment, leadership, organizational supports, professional 

development and response systems to external demands. The Leadership 

elements measured included the vision of the organization, staff participation in 

decision making and management style. Regarding leadership attributes, nurses 

identified they were not involved in decisions related to nursing services and 

were not encouraged to take active leadership roles. This resulted in lirnited 

opportunities to irnprove leadership skills (Doucette and Boyce, March 2000). 

The literature reviewed dernonstrates concretely the unintended effects 

restructuring has had not only on the position, but also on the health of nurses 

currently in the system and those who may be contemplating nursing as a career 

choice. Restructuring has resulted in increased stress and reduced levels of job 

satisfaction among nurses. Additionally, due to the persistent change over time 

and the escalation of the stress evidence demonstrates that the restructuring has 

created chronic stress and psychological burnout in nurses (Burke, 2001). Along 

with the structural changes in the way health care is provided, nurses experience 

burnout as a result of conflicting values and a lack of job satisfaction. Nurses 

identify compassion, honesty, integrity, respect, trust and advocacy as important 

personal and professional values encompassed in nursing (Uhryuk, 2000). 

Consequently, their values and professional practice standards corne into conflict 

within an ideology of scarcity now dominate in today's health care system. 

2.2.3 Leadership Skills and Competency 

Having reviewed the literature in the area of leadership characteristics, 

behaviors, competencies and skills what is evident is that the literature in this 

area is cornplex and sornetimes fragmented. In part, the fragmentation is a 

product of industry-specific research and the language used to describe the 



findings. 1 have chosen to use the language of competency and skill to convey 

the findings of this review. For the purposes of this study competency are, the 

traits and characteristics that help detemine the leader's success. Skills refer to 

the professional and persona1 facility needed to be "leader-fulln. It is important to 

distinguish between cornpetencies and skills because the skills are generally 

specific to techniques and knowledge that apply to a profession. A focus on 

these professionai skills therefore takes away from an assessment of leadership 

cornpetencies, which are a greater indicator in determining performance (Zwell, 

2000). 

Early trait and characteristic research failed to "correlate in a strong and 

consistent manner with leadership effectiveness" (Yukl, 1998, p. 259). This early 

trait and character research included the study of physical characteristics, 

personality and aptitudes and comparing those found between leaders and non 

leaders. Yukl reports that Stogdill (1 948) having reviewed the early research 

discouraged any further leadership trait research. However, based on a further 

review of industrial research findings between 7948 and 1974 Stogdill concluded, 

that the possession of particular traits would indeed increase the likelihood of 

leadership effectiveness. Examples of these traits that contributed to 

effectiveness are, achievement orientation, assertiveness, decisiveness, 

dependability, self-confidence, stress tolerance and willingness to assume 

responsibility. Secondly, Stogdill concluded the skills found to contribute to 

leadership success included being conceptually skilled, creative, fluent in 

speaking, knowledgeable about the work and having administrative ability (Yukl, 

1998). Further research by McCelland (1 965, i 985), Minor (1 978, 1985) and 

Boyatzis (1 982) reported findings on managerial motivation, the type of 

motivational traits required for success, effectiveness in private or public sector 

organizations and managerial assessment influence. The findings of these 

studies that have direct application in this study is to recognize that the traits and 

skills required to be effective in one management position are not necessarily the 

same as those at other levels (Yukl, 1998). 



Further Iiterature reviewed reports emotional competencies having a direct effect 

on leadership effectiveness. Goleman (1998) reports on a study of three 

hundred different cornpanies across a variety of jobs. The findings reported by 

Goleman were that the technical and interpersonal cornpetencies for one job may 

very across the Company, but success is detennined more by the emotional 

competencies rather than cognitive ability. In another study undertaken to 

ascertain the leadership qualities and characteristics for inclusion in leadership 

development, Goman (1 995) reports leaders needing three global competencies 

to be effective. The three global competencies are analytical, interpersonal and 

emotional. Further expand ing on these cornpetencies Gorman describes 

analytical competencies as the analytical and problem solving skills needed 

within an environment of incomplete information. Interpersonal competencies 

are the ability to influence people to achieve organizational goals and emotional 

competencies as the ability to stimulate and exercise authority without guilt or 

shame. Zewell (2000) howemr says that while there is agreement that ernotional 

competencies can limit mastery of competencies out of fear of making mistakes, 

not being liked or not belonging, organizations have to make choices. They can 

choose to encourage and support people to improve performance and overcome 

unpleasant experience but absent the support it is unreasonable to expect 

ernpIoyees to overcorne ernotional barriers. 

The literature is consistent on what will derail the leader's efforts to lead in any 

group or organization of people. The leader's ability to maintain emotional 

stability. defensiveness, integrity, interpersonal skills and technical cognitive skills 

are al1 linked to the success of their efforts. Research has demonstrated that 

positional leaders prone to moodiness and angry outbursts, or those likely to 

defend failures by blaming others, and were more focused on advancing their 

own careers had a direct negative effect on the achievement of the groups goals. 

The same research identified insensitivity and intimating behavior toward others 

and technical and cognitive skills as additional barriers. Technical and cognitive 



skills that resulted in individuals over-managing the work of subordinates and 

their inability to shift focus from the technical problem to the strategic level also 

contributed to the underachievement of their groups (Yukl, 1998). 

In the same way that there is consistency on what will derail a leader's effort, 

there is also wide agreement across the literature that effective leadership 

cornpetencies and skifls can be learned. According to Zwell, the five areas of 

competency for leaders are task achievement, relationship, personal attributes, 

managerial and leadership. The skills needed to support each of these 

competency categories further define the leader's role (Zwell, 2000) and fall into 

three general areas, which are "cognitive, interpersonal and technical skills" 

(YukI, 1998, p. 499). 

Expanding further on the cognitive, interpersonal and technical skills 

substantiated by the research Yukl describes each of these as follows. 

Cognitive skills are necessary to analyze problems, 
develop creative solutions, identify patterns and 
trends, differentiate between relevant and irrelevant 
information, understand cornplex relationships and 
develop effective mental modek (1 998, p. 499). 

Describing the interpersonal skills Yukl (1 998) asserts interpersonal skills include 

foundational skills. They are Iistening, persuasiveness and sensitivity. Tkese 

foundational skills are needed to influence people, develop CO operative 

relationships, maintain networks, understand individuals and constructively 

resolve conflict. 

Further describing the third area of skills Yukl concludes from the trait and skill 

research that the technical skills for effective leadership include the following. 

. . . need to understand activities, operational 
processes, products and services, technology and 
legal/contractual requirements. The relative 
importance varies greatly from situation to situation 
but.. . analytical ability, persuasiveness, rnemory for 



details and ernpathy.. . are useful for al1 leaders 
(1 998, p. 499). 

With any review of leadership literature on competency and skill, it is important to 

address the cultural influence an organization or group of people can have on the 

leader's ability to lead. The cultural influence is ubiquitous, a product of a shared 

history within a hurnan system, and if not managed, it will manage the leader 

(Schein, 1992). As Yukl(1998) notes, the leader's cognitive ability to understand 

the competencies and culture of an organization has a direct influence on 

shaping the future. lndeed how leadership functions within an organization is 

strongly influenced by the cultural norrns and societal laws. 

For any leader wishing to influence a change there must be an acknowledgernent 

that their success is firstly, directly related to skills investrnent. And secondly, 

related to how structural changes are implemented to support the way work is 

perfomed and measured day to day (Micklethwait and Wooldndge, 1996). It is 

this understanding of the interrelationship of structures, skills and culture that will 

ultirnately determine the achievement of organizational strategic goals and vision. 



CHAPTER THREE - CONDUCT OF RESEARCH STUDY 

3.1 Study Ovewiew 

I began the design of my research methodology knowing fully the central barrier 

that existed to the ultimate acceptance of the study recommendations. This 

barrier consisted of a lack of acceptance of action based qualitative research 

methodology within the culture of the organization in which the study was 

conducted. Qualitative research is conveyed through words and description, 

exploring human qualities and meaning rather than a count of its parts. As 1 

discussed in chapter one, ONA has a cultural orientation to exactness and 

consistency. Because there are no absolutes in qualitative research, it can 

appear to be less reliable and consistent (Fenwick and Parsons, 2000). 

Having considered the potential barrien 1 moved foward to design an approach 

based on my fundamental belief that insights into the existing gap between 

members and leaders would becorne clearer by examining the interaction and 

insights into the people involved. My goal was to use a qualitative research 

approach to break down barriers that would keep the research findings from 

informing and improving the [ives of leaders and members (Green. Hamilton, 

Dewar and Parsons, 1999). In summary, I thought it more important to examine 

the cognitive process on behavior, what people believed to be important, rather 

then, what I believed to be important resulting in my imposing my beliefs (Payls, 

1997). Through the data gathered, by examining the underlying beliefs and 

identifying leadership competency and skills, recommendations will be 

developed. These recomrnendations will lead to narrowing the gap between 

members and leaders. 

In addition to these considerations, the approach designed needed to recognize 

two more important things. First, the complexity of human subjects and 



secondly, the political environment in which the research was conducted. 

Specifically, the research would be conducted in a heightened political 

environment with elections taking place at the provincial and local leadership 

levels, 

The interventions designed were structured into three phases partially following 

the "community-based action research cycle". 

Community-based action research is a collaborative 
approach to inquiry or investigation that provides 
people with the means to take systematic action to 
resolve specific pro b lems. This approach to research 
favors consensual and participatory procedures that 
enable people (a) to investigate systematically their 
problems or issues; (b) to formulate powerful and 
sophisticated accounts of their situations, and (c) to 
devise plans to deal with the problems at hand 
(Stringer, 1996, p. I f ) .  

3.2 Study Conduct 

My interventions were structured into the three phases outlined in detail below. 

Again, the three phases followed an action research cycle. ln the first phase 

relevant information was gathered and the members' picture of leadership is 

developed. This information provided the basis for exploring the leadership 

models currently in operation and ultirnately contributed to developing 

recornrnendations to narrow the existing gap between member and leadership 

expectations and leadership actions. Following Stringer, the inquiry focused on 

gathering member and leader perceptions of leadership, identifying potential 

differences and identifijing with participants potential supports to augment the 

existing relationship (Stringer, 1996). 

3.2.1 Phase One 

The first phase of the action research gathered relevant infornation from 

rnember participants through interviews, examination of leadership research and 



participation in a learning circle. This Iearning circie was designed to determine 

"how learning circles can assist nurses in finding the courage to care for 

themselves and patients in a complex worldn (Faulds, 2000, p. 2). Through these 

interventions, a picture of what members believed leadership should entai1 

emerged. 

The qualitative data necessary for phase one was gathered through a learning 

circle conducted with ONA members by Sharon Faulds, a colleague and MA LT 

(99-2) learner. We collaborated on the trigger comments; I assisted with the 

mechanics of the circle, obsewed her research circle and had access to al1 of the 

raw data collected. This first circle focused on nurses finding their voice and 

ultirnately the courage to care for both self and patient in a complex world. The 

more specific information 1 extrapolated from the member stories was their 

leadership beliefs, what they expect from leaders, leader characteristics, and 

important elements of the relationship. The circle was audio taped and 

transcribed. Participants in the circle were soliciied through word of mouth and 

recommendations from hospitals, nursing homes, long terrn care facilities, and 

cornrnunity agencies. 

The second phase of the research involved conducting interviews; further 

examination of leadership research and conducting a learning circle with elected 

nurse leaders at the provincial, local and bargaining unit level of the organization. 

The information gathered through both phase one and two provided the basis for 

exploring the different leadership models in use and ultimately contributed to 

development of recommendations to narrow the existing gap between member 

leadership expectations and leadership actions. Again, following Stringer, the 

inquiry focused on gathering member and leader perceptions of leadership, 

identifying potential differences and identifying with participants potentiaf 

supports to augment the existing relationship (Stringer, 1996). 



3.2.2 Phase Two 

While phases one and two were quite similar, the participants, the focus and the 

trigger comments were different in both groups. In phase two, data was gathered 

from elected leaders at the provincial, local and bargaining unit levels. This 

additional information was gathered to identify what elected leaders saw as their 

role and focus in the organization. Again, as with phase one, the circle and 

interviews were audio taped and transcribed. 

The interview conducted with the phase two participants were scheduled pnor to 

the learning circle. The purpose of these interviews was threefold. First, the 

questions were designed to gather demographic background on the participants. 

Second, to introduce the subject of leadership and gather leadership background 

on the participants and lastly to address questions on the circle methodology and 

logistics. The length of the interviews ranged from forty-five minutes to an hour 

with the main difference in length being the review of  the phone interview guide 

(see Appendix B). 

The learning circle conducted in this phase included seven participants, six 

elected leaders and myself. Since al1 of the participants had been briefed on the 

intent and purpose of the circle we were able to move quickly into the outline of 

the session. The circle opened with the lighting of a candle and a minute of 

silence to bring focus to the group. According to Baldwin (1 994) the minute of 

silence draw a line between the rest of the day and the circle so participants can 

hear each other more accurately and find a way to speak from experience. 

Following the moment of silence, the Learning Circle Agreement, Covenant 

(Baldwin, 1994), "talking stick and trigger questions were reviewed (see 

Appendix D). Participants Iistened quietly to a reading (Helgesen, 1995) focused 

on the challenges leaders face empowering nurses who up until recent years 

were instructed and trained in subservient practice. Following the reading each 



rnember of the group started telling their individual story starting with an 

introduction using symbolism on what leadership meant to them. 

The circle lasted approximately two hours and closed with reflections from the 

participants, a reading and the distribution of acknowledgement gifts. 

Throughout the evening, we focused on describing leadership experiences that 

had helped prepare participants for Ieadership, leaders expectations of  rnembers, 

what members expect from leaders and how members could be involved in 

meaningful activities. The circle closed with another reading that ernphasized the 

leadership role nurses perform each day (Perry, 1 998) (see Appendix D). 

3.2.3 Phase Three 

The third phase of this research is reflected in the following chapter of this final 

report. It involved my describing and analyzing the perceptions that participants 

brought to the inquiry and synthesizing them (Green. et al., 1999). My primary 

role was to focus on the way things were done, provide a catalyst for the 

dialogue, stimulate people to change, start where people are and not where it is 

believed they should be (Stringer, 1996). In short, conducting this research was 

to be a catalyst for rny own learning, exarnining rny own values, beliefs and 

mental models. As I indicated at the outset of this chapter, this was truly a 

jou rney throug h my own perceptions of leadership. 

3.3 Ethical Considerations: 

This study was designed to comply with two governtng authorities. The first was 

the Royal Roads University Ethics Policy (1999). An application was made on 

September 7,2000 to the Royal Roads Research Ethics Board and approval to 

proceed with the research was received Septernber 13, 2000. Secondly, the 

research proposa1 was approved by the sponsoring agency, The Ontario Nurses' 

Association, to comply with it's Governing Policies (1999) specifically the 

Executive Limitation - Treatrnent of Members portion. This section of policy 



specifically prohibits the collection of information for which there is no clear 

necessity. It includes, but is not lirnited to, protection against improper access to 

material elicited, allowing undignified or unnecessarily intrusive procedures and 

failing to provide appropriate confidentiality. 

In lieu of the requirements set out by these goveming bodies, participants in this 

project were invited to participate having given consideration to cost, availability 

and their fomal elected leadership position. The participants invited were 

individuais who held elected positions at the provincial, local and bargaining unit 

levels. All participants were provided with a package of information containing 

the participant consent forrn, telephone interview guide and a research project 

overview (see Appendix B). These documents outlined the processes and 

procedures for obtaining informed consent, the purpose of the research project 

and the intended uses and audiences of the data. I reviewed the package of 

information with the participants before they signed their consent. All but one 

(who could not attend due to farnily commitments) of the invited leaders agreed 

to participate in the research. 

Participants were alerted that they could opt out of the research at any time for 

reasons of their own and were assured that no deception would be used at any 

time during this study. Their confidentiality was assured in the research report 

using codes and the rernoval of any identifying characteristics that might link their 

words to their real identity. Participants were also advised of their obligation to 

keep confidential any remarks made by their colleagues in the learning circle. 

