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ABSTRACT 

Health information technologies (HIT) are revolutionizing healthcare organizations and 

significantly transforming how services are provided, managed, and accessed. The shift away 

from paper-based charts to electronic clinical information systems, although beneficial, is fraught 

with challenges. Research into fostering adoption of HIT at Alberta Health Services revealed that 

the technology itself is often an obstacle and workflow flexibility and adaptability is required. In 

addition, HIT accentuates availability, ownership, and value of information. This action research 

study engaged healthcare providers and representatives from Health Information Management, 

Information Technology, and Medical Affairs Departments. Interviews and a focus group 

revealed that change needs to be focused on people, relationships are strengthened through 

inquiry and sharing, ownership improves attitudes and behaviours, and positive leadership in 

change is essential. Recommendations offer opportunities in how the Health Information 

Program, through increased collaboration, can play key roles in reframing perceptions of HIT, 

improving workflow design, and providing local level support to foster adoption. 
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CHAPTER ONE: FOCUS AND FRAMING 

“I have a feeling we’re not in Kansas anymore,” declared Dorothy after she and her house 

were hurled into a new realm, as depicted in The Wizard of Oz (LeRoy & Fleming, 1939). Like a 

tornado ripping across the countryside, the deployment of health information technology lashes 

through an organization, turns life upside down, and launches users into an unfamiliar world of 

expectations, new processes and different ways of doing things (McCarthy & Eastman, 2010). 

Health information technologies (HIT) are being sought out as one of the key elements to 

improve quality in the delivery of healthcare resulting in methods and tools for managing health 

information to undergo profound and transformational change (Kloss, 2012; Zeng, Reynolds, & 

Sharp, 2009). Innovative HIT such as electronic health record systems and clinical information 

systems are modernizing Canada’s health system by improving access and outcomes, reducing 

health costs, and improving patient care (Canadian Health Information Management Association 

[CHIMA], 2015a; Romanow, 2002). Alberta Health Services (AHS) has recognized the 

opportunity to improve patient-centric quality care and is exploring HIT to ensure complete 

information is available and accessible to make the most appropriate bedside and systems 

decisions (AHS, 2016, p. 6).   

Specifically, the landscape of the management of health information at AHS is now on 

the brink of massive transformational change, which includes implementation of provincial 

clinical information system (CIS) and enterprise content management (ECM) strategies and 

phasing out of physical paper records (AHS, personal communication, May 20, 2015). These 

strategies will significantly impact not only the methods healthcare providers access and capture 

patient information for clinical decision making, but also the manner in which the Health 

Information Management (HIM) Program provides its service. This transformation requires a 
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concentrated examination of the factors involving HIT adoption such as psychological, physical, 

and technical aspects to ensure success. 

The Health Information Management (HIM) Program at Alberta Health Services (AHS) 

ensures the availability, integrity, and confidentiality of the patient record, regardless of paper or 

electronic format (Alberta Health Services [AHS], personal communication, May 20, 2015). As 

Operations Director of the HIM Program for the Central Zone of AHS, I lead teams that support 

the management of health information for AHS sites located across Central Alberta. I conducted 

research into how the HIM Program of AHS can foster the adoption of HIT at Red Deer 

Regional Hospital as this location has the most concentrated technological deployment within the 

Central Zone. Being an insider researcher in my organization allowed the opportunity to leverage 

relationships and gain insight of those impacted by HIT. My passion for health informatics stems 

from over 20 years of experience in healthcare administration in leading, implementing and 

supporting adoption of HIT. In my progressive leadership career and more specifically, as a 

healthcare patient, I have personally experienced the significance and dire consequences of 

healthcare providers not having timely access and availability to health information. McNiff’s 

(1988) assertion intimately resonated with me in that I whole-heartedly believe in possibilities: “I 

will have the confidence and resolution to attempt to change it. I will not be content with the 

status quo” (p. 50).  

In order to address past, present and future opportunities and barriers in fostering 

adoption of HIT, I utilized the following inquiry question and sub questions: How can the Health 

Information Management Program of Alberta Health Services foster the adoption of health 

information technology at Red Deer Regional Hospital? The following sub questions were used 

to deepen understanding: 
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1. How does Red Deer Regional Hospital currently foster adoption of HIT? 