Furthemore, participants were advised that the sessions would be recorded to 

insure that al1 the information was fully captured. In addition, they were informed 

that upon their request, without having to give a reason, the tape-recording wouid 

cease, or their transcripts not be used. The tapes used in this project were kept 

secure for the duration and will be destroyed following completion of the project 

and the production of the final report. Individuals involved in the transcription or 



tapes, notes and resulting data signed participant consent forms along with being 

briefed on the purpose of the project and the importance of al1 infornation 

rernaining confidential. 

I maximized the benefits to participants by giving them an opportuniiy to review 

and veriQ the transcripts, the themes generated by the researcher, and the draft 

report containing their remarks before its finalization. The study thus provides a 

learning opportunity and affirmation of participants' opinions and experiences. 

3.4 Learning Circle Methodology 

As I began to explore the various traditional methodologies, questionnaires, 

interviews, focus groups and observation, for conducting qualitative research I 

felt constrained by the familiar framework. While exploring each of these and 

even mapping out an inquiry process that included a combination of focus groups 

and interviews I came to understand more deeply the cornplexity of the question 

to be addressed. 

To research and understand the existing gap between leadership and members 

of the association 1 needed to use a tool that would draw on the experience of 

participants to find the answers. There are many studies and books written on 

the gap between leaders and members but not specific to the culture in which 

this study's recommendations would apply. 1 also believed it would be important 

to give a voice to nurses- something that as 1 have shown previously is clearly 

lacking in their work lives. 

My choice of learning circles as a methodology was also largely influenced by a 

personal belief in the "eastem intuitive, emotional, holistic, ferninine and spiritual 

world view that celebrates everyone and thing as alive and connected" (Dewar, 

1994, p. 8). This belief holds that not all things operate in isolation nor can they 

be rationalized or logically reasoned. I also recalled vividly quiet moments on 



midnig ht shifi when colleagues shared their stories of patients, treatments and 

nursing interventions. As Roddick discussed in his study (1 993), these stolen 

moments provided an environment for joint leaming; they were rich in the 

recovery of nursing history, and contributed to our sense of community. 

Learning circles are not new. They are a new research paradigm however, 

which is indicative of a move to participatory and holistic knowing (Dewar, 1994). 

Indigenous people have traditionally used thern for decision rnaking, 

communication and healing- They have also proven to be an effective and 

practical method for social change empowering members to make choices and 

act (Learning Circle Australia, 2000). 

In nursing, learning circles have been used to help nurses deal with changes to 

their work environrnent and help them to set goals to focus on what is important 

to a healthier response to stresses in the environrnent. Nurses who were 

undergoing re-engineering and downsizing to keep nursing alive have also used 

"flarning circlesn (Nursing Circles, 2000). 

Circles bring together both the knowledge of participants which comprise 

"popular knowledgen, and experts with the skills and techniques to achieve what 

people want- "expert knowledge". It is when these two forrns of knowledge corne 

together to cornplernent one another that new knowledge is created (Roddick, 

1993, p. 107). 



3.5 Summary 

Phase One: 

1 . Interviews 

2. Questionnaires 

Learning Circle 

Phase Two: 

l nterviews 

Gather dernographic background on 1 Five ONA 

participants. 1 members 

Identify what members and leaders 

value about nursing. Six ONA 

leaders 

Identify what members expect from Five ONA 

leaders. members 

Identify the leadership beliefs held. 

Identify the important elements of the 

relationship between leaders and 

mernbers. 

lntroduce the subject of leadership 

and gather leadership background. 

Address questions on methodology 

and logistics. 

Identify what participants believed was 

their elected leadership role and 

function. 

ldentify the challenges ONA leaders 

are experiencing . 

ldentify what leadership beliefs and 

expectations were held. 

Six ONA 

leaders 



Phase Two: continued 

Learning Circle Have participants identify the 1 Six ONA 

important elements of leadership. 

ldentify what leaders expect from 

members. 

Identiw what rnembers expect from 

leaders. 

Identify how leaders involve more 

members and have a presence at the 

work unit level. 

Identify the challenges of ONA 

rnembers and leaders. 

leaders 

Phase Three: The Analysis 

What follows is a high level description of phase three of the study. The detailed 

description of this phase is found throughout the following chapter. 

leaders. 

Questionnaire 

completed by 

members. 

The Transcripts from 

the rnembership 

Iearning circle 

work. 

To understand the meaning taken from their 

work. 

Provide sufficient material for the reader to 

understand the perspectives and expenences 

of participants. 



Phase Three: The Analysis continued 

The Transcripts from 

the rnernbership 

learning circle 

The transcripts from 

the ONA leadership 

intenriews. 

Literature on nursing , 

leadership and 

com petencies. 

Transcript of the 

leadership learning 

circle. 

Literature on nursing, 

Ieadership and 

com pet encies. 

Research finding 

report. 

To describe what members and leaders 

believe leadership is. 

ldentify what ONA mernbers and leaders need 

from leaders and colleagues in the workplace. 

To describe the mental rnodels of leadership 

held by participants. 

Analyze what leadership participants said their 

role was to assist with identifying 

corn pet encies- 

To describe the challenges facing nursing, the 

profession and the ONA. 

To ascertain the cornpetencies and skills 

leaders need to address the challenges and 

rneet mernber needs. 

Capture the solutions offered by participants, 

Have participants validate that the findings 

reflect the challenges facing mernbers, leaders 

and ONA. 

Have participants validate that the research 

findings represent the challenges contributing 

to mernbership expectations. 



CHAPTER FOUR - RESEARCH STUDY RESULTS 

4.1 Study Findings 

4.1.1 The Analysis Process 

What leadership competencies are needed to align decision-making and 

communications with membership's expectations of leaders? In order to address 

this question my first level of analysis focused on identifying who the participants 

in the research are and what they value about nursing. 

The analysis of the data to identify the participant demographics is a foundational 

part of any research project. However, identifying what these participants value 

in their work may seem unnecessary given the amount of available research on 

nurses and the important aspects of their work. 1 still chose to ask the 

participants the question and analyze their responses for two reasons. Firstiy, 1 

wanted to understand the rneaning these participants take from their work, what 

Secretan calls the "intrinsic rewards" (1 996, p. 123). Secondly, the description of 

the participant's story needs to provide sufficient material for the audience to 

understand the perspectives and experiences of the participants (Stringer, 1999). 

The second level of analysis focuses on identifying through their stories what 

participants, both members and leaders, believe about leadership. ONA 

rnembers participating in the learning circle identified how they can care for 

themselves and patients in a complex world. Additionally, they articulated what 

they needed from and could give to formal leaders and colleagues in their work 

places. The second source of data analyzed came from interviews conducted 

with ONA leaders. ONA leaders were asked in their interviews to describe the 

leadership in their work place and what leadership looked like to them. This level 

of analysis was done to identify what "mental models" of leadership participant's 



held as it was at least plausible that the models held were contributing to the 

existing gap between members and leaders within ONA (Senge, 1990, p. 8). 

The second level of analysis also included analyzing what the leadership 

participants said when asked to describe their leadership role in their interview. 

This analysis was undertaken to assist with the development of leadership 

cornpetencies and to identiw gaps in role clarity. M i l e  the organization has 

developed materials describing the accountabilities of ONA leaders it is unclear if 

it is understood, internalized or provides any assistance to elected leaders in 

their role clarity. After all, the resource material is a one way communication tool 

and people rernember approximately ten percent of what they read (Haines. 

2000). 

The last level of analysis involved investigating both the challenge ONA leaders 

identified as personally effected them, and those challenges facing the nursing 

profession and the organization. The transcript of the leadership leaming circle 

was the central source of the data for this analysis- As well, participants 

explored, at a conceptual level, potential solutions to address these identified 

challenges. This level of analysis will be important in the development of the 

study recommendations and leadership cornpetencies. 

4.1.2 Introduction 

Examining the data to extrapolate what nurses value from leaders involved 

multiple readings, the application of multiple frameworks for analysis and false 

starts. The analysis of the data collected and description of the findings however 

is limited to my impressions, interpretation and interaction with the participants 

captured in their own voice as much as possible. What emerged from the 

process however is a refiection of the cornplexity of values and beliefs 

participants brought to the process. The rich complexion of leadership 



characteristics and actions is reflected in their storÏes. The participants values 

are in part reflected through the reasons they chose nursing as their life's work. 

4.1 .3 The Participants: 

As part of the first level of analysis, what follows is a description of the 

participants, who they were, their experience in nursing and leadership along 

with their identified education preparation. 

The participants in this project were al! practicing registered nurses, women and 

mernbers of the Ontario Nurses' Association (ONA). Their cornbined years of 

experience working in health care was 270 years for an average over the eleven 

participants of 25 years. Al1 participants had formal academic preparation 

obtained through Community Colleges, University or Hospital Based Nursing 

programs. Specific to the leadership group the combined years of nursing 

experience was 179 years for an average of 29 years. 

Within the leadership group their combined years of experience in elected ONA 

positions at the bargaining unit, local and provincial level was 68 with an average 

across the six participants of 11 years. All leader participants previously had 

held or where holding leadership positions outside of the ONA. The positions 

held as president, chair or executive equivalent, outside ONA ranged across 

Health related boards or counciIs, churches, sports organizations and family 

related organizations like the Brownies and Cubs. Four of the six leader 

participants identified they held certificates, or degrees in addition to their nursing 

education. 

4.2 Why Nursing 

All participants identified three things they enjoyed about nursing. The ONA 

mernbers responded to this question on a questionnaire and the ONA leaders 



were asked this question in their interviews. In total eleven participants 

responded to this question. Nine of the participants identified their interaction 

and relationship with patients, their families and colleagues. The second area of 

consistency identified was the degree of value placed on helping others. Again, 

nine of the participants identified helping patients, colleagues and families as a 

source of enjoyment. The last area of consistency identified was the challenge of 

learning and growing as health care needs emerge and change. Other sources 

of enjoyrnent identified were twelve-hour shifts, the flexibility of scheduled shifts, 

and extra free time off. 

4.2.1 Connection with Patients, Colleagues and Families 

The importance that nurses place on connection as a source of enjoyrnent taken 

from nursing is consistent with the findings of Uhrynuk (2000). In that study 

designed to identify how nurses find meaning in their work the researcher 

concluded that the process of connecting was primary. The connections 

described also included patients, families, colleagues, and connections with 

themselves (Uhrynuk, 2000). Participants said: 

Descnbing the fhree things 1 enjoy about nursing is 
dimculf and 1 had to think about if. The #k t  thing 1 
enjoy was easy to identify. The remaining two is 
more ditficulf. As 1 thought about the question my 
energy increased as 1 experienced a renewed 
connection with why 1 do this day to day. The first 
fhing 1 enjoy about nursing is the connection with 
pa tien fs, families and colleagues. The connection 
with patients starts with working wifh clients and being 
able to be the kind ofperson to advocate for them 
(Dl-62). 

Advocafing for them means talking to them and 
making sure that they understand what is happening 
to them, where we are going with their treatrnent and 
what could be in the future. 1 always try to positive 
about it and let them know they are going to get 



better. ln most cases, 1 can do that but sometimes 1 
cannot give that assurance (B I-l5O). Even when 1 
am doing something clients do not like 1 still want to 
feel good about it because I do it well. 1 do not want 
them to fear me coming to their bedside to statt their 
dnig treatment lt is important they recognize 1 am 
helping them and while if is uncornfortable for them, 
they should not fear the treatment (€7- 104). 

1 know the connection with patients and families is 
imporfant in al1 areas of nursing but 1 never enjoyed 
the fast paced emergency @pe nursing. If feels to 
focused on fixing them up and shïpping them out. 1 
have found the connections 1 need comes more in the 
in Long Tetm or palliative nursing areas. 1 enjoy the 
contact with patients over the long term - gefting to 
know them, geffing to know their families. In fact, we 
get to watch their families gro w up (C 7-55). 

The second area of connection fhat is important to me 
is having colleagues who are good fnénds (M). This 
camaraderie is an important element of connection in 
nursing itself Putting it simply if is working with 
people who share the same goal. My primary goal is 
providing care for the patient so if is important to me 
that the people 1 work with share the same goal (D1- 
1 00) - Sometimes if is crazy and fmstra ting but there 
is a sense that the fnends 1 work with care about me 
and value my contribufion otherwise 1 just would not 
make it (K2-787). 

1 felt the same sense of connection with nurses the 
f is t  time 1 attended an ONA provincial meeting. lt 
was an amazing feeling to walk into that room of 
fïfteen hundred people and know 1 could walk up to 
any one of them and know they would share similar 
experiences. They al1 came frorn different work 
places and industries but they al1 shared a common 
knowledge base and experïence. lt was very 
exhilarating feeling that connection (C3-535). 

I guess if 1 had to summarize the connections that are 
so important to my daily work environment they would 
be about the pesple 1 have corne to know over the 



yeam, patients and colleagues. 1 think in some cases, 
we have grown together and in othercases, we have 
supported each other and it is teamwork, if is 
fello wship, ifs great That is wha t makes nursing 
worth whife (F7 - 7 42). 

4.2.2 Helping and Contributing 

Nurses identified "compassion, honesty, integrity, respect, trust and advocacy as 

key personal and professional values under the core value of caring" in the study 

undertaken by (Uhrynuk, 2000, p. 68). Those findings are consistent with what 

participants identified in this research and the Ontario Nurses' Association - 
Cultural Research (1 999). Other research conducted involving Registered 

Nurses (RNs) and Unlicensed Assistive Personal (UAPs) to identify 

organizational culture and understand and manage change provides additional 

insights. The tool used in this study was the Organizational Culture lnventory 

(OCi), a tool used to identify thinking and behavioral styles. One of the findings 

identified through the research was that RNs scored high on the constructive 

factors. This constructive factor measures the four sub-factors of humanistic, 

affiliative, achievement and self-actualization thinking and behavior styles. 

Transiated this means nurses seek positive interpersonal relationships, are 

generally accepting and cooperative, need to do well and enjoy helping others 

(Seago, 2000). Participants said: 

The second area of importance, what 1 enjoy about 
being a nurse, 1 would charactenie as helping others. 
Being able to contribute to an enriched life for others 
is a second fundamentai need. In particular / Iike 
helping the young nurse starfing out. Some of my 
colleagues cn'ticize their efforts. 1 do not and prefer to 
be an advocate and try to help them out and point 
them in the nghtdireclion. You knowone dayifrny 
mother, father, sister, brother or 1 is going to be on 
that bed, thaf maybe somebody may know what they 
are doing (BI-142). 



1 like when 1 have the opportunity and time to teach 
others. The ability to be able to take that leadership 
role in the carihg aspect (DI-68). When 1 am able to 
take on this mentoring role with students for three 
months, they are fhere with me and 1 can heip them 
out directly. They follow me on my shiR and they are 
evaluated at the end of the experrénce. The 
evaluation is a reflection of my ability to mentor and 
help them ouf (O 7-92), 

Patients need and depend on my help more then my 
colleagues. They are in a vulnerable state and they 
need someone to watch out for them. 1 see this as 
taking a leadership role on their behalf because 1 see 
the whoie picfure, can CO ordinate treafrnents, 
delegate certain treafrnents fo other qualified staff and 
take full responsibility for their care (Cl-85). This type 
of help is nof as mechanical as if sounds. For many 
the outcome is nof simply recover and live, it may 
simply be helping to ease the pain making it easier for 
the patient and the family, supporting them through 
fhat (A?-185). 

M i l e  1 am helping and advocafing for patients, 1 think 
perhaps 1 am making their lives better. 1 enjoy that 
and being a role mode1 for my patients, my clients and 
1 enjoy fhe continuation of what 1 do with families (F l -  
1 22). 

4.2.3 Change and Learning 

Having reviewed the research identifying the effects of health care reform on 

nurses including studies undertaken by Burke (2001), Donner and Wheeler 

(2001), Laschinger et el (2001), nurses identifying change and learning as a 

source of enjoyrnent was an unexpected finding. The finding however reflects an 

intrinsic reward for nurses. It refiects the opportunity for continued professional 

development and personal growth, both of which nurses value (Perry, 1998). 

Participant's voice: 



You asked me to identify three areas that 1 enjoy 
about nursing and while this last one creates stress 
and tension for us in health care, it is necessaty just 
to stay cumnt 1 have seen multiple changes and the 
fact that today's changes are so much faster than 
they were ten year ago, is overwhelming. M e n  you 
leamed something before it stayed tha t way for ten 
years now it is lucky if it is current for ten days (A 7- 
193). Staying curent is a challenge for me to use my 
kno wledge and expertise. 1 am constantly pitting it 
against what is happening with my patient and making 
sure that my knowledge and what is happening with 
my patient matches what should be happening with 
the patient care plan (B 1-733). 

Actually, 1 have enjoyed the advances in treatment 
and resulting leaming curve although 1 am very 
frustrated with the focus on task. The education that 
focuses on things outside of the bedside tasks is 
more valuable. It teaches you to look at the patient as 
a whole and that when they are complaining, it might 
be because their child has been injured and mom 
cannot be home with them (E7- 1 72). lt also teaches 
you to look at the whole picture because certainly our 
nursing education tends to ward just the task- 
orientated stuff (E 1- 142). 

Patients are educated consumers of healfh sentices, 1 
am really enjoying the fact those patientsI and their 
families are much more aware. They are asking 
questions about the2 treatmen fs, their medications 
and the side effects. You will hear them Say "well, 
I've been on the Internet and 1 read thisl'- lt is more 
than the way it used to be when Readers' Digest 
published a bookonce a year. Theyare tryingto stay 
as current as they possibly can, particularly if 
somebody has a chronic illness (A 1-227). 

4.3 Leadership Beliefs and Expectations 

Al1 the participants identified their expectations of forma1 leaders. The ONA 

leaders described leadership in their workplaces and their expectations of 

leaders th roug h interview questions. The ONA mem bers' expectations of leaders 



was extrapolated from the learning circle transcript conducted to identiw how 

nurses can care for themselves and patients in a cornplex environment. 

The expectations identified center primarily on the day to day interrelationship 

between leaders and the people. Four of the participants identified expectations 

related to involvernent in decision making and communication. Three of the 

participants identified they expected leaders to translate "the big picture" and 

acknowledge the day to day contributions made. Two of the participants 

conveyed that the leader needs to lead by example, initiate early solutions and 

be available. There was a singular mention each of an expectation that leaders 

listen, delegate, be accountable and responsible, credible, fair, knowledgeable 

and recognize the impact their decisions have on others- 

Three of the participants identified that while they held expectations of leaders 

they also had expectations of colleagues they hold generally. The fi rst is that 

people need to examine how they might be contributing. The second expectation 

is for people to be accountable for their own reactions to any given situation and 

the last is a practice of acknowledging the attributes of others. 

4.3.1 Understanding Relationships 

The participants' expectations of leaders are captured in their words below. The 

first of these reflects the relationships that exist between senior managers, 

middie managers, direct care providers and patients in the health care systern. 

What is evident is that senior administration needs to infuse the vision of the 

organization in al1 policy and work decisions but are unable to get reliable 

information on which to long range plan from middle management. Middle 

managers are puiled between the demands of those above and direct care 

providers. The direct care provider feels vulnerable and oppressed and patients 

are treated more as a problem than a valued individual. 



These relationships described by participants underscore the importance of 

leaders understanding the power of relationships and how they shape how others 

are seen and how we see ourselves. If the leader is blind to relationship 

dynamics they cannot see the potential destructive results. The leader feels 

overburdened, managers are tom, providers feel ignored and the patient's needs 

are not met by the unresponsive system (Os hry, 1 996). Participants articulated 

the following: 

The higher level of administration within my work 
place sees, cares for and understands the vision of 
our hospital. They translate the vision for the agency 
and it is really neat to be able to interact with them. 
Unfortunately, the middle management does not like 
felling the upper management what the problems are 
af the unit level. If there is a problem they do not Iike 
felling them and they do not appear to cany the same 
vision as the upper management- They are more 
focused on the day to day tasks that do not appear 
directly connected to the vision. Somewhere along 
the Iine, the big picture is lost when the more 
immediate need is weekend coverage (6 1-437). 1 find 
it frustra ting there are administrative things that need 
to be done but offen it seems that the client is not at 
the centre of decisions. They Say that the client is 
ptimary but it is not visible and we are not able fo 
transjate what we are being asked to do with the 
client needs (D7-723). 

Many people blame the employer for their 
dissatisfaction with the work en vironment (0 1-4 1 8). 1 
do not hold them up on a pedestal they can only do 
so much if they don't have the facts so l think 
leadership is only as good as their staff (Dl-438). 1 
advise colleagues that are unhappy with the work thaf 
we can either chose to stay in the situation and try to 
make it better or move on (H2-719). Respect is 
basically a Il we are tooking for (HZ-364). 

The expectations and leadership beliefs identified are consistent with the 

Iiterature on effective leadership. They underscore the importance of effective 



communications and establishing trusting work relationships with constituents 

focused on the achievement of the vision of the organization. 

4.3.2 Modeling Leadership 

Two of the cornerstones identified through the research into constituent 

expectations of leaders are: enabling others to act and modeling the way. 

According to Kouzes and Posner, to enable others to act the leader intentionally 

sets out to create opportunities to interact with constituents. Good leaders 

genuinely demonstrate they are concerned about the opinions and contributions 

of people and seek out opportunities to spend tirne just getting acquainted with 

them and involving them in problem solving (Kouzes and Posner, 1995). 

Modeling the way, or "leading by example", is more than inspiring through words 

and motivating speeches. Constituents expect leaders to be available, pay 

attention and participate directly in the process of getting things done (Kouzes 

and Posner, 1995). These direct foms of interaction are a staple for true 

partnership with ernployees and offer opportunities to test assumptions that 

influence the course of things (Izzo and Withers, 2000). Participants said: 

It is important for leaders to communicate and involve 
the people effected in their decision making. 1 think if 
can be as simple as being available to Iisten to nurses 
or having an open door policy welcoming questions 
from staff (El-426). Our CE0 is very people 
orientated. We have four different locations, but he 
always stops into the deparfments of the hospitals on 
a regular basis. During the summer months, for 
example, he never lei7 on a Friday before he went to 
emergency and intensive care units (A 1-627). 

On one occasion, he asked how things were going. 1 
took the opporfunity to identiw some of the things a 
family member sees when they corne into the unit. 
Thhgs that would make the work environment befter 
for the staff also. He said you know when you are 
looking at the big picture you miss the present needs. 



The improvements started and we had total inpot into 
the changes and got them going the way nurses 
wanted them (A 1- 749, 806). The employer also himd 
employer reps to facilitate resolution of issues before 
they escalated into formal complaints. lt worked out 
well because 1 can give them a cal1 about a problem 
and generaliy it is fixed by the end of the day (Cl- 
381). 

4.3.3. Recognition 

Leaders need to recognize the new work ethic that is emerging. In the past 

people worked entirely for money to feed their families and pay bills. While the 

importance of pay for work is still important, people today often place a higher 

value on those things that contribute to job fulfillment (Slattery, 1992). This new 

generation has little to no ownership of things they did not help to create 

(Manning, Curtis and McMillen, 1996). This is evidenced by l u o  and Withers in 

a survey conducted in the United States where employees rated two-way 

communication with leaders and individual recognition as highiy important to their 

job satisfaction; second only to salaries and benefits ( luo  and Withers, 2000). In 

another study conducted on the experience of nurses involved in restnicturing, 

nurses described fhat they experienced a lack of feedback, rewards and 

recognition within their work unit. This gap was attributed to a lack of 

appreciation and recognition from management (Laschinger, Sabiston, Finegan 

and Shamian, 2001). The participants in this research also identify the 

importance of individual recognition and acknowledgement of their contribution 

as an important leadership expectation. 

The need to acknowledge the contributions of others is highlighted in other 

studies. According the Harvard Business Review, the four qualities of effective 

leadership are rnortality, courage, initiative and respect for others. Initiative and 

respect for others is shown through the recognition paid for their efforts and 

achievements and is a primary factor in building self esteem and retention ( luo  



and Withers, 2000). A basic principle in the management literature is rewarding, 

acknowledging and measuring what you want achieved. Too often leaders fall 

into the trap of looking only at the things that need to be improved or need fixing 

rather then seeing the incremental successes to be acknowledged. Success 

also should not be defined as being a complete success, rather it is important to 

recognize the good tries. As McKenna and Riskin note, focusing on the 80% 

who are not necessarily the high performers will have a greater impact overall 

(McKenna and Riskin, 1995). T h e  first responsibility of a leader is to define 

reality. The last is to Say thank you" (DePree, 1989. p. 1 1). Participants said: 

1 think it is important for managers to simply stop 
doing and ackno wledge confributions- It does nof 
have fo be a big thing jusf a simple fhank you for fhe 
hard work we have done. Half the nurses are not 
thanked for fhe pain and agony fhey go through with 
patients daily. If is jusf expected that you hold your 
own and keep going. If does not maffer whaf kind of 
day you are having or whaf is going on outside. You 
are a nurse and you cany on (G2-756). There mighf 
be an offer to arrange for some counseling for fhe 
people involved in a fraumatic incidenf but the support 
and availabilify needs fo be fhere ongoing nof just in a 
crisis (J2-44 8). 

1 could counf the number of fimes managemenf 
recognizes the good work dune. The manager is only 
seen when if is something negafive or somefhing has 
gone wrong (J2-432). 1 expecf my unif leader to be 
someone who Iistens and sfretch with me, to help me 
think in a different way, or help me see an option to a 
solution. Someone who will fake action, someone 
who can be accounfable in making decision and move 
on (G2-253). We want fo be freafed as if we are 
valued and have somefhing to contribufe (G2-324). 

1 used fo belong to every committee and my manager 
always acknowledged my participation. When she lefi 
and the acknowledgement was no longer fhere 1 no 
longer confribufed (HZ-523). To have your managers 
support your decisions, acknowledge the contribufion 



and thought knowing my actions would not be nit 
picked meant a lot. She was a good listenec she 
would delegate things to others (H2-377) and if she 
had any suggestions, it was nof in any book. 1 always 
came a way with more energy (H2-2 1 7). 

4.4 ONA Leadership Role 

The six ONA leaders who were interviewed and participated in the leaming circle 

were asked to describe their leadership role and the essential cornpetencies that 

effective ONA leaders need. In their interview the leaders identified a combined 

list of twenty different functions as part of the leadership role. The two most 

frequently sited functions were communications and advocating. Ali participants 

recognized the importance of communication and five of the participants 

advocating. The communications role was tied to the need to build relationships 

and trust as a leader with members. Advocacy was linked to representing 

membership issues with the employer, the union, govemment and the broader 

public. 

The second grouping of leadership functions identified by the participants were 

teaching, support, resource, overseeing and interpreting the "big picture", and 

setting an exarnple or modeling. Each of these leadership functions received 

four references. Mernbers of the group Iinked the teaching, support and resource 

identification with ernergent and identified needs of rnembers and leaders. 

Teaching others about what the union is doing and being a resource by providing 

support to members and leaders with less experience in a leadership role. 

Leaders noted they had a responsibility to set an example and be a mode1 for 

others to follow. They described this role both in the context of the workplace 

and ONA functions. 

lnterpreting the "big picturen was a role seen by the participants to apply in 

different ways. First, the union leadership's role in focusing the attention of 

members beyond their unit's day to day issues to an awareness of the issues 



affecting their agency or profession. Leaders also spoke to the need to find a 

balance in which members are focusing their tirne proportionately on the 

professional, labour and administrative issues of the organization. 

The last grouping of leadership functions receiving three identifications were 

accountability and credibility, consensus building and networking. The rernaining 

functions, receiving isolated mention, were delegating and engaging others, 

monitoring finances, Iistening and managing the governance operations. 

4.5 Challenges 

Within the learning circle ONA leaders identified chaIlenges they face personally, 

professionally and organizationally and also potential areas of solution. The 

professional issues identified, whiIe 1 have separated them out for reporting 

purposes, also effect and mirror organizational and personal challenges 

identified. 

4.5.1 Professional Challenges 

4.5.1 .l Dernographics 

The first of the professional challenges identified is the increase in the average 

age of practicing nurses. The Canadian lnstitute for Health Information reports 

the average age of RNs has increased from forty-one in 1994 to forty three in 

1999. Further breakdown of the numbers for the same period reveals the 

number of RNs under the age of thirty five decreasing by 21 %, while those aged 

fifty and over rose by 19%. Additionally, 40% of the current workforce are eligible 

for retirement in the next ten years. 

By employrnent sector, the College of Nurses of Ontario reports a shift from the 

acute care sector to the long-term care and community sectors. Additionally 



there is evidence that there has been a reduction of professional support within 

the individual health care workplaces to support the nursing profession. In 1997 

the ratio of practicing registered nurses in Ontario per one hundred thousand 

population was one for every one hundred and forty three. By 1999 the number 

of practicing registered nurse for every one hundred and forty eight with the 

number of nurses certified by the College to practice in Ontario reduced from 

1997 by 0.03%. These nurnbers indicate the workforce is growing older, it is not 

renewing itself nor keeping Pace with the population. The present day results 

highlight an above average utiiization of sick days. Back injuries are now 

affecting four in ten nurses, and there are above average drug and alcohol abuse 

rates (Picard, 2000). This is clearly supported by this study. Participants said: 

B3- 1 79 said in her workplace the nurses are culturally 
older and they have families and children in 
University. The younger nurses, they are just statting 
a family. They do not have an aging family, parents 
or rnay not even a husband or wife sometimes. They 
do not feel Iike they belong in the profession and that 
translates into other issues along the way. They 
quarrel on the unit and wi// not talk with anyone. 1 do 
not kno w why but it is interesting. 

Another participant C3- 792 identified in Long Term 
Care younger nurses are not attracted. The average 
age is fifiy-five and 1 am forty-four and one of the 
youngest. Therefore, we are going to be in desperate 
straits. lt makes me very nemous. Men there was a 
job shortage, nurses came to Long Tem Care and 
when jobs opened up, young nurses lefi. It scares 
me. 

With the increased age of the profession and the majority of the nurses in their 

Iate thirties and forties, nurses are examining what they have done, what would 

they would like to do next and how they will get there. Their dissatisfaction with 

the workplace and desire to leave will resutt in a loss of the professional memory, 

the expertise and wisdom employers and younger nurses depend on for 

coaching, rnentoring and support (Donner and Wheeler, 2001). This loss, either 



physically or ernotionally dramatically effects the organization, profession and 

cornmunity. 

4.5.1 -2 Professional Developrnent 

A second challenge for the profession identified by pa~icipants is the lack of 

value placed on professional development. Health care ernployers faced with 

cost reduction and containment have adopted restructuring initiatives focused 

almost exclusively on reducing professional nursing costs. As rnentioned 

previously in Chapter two, this is an obvious target since nursing services make 

up the largest proportion of the institutional health care budget. This reform, 

clearly lead from the top and unilaterally implemented, focused alrnost 

exclusively on cost reduction and has resulted not only in the unraveling of 

professional nursing practice, but has also badly damaged levels of trust and 

staff moral (Burke, 2001). 

This unraveling of the profession is due to the Iack of recognition and vaiue 

placed on the cornplexity and interrelationship of tasks preformed by nurses. As 

a result of the lack of recognition, many of the so-called "menial tasks" were 

relegated to less skilled workers. According to Gordon, this unraveling of the 

professional practice has reduced the time nurses spend directly with patients 

and reduced the practice to a series of isolated tasks (Gordon, 1997). The 

participants in this study identify how nursing training has perpetuated the focus 

on task. This focus has also become valued among colleagues. In response, 

participants articulated the need to shift the emphasis from task training to 

holistic life skills. Participants said: 

A3-240 said we are focusing on orientating young 
nurses to tasks and we are totally ignoring the social 
aspect fonned in tasks. We have completely 
forgotten about the big sisters we had when we went 
into nursing. They took us under their wing helped us 
adjust to hospital iife, the residence and made sure 



we were supported and welcome. 1 am wondering if 
we should be encouraging younger nurses to fake 
courses other then how to read a monitor. M i l e  that 
helps thern deal with the task, they need courses that 
broaden the? thinking (E3-266). 