2. What are examples of successful HIT adoption at Red Deer Regional Hospital? 

3. What are the current barriers of adoption of HIT and how might these be mitigated? 

4. What leadership strategies and processes can be introduced to foster adoption of HIT? 

Significance of the Inquiry 

Health information technologies are critically transforming the healthcare industry and 

are bringing forth a wide array of new challenges (Chaudhry et al., 2006). Paper records are 

increasingly becoming obsolete and inadequate as they limit the flow of information, 

insufficiently document patient care, and impede the integration of healthcare delivery 

(Romanow, 2002, p. 78). AHS has announced the direction of move to a single, provincial CIS, 

which will integrate existing technologies, utilize information technology to its full potential, and 

standardize data to support the flow of information (AHS, personal communication, April 15, 

2015). This has created a sense of urgency for the Health Information Management Program to 

align with this strategy and move forward with exploring innovative enterprise content 

management technologies (scanning, taxonomy, and storage) to transform the current hybrid 

record to a complete electronic state. These strategies align with the AHS vision of “one person, 

one record” (AHS, personal communication, April 20, 2016). 

The provincial enterprise content management (ECM) strategy will consolidate all patient 

information into a single access point and will radically redesign the core functions of the HIM 

Program (K. Addison, personal communication, June 15, 2015). This will also be an impactful 

change to the fundamental tool (the patient chart) used by clinicians to provide care. Printing of 

reports will be significantly reduced, and health information will be available electronically 

(K. Brule, personal communication, June 8, 2015). 
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This inquiry served to identify opportunities in how the HIM Program can transform its 

services and create knowledge that is required to foster adoption of HIT. Although this inquiry 

began with this simple idea, it transformed into a study of how people physically and 

psychologically interact with the tools, procedures, and processes in their former, current and 

future environments. It also became a deeper understanding of resistance to change and barriers 

to moving forward with transformation. 

If steps are not taken to address this issue, AHS and the HIM Program “runs the risk of 

continuing to function in the current state of varied uptake of electronic systems and platforms 

which has proved a chaos of health information in multiple formats, applications and media” 

(K. Brule, personal communication, February 20, 2015). Ultimately, health information would 

continue to be managed at varying levels of completeness, quality, and accessibility that hinder 

the ability for the organization to lead, implement, and enforce standards (Kloss, 2012). In 

addition, confidentiality issues may exist as a misplaced paper chart becomes an untraceable 

breach of privacy with no secure audit trail (Dykstra et al., 2009). Lastly, there is also an 

increased risk to patient safety in that complete information may not be available to provide 

efficient care. 

In contemplation of the provincial CIS and ECM strategies,  the former HIM Operational 

Director for Central Zone expressed, “Adoption of new technologies has been challenging within 

the Central Zone of AHS and we must help the organization embrace this transformational 

change in order to move forward” (K. Brule, personal communication, June 14, 2015). This 

inquiry provided opportunity to reflect on historical perspectives and to learn from the future as 

it emerges (Scharmer, 2009, p. xvi). Engagement of representatives from Medical Affairs, 

Information Technology, and HIM Departments, as well as healthcare providers, have explored 



BECOMING PAPERLESS: FOSTERING ADOPTION OF HIT 13 

psychological and behavioural readiness for change because “once new technology rolls over 

you, if you are not part of the steamroller, you are part of the road” (Brand, as cited in Tarafdar, 

Tu, & Ragu-Nathan, 2011, p. 113). 

Organizational Context 

AHS is Canada’s first and largest province-wide, fully-integrated health system that 

employs over 104,000 skilled health professionals, support staff, volunteers, and physicians 

throughout 450 healthcare facilities. AHS core values have one thing in common: the quality of 

patient care. These values―respect, accountability, transparency, engagement, safety, learning, 

and performance―drive quality patient care and guide decision making (AHS, 2016). AHS’s 

mission is to provide a patient-focused, quality health system that is accessible and sustainable 

for all Albertans. AHS has focused its goals for 2015‒2018 into three strategic directions: 

ensuring quality of care in communities, partnering for better health outcomes, and achieving 

health system sustainability (AHS, 2016, p. 5). 