Maybe we should try to get resources for enhancing 
nursing as a holistic, caring profession balancing the 
caing part reiated directly to practice. Maybe what 
we are realiy talking about is a course in spiritualism, 
something that is going to help you at the bedside 
every day and through life. You can iearn the skiIIs, 
but that is not going to keep you at the bedside if your 
heart is being tom out every day (F3-277). There is a 
big cornponent of nursing that used to be very carïng 
and we have to get that back. It is bigger then 
nursing, it is society. We have lost what we are here 
for (A3-2 95). 

4.5.1.3 Professional Community 

The last area of professional challenge identified by participants is the connection 

with professional comrnunity. They spoke about the loss of nursing symbols like 

caps and white unifomis. Additionally, is the loss of community resulting from not 

living together crying, laughing and having time for simple resolve. Participants 

also identified the loss of accepted norrns within the profession stating it is no 

longer acceptable to spend time listening to a mother struggling with her 

newborn. This last professional challenge may be the biggest and most difficult 

to influence. Organizations are like community villages with methods and rituals 

for doing tasks, dealing with significant events and a style of working. They also 

have an established social structure, cornmon values, habits of dress and 

language (Manning, et al., 1996). Consequently, when participants identify the 

loss of such a professional community, there is a detrimental effect not only on 

the comrnunity itself but on recruitrnent and retention initiatives focused on 

students and younger nurses and broader health care outcornes more generally. 



4.5.2 Organizational Challenges 

The organizational changes identified by ONA leaders cluster into three areas of 

interest. These areas are: the physical structure of the organization, connecting 

with members and the expectations of members. Each of these areas is 

described more fully below. 

4.5.2.1 Physical Structure 

Leaders asserted that the physical structure of the union created challenges for 

the organization. These challenges arise from the fact that the hospital 

bargaining units have a greater numbers of members. Hence, smaller units 

within nursing homes and the cornmunity have felt their issues were not being 

heard. One member captured it in this way: 

Small nursing homes units were tofally overwhelmed 
by hospital units when they were amalgamated into 
the same Local. Therefore, when others talk about 
these inactive nursing home units we need to 
remember that unless you are mentored along and 
have opportunities to develop the experience they will 
remain inactive (C3-822)- 

Pointing to an example of this problem one leader recalled attending a provincial 

coordinator meeting in March where hospital nurses complained they had had to 

wait until March to see their new contract. 

Their contract did not expire until January 31 and they 
are complaining in March they did not have a 
contract. In Long T e m  Care, they have not had a 
contract in years and then we wonder why they are 
inactive. Whaf do they see? They do not see the 
contract, never mind the Board or Local Coordinator 
or their Bar-gaining Unit President Ho w do we expect 
them to be active (C3-838)? 

Leaders also identified that ONA's new governance structure may have silenced 

many members. Leaders felt that mernbers might be silenced because mernbers 



perceive they are dependent on the Local leaders to bring their voice forward and 

not al1 unit leaders take the tirne to be attentive enough to hear what is being said 

and bring it forward. One of the participants frarned it in this way: 

Somefimes as a leader, it is giving them the chance to 
be heard- Sometimes 1 fhink fhat our organizafion as 
it now stands wifh Bargaining Unit Presidents and 
Local Coordinators we silenced a bunch of people. 
We gave them the percepfion that fhese levels are the 
talking levels and these ofher are on the sidelines. 
They may be heard if you have a Co-ordinator who is 
open enough to bring fheir concems forward, but they 
may be silenced if you have a Co-ordihafor who 
doesn't Iike what fhey are heanng (83-974). 

On the other hand participants also acknowledged that the new governance 

structure might also contribute to breaking down barriers. Members have more 

opportunities to learn from one another having more exposure to the issues 

effecting their peers. Under the previous structure, when there was lale to no 

interagency amalgamation, units were grouped together with Iike bargaining 

units. However under the new governance structure there is now significant inter 

agency arnalgamation resulting in an increased awareness of issues affecting ail 

segments of the heaIth care system. One participant identified the benefit of the 

change as follows. 

1 fhink we are finding that the other secfors are getting 
over the feeling of intimidation by the hospifal sector 
resulfing from the ne w sfnrcture (A 3-800). 

4.5.2.2 Connecting With Mem bers 

One initiative undertaken by leadership over the past year was seen by 

participants as one of the ways to overcome the structural barriers. This 

initiative, implemented by the Board of Directors, was to do a "walk aboutn on the 

units at agencies. This initiative was seen to have been a success by al1 

participants. One participant talked about the benefits of this initiative saying, 

1 went wifh one of the Local Co-ordinafors on these 
"walk abouts". She is a wonderfui nurse wifh a huge 



Local, predominafely Nursing Homes and Homes for 
the aged and she was really excited about going with 
me. Even stjll every time / see her she talks about it, 
how excifrng if was and beneficial. She met them and 
they met her. They were overwhelmed that she was 
there and no w she can relate better to their problems 
(A3- 72 1). 

While the "walk aboutsn were seen as a positive step participants also 

acknowiedged possible limitations. The first of these limitations was the need to 

obtain permission from the agency. A second more important issue for 

participants was the scheduling and organization of these events. One 

participant said: 

One of the reasons 1 have never had the provincial 
president for a walk through is because it is a 
nightmare to organize if with seventeen Bargaining 
Unit Presidents and Employers. ljust do not have 
fime to figure it ouf (C3-705). 

Another structural limitation that was identified is the size of some of the work 

sites. 

When you walk in the hospital with eight hundred 
nurses, you see a number of nurses no matter what 
hour of the day you walk into fhe facility. M e n  you 
walk in fo small facilities, you are not going to ge f the 
nurses. You are going to see the nurse fhat is in 
charge and the employer. Not that it cannot be done 
and you know the days will be seen as special (A3- 
73 7). 



4.5.2.3 Expectations and Caring 

Within ONA. leaders identified how they see the expectations of members being 

a challenge and how these challenges resemble what is happeni-ng in their 

workplaces. Mernbers expect quick and accurate solutions with little regard for 

the complexity of issues brought foward or the effect on the people involved in 

the implernentation. Participants said the organization has to adopt a standard of 

caring; members for rnembers, mernbers for leaders, and leaders for members. 

. . .. focus on tasks, faster, better and that took me 
right into ONA. What happens at ONA, its tasks - d o  
them faster, do them more and do them better. m a t  
happened to the caring? Where is the level of caring? 
My God, we as leaders care so much about the 
people and yet that's not recognized. The only 
reason / am here is because I care about people. W e  
have Convention and we are jusf bombarded with this 
and that- Some things we dîd well and some of the 
things we screwed up. in the meantirne, we are a 
collective body of caring people (F3-387). Somehow 
we have to Say stop. We care about you. 1 want yuu 
to care about me (A3-479). 

Participants identified the need to define the reality of the situation and manage 

expectations held. C3-562 said: 

Sometimes we just have to Say no we can not do it 
today. If will have to wait until tomoro W. Tha t can 
start by recognizing sometimes we take on too much 
ourselves. We need to Say staff is overworked Staff 
need the afternoon oK Just sfep back. We will get 
back to if tomorrow or Say yes we made a mistake, 
move on, forgive us or what ever it takes. 

At the membership level however the local leader is the mernbers' connection 

with the union. The expectation is such that leaders believe the members want 

them to take care of the entire local's needs. One participant said: 

Mernbers expect me to be the be ail and end all. 
They really do nof thhk there is a solution. They are 
womed about themseives. W e n  1 talk about 
provincial leaders, the name rneans nothing. Few 



read Vision; they are not womed about having a local 
executive. They are more womed about day-to-day 
issues, overtime, shift switches, and getting out on 
tirne because they have umpteen otherjobs that they 
have to do with their families, children and husbands 
(C3-497). 

The member expectations in question extend to issues specific to each 

member's area of work within the health care system. One example of these 

expectations is that the bargaining unit. local and provincial leaders should give a 

voice to members concerns and address their issues. This expectation is 

illustrated below: 

M e n  the members from the health unit and 
community were talking the other night, they feel that 
the provincial president is the person responsible for 
getting the community issues heard within ONA. 
Because the president cornes from the comrnunity 
sector, they believe knowledge of community issues 
has increased with the union where as in the past the 
president was from a hospital. Based on these beliefs 
they do not see a need to actively advocate on their 
own behalf (C3-861)- 

The participants highlighted caring as a challenge they must continually balance 

both professionally and as ONA leaders. Participants said that as leaders they 

need to take a stand. dernonstrate they care and bring caring back to the 

forefront both professionally and organizationally. B3-327 said: 

If isn 't an accepted nom anymore. 1 do not think we 
have lost the cating. lt is how we deal with people. 
We need to face of7 with the people who Say you 
should not care or take the time to do it. 

The physical structure challenges highlighted by participants above are both the 

reality of an ONA leader's work, and something that strategies can be 

implemented to influence. The realities of the physical challenges including the 

geography and size of the organization highlighted throughout the first two 

chapters of this report are sirnply a fact of life for ONA leaders and members. 



Another fact is the disproportionate number of rnernbers represented working in 

the hospital sector. 

The challenges that can further be examined more fully include the mernber 

expectations of and process of negotiations and production of collective 

agreements. Secondly, leaders can take steps locally and provincially to 

acknowledge issues more specific to the homes for the aged and community 

nurses. Members who work in these sectors have similar needs and 

expectations that their issues will be acknowledged equitably. 

The last challenge is more difficult to influence. This challenge represents the 

tension between members expectations of faster and quicker solution and the 

leaderships ability to Say "no" or 'hot right nown. Saying no while demonstrating 

they care is a dilernma faced by al1 leaders. This dilernma is representative of 

the elernents of leadership contained in chapter two of this report. From 

Kostenbaum (1999) and others we know the elements of leadership to be vision, 

reality, ethics and courage. This dilemma will require leaders to know what the 

human potential is, see what is possible, show they care while at the same time 

showing the courage to take a stand and stick with it. 

4.5.3 ONA Leader Challenges 

Leaders identified they feel they are not recog nized for the work they do because 

they care about the people. There is a lack of recognition of hours poured into 

work for the members benefit (C3 - 509). Participants identified as leaders they 

care so much about the people and yet there is no recognition (F3-388). Caring 

about the welfare of members extends beyond the confines of the union 

leadership role. Sighting an example of the extent to which these leaders go to 

assist members, one participant said that one weekend after leaders realized 

what was happening with a nurse they took action. 



We got fogether and stood vigil over her house over 
fhe weekend. She was suicidai. We went fo the 
manager to gef assisfance and fhe docfors and were 
successful. That one incident fook fhe Bargaining 
Unif of canng for the individual and if had an effect in 
our establishmenf (83-424). 

Along with the lack of recognition for their work, leaders identified another 

challenge for them is the feelings of guilt they experience when rnembers have 

expectations that can not be met. Often leaders find themselves overextended 

responding to the immediate expressed needs out of context and perspective 

(E3-611). 

It gefs really scary when you carry on four 
conversa fions fhrough voice mail just to gef things 
done quickly (E3- 620). 

We have fo sfop taking on fhe guilty trip when fhe resf 
of the members do not give us permission to have 
tirne oK We just have fo fake tirne and give ourselves 
permission to Say '7s if life fhreafeningJJ (€3-67 2)? 

Setting boundaries was another area identified to be a challenge for ONA 

leaders. The setting of lirnits and boundaries and the ability to recognize 

personal limitations was often difficult for them as managers- Leaders identified 

that in some instances they have to Say "no". 

We care abouf you, / wanf you fo care about me. So 
stop and recognize if it is not done foday it realiy will 
nof matter. We are al1 woking ovettirne. We have to 
Say we can not do that we are killing each ofher (A3- 
476). 

Part of the challenge involving setting boundaries is the need to delegate and let 

go of the need to have complete control. On the issue of dekgation one 

participant said: 

Delegafion is not my forte and never has been, but 
somewhere along the line we al1 have to leam fo 
delegate. Maybe that is how we get more people 



involved. Delegate some of our responsibilify (C3- 
66 7). 

On the issue of letting go of control personally and professionally, one participant 

talked about a situation were they had reached their capacity and recognized 

they were overloaded. This forced her to take steps that she had never 

contemplated before; in this case requesting an extension of time on a project. 

She said: 

1 picked up the telephone and left a message thaf the 
work would not be completed and would need a 
weeks extension fo complete if. After 1 fhought, 'Wo w 
1 did if". / have never given myself permission not fo 
do something (F3-593). 

Part of the challenge identified was also the need to recognize what was ahead 

and to know how to better manage her tirne. She said: 

1 recognized the mosf important fhing 1 could be doing 
was fo be the very best person 1 could be. That 
means nof just having my notes prepared but having 
taken to fime fo clean out my head. Getting rid of al1 
the stuff and just focusing on the thing leaders really 
have fo do (F3-607). 

Other leaders talked about the challenge of letting go to take care of their own 

needs. Having taken the time needed for themselves, they identified the 

following insights. One participant having taken the summer off from doing ONA 

work said: 

1 realized thaf 1 had given myself permission to take 
fime off and it did not fa11 apart They suwived withouf 
me (C3-637). 

Another participant talked about having to take time off and thinking that no one 

else would know what to do in her absence. On refection however she said: 

You have to leam fhe world will go on wifhout you and 
once you leam thaf every thing seem fo be a iitfle 
easier fo manage (E3-641). 



Creating hope and connecting rnernbers with the "big picturen was identified as a 

significant challenge for the leaders. Participants rernarked that they need to 

recognize the vocal members are vocal because they think there is still hope for 

improvernents and al1 they want is for leaders to understand what is happening 

with thern (83481). More challenging however are the rnembers that do not 

think there are solutions (C3-496) and therefors do not attend union activities and 

consequently miss out on the connections with others who share their 

experiences. ONA leaders expressed the importance of having opportunities to 

connect with others at provincial meetings. They saw this connection as a 

rneans to involve others in that experience. The challenge is how to expand this 

experience to al1 forty five thousand members (C3-535). 

4.5.4 Opportunities 

Participants identified a number of solutions to bridge the gap between members 

and leaders. This is of particular interest to me given that it corresponds directly 

with the goal of this project. The majority of member's solutions dealt with 

developing personal contact with members, encouraging and supporting them, 

and recognition. Developing opportunities to make personal contact with 

members leaders saw as an opportunity to demystify the leadership role and give 

members the opportunity to be heard. Part of dernystifying member's 

perceptions of leaders involves portraying yourself as a leader, avoiding 

personal attacks (B3-965) and spending time with mernbership. A participant 

said: 

The walkabout demystifies that idea that the leaders 
of the Organizafion being over fhere separate frorn 
members (A3-471). Leaders at al1 levels have to take 
the time €0 establish rapport on a personal basis with 
members, getting €0 know €hem a bit personally. If 
takes time. It cannof be done ovemight. It has taken 
me two years to just listen when they want to vent 
As a result, however 1 know who 1 can go to because I 
have established that connection (A3-667). 



Again, leaders identified the "walk abouts" in itiated by the provincial leadership 

as one way of establishing personal contact with mernbers. Furthemore the 

practice of distributing RN pins at these events provided an opportunity to also 

recognize the contributions of nurses. The pins were a success because they 

were delivered personalIy. As (F3479) pointed out, if they were rnailed to al1 

forty five thousand they would not have had the same response 

The participants identified other ways mernbers can be recognized for the things 

they do. Some of these initiatives included highlighting the things nurses do that 

make differences in cornmunities, the quaMy of care provided to patients and 

contributions made to the quality of work life for colleagues~ Highlighting these 

initiatives through the union publications was also identified as another means of 

recognizing members. Other ways suggested to recognize members included: 

identifying non-active members during nursing week celebrations, attending 

provincial meetings and running profiles of new members in the Vision magazine. 

The third area of initiatives identified to bridge the gap between members and 

leaders were providing encouragement and support. (03-665) said: 

Personally, ask fhem. As leaders we need to make 
every effort and be out there saying to [hem "1 kno w 
you would be verygood at thisn. Tell them whyyou 
think they can do it and give them the support 
needed. 

Another participant identified how asking rnembers for input had resulted in 

sornething bigger then anticipated. They said: 

That is how we got this little Community Nursing 
Focus Group to mushroom into much bigger than we 
ever intended to. People who are barely 
communicating to being excited. I mean they want fo 
be there. They are fantastic and they telephone each 
other to organize attendance at events and it has 
been a hot deal- Some how we generated some 
excitemen t out there (F3- 785). 



Another leader discussed a situation where having recognized nurses were 

unhappy with the scheduling at their agency encouraged them to try new things, 

take control and effect positive change (B3-644). This is one example of 

leadership support for members. Other supports identified include seeking out 

experiences when others can be invited to participate and learn about ONA (F3- 

692). Along with personally supporting individuals, participants identified the 

need to provide members with the tools needed to become both active and 

effective rnernbers of ONA. These tools include tirnely collective agreements, 

developing short "how ton guides for rnernbers and description of the 

organization's jargon. As one participant put it: 

To me 1 could nof figure ouf what was a PCM 
(Provincial Coordinator) or an ACC (Area Co ordinafor 
Conference) and now I am a BUP (Bargainhg Unit 
President). You go to a meeting, you are looking af 
your definifions identi@ing the ones you kno w, and 
the ones you do not You need the whole glossary 
(83-979). 



4.5.5 Summary of Major issues 

The profession is not renewing it's 

self, the average age of the majority 

in their late thirties and forties. The 

population is growing and yet the 

number of registered nurses is 

decreasing . 
Many mernbers feel they are victims 

of systern reform focused on cost 

reduction and containment and do 

not think there are solutions. 

Loss of professional comrnunity, 

dissatisfaction with the work place, 

and desire to leave resuking in the 

loss of professional memory. 

Bureaucratic, autocratic models of 

leadership, with Iittle to no visible 

professional developrnent and 

support, including opportunities to 

acquire leadership skills. 

Perceive the talking and decision- 

making levels are the elected 

bargaining unit and local leaders, 

with the focus of attention on the 

hospital sector. 

Managing and representing the 

diverse needs of rnembers in a 

changing environment within the 

scope of organizational services. 

Giving voice to member issues and 

acknowledg ing member 

contributions- 

Creating hope and a desirable 

future for mernbers in an 

environment of damaged levels of 

trust and reduced professional 

moral. 

l nvolving rnern bers in decisions 

making when they are more 

focused on day to day issues and 

umpteen other jobs including family. 

Taking care of self and 

demonstrating they care in an 

environment were members expect 

leaders to address al1 of their issues 

with quick and accurate responses. 

Creating connections with members 

recognizing the value placed on 

relationships within the physical and 

geographic limitations of the 

organization. 



4.6 Study Conclusions 

ldentifying the leadership competencies needed to align decision rnaking and 

communication with membership expectations was the outcome established for 

this research. Reaching the outcome then required examination of the system 

realities, and contributing factors including beliefs held and options to narrow the 

gap between leaders and members of ONA. The conclusions discussed below 

identify what may be contributing to this gap, leadership models in use and the 

leadership competencies needed. 

4.6.1 Contributing Factors 

4.6.1 .l Reality and Vision Tension 

As we discussed in chapter one, the gap between members and leaders grew by 

17.5% between 1995 and 1999- This indicates that rnembers' confidence that 

ONA was acting on their attitudes and beliefs when deciding the course of action 

to follow in resolving problems has fallen. During this same period members 

were looking to the organization to create hope, advocate for patients and 

educate the public on the adverse effect reduced nursing care has on quality 

health outcomes. As discussed, members felt they had become victims of a 

system reform focused on cost reduction and containment and top down 

autocratic decision making. In short, they are feeling undervalued, ignored and 

betrayed. 

During the same period, ONA was focused on its own transformative journey, 

embarked upon out of financial necessity and a vision for restructuring services 

differently. The vast majority of communication with members focused on the 

changes the organization was undergoing. While the transformation joumey was 

guided by the 1995 research, the contrary day to day reality of members was so 

dominate they could not identify with the messages of hope, empowerment and a 



desirable future comrnunicated by leaders hip. The resulting tension between the 

members reality and the vision of what the organization was transfoming into 

was so great rnembers could not see how their attitudes were shaping the future 

of ONA. This conclusion demonstrates the general dynarnics of change 

investigate by Senge (1 990). 

Additional factors contributing to the increased gap between members and 

leaders are discussed in my review of the literature and by participants. These 

factors include rnembership expectations, psychological and physical burnout, 

rnembers feeling ignored and undervalued in their workplace and the very size of 

the organization. Three further factors identified are: firstly. leaders engaging in 

the transformation process focused on carving out their own roles. This resulted 

in leaders spending less time connecting with mernbers. Secondly, the 

restructuring of the governance mode1 resulted in members perceiving the 

implernentation of a middle level of leadership within ONA as taking the 

leadership away from the bargaining unit level. And lastly. elected leaders have 

had IirnÏted opportunity at their work site to acquire leadership skilis. 

4.6.1.2 Models of Leadership 

ONA leaders are elected members who corne from the heaIth care environment. 

They are practicing nurses bringing with them rnodels of leadership from the 

health care system. The findings of this research are that the patriarchal, 

autocratic top-down leadership models of the health care system runs contrary to 

the values and beliefs of members. Nurses want to be involved, consulted and 

know their voice will be heard, valued and acted on. 

Participants identified their expectations of leaders. These expectations included 

the importance placed on the inter relationships between people and sharing 

information within the nursing community. Participants also said they place a 

high levei of importance on involvement in decision making, communications and 



acknowledging the contributions of others. These expectations are consistent 

with the review of the leadership Iiterature. Oshry (1 996) describes the 

importance of understanding systemic relationships and sharing information. 

O'Toole (1 996) and others emphases the need to involve constituents in decision 

making, to acknowledge the contributions of others and recognise that the 

welfare of constituents is greater than the leader's personal success. 

When participants described what they believed to be their leadership role, many 

of the responses described the role and attributes of an effective leader. These 

included effective communication, advocating on behalf of constituents, modeling 

what is expected from others, interpreting the "big picture", and through 

consensus building, engage others. Communication and advocacy were the 

rnost consistent roles of leadership identified as important. Inconsistencies in 

these findings are a result of the different leadership models and beliefs held by 

members. Again, as we saw in chapter two, these leadership role models have 

traditionally been patriarchal and autocratic, and members have had little to no 

opportunity within their workplace to acquire or refine the skills and competencies 

needed to be effective leaders. 

Within ONA provincial leaders have implemented a number of initiatives to 

respond to and involve members in decisions. They have initiated the practice of 

viçiting work sites to meet with members throughout the province (the "walk 

abouts" discussed earlier), holding focus groups with members to develop 

provincial positions and policies, and developed accountabilities to support their 

governance role. As mentioned, they have also allocated additional resources to 

direct communication with members and the study of the membership research 

findings. 

The initiatives and practices now at play are consistent with a participatory 

leadership model, well intentioned and perceived as beneficial. These practices 

are consistent with what participants said are important elements of leadership 



and the high value placed on developing relationships. However, a participatory 

model of leadership should not be confused with a leadership model based on 

the values and beliefs of rnembers. 

Participative leadership involves efforts by a manager 
to encourage and facilitate participation by others in 
making decisions that would otherwise be made by 
the manager alone. lnvolving others in making 
decisions is often a necessary part of the political 
process for getting decisions approved and 
implernented in organizations. It is a cornmon 
practice to involve others in rnaking decisions that will 
affect them in important ways (Yukl, 1998, p. 122). 

There are significant benefits to the participatory approach to leadership. These 

include improving the quality of decisions leaders make, increasing the 

opportunity for constituents to influence the decision made, and improving the 

cornmitment to the decision made. WhiIe we rnust be clear on the benefits of a 

participatory leadership rnodel, the adverse effects are also equally as important 

to note. 

Some potential hurtles to this model include: firstly, within a participatory mode1 

important decisions may become bogged down in consultation. Secondly, 

participatory leaders also need to be clear on the level of participation needed in 

order to avoid inappropriate consultation when participants do not hold the 

requisite knowledge thus contributing to unrealistic expectations. Thirdly, this 

model is dependent on a leader's conflict resolution skills. Consequently, if a 

leader lacks these skills this rnay prompt both a breakdown in relationships 

between constituents and further the separation between leaders and members. 

Lastly, the participatory model depends to sorne extent on the leaders ability and 

skills for delegation, an area that participants in this study identified as a 

weakness (Yukl, 1998). 

The leadership model in use across ONA is neither completely participatory nor 

membership beliefs and values driven. This lack of consistency specifically at 



the leadership level leads to inconsistencies throughout the whole organization 

and further accentuates the gap between members and leaders. Despite the 

inconsistency and resulting effect identified above, both of these leadership 

models can CO-exist and should in ONA's culture. This potential integration of the 

participatory and values based leadership models will be further described in 

chapter five. 

4.6.1 -3 Challenges of Leadership 

Leaders identified challenges both within the union and also within the health 

care environment. These challenges also included constituent's expectations. 

Participants identified that rnembers believe the ONA leader to be the "end al1 

and be all". Leaders were supposed to provide quicker and faster solutions with 

Iittle regard for the tirne needed to implement solutions or the effects on the 

people involved in the solution. Leaders also identified the challenges of setting 

boundaries, engaging others to act and protecting persona1 tirne. 

At the health care system Ievel, effective leadership is not only lacking, but 

arguably absent leaving constituents feeling undervalued and ignored. Members 

cannot provide the Ievel of patient care they know is needed and taking the tirne 

to care for the whole patient is no longer valued. Participants further identified 

the lack of acknowledgement of their contributions, a focus on problems rather 

than achievements, Iittle to no professional or persona1 support, and the absence 

of someone who will act on their behalf to highlight the challenges they face with 

in their workplace. 

Leadership at the organizational level represents the difference between who 

leaders are and what they do. At the organizational level, the foundations of 

leadership are having a vision and mission. The organizational vision and 

mission defines what leaders intend to do and how it will be achieved. In ONA's 

case the vision speaks to the creation of a membership driven, proactive union 



sensitive and responsive to the every changing needs of mernbers. The vision 

tells rnembership and the larger community that ONA is dedicated to learning, 

persona1 growth, creating an environment of mutual trust and respect for others. 

How the organization does this is reflected in the mission or in ONA's case the 

objectives reflected in the constitution (see Appendix A). 

For leaders, the vision and mission work in tandem. The vision tells the whole 

cornmunity how peopIe within the community will interact, how they will 

accomplish the vision and what it is they want to create. The mission on the 

other hand identifies the boundaries for the work and the means by which the 

vision will be created. 

The ONA mission speaks to the advancement of the social, economic and 

general weIfare of members; regulating the relations between rnernbers and 

employers through the creation and administration of written contracts; through 

research and education to promote and invest in the knowledge of members; 

promote the highest standard of heaIth care and work with others who share our 

vision and objectives. These are the structures that shape and contain the work 

of elected leaders and it is at the mission level that the competencies for leaders 

are focused. 

Elected leaders of ONA focus on the creation of a hig h quality health care 

system, working in partnership with communities, patients and health care 

professionals. Leaders do this through partnerships established with 

organizations sharing similar objectives, through the collective agreement with 

emptoyers focused on improving the work environrnent and investing in the 

knowledge of mernbers. 

It is important then for leaders to be competent in understanding ONA's mission, 

so that when they are communicating on behalf of members or building alliances 

the mission will continue to guide their decisions and commitrnents. If leaders do 



not have this cornpetency, the unintended consequence is members expectation 

of the organization will continue to exceed what is possible. The alignrnent of 

rnernbefs expectations and ONA services is important to establishing trust 

between the organization and rnembers. 

Drawing on a health care example to dernonstrate the importance of this 

alignment, researchen found when they interviewed nurses about the mission of 

the health care facility they found them to be confused and angry about their 

work. The confusion and anger was a result of the stated mission being 

inconsistent with how they spent their time. The stated goals of the health care 

facility were concerned with promoting wellness and providing high quality health 

care but the unstated goals turned out to be the advancement of personal health 

care administrators, upholding reputations and increasing federal funding. 

Clearly, nurses felt mislead and used. The researchers concluded: 

1s it any wonder peopie in the heIping professions are 
often exhausted and depressed? They join an 
organization to do one thing and spend rnost of their 
time doing another. As we see, frequently the thing 
they end up doing is totally incongruent with the 
reason they becarne helpers in the first place ... The 
organization became the addictive substance for the 
employees when the employees became hooked on 
the promise of the mission and choose not to look at 
how the systern is really operating (Schaef and 
Fassel, 1998, p. 123). 

With this in mind, the organization has to invest in establishing a shared meaning 

of the mission between leaders and members. Establishing a shared meaning 

can be achieved through investing in developing leadership competencies, by 

aligning ONA's policies and practices with the mission, and by comrnunicating to 

members within the context of the mission. m i l e  the practice of highlighting the 

professional achievernents of rnembers during Nursing Week is important for the 

overall esteern of the profession, equally important is highlighting member 

achievements through the collective agreement and the ally developrnent 

processes. The achievements reached through these means result in improved 



health care outcornes and are consistent with ONA's mission and rnembers 

expectations. Participants also identified the need to provide members with the 

syrnbols of ONA including timely collective agreements and short guides on 

collective agreement procedures. Acquiring a level of cornpetency in this area 

will also assist leaders in focusing their time and setting priorities. 

4.6.1.4 Leadership Cornpetencies 

As we have discussed in chapter two, there is a plethora of definitions of 

leadership throughout the literature; al1 describing the various aspects of 

leadership. Also included in chapter two is a detailed description of the 

leadership competencies that inform and contribute to effective leadership. 

Participants in this research identified the need to have skills in the areas of 

communication, advocacy, the identification of supports needed and providing 

support to others. Other skill areas discussed include consensus building, 

interpreting and communicating the "big picture", delegation, monitoring finances, 

Iistening and managing. As demonstrated by this project additional technical 

skills will need to include giving and receiving feedback, project design, 

irnplementation and monitoring analytical thinking and working within and 

communicating the mission of ONA. 

The purpose and my task is the identification of the leadership competencies 

needed to align decision-making and communications with mem bership's 

expectations of leaders. What follows are the areas of skill and competency 

identified by participants in this study and a summary of the leadership 

competencies for bargaining unit presidents, local executives and provincial 

leaders. Communication and decision making are foundational functions 

performed by leaders and therefore form the basis for a full listing of 

cornpetencies and skills for the three levels of elected leaders. 



Specific to ONA, there are at least three levels of formal elected leaders. The 

skiils and cornpetencies needed to support the effectiveness of each level of 

leadership are similar. They are different however in the level and degree of skill 

and competency needed. The technical professional skills needed by elected 

leaders are well docurnented through ONA's constitution, the mandate and role 

of elected leaders and the Policy Governance framework. ONA's education 

programs address the technical professional skills however they do not 

differentiate the Ievel of degree of leadership skill needed- 

In reference to the leadership competencies discussed in chapter two, what is 

clearly demonstrated by this study's findings, is that resources must be focused 

in this area. This initiative will not only support the leaders of ONA and its 

members, but the broader community as well. Leadership competencies can 

best be described as life skiils that enhance the leader's ability to function within 

ONA and their practice setting. As rnentioned, these competencies include 

recognizing behaviors that sabotage leaders and teams, creating hope, defining 

cultural reality, building and sustaining relationships and putting the rnemberships 

beliefs and values first. 

The leadership behaviors that sabotage ieam performance are identified in the 

Iiterature review section of this project. The competencies associated with being 

"leader-full" and the ability to identify behaviors that sabotage leaders are equally 

important to a leader's success. As Zwell has hig hlig hted: 

Leaders who can not follow others will not reach their 
highest calling or have the greatest impact on the 
organization that they are capable of, because the 
reasons they don't follow well are the very reasons 
they are unable to effectively lead (2000, p. 95). 