Using the AHS health plan and business plan as a roadmap, AHS has created four 

foundational strategies: patient first strategy; our people strategy; information 

management/information technology strategy and clinical health research, innovation and 

analytics strategy (AHS, 2016, p. 6). These strategies will guide efforts to sustain safe, high 

quality healthcare delivery for the benefit of all Albertans. These strategies were developed with 

employees, physicians, volunteers, and partners to address pressures on the health system and 

protect the sustainability of safe, high quality healthcare delivery. 

The HIM Program is a centralized provincial service divided into five zones with 

operationally site specific support in managing health information (see Appendix A). Red Deer 

Regional Hospital HIM Department includes services such as patient registration, clinical coding 
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and abstracting, medical transcription, access and disclosure of information, and management of 

health records. HIM professionals “contribute to patient care, outcomes and safety through the 

provision of accurate, complete, timely and accessible health information; advocate for and 

monitor the privacy, security and confidentiality of personal health information” (CHIMA, 

2015b, p. 7) In addition these professionals “understand the processes to maintain the paper and 

hybrid record and work with other professionals to develop, deploy, and maintain the electronic 

health record” (CHIMA, 2015b, p. 7). 

The HIM Program is led by two senior executive leaders and is comprised of provincial 

services teams and zone operation leadership teams. Each zone operational leadership team is led 

by a zone director. The HIM Operational Director for Central Zone also has a dyad relationship 

with zone administrative leads and site clinical leaders. Over 330 healthcare providers within 

Red Deer Regional Hospital are the main users of HIT (AHS, 2016). 

In March 2015, AHS announced the organization was moving ahead with a provincial 

CIS (AHS, 2016). Shortly after, the Chief Medical Information Office published that, with this 

technology implementation, health records will migrate from paper to electronic format, and this 

will change how business is performed across AHS (AHS, personal communication, April 15, 

2015). Aligning with this strategy, the Executive Director of HIM Program Standards and 

Strategies indicated that an integrated enterprise content management solution is complementary 

to a provincial CIS and supports the information lifecycle management of all content created 

outside the CIS (K. Miller-Lambton, personal communication, April 14, 2016). 

Conducting this research allowed the opportunity to inform and influence change by 

exploring organizational perspectives on the requirements for successful adoption of HIT. This 

understanding will enable the HIM Program to develop stronger organizational relationships, 
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support healthcare providers through change, and manage the future landscape of health 

information. 

Systems Analysis of the Inquiry 

This inquiry revealed that AHS is a complex adaptive system, or a dynamic network of 

components acting in parallel, constantly reacting and adapting to other components, which in 

turn influences behaviour and the network as a whole (Holland, 2006; Groves, 2013). Senge 

(2006) posited, “System thinking is a discipline for seeing wholes. It is a framework for seeing 

interrelationships rather than things, for seeing patterns of change rather than static snapshots” 

(p. 68). 

It is important to step back and view how the components of a complex adaptive system 

interact and connect with each other in unpredictable and unplanned ways (Groves, 2013). By 

appreciating all the parts that work together, rather than focusing on cause and effect, can we see 

the whole system at work (Senge, 2006). 

Emerging HIT provide the framework for transformation and interconnectedness and 

allow for sharing and communication of information across healthcare facilities and providers 

(Chiasson, Reddy, Kaplan, & Davidson, 2007). Harrison, Koppel, and Bar-Lev (2007) discussed 

an interactive sociotechnical analysis framework that specifies important relationships among 

new HIT, workflows, clinicians, and organizations (p. 543). Additionally, McCarthy and 

Eastman (2010) provided a systemic approach or examination of the “three-legged stool” 

components or relationships in the implementation of HIT; Figure 1 portrays how I imagine it. 

People, process, and technology construct each leg of the stool, which synergistically function 

together to support the adoption and use of HIT. 
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Figure 1. Three-legged stool approach to support HIT. 