The traits and characteristics of a "leader-full" leader are foundational to 

empowerment, integrity and courage. The traits and characteristics include 

cornmunicating both good and bad news to superiors without fear of 

repercussion, seeking clarity if you do not understand what is being requested 



and identify difficulties and barriers to initiatives. Additionally, these "leader-fulln 

leaders recognize that attacks on leadership are rooted in "farnily of origins" 

issues and actively take steps to stop the attacks. Again, as noted by Zwell, 

leaders rnust rnaintain a personal vision, communicate honestly, respectively and 

clear up any upset feelings (Zwell, 2000). 

Following this study, what is evident is that creating hope, vision and 

acknowledging the contributions of others is a core cornpetency for ONA leaders. 

Throughout this research, participants identified the importance of 

acknowledgernent. Leaders holding proficiency in this area of competency 

recognize their role in the interpretation of system complexities. They engage 

others to develop solutions, involve thern in the implernentation of those 

solutions, build teams, and monitor irnplernentation; al1 the while cornmu~icating 

success at every step. As mentioned, what is equally important to the creation of 

hope and vision is the need to focus on what is happening not exclusively on 

what is not. In other words, effective leaders rnust focus not exclusively on 

problems but on achievements as well. The constituent in this case, nurses and 

aIlied personal, need leadership in this area to re-establish hope and 

ernpowerment. 

This study highlights that defining cultural realities is both a skill and competency 

needed by leaders. The Iiterature is consistent in the message that any leader 

who ignores the culture embedded in any organization will ultirnately have the 

culture manage them. For ONA leaders, this is an important area of learning. 

m i l e  the exact extent to which the culture of ONA is shaped by the prevailing 

culture of the health care systern is not known, what is known is that: 

Organizational cultures ultirnately are embedded in 
the national cultures in which the organization 
operates. Thus the deeper assumptions of the 
national culture corne to be reflected in the 
organization through the assurnptions and beliefs of 
its founders, leaders, and rnembers (Schein, 1999, p. 
48). 



Consequently, leaders within ONA need the skills necessary to identiw the 

cultural effects at play in al1 initiatives planned that involve members. Having 

expectations that al1 members will become involved in al1 initiatives needs to be 

put within the context of culture and membership research. 

The remaining two areas of competence needed include building sustaining 

relationships and putting mernbership beliefs and values in the forefront. Based 

on this research member's significantly value direct relationships. This is 

reflective of the value they place on the direct interaction with patients, farnilies 

and colleagues and is foundational to creating a sense of community within the 

organization. As discussed, there are many specific challenges to fostering a 

sense of community. One of these challenges results from the geographically 

sire of the union. However, with the assistance of technology some of these 

challenges can be managed with planning. 

Another important component of leadership is putting member's beliefs and 

values in the forefront A competency in this area will have a significant impact 

on members and leaders. For mernbers, this will alIow them to see that their 

voice is heard, acknowledged and acted on. For leaders, this information will, 

enhance their ability to make clear decisions. Hence, the tension created 

between their own beliefs and the opinions of members are reduced. These 

reductions occur simply because the choices become much clearer. lncluded 

within this competency are the skills necessary to engage members at al1 levels 

in decision making and planning. 

The full listing of competencies and skills needed to atign decision rnaking and 

communications with rnembership's expectations is summarized below. It 

reflects the cornpetencies and skills described by participants and are informed 

by the competency areas identified by Yukl, (1 998) technical, interpersonal and 

cognitive. I have also used Zwell's (2000) five areas of competency for leaders 



described in chapter two as a framework for the competencies and skills. The 

competencies and skills are aIso specific to each level of leadership. 

Summary of ONA Leadership competencies needed to align decision- 

making and communication with membership expectations. 

Task Technical 

Achievernent Knowledge 

Knowledge 

Meeting Design 

Building Communication 

Relationships 

Service 

Orientation 

Collective agreement 

Workers safety and insurance 

Occupational health and safety 

Professional responsibility and legal 

issues 

Employer policies and funding fomulas 

Vision, mission, constitution, governing 

policies 

Collective agreement provisions 

ONA health and weIfare benefits 

Local policies and funding 

Identify participant needs 

Establish outcomes 

Identify logistics and resource material 

needs 

Develop key messages focused on the 

work unit and quality of care 

Listen and dialogue effectively 

Conduct audience anaiysis 

Seek out and values feedback on 

performance 

Responses are tirnely and thoughtful 

Values the rote of cynics and bystanders 



Managerial 

Persona1 

Qualities 

Interpersonal 

Relationships 

Priority Setting 

Record 

Management 

- 

Monitoring 

lntegrity and 

Truth 

Developing 

Others 

Acknowledge contribution made by othen 

Hig h lig hts achievements of others 

Modify communication and expectations 

to fit the situation 

Clarity of role and accountabilities 

Clarity of mission and services 

Process grievances and professional 

responsibility cornplaints 

Plans and schedules 

Maintain bargaining unit achievement 

record 

Mernbership records 

Grievance and other related files 

Maintain calendar of important dates 

Maintain the accuracy of bargaining unit 

rnembership records 

Honor commitments 

Admit rnistakes and knowledge gaps 

Keep confidential persona1 membership 

information and situations 

Provide feedback on individual strengths 

and improvement areas 

Use tools and techniques to involve 

others 



ONA Knowledge 

Building Cornmination 

relationships 

Local policies and local policy 

development 

Labour relations and professional 

trends 

Provincial and municipal funding 

formulas and guidelines 

Process grievances 

Word processing and internetfelectronic 

messaging 

Know and applies ONP.'S constitution 

+ Know and works within ONA's policies 

including the mandatory financial 

policies 

Know and interprets ONA's servicing 

guidelines 

Facilitation 

Focus on moving the local forward 

Engage participants in designing and 

implementing solutions 

Liaison with District Service Tearns on 

local labour relations, servicing and 

education needs 

Liaison with Regional Vice President on 

issues related to local administration 

and servicing 

Develop needs based communication 

strateg ies 



Managerial 

Interpersonal 

Relationships 

Strateg ic 

Planning/ 

Budgeting 

Developing 

Others 

Record 

Management 

Give and receiving feedback 

Educate bargaining unit presidents and 

members on union services and 

p rograms 

Build consensus across the team 

Admit mistakes in the face of negative 

consequences 

Mentor and coaching bargaining unit 

presidents and local members 

Express opinions conscious of ongoing 

relationships 

Project design and goals/outcome 

setting 

Research trends and rnember needs 

Recruit rnembers conternplating local 

and bargaining unit elected positions 

Resolve conflicts effectively 

lntervene in local and bargaining unit 

dysfunction 

Maintain local achievements records 

Ensure the safety of IocaI records 

Identify non bona fide members for 

follow up 

Maintain local financial records 



Leadership 

Persona1 

Attributes 

- - 

Visionary 

Strategic Thin king 

Analytical 

Thin king 

Self Development 

Delegate appropriately 

Identify issues for dialogue or decision 

at reg ional and provincial meetings 

Monitor the implementation of local 

goals and decisions 

Communicate the "big picture" 

Identify and moves forward local 

activities and solutions 

lnterpret the vision, mission and 

strateg ic direction for mernbership 

Advocate member concems within the 

local community 

Anticipate and examine threats to local 

strategies 

Understand and shapes local activities 

in line with the local and bargaining unit 

accountabilities 

Anticipate resource and education 

needs for the local 

Understand the behaviors that 

sabotage teams 

Recognize an attack on ONA 

leadership weakens the resolve of the 

whole group 

I d e m  personal education needs and 

develop plans to obtain a higher level of 

skiIl 
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Task Technical 

ONA knowledge 

Meeting Design 

a Policy governance mode[ 

Service deIivery model and structure 

Health care funding formulas and 

policies 

Human rights and equity trends 

Occupational health and safety trends 

P rofessional practice trends 

Membership research 

a Provincial ONA budget process 

lnterpret and apply ONA governing 

policies 

lnterpret and apply ONA vision, 

mission, constitution, policy governance 

and participative democracy principles 

lnterpret ONA1s finical budget and 

preparation process 

delivery rnodel 

Know and facilitate the role of the local 

executive and bargaining unit president 

Establish outcomes and identify 

process steps to meet outcomes 

Set achievable goals 

Identify resource needs 

Identify potential implications 

Identify audience needs 



Building 

Relationships 

Managerial 

Communications 

Team Building 

Interpersonal 

Relationships 

Developing 

Others 

Communicate decisions and actions 

within the context of ONA's vision and 

mission 

lnterpret and communicate provincial 

trends 

Communicate clearly and intentionally 

Identify appropriate two-way interactive 

communication opportunities 

Acknowledge and integrate the 

contribution of others 

Accountable for commitments made 

Focus on early soIutions/achievements 

Identify barriers and resources 

Develop relationships that support the 

strategic direction and outcornes 

Mentor and coaching local executive 

leaders 

Know when to take a stand and when 

to compromise 

Emotional awareness 

Model membership principles and 

values 

Deploy a variety of participative 

involvement tooIs 

Allow others to rnake rnistakes and 

learn 

Identify skills and abilities of others and 

engages them 



Leadership 

Managing 

Outcornes 

Visionary 

Strateg ic 

Principles 

+ Check in with others, supporthg and 

encouraging them 

+ Manage the work and deliverables for 

the Board 

+ Recognize local dysfunction and take 

prompt action 

Translate the "big picturen with no 

iilusions for what is possible 

+ Help others understand how their work 

is related to the long term strategic 

outcornes 

+ Understand the behaviors that 

sabotage leaders 

+ Diagnose and integrate cultural reality 

in strategies developed 

Estabtish targets and measures for 

outcornes that are within and support 

the mission and vision 

Anatytical analysis and research skills 

+ Quality decisions based on short and 

long term consequences 

+ Explain personal motivation within the 

values and beliefs of members 

+ Recognize you are either part of the 

solution or contribute to the problem 

+ Examine personal motivations and 

alignment with identified membership 

needs 



Personal 

Attributes 

Decisiveness 

Stress 

Management 

Communicate both good and bad news 

Communicate honestly and respectively 

Recognize attacks on the tearn weaken 

the resolve of the whole group 
- -- 

Attentive to the concerns and ideas of 

others 

Recog nize the effect decisions and 

actions have on others 

lnvolve others in the development and 

communication of decisions 

Recognize when an adjustment in 

strategy is needed and take steps to 

adjust 

Clear on accountabilities of the board 

and others 

Considerate, fair and knowledgeable 

Clear up any upset feelings 

Examine personal reaction to situations 

and identifies how they rnight be 

contributing 



CHAPTER FlVE - RESEARCH IMPLICATIONS 

5.1 Recommendations and Implications 

The purpose of this study was to address the question "What leadership 

competencies are needed to align decision-making and communication with 

rnembership's expectations of leaders?" and in addressing this question anaiyze 

what is contributing to the gap which increased by 17.5% between 1995 and 

1999, The following recornmendations are based on the examination and 

interpretation of the data and Iiterature exarnined related to the question above. 

5.1 .l ONA Education Programs 

The present practice of delivering education to membership highlighted in 

chapter two, based aimost exclusively on the invitation of the local needs to be 

examined and revised. While the concept of needs based education is sound 

leaders must ensure a level of human potential, investing in developing the skills 

of the team. In addition, people may not be the best source for recognizing skill 

and knowIedge gaps. Arguabiy, people can not see what they do not have the 

skill and knowledge to see. Consequently, the first recornmendation deals with 

the union's education services. 

The first recornmendation in this area is: 

That the ONA Board of Directors initiate the development of recommendations 

for their consideration including: 

Examine the existing education prograrns to ascertain where they can be 

augmented to reflect the leadership competencies and skills identified. 

Test and further refine the competencies and skills developed with elected 

leaders- 



Describe additional programs to be developed based on the leadership 

competencies and skills that are specific to the bargaining unit president and 

local executive. 

Develop a fomalized process to identify newly elected bargaining unit 

presidents and local CO-ordinators that would benefit from education on the 

competencies and skills. 

Highlight potential barriers and cost implications of making sorne programs 

mandatory. 

Programs to further the leadership developrnent of the ONA Board ongoing. 

Adoption of the recommendations above will support the elected leadership with 

their role and lessen the risk of liability as a result of alleged misrepresentation. 

Along with supporting their role, membership will see a further investment in their 

education and will have new skills to assist them advocating on membership's 

behalf. The leadership skills and competencies developed for local and 

provincial leaders will assist them in focusing their tirne and engaging more 

members in the organization's decision making. 

The adverse implications of initiating work in this area are that locals will see new 

programs initiated to support local and bargaining unit leaders as a provincial 

cost therefore having an impact on the operating budget. Secondly, there will 

need to be an investment in program developrnent and the skills of staff who 

develops the membership programs. The third and last implication is that the 

time needed to deliver these programs will be much greater than the present 

work shops for new bargaining units and local administration. 

5.1 -2 Leadership Model 

It is evident from this research there are multiple leadership models and 

expectations at play across the organization. The expectations of members 



described throughout the ONA1s research and again through this research is that 

members expect to be involved in decision rnaking and have their voices heard. 

valued and reflected in the decisions and actions taken, We know it is not 

possible to involve everyone but there are things that can be initiated to manage 

these expectations positively. 

As I concluded in the previous chapter the leadership rnodel for ONA needs to be 

a blend of the models described in chapters two and four. The leadership rnodel 

in use at ONA is neither completely participatory nor mernbership beliefs and 

values driven thus contributing to the identified gap between member 

expectations and leadership decision rnaking. Bring these two approaches 

together will assist leaders in decision-making and communication with 

members, and will support the culture of ONA and membership. 

The recommendation in this area is that the ONA Board of Directors initiates the 

development of recommendations for their consideration that include: 

The developrnent of a recornmended leadership rnodel for ONA to adopt 

including specific recommendations on the use of membership research 

within the model. 

A process to include membership in the adoption of the Leadership Modei. 

The identification of processes, policies, practices, and education needed to 

support the leadership mode1 adopted. 

The benefit for ONA and rnembers include; firstly, leaders will have leamed about 

two leadership models. Secondly, elected mernbers will be involved in the 

refinement and adoption of the leadership rnodel and as previously discussed 

their involvement is highly valued. Lastly, members will corne to see a ievel of 

consistency exhibited by leaders across the organization. 

The adverse implications for the organization are twofold. Firstly, this entire 

project area will take away from resources available to support staff and 



membership service. Further tension will result when getting agreement from 

local leaders on the practice guidelines and policies or guidelines describing the 

role and scope of authority for elected leaders- 

Secondly, the implications will benefit ONA. Adopting a consistent approach for 

working with members and staff will go a long way to infiuencing the expectations 

heid in a positive way. People will have an increased understanding of what they 

can expect from leadership and the opportunities to influence the process and 

decisions. 

5.1.3 Decision Making 

As previously discussed the findings of this project reinforce the importance of 

the practice to communicate decisions and actions taken within the context of 

ONA's mission and the mernbership research. Along with the continuation of the 

initiatives implemented by the ONA board to connect personally with mernbers 

and the communication strategies adopted for Nurses Week. Further work is 

needed to highlight rnembership initiatives. The communication strategies 

adopted to highlight the achievements of nurses personally and professionally 

throughout Nurses Week are consistent with what participants identified as a 

potential opportunity in the previous chapter. These strategies are also 

consistent with ONA's mission and membership research. Of equal importance 

to the esteem of the profession is the acknowledgement of achievements 

resulting from the provisions of the collective agreement resulting in quality 

outcornes at the work unit level. 

The recommendation in this area is that ONA initiate the following: 

Communication with members is provided within the context of the mission. 

Communication continues to be shaped by membership research. 

Organizational decisions communicated within the context of the mission 

and membership research. 



Requests from membership or the larger community that result in work 

outside of the mission and strategies of the organization are redirected. 

The development of information guides on each service the organization 

provides to rnernbers. 

Direct servicing tearns highlight the achievements of nurses who have made 

a difference both in the quality of care provided to patients. And secondly, 

have made a contribution to the quality of work Iife for colleagues. 

The benefits for rnembers and leaders are many. Developing communication 

that reflects the findings of the organizational research will demonstrate to the 

participants the research is being used. This area previously covered in chapter 

two and was highlighted as a potential source contributing to the gap between 

mernbers and leaders. A further benefit is the increased knowledge of 

mernbership beliefs and values through the development of communication. 

More importantly ONA will be demonstrating clearly what the mission of the 

organization is. As mentioned in chapter four the perceived lack of alignment 

with the mission will contribute to the alignment of expectations and focus for the 

work perfomed on membership's behalf. 

5.2 Future Research 

5.2.1 Culture 

Further to this inquiry, I continue to wonder the extent to which the culture of the 

health care systern contributes to the expectations held by mernbership 

generally. Nursing remains 98% female, they are highly skilled, knowledgeable 

professionals and leaders in their own right. We know from the Iiterature that the 

culture of an organization is reflected in the acceptable norms, standards of 

behavior within which people shape their interactions. These noms and 

standards of behavior are further shaped by the structures within the work 



system. The structures being the lines of authority, policies and practices that 

influence the behavior of people and resulting structure. To what extent then is 

ONA's culture influenced by the culture of the health care systern and to what 

extent is it infiuenced by ONA leadership. 

5.2.2 Sustained Learning 

There is general agreement across the literature reviewed that leadership skills 

and cornpetencies are neither a result of position or charisma, rather the 

Iiterature concurs skills and cornpetencies can be learned. A further Iine of 

inquiry would focus on identifying the essential supports needed to sustain an 

investment in leadership skill development within a political system. The inquiry 

would look to expose incentives and measures that are either contributing to or 

taking away from the sustainability of the investment. While this line of inquiry 

has been examined within a business environment, what are the incentives that 

motivate and sustain leadership development within a volunteer and political 

system. 

5.2.3 Leveraged lnvestment 

The last area of further inquiry deals with the investment in leadership 

competencies and skills. This level of inquiry would focus on two areas. The 

first, making a deterrnination on what area to focus, skills or competencies 

development. The underlying question is do technical skills influence 

competency development or does competency development build greater 

capacity for learning technical skills. The lite rature reviewed in this area reveals 

some competencies, traits and characteristics, are easier to learn and train than 

others. For ONA contemplating a further investment in cornpetency and skill 

development knowing what areas of development to focus resource on will be an 

important consideration. 



CHAPTER SIX - LESSONS LEARNED 

This being the my first tirne writing an academic paper it required my drawing on 

al1 of the skills I have iearned throughout rny career. applying them in new ways 

and being open to so much more. Managing a project of this size was only 

possible through perseverance, lots of help and encouragement from others and 

journal, journal, journal. 

Project Management 

Start with the end in mind. Staring with the end in mind is the basis for 

completing any project. In this project starting with a time line for deliverables 

and a paraIlel project activities list provided focus and even variety when I was 

stuck- Making use of these tools provided reassurance that the important things 

were not being dropped. They also served to remind me that I was moving 

fonvard and in the latter stages of writing served as a visual reassurance point. 

Using tools to manage the project was a source of reassurance that the project 

was half finished instead of focussing on what was to corne. The framework also 

assisted me to stay focused, at tirnes cease the search for more material, and 

work with what I had. There were constant adjustments along the way as life and 

work got in the way but the framework with deliverable dates kept me moving 

fonvard . 

An important part of managing any project is the maintenance of records. In this 

project, the protection of records was a constant source of concem. Realizing I 

could either worry to no end or adopt a practice to manage the concern I chose 

the latter. My concern for the protection of my work was twofold; firstly, it took so 

much time to construct it I was fearful of loosing the completed sections. 

Secondly, the source of concern came from working on rny home cornputer with 

no back up capability to a network server. As a result, three copies of the 



completed sections were rnaintained ongoing. These included two in electronic 

f o m  and one hard copy. 

Staying Focused 

Preparing the proposal for this project at times seerned like an unnecessary step 

in the process. Looking back from here, I now see the true value of that 

foundation. I started out with a vague idea for my project and with the support of 

faculty, rny sponsor and colleagues it took shape and grew. 

At times, even with a firm foundation, I lost sight of the outcome for days or 

weeks at a tirne. Lost in the Iiterature was a happy place however it was not 

contributing to my reaching rny goal. Along with my proposal, the research 

journal was the most valuable tool to keep focus. If I have the opportunity to 

work on another research project I will take more care capturing rny thoughts and 

activities throughout. Taking more time to record the journey would have 

reduced the level of rework and searching for materiais referenced. 

The research journal however provided a source of focus throughout. I could 

look back to see what I was thinking when I started a section. That rnay seem 

insignificant but when working on a project over a period of months remembering 

what you were thinking is near impossible. In addition, the research journal 

provided insights on my work style and finding my own voice. 

Finding my Voice 

Finding my voice was a constant struggle throughout the project. Was I doing it 

right? Would it be good enough in the end? Was it perfect enough? Could 1 

package the information in a different way? Plagued by the voice of self-defeat 

throughout, the research journal served to remind me while there are 

requirements to meet how they are met is up to the learner and advisor. The 

biggest learning for me was letting go of the safety of doing it "rightl', what ever 

that means and exploring the edges. 



Fnends and colleagues also assisted me in maintaining focus and writing what 1 

found. This help took the fonn of listening to me talk about the findings, inquiring 

about the progress and offering encouraging words. The biggest learning for me 

is that no one person can do it alone. Recognize everyone is vulnerable at some 

time and it is only with what others contribute that we succeed, 

Learning Style 

Completing this project within my established time frames was a challenge but, 

not because it was unmanageable. The challenge was a result of my own 

creative process. For days my "word bank" was completely empty nothing would 

corne together regardless of how long 1 sat in front of the cornputer or told myself 

"just do itn. Reviewing my journal, it showed repeated cycles of writing with focus 

followed by uncertainty and then returning to write. ln time, the cycle shortened. 

Recognizing the cycle, and then naming it I could overcome it and get renewed 

focus. Sometirnes the renewed focus came from watering plants or cleaning my 

workspace. Other tirnes it came from writing out the questions for which I had no 

answer. Another related activity included balancing the work so longer periods o f  

writing were broken up by shorter tasks, resutting in a sense of completion and 

forward motion. These processes underscored for me the importance of 

reducing cornplexity into manageable pieces, acknowledging achievements and 

reflective learning . 

Tapes and Transcription 

From the projects reviewed, t concluded audiotapes were used for transcribing. I 

started out with that intent also. Two learnings came out of the use of audiotapes 

to capture what participants said in their interview and learning circle. The first 

learning is the need to test your equipment within in the physical space it will be 



used. AI1 of the telephone taped interviews were clear. Those completed in 

person and the learning circle however, pick up background noise from 

circulation systems. The background noise from the environmental noise took 

away from the quality of the playback. 

The second learning was the role the tapes would play in the interpretation of the 

data collected. lnterpreting the written word from the transcripts of the interviews 

and learning circle was difficult for me and after multiple attempts and 

frameworks, 1 returned to listen to the tapes. Discovering during endless hours of 

driving and listening that the themes readily emerged. Once the themes were 

evident, the transcripts provided the foundation to check for accuracy. 

Methodology 

The methodology originally designed and rnapped out for this project-included 

interviews and focus groups. The realizati~n came early on that the process I 

had mapped out would have met the outcome set for the project. However, it 

would not have produced the same result or contributed in the same way to my 

learn ing . 

The use of interviews afforded me the oppûrtunity to develop insight into the 

participants and address questions on the learning circle. Holding the learning 

circle contributed significantly to my own learning, 1 had to trust the process 

would give me the information needed and turn control over to a large extent to 

the participants. Largely trusting things would unravel as they should and 

avoiding the ternptation to controI every eventuality were dilemmas to be 

managed. 

Sponsor Resources 

Without the resource of an organization, 1 can only imagine how much more 

difficult this project would have been. Having the ability to have materials 



reproduced, mailing and courier costs covered and someone with the skills to 

transcribe the material was a tangible benefit. Also of benefit was having a 

budget to cover incidental expenses and a library in the building with access to 

others and the flexibility to work sornewhat irregular hours during the final stages. 

These things could easily be taken for granted in the normal work environment 

for the researcher however they are significant and valued resources. 

Leadership 

Throughout this project 1 had many leadership reflections. What is leadership 

and how is it exhibited every day by people who do not occupy forma1 positions. 

While writing and Iistening, to capture what others said I continued to reflect on 

this question. Having worked through the literature and exarnined in detail what 

others have said the definition that describes my experience completing this 

project follows. 

The essence of leadership is an individuals ability to aiign thoughts, feelings and 

actions. ln this context, clarity of thought means knowing what you want to do, 

with no illusions as to what is possible. Defining the reality with no illusion 

means, identifying what is possible and recognizing there is a difference between 

hopelessness and realisrn. The proposai described what I wanted to do at times 

however, it was dificuit to rnaintain focus and continue to move fonivard. 

Action, is having the ski11 and practical knowledge to achieve the desired result 

and carrying it out ethically and with integrity of cornmitment. Skill and practical 

knowledge in the areas of file management, project management and accessing 

resources al1 contributed to completion of this project. Simply having these skills 

however, will not ensure the desired result. Being open to apply them in new 

ways is what will lead to a successful result. 



Lastly, my mode! of leadership defines feelings as believing in your own abilities. 

This means recognizing that uncertainty and fear, while they are healthy 

motivators, are often faise evidence appearing as reality. Throughout the 

development of this report, there were many periods of uncertainty. T h e  

importance and learning however, was a recognition that the uncertainty resulted 

frorn taking on a new and unfarniliar area of work. The learning came from 

finding the resolve to forge ahead to understand the unknown. 



APPENDIX A. ONA DOCUMENTS 

ONA Vision 

The Ontario Nurses' Association is a membership driven, proactive union 

sensitive and responsive to the ever changing needs in an evolving health 

care system. 

Dedicated to providing an environment conducive to learning and personal 

growth with acknowledgement of diversity and creativity. 

Maintains mutual trust, respect, support and understanding throughout the 

organization. 

Advocates a high quality, efficient health care systern, sharing in partnership 

with cornmunities, consumers and health care professionals. 

Key Concepts 

Stewardship 

Empowerrnent and accountability 

Continuous Iearning 

A flexible work place 

Mutual support and respect 

Meaningfulness 

Desirable future 



ONA Objectives 

The advancement of the social, economic and general welfare of nurses. 

b The regulation of employee/ernployer relations and the negotiation of written 

contracts that implement progressiveiy better conditions of ernployrnent. 

b The promotion of effective communication with employers. 

The promotion of knowledge of nurses in al1 areas related to their social and 

economic welfare through education and research. 

b The promotion of the highest standards of health care. 

The promotion of unity within the nursing profession and other allied fields 

through CO-operation with and support of other organizations that share these 

objectives. 

Guiding Principles 

1. A health-care system that is publicly owned, funded by the government 

and accountable under the Canada Health Act. 

The Canada Health Act requires that every Canadian have access to 

comprehensive physician and hospital services, which are paid for by the 

government. ONA's vision is rooted in these principles. In fact, we would 

extend government funding to al1 community-based health care. At the 

moment cornmunity health receives some money from different levels of 

government, but not all. 

We are very anxious to stop further developrnent of for-profit cornpanies in 

Our health-care system. Evidence shows that private health care, or the "two- 

tiefr system of health care - where there are parallel systems of privately and 

publicly paid-for care, as in the United States and Great Britain - is more 



expensive to run. Furthemore, those citizens who can't afford to pay for their 

health care. as is the case with many people in the US., sirnply don't get any 

care. ONA is committed to preserving our system of rnedicare where every 

Canadian citizen has access to necessary health care. 

2. A local health-care system, governed by its own members 

In ONA's vision for a better health care model. there would be a system of 

integrated delivery systerns across Ontario. Each systern would be 

democratically governed by its own cornmunity. 

What exactly is a community-governed integrated delivery systern? One way 

of thinking about a cornmunity-governed integrated delivery system is to think 

of it as a large group of people who sign up with an organization that provides 

complete health-care services - frorn community-based care, such as home 

visits from nurses or visits to physiotherapists or family physicians, to high- 

tech in-hospital services. What kind of a cornmunity forrns an IDSIIHS? The 

community could be a geographic area, (for example, the city of Etobicoke or 

Essex County), or it could be defined by language, (for exarnple a French- 

speaking IDSIIHS). We think the number of people required to make an 

IDS/IHS workable wili Vary, as will the size of the geographic area that each 

IDSIIHS serves. 

For example, an IDS/IHS in a densely populated urban area like Toronto or 

Ottawa might serve 500,000 people. In these heavily populated areas there 

would be more than one IDSAHS in the same geographical area. On the other 

hand, in the more sparsely populated parts of the province, such as areas in 

the north, one IDSIIHS would serve a much smaller number of people given 

the large distances that people will have to travel. 



How does the comrnunity democratically govern its IDSIIHS? People in the 

area or community served by each IDSIIHS will first register, or roster, as 

members of the IDSAHS. The registered members will then choose a board of 

directors from among themselves. Health professionals who work in that 

IDSllHS cannot serve as members of the board. ONA decided on this policy 

because we thought it was important to have the IDSIIHS govemed by the 

people whom it sewed, not by the people who provided the services. 

However, a health professional can be elected to a seat on the board of an 

IDSAHS that does not ernploy hirn or her- 

Although employees of the IDSIIHS would not sit on the board of their own 

IDSAHS, they would have direct access to the Board through advisory 

committees, and the board would be able to benefit frorn their expertise, 

experience and direct knowtedge of patient care. 

3. All IDSsIlHSs across the province would be guided by provincial 

standards and guidelines 

Because the province is funding the health-care systern, the province would 

establish minimal standards and guidelines so that IDSsIlHSs across the 

province would have consistent standards of care. One example of such a 

standard is the regulation (now revoked by the PC government) that required 

at least one RN on duty 24 hours a day in nursing homes and homes for the 

aged. Another exarnple is the mandatory core programs that every public 

health unit is required to provide. 

4. The goal of the IDSIIHS is to imprcve the health of the people it serves 

The IDS1s/IHS1s main objective is to achieve better health for its members, 

not Save money or generate a profit as many do in the United States. Each 



IDS/IHS board would be accountable to both the province that funds it and to 

its own members, for providing them with good health care. 

5, Regional Health and Social Service Councils will study the needs of the 

people in each IDSIIHS; the IDSIIHS will then provide a wide range of 

services to meet those needs 

We now have 33 District Health Councils (DHCs) in Ontario that do research 

and planning for health care within their regions. The government has 

indicated these will be reduced to 16. They act as advisors to the Ministry of 

Health. In ONA's vision, District Health Councils would be expanded to 

include not only health planning but aiso health-related social services, such 

as Meals-on-Wheels, child care, home visiting. security checks and so on. 

The expanded councils would be called Regional Health and Social Service 

Councils and would advise the IDSAHS Board of Governors on the health and 

health-related social service needs and requirements of its members. Each 

IDSIIHS would provide a full range, or continuum, of these services. If the 

IDSIIHS was in an area that did not include some services - for example if 

there was no hospital in its area - it would refer its members to an IDSIIHS 

that did have the missing service. 

6. Funding will be based on the number of people each IDSllHS serves 

The Ministry of Health would give each IDSIIHS a sum of money based on 

the number of people it serves. The amount of money would be adjusted for 

the age, sex and health status of the IDS'sIIHS's population. For example, an 

IDSIIHS that had a higher number of older, sicker people, would receive more 

money than an IDSIlHS of the same size that had a younger, healthier 

population. 



7. Local decisions on how and where rnoney is spent 

Using the research and advice of the Regional Health and Social Service 

Council, the local IDS Board of Governors would decide how much rnoney 

and how much stafFing should go to each agency in its area. In areas where 

there is a high population of senior citizens, the Board might put (allocate) 

more rnoney into home visits and health-related social services for seniors. 