As systems can be improved only to the extent that those who work in them understand 

how they work, deep engagement will be required to help people rethink the whole rather than its 

parts (Weisbord, 2012, p. 285). The systems diagram presented in Figure 2 highlighted the key 

systems that interrelate and have an effect on the adoption of HIT. At the centre is the patient, 

who is the recipient of AHS services and healthcare. The role of patients and families is 

becoming increasingly more important as responsibility for care is being shared by both 

healthcare professionals and patients (COACH, 2013). Surrounding the patient is AHS as the 

healthcare delivery system. Elements of this system include healthcare providers, Health 

Information Management Program, Information and Technology, senior leaders, and other AHS 

programs and services. All are stakeholders in fostering adoption of HIT as they each find value 

and are users or consumers of the information captured within the medical record. 

Scharmer (2009) noted, “Successful redesigning of medical systems requires more than 

just understanding the technical complexity of the issue; one must fully understand the issues of 

social complexity, different cultures, interests and views” (p. 221). The joint decision by AHS 

and Alberta Health for the development and implementation of the provincial CIS is the ultimate 

driver for the Health Information Management Program’s enterprise content management 
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strategy. Financial and political pressures from the Alberta Government and Alberta Health are 

put onto AHS to enforce cost restraints yet improve health information reporting. 

 

Figure 2. Systems diagram of the parts and pressure on health information. 

Accreditation bodies such as Accreditation Canada are responsible for accreditation 

processes and standards to which health authorities are held. Professional organizations―such as 

the Canadian Medical Association, Canada Health Informatics Association, and Health 

Information and Management Systems Society―have an important role in educating and 

advising on best practice guidelines and also liaise with vendor organizations and government. 

Legal and privacy bodies, such as the Canadian Medical Protective Association, play a key role 

in ensuring liability and legal issues in relation to the use of HIT. Standards associations, such as 

Canadian Health Infoway and the Canadian Institute of Health Information, all put their unique 

pressures of reporting onto the AHS system for the value and standardization of electronic 

information. 

In summary, within a complex adaptive system such as healthcare, attention to the 

evolving interrelationships among system components allows the ability to examine emerging 
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patterns and trends to inform how the system components interact, adapt, and learn from each 

other (Holland, 2006). With AHS, understanding elements and pressure on the system and how 

they interact has a significant impact on services provided to patients and families. 

Chapter Summary 

This chapter outlined the foundational organizational context, significance and systems 

analysis of the inquiry. Given the magnitude of HIT change that is on the AHS horizon, this 

chapter has framed the focus of my research to inform successful transformation. The next 

chapter presents a summative review of selected academic literature to enhance the inquiry. 

Chapter 3 presents the inquiry methods used to explore how the HIM Program may foster 

adoption of HIT, and provided opportunity for the collection of participant insight and 

perspectives. Chapter 4 presents and discusses my interpretation of results obtained from the 

methodology, and Chapter 5 presents informed recommendations that provide actionable steps to 

address the inquiry question.  
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CHAPTER TWO: LITERATURE REVIEW 

The purpose of this literature review is to provide an enhanced understanding of adoption 

of HIT relevant to the action research inquiry question: How can the Health Information 

Management Program of Alberta Health Services foster the adoption of health information 

technology at Red Deer Regional Hospital? In this literature review, exploration of the 

transformative nature of HIT, adoption behaviours, and barriers to use are explored. I also 

investigated the literature on resistance, psychological capital and positivity, psychological 

ownership and psychological safety, humble inquiry, and knowledge sharing. Additionally, the 

role of leadership in reframing perceptions of HIT further provides the framework for the 

significance of this inquiry. 

Transformative Role of Health Information Technology 

Berg (1998) posited that the medical record structures and transforms communication 

between healthcare personnel shapes medical decision making and frames relationships between 

personnel and patients. Through narrative structure (Hunter, 1991), the medical record is 

developed and is the principle medium of knowledge about a specific patient. Nevertheless, 

Bleich (1993) argued: 

The medical record is an abomination. . . . It is a disgrace to the profession that created it. 

More often than not, the chart is thick, tattered, disorganized, and illegible; progress 

notes, consultant’s notes, radiology reports, and nurse’s notes are all co-mingled in 

accession sequence. The charts confuse rather than enlighten; they provide a forbidding 

challenge to anyone who tries to understand what is happening to a patient. (p. 70) 

With recent advances in information technology, health organizations are moving 

forward with HIT strategies in an effort to reduce increasing expenditures, create efficiencies, 
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and increase patient safety (Jha, Doolan, Grandt, Scott, & Bates, 2008). The Office of the 

National Coordinator for Health Information Technology (ONC) in the United States defined 

HIT as “the application of information processing involving both computer hardware and 

software that deals with the storage, retrieval, sharing and use of healthcare information, data and 

knowledge for communication and decision making” (2016). Additionally, HIT refers to the 

electronic framework used to manage health information and the exchange of health information 

in a digital format, such as electronic health records and electronic medical records to support 

patient care (American Health Information Management Association, 2015). The Healthcare 

Information and Management Systems Society (2015) defined the electronic health record as a 

longitudinal electronic record of patient health information generated by one or more encounters 

in any care delivery setting. 

As HIT is intended to replace existing paper-based medical records that have existed for 

centuries (Boonstra & Broekhuis, 2010), it is also changing the future of how healthcare is being 

delivered (Chaudry et al., 2006). Scott, Rundall, Vogt, and Hsu (2005) stated that electronic 

medical record systems challenge longstanding beliefs about how healthcare should be organized 

and delivered. Lawler, Hedge, and Pavlovic-Veselinovic (2011) added, “Technology inherently 

transforms the way in which individual provider performs work; how teams communicate and 

coordinate care practices; and the mode and geography in which information is transmitted” 

(p. 336). Although HIT is transformational, it is disruptive to an organization by significantly 

changing specific tasks, work distribution, relationships, environment, and manner in which 

work is performed (Lawler, Hedge, & Pavlovic-Veselinovic, 2011; Walsh 2004). 

In contrast to numerous paper charts, in a digital environment health information resides 

in one place, which allows for reliable and efficient storage, collection, and exchange of data, all 
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of which improves performance and quality of care (Lluch, 2011). Additionally, the impact of 

the availability and quality of information has positive impacts on patient care, continuity of care 

and patient safety (Häyrinen, Saranto, & Nykänen, 2008; Lluch, 2011). Current paper-based 

systems are prone to errors in the transcription, storage, and retrieval of health information, and 

they slow transmission of information between healthcare providers (Lawler et al., 2011). 

Transitioning from paper-based health records to electronic systems provides direct benefits to 

the healthcare provider and patient by providing clinically important information to allow for 

real-time decision support, reduction of unnecessary testing, improvement of patient safety, and 

the quality and efficiency of healthcare services (Jha et al., 2008; Rozenblum et al., 2011). 

Häyrinen, Saranto, and Nykänen (2008) argued, however, that HIT may enhance productivity; 

timely access to information has no impact on the speed of decision making. Lorenzi and Riley 

(2000) suggested, “Introducing major information systems into complex healthcare organizations 

requires an effective blend of good technical and good organizational skills” (p. 116). Through 

the process of implementation and adoption, investigation into the tensions between “stable and 

familiar” (Khanagha et al., 2013, p. 53) and “dynamic and uncertain” (p. 53) knowledge 

environments needs to be explored. 

Adoption of Health Information Technology 

Adoption theory examines the individual and the choices one makes to accept or reject a 

particular innovation. Adoption is understood as the acceptance and inclusion of HIT into 

everyday practice (Rogers, 1995). Reviewing adoption and diffusion theories, a number of 

factors influence whether an individual will choose to adopt a technology. Adoption is 

understood in terms of a “behaviour change” (Straub, 2009, p. 626). When people are presented 
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with innovation that requires changes in their behaviour, such as the introduction of new 

technology, they may react in different ways (Ash et al., 2000). 