In areas where there were a number of hospitals, the Board might put more 

money into the hospitals. If a hospital were closed, the Board would reassign, 

or reallocate, that hospital's funding to comrnunity services, in order to fiII the 

gaps left by the hospital closure. 

The Ieading principle on which the Board would divide the money between 

the different health-care agencies within the IDS/IHS, would be to encourage 

what is known as "primary care." Prirnary care is care provided to people who 

are living in their own homes or who are using community semices, such as 

Alzheimer's day prograrns, rather than care provided in institutions. Primary 

care stresses a "wellness" model, placing strong ernphasis on health 

promotion and disease prevention, and looks at the total needs of the 

individual - not sirnply at a specific illness or problem. 

8. Consumer choice, consumer-focused, rewards linked to consumer 

satisfaction 

Consumers or patients would be able to register with the physician of their 

choice within th& IDSlIHS. In addition, patients could choose a nurse, 

physiotherapist, chiropractor or any other health professional they wished, as 

their primary caregiver. If a patient was dissatisfied with hislher caregiver, 

hekhe could choose a different professional. If he/she was dissatisfied with 

the IDSfIHS as a whole, he/she could deregister and go to another IDSIIHS. 



Employees would be true patient advocates and patients would be important 

partners in developing their own plans of care- Programs that could prove 

they had met these standards would be rewarded. 

Each IDSIIHS will also have a patient advocate office to which members of 

the public can go directly with complaints and concerns. The patient advocate 

will have direct access to the Board. 

9. Focus on quality, effectiveness and appropriateness 

There would be a strong emphasis on tracking the success of the IDS/IHS. Its 

success would be measured by: 

patient satisfaction 

appropriateness of the care - inappropriate surgery, over- 

prescribing, etc., would be discouraged 

effectiveness - heatth care professionals, together with the patients 

would constantly be asking: did the care really improve the patient's 

health? or, if it isn't possible to improve his health, did the care 

provide support, comfort or assistance? Was it what the patient 

really needed and wished? Was the care the high quality care 

which Canadians have come to expect? 

1O.A single integrated systern - linked by modern information technology 

In ONA's vision for integrated health care, we would use new information 

technology to eliminate al1 the bureaucratic barriers, waste and duplication 

that exist in the current systern. Ali agencies in t h e  IDS would be linked by 

computer systerns so that patients would not have to answer the same 

questions every tirne they saw a different heaith professional. 



This is sometimes referred to as a "searnless system" because patients would 

no longer have to access each service - visiting nurses, homemakers, 

hospital, rehabilitation service and so on - separately. Rather, patients could 

move easily through the system frorn services in their community, to services 

in their own homes, to hospitals, to homes for the aged- They would have 

much easier access to al1 health and health-related social services. 

11 .A single employer - with local and provincial bargaining 

The elected IDSIIHS Board would be the single employer for al1 the health- 

care agencies and providers in its area - from public health units, to family 

physicians, to nursing homes, to hospitals. It would bargain locally and 

provincially with the unions within its agencies. IDSllHS employees could 

move from one agency in the IDS/IHS to another. 

For example, if the Board expanded its community services while it closed a 

hospital, the nurses who had worked in the hospital could move to the 

community services- In this way, skilled and expert professionals would not 

be lost to the system and patients would receive top quality care. 

12. Redeployrnent and retraining of staff 

The Board would spend five per cent of its annual budget on training and 

education for staff. The IDSIIHS would recognize and reward skilled and 

expert staff and would forrn a real learning organization. With this emphasis 

on continuing education, the staff would be highly educated and up-to-date 

and could move easily from one area to another within the IDSAHS, from 

hospital nursing to comrnunity nursing for example, or vice-versa. 



13. Recognition and respect for employees and their unions 

The IDSIIHS would treat its employees as one of its rnost valuable resources 

and work constructively with their unions to provide a better workplace, the 

kind of workplace that enables staff to deliver high quality care to their 

patients. ONA members have made it clear, as we developed Our vision for a 

better health-care system, that the one single thing that is most important to 

them is to be able to deliver top class health care to their patients. 

14. Empowerrnent of front-line workers 

Front-line workers - nurses, RT, PT, physicians, etc. - would work 

collaboratively as members of a multi-disciplinary leam. They would work up 

to their full scope of practice, providing mutual support for each other. They 

would be represented on management teams and would also sit on the 

systern advisory committees, which have direct access to the board. 



PARTlClPANT PACKAGE 

Participants Consent Form 

Identification of leadership cornpetencies that will reduce the identified gap 

between the Ontario Nurses' Association Leadership and Members. 

A research project conducted by Noelle Andrews, Strategy Tearn, The Ontario Nurses' 

Association 

This project is a qualitative study exploring the perceived gap between 

rnembership and leadership decision making. Participants are chosen from 

general rnembership and elected leadership. This study is a scholarly inquiry. for 

the purpose of contributing to leadership development and membership needs 

and partial fulfillment of the requirements for my Master of Arts in Leadership and 

Training degree through Royal Roads University. A copy of the final report will be 

housed at Royal Roads University. The findings will be presented in scholarly 

articles and presentations, and the report that will be available to participants at 

the conciusion of the project- 

Please read this page carefully and sign it if you give your consent to participate in the 

study, which will follow the methods described below: 

4 You will be interviewed in an initial persona1 interview approximately 30 minutes in 

duration. The purpose of the interview will be to provide information of learning 

circle agreements. covenants and reflective questions. The learning circle will be 

recorded through written notes and by audiotape. You can choose not to speak in 

the circle and to discontinue your participation at any point without explanation or 

penalty. A transcriptionist will later transcribe al1 audiotapes. 



+ You have the right to request that the tape recorder be tumed off at any time during 

the learning circle. or to delete any or al1 of the transcript later, without being asked 

for your reasons. 

+ AI1 interview, and learning circle data and conversations will be kept entirely 

confidential by the research team. You will be identified through the research notes 

and transcripts with a pseudonyrn. All identifying characteristics linking you to the 

data wiIl be removed from the final report. 

+ Al1 data will be kept in a secure place, inaccessible to the public. Al1 notes, tapes, 

transcripts and documents containing your real name will be destroyed at the 

conclusion of the study. 

+ You will be offered the opportunity to review and verify the transcript created from 

the tape recording of your interview or learning circle participation. You will also have 

the opportunity to review and veriw the report provided to ONA before its publication. 

+ No deception will be used at any time in this study, and the researcher will endeavor 

to ensure that no harm of any kind will come to you as a result of your participation 

in this study. There will be no monetary compensation to you for participating in this 

study. However, a summary of the study results will be made available to you at the 

end. 

Your signature indicates that you understand to your satisfaction the nature of your 

participation in this research study, and that you agree to participate. In no way does 

this waive your legal rights at any time in this study. 

Participant Date 

Researcher Date 

Please feel free to contact the researcher at any time if you have further questions 

concerning rnatters related to this research. 



Noelle Andrews 

Strategy Team, Ontario Nurses' Association 

E-rnail:noellea@mail.ona.org (416) 964-8833 or 1-800-387-5580 

This study has been designed to compIy with the ethical guidelines for research 

regulated by Royal Roads University. If you have any questions related to the ethical 

procedures governing this research, you may contact the . . . . . . 

A copy of this consent forrn has been given to you to keep for your records and 

referen ce. 



Telephone Interview Guide 

PHONE INTERVIEW 

Thank you, for agreeing to participate in rny research project. In order to collect 

demographics on participants a telephone interview has been scheduled on 

a i  

ln tro duction 

1 am conducting a qualitative study exploring the perceived gap between 

mernbership and leadership decision making. 

The Ontario Nurses' Association is sponsoring this project. 

Participants have been chosen from general membership and elected 

leadership. 

The study is a scholarly inquiry, for contributing to leadership developrnent 

and membership needs and partial fulfillrnent of the requirernents for rny 

Master of Arts in Leadership and Training degree through Royal Roads 

University. 

The findings will be presented in scholarly articles and presentations, and 

the report that will be available to participants at the conclusion of the 

project and a copy wil1 be housed at Royal Roads University. 

Confirm receipt of information package. 

Consent 

Cl Participant Consent Form. 

O The intewiew wili be recorded through written notes and by audiotape. You can 

choose not to speak and to discontinue your participation at any point without 

explanation or penalty. A transcripiionist will later transcribe al1 audiotapes. 



You have the right to request that the tape recorder be tumed off at any time 

during the interview, or to delete any or al1 of the transcript later, without being 

asked for your reasons. 

AI1 interview, and learning circle data and conversations will be kept entirely 

confidential by the research team. You will be identified throug h the research 

notes and transcripts with a code. AI1 identifying characteristics Iinking you to the 

data will be removed from the final report- 

AI1 data will be kept in a secure place, inaccessible to the public. Al1 notes, tapes, 

transcripts and documents containing your real name will be destroyed at the 

conclusion of the study. 

You will be offered the opportunity to review and verify the transcript created from 

the tape recording of your interview and learning circle participation. You will also 

have the opportunity to review and verify the report provided to ONA before its 

publication. 

No deception will be used at any time in this study, and the researcher will 

endeavor to ensure that no harm of any kind will corne to you as a result of your 

participation in this study. There will be no monetary compensation to you for 

participating in this study however snacks and refreshments will be provided at 

breaks during learning circle. 

A surnmary of the study results will be made available to you at the end. 

Advise the interview will take approximately 30 minutes to cornplete. 

Verbal consents to proceed with the telephone briefing. 

Information to be gathered 

1. How many years in nursing? How many years as an elected ONA leader? 

2. Graduate of hospital based, cornmunity college or university based nursing 

program. 

3. Have you held other leadership positions? If so, specify ... 
4. M a t  are the three things that you enjoy most about nursing? 

5. What does it feel like being a leader in nursing today? 



6. What does leadership look Iike to you? 

7. Describe your leadership role. 

8. Describe the leadership in your workplace, 

9. What questions might others have about the Learning Circle? The Learning 

circle agreement? The Iearning circle covenant. 

10.What are your reasons for participating in this project? 

1 1. What are your expectations? 



APPENDlX C. LEARNlNG CIRCLE 

Learning Circle Agreement 

What is said in the circle belongs in the circle. 

The circle is a practice in discernment, not judgement. 

Each person takes responsibility for asking the circle for support for the 

support s/he wants and needs. 

Each person takes responsibility for agreeing or not agreeing to participate in 

specific requests. 

Anyone in the circle rnay cal1 for silence, time out, or ritual to reestablish 

focus, to re-center. 

Agreements are adaptable. If something is not working, revise the 

agreements and rnaintain the process. 

Learning Circle IntentionICovenants 

1. I will take responsibility for rny words and actions 

2. 1 will listen to you; Explore, Acknowledge and Respond 

3. 1 will help the circle accomplish its task 

4. 1 will honour the best in you as you do in me 

Reference: 

Baldwin, C. 4994. Calling the Circle. The First and Future Culture. Bantam 

Books. New York, New York. pp. 75-77. 



Trigger Questions 

1. How would you describe your leadership style and what is it like being a 

leader in today's environment? 

2. What are the most valuable activities or experiences you have had that 

prepared you to take on a leadership role? 

3. What are the essential competencies thât an ONA leader needs today? 

Knowledge 
Skills 

= Attitudes 
4. Based on your experience what are the important elernents of a leadership 

preparation program? 

5. How can ONA leaders involve more members in local activities and decision 

making? 

6. How can ONA leaders have an increased presence at the work unit level? 

Circle Opening Reading 

HOW DO YOU GIVE POWER TO PEOPLE 

One challenge in the effort to give power to people on 

the front Iines lies in persuading them to accept the 

responsibility and autonomy that stem frorn power. 

Most people have had Iittle opportunity to wield 

influence or make substantive decisions in the 

workplace, and many as a result have accornmodated 

themselves to the situation. They may harbor 

resentment against those whom they perceive as 

being in control of their lives - the bosses, managers, 

supervisors, owners, or professionals whorn they see 

as running their organizations. But in spite of their 



anger, many have, from the long habit of having to 

follow orders, grown. if not content. then at least 

cornfortable with a passive role. 

In few fields has this been more true than in nursing. 

Refe re nce: 

Helgesen, S. 1995. The Web of Inclusion. A New Architecture for Building Great 

Organizations. Doubleday Books New York, New York. p.156. 

Circle Closing Reading 

As You Journey Through Life 

Touch others, physically, emotionally, intellectually, 

and spiritually. 

Learn to use silence, it provides a powerful means of 

communication. 

Approach Iife lig ht-heartedly, lig htness can be shared 

even in the darkest seasons. 

Focus on the potential, your and others. 

Embrace change, it is an opportunity for 

transcendence. 

Find work that you enjoy, that makes you feel valued 

and challenged. 

Study people carefully, in doing so you will learn 

about yourself. 

Determine what you know, and seek chances to teach 

others. 

Discover what you believe and live it with confidence. 

Appreciate others, and pursue opportunities to 

contribute to their happiness. 



Realize that you are not perfect, and accept that you 

probably will never be. 

Know your strengths, and biend these with the 

strengths of those you meet. 

See beauty, for it is ail around in forms not instantly 

recog n iza b le, 

Be as open to receiving as you are to giving, this is a 

gift to others as well as to yourself. 

Seek challenges, and enjoy the privilege of learning 

from them. 

Tell your stories for they are you. 

Share your journey, you cannot sparkle alone. 

Reference: 

Perry, B. 1998. Moments in Tirne. Images of Exemplary Nursing Care. Canadian 

Nurses Association. Ottawa, Ontario. pp. 1 57-1 58. 



APPENDIX D. PARTICIPANT DEMOGRAPHICS 

1 MEMBER 

ACTlVlTY DATE 

1.1 & 
L.C. 3 
1. 1 & 
L.C. 3 
1. 1 & 
L.C. 3 
1. 1 & 
L.C. 3 
1. 1 & 
L.C. 3 

1. 1& 
L.C. 3 

L.C. 2 & 
Q4. 

L.C. 2 & 
Q4. 

L.C. 2 & 
Q4. 

L.C. 2 & 
Q4. 

""CODE: 

1. Interview 

2. Learning Circle with members 

3. Learning Circle with leaders 

4. Questionnaire 

LEADERI 

I 1 

Nov, 7/00 
Nov. 9/00 
Nov.3100 
Nov. 9/00 
N ov .2/0 O 
Nov. 9/00 
Nov.S/OO 

IL 

Nov.G/OO 
Nov. 9/00 
Nov.7100 
Nov. 9/00 
Oct. 23/00 

Oct. 23/00 
L& 

Oct 23/00 
II 

Oct. 23/00 
Lr 

CODE 

L 

L 

L 

L 

L 

L 

M 

M 

M 

M 

M L.C. 2 & 

# OF YEARS 

NURSING 

Oct. 23/00 



APPENDIX E. PARTICIPANT FOLLOW-UP SURVEY 

Dear 

If you could take a few minutes to answer the following questions it will contribute 

to rny learning and help me to evaluate the benefit of this project for participants. 

The questions are designed to identify your experience as a participant, provide 

me with feedback on the process and refine the findings. I am also interested in 

any thoughts that you are willing to share with me since the interview and 

Learning Circle. 

The Research Process 

1. The researcher exhibited leadership and persona1 1 yes 1 no 1 alrnost 

cornmitment to the process. 

addressed my questions. I 
2. The researcher provided an overview of the process and 

3. The project will help the organization succeed. yes ( no ( almost 

yes 

Participant Experience 

14. The Interview and Learning Circle participation are 1 yes 1 no 1 almost 

no 

1 experiences I would recornmend to others. 

almost 

I 
5. Participation in this project contributed to my learning. 1 yes 

Research Findings 

no 

6. The research findings reflect the challenges facing 

rnernbers, leaders and ONA. 

7. The research findings identify the challenges 

contributing to membership expectations. 

alrnost 

yes 

yes 

no 

no 

almost 

almost 



8. Do you have additional cornrnents about the research process and your 

involvement in it that you would Iike to share with me? 

Thank you again for agreeing to participate in this project and taking the time to 

complete this follow up survey- 

Please return the completed survey to me. 
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