According to the theory of reasoned action (Ajzen & Fishbein, 1980), the immediate 

determinant of behaviour is the individual’s intention to perform or not to perform a certain 

behaviour. This behaviour may be in the form of resistance or non-usage; however, non-usage 

may imply potential adopters are not aware or still evaluating HIT prior to its adoption, whereas 

resistance implies that the technology has been considered and rejected (Bhattacherjee & 

Hikmet, 2007). Another model is the technology acceptance model by Davis (1989) who was 

one of the first to research how perceptions of technology innovation affect the use of 

technology. This includes perceived ease of use or the “degree to which a person believes that 

using a particular system would be free of effort” (Davis, 1989, p. 320), perceived usefulness or 

“the degree to which a person believes that using a particular system would enhance his or her 

job performance” (Davis, 1989, p. 320). Alternatively, the theory of planned behaviour (Ajzen, 

1991) was proposed to predict intention to perform behaviour. This adds to Davis’s research by 

exploring attitudes, perceived opinions of others, and perceived control (skills, resources, and 

opportunities) over the behaviour. These perceived controls can be situational, such as access to 

computers, as well as personal beliefs in using the system. 

Nevertheless, Venkatesh, Morris, Davis, and Davis’s (2003) unified theory of acceptance 

and use of technology model draws upon and integrates previous models and theories that relate 

to technology acceptance and use. The core construct of this theory asserts that performance 

expectancy, effort expectancy, and social influence combine to directly impact behavioural 

intention, which impacts use behaviour. Venkatesh et al. asserted, however, that it is the 

facilitating conditions that have a direct impact on system usage and use behaviour. These 
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conditions are defined as “the degree to which an individual believes that an organizational and 

technical infrastructure exists to support use of the system” (Venkatesh et al., 2003, p. 453). 

They are defined as perceived behavioural control, facilitating conditions, and compatibility. 

Additionally, the unified theory of acceptance and use of technology model demonstrates 

that there are complex dynamics contributing to behavioural intention and use behaviour of 

technology. In delving deeper, it was determined that attitude is the most significant determinant 

of behavioural intentions (Davis, 1989). Lewin (1951) posited, human behavior is a result of an 

interaction between an individual’s needs, personality, and his or her perception of the field of 

forces that presently exist in the environment. Kotter and Cohen (2012) suggested, “Attitude and 

behavior change typically begin early in a transformation process” (p. 165). Following an 

organization’s decision to adopt a technology, users’ perceptions and leaders attitudes need to be 

addressed as it affects willingness for use and affects implementation success (Leonard-Barton & 

Deschamps, 1988). Appelo (2012) suggested, “People’s behaviours depend on their 

environment; if you change the environment you can change the people” (p. 7). 

Hurdles to the Adoption of Technology 

New technology serves as a large magnifying glass in that it creates transparency and 

calls attention to broken processes that existed long before implementation (McCarthy & 

Eastman, 2010, p. 179). In addition, organizational routines are disrupted by technologies 

(Szulanksi, 2000). As healthcare organizations increasingly adopt HIT, overcoming barriers will 

be a complex process requiring support from leaders in order to determine appropriate 

interventions. Consider the difference between what it takes to technically install an electronic 

system and what it takes to get people doing things differently (McCarthy & Eastman, 2010). An 
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understanding of organizational and psychological obstacles needs to be explored in the 

successful adoption of information systems (Reichertz, 2006). 

Physicians are primary users of HIT, and they are unlike other user groups of information 

technology typically found in other industries. Due to their specialized training, professional 

work arrangements, autonomous practices, and their large impact on patient outcomes, clinicians 

have a great impact on the overall adoption level of HIT (Boonstra & Broekhuis, 2010; Walter & 

Lopez, 2008). Healthcare delivery has traditionally been associated with face-to-face 

intervention between the patient and healthcare professionals. As technology impacts the way a 

healthcare provider performs his or her work, it is seen as a physical barrier (Lluch, 2011). 

Gagnon et al. (2010) suggested that barriers such as design, physical technology, familiarity with 

technology, increased workload, lack of compatibility with existing work practices, patient-

health professional interaction, attitude of colleagues toward technology, role boundaries, and 

changes in tasks impact adoption of HIT. In addition, access and inappropriate infrastructure can 

negatively shape user attitudes towards technology as it can impact usability and performance 

(Cresswell, Bates, & Sheikh, 2013, p. 12). 

Appelo (2012) proposed that sometimes the barriers are in people’s heads and that they 

believe they are not able to do what is asked of them. Boonstra and Broekhuis (2010) posited that 

concerns regarding the use of technology are based on personal issues, lack of knowledge, 

perceptions, and worry about the loss of professional autonomy. André et al. (2008) suggested 

that additional barriers include negative attitudes, resistance, and lack of knowledge; however, 

Yarbrough and Smith (2007) argued that the largest barrier to adoption is resistance to change. 

Bhattacherjee and Hikment (2007) considered resistance as a precursor to acceptance and must 

be overcome first if technology is to be adopted successfully. 
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Resistance to Change 

Resistance to change is defined as “an inability or unwillingness to discuss or to accept 

organizational changes that are perceived in some way damaging or threatening to the individual 

or group” (Huczynski & Buchanan, 2001, p. 887). Selection of HIT by information technology 

and other organizational programs are often made with little input from the healthcare provider 

end users and without consultation into the solution (Ajami & Bagheri-Tadi, 2013). Weeger, 

Gewald, and Vriesman (2011) stated that physicians may not choose whether or not they adopt 

an HIT system, but they can show resistance in using it. In addition, people are resistant to 

technology when they feel it is imposed upon them (Lorenzi, Riley, & Dewan, 2001). The 

organization must address these actions as, according to Lewin (1947), resistance is a cognitive 

force that prevents potential behaviour rather than being behaviour itself. 

To consider that resistance will not occur, or to view those who exhibit resistant 

behaviours as difficult, is a critical organizational mistake. The real cause of change failure is not 

the resistance itself, but the failure of leadership to deal with it (Pascale, Milleman, & Gioja, 

2000). Organizations may try to propose the benefits of technology by addressing concerns; 

however, skepticism creates a personal resistance to the adoption of HIT (Boonstra & Broekhuis, 

2010). This may have a negative impact on the organization as individuals who publicly question 

the organization are quickly labeled as ‘not on board’ and seen as a problem (Senge, 2006). 

Destructive behaviours or barriers, such as fear and anger, can also spawn negative thinking 

(Fredrickson, 2009, p. 161). Weitz (2011) stated, “People use negative comments to get attention 

and negativity can be a call for help” (p. 14). Maurer (1996) added that often those who resist 

change have something important to tell and may see alternatives the organization has not 

considered. 
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An opportunity to appreciate resistance as dissent can be seen as a potential source of 

new ideas; the absence of conflict can be a sign of organizational decay (Fullan, 2014, p. 85). 

Dent and Powley (2002) posited that it is inaccurate to suggest that people resist change; they 

may resist “something,” but change is not the precise term. Fullan (2014) appealed to frustrations 

felt within organizations by relaying Heifetz’s (1994) advice to leaders to “respect those you 

wish to silence” (p. 54). Lawrence (1969) suggested, “We are all at times resistors as well as 

instigators of change; resistance is by itself neither good nor bad” (p. 6). As Pascale, Milleman, 

and Gioja (2000) stated: 

Most dissenters won’t stand and shout at you that they hate what you’re doing to them 

and their comfortable old ways. Instead, they will nod, smile and agree with everything 

you say―and then behave as they always have. This is the kiss of “yes.” (p. 200) 

An organization must respect resistance because if it is ignored, it is only a matter of time 

before it takes its toll (Fullan, 2014). When resistance is considered a natural reaction or part of 

the process, it can be seen as a first step toward change; resistance is a sign of energy, and energy 

can be worked with and redirected (Jick, 1990, p. 413). I believe that harnessing resistant energy 

in a positive way is the key to moving organizational change forward. 

The Role of Positivity and Psychological Capital 

Although much attention has been given to how to overcome resistance to change, the 

role that positive employees may play in organizational change should be explored. Although 

employee resistance is recognized as one of the biggest obstacles to an organization, positive 

psychological capital and positive emotions may be important in countering cynical attitudes and 

behaviours relevant for organizational change (Avey, Wernsing, & Luthans, 2008). 

Psychological capital is defined as the following: 
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An individual’s positive psychological state of development that is characterized by: 

(1) having confidence (self-efficacy) to take on and put in the necessary effort to succeed 

at challenging tasks; (2) making a positive attribution (optimism) about succeeding now 

and in the future; (3) persevering toward goals and, when necessary, redirecting paths to 

goals (hope) in order to succeed; and (4) when beset by problems and adversity, 

sustaining and bouncing back and even beyond (resilience) to attain success. (Luthans, 

Youssef, & Avolio, 2007, p. 3) 

The benefit of the combination of these four traits is the motivational influence that can 

be focused more widely and impactfully than each individually (Luthans, Avolio, Avey, & 

Norman, 2007). Individuals with higher psychological capital are likely to experience lower 

levels of cynicism (Avey et al., 2008). Additionally, individuals with higher levels of 

psychological capital may also be more satisfied with their job and their leaders (Luthans et al., 

2007). Psychological capital has significant association with employees’ innovative behaviours 

in their work by promoting and demonstrating new ideas and suggestions to improve their own 

performance leading to higher organizational performance (Jafri, 2012). 

Klimosky and Kanfer (2002) posited, however, that certain behaviours have strong 

linkages to negative emotions; attempts to change behavioural patterns without first changing the 

associated emotions are likely to be unsuccessful. Higher levels of psychological capital 

capacities, such as hope and optimism, have been shown to trigger positive emotions (Snyder et 

al., 1991). Positive emotions broaden awareness to new opportunities that comes with change 

and stimulate a positive response and adaptability to change (Weitz, 2011). Individuals 

experiencing positive emotions may lead to emotional engagement affecting not only themselves 

but also others’ motivation and emotions, which in turn can be a positive influence on 
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organizational change (Bakker, van Emmerik, & Euwema, 2006). As part of an organization’s 

change strategy, “investment in psychological capital may yield very substantial returns beyond 

the other more traditional forms of capital investments” (Luthans et al., 2007). 

Significance of Psychological Ownership 

Transition from old paper ways to a new electronic world involves an understanding of 

the relationship between people and paper; paper interweaves medical practice and is the social 

fabric of teams (Dykstra et al., 2009). The medical record is the most important practice tool 

used by physicians and emerging HIT is a major change to this tool (Canadian Medical 

Association, 2012). Paré, Sicotte, and Jacques (2006) posited that psychological ownership is 

important to the study of technology acceptance behaviours as it highlights significant beliefs 

regarding HIT. Overall, “psychological ownership can be defined as the state in which an 

individual feels a sense of ownership or a piece of it is ‘theirs’” (Paré, Sicotte, & Jacques, 2006, 

p. 198). This is significant because those who have low psychological ownership in a system and 

who resist its implementation can bring a ‘technically best’ system to its knees (Lorenzi & Riley, 

2000, p. 116). 

Dykstra et al. (2009) reasoned that there is a certain palpable presence of paper and 

comfort level in having paper charts available for use. Pierce, O’Driscoll, and Coghlan (2004) 

stated that possession is the key factor that differentiates psychological ownership from 

organizational commitment and job satisfaction. Nevertheless, Locke (1976) stated having a 

sense of possession characterized by psychological ownership is different from having a positive 

and pleasurable mood that stems from job satisfaction. Achieving an organizational 

understanding of past paper practices and emulating these in the electronic world stimulates 
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feelings of psychological ownership on the part of the employee and may enhance job 

satisfaction (Avey et al., 2012, p. 31). 

Harper, O’Hara, and Sellen (1996) observed that paper has helped to shape work 

practices, provides comfort, flexibility, and mobility. Paré et al. (2006) posited that technology is 

a major source of work environment structure, and a negative relationship exists between 

technological routinization and the degree of control that can be exercised by employees. Pierce 

et al. (2004) asserted that a critical organizational determinant of psychological ownership is the 

degree in which the work environment permits individual employees to exercise control over 

their job itself and the work setting. 

Avey, Wernsing, and Palanski (2012) stated that feelings of ownership over components 

of an employee’s work environment creates autonomy. Cheung and Vogel (2013) wrote, “Even 

if a person is highly motivated by positive attitudes and norms, he or she may not actually 

perform a certain behavior because of feeling a lack of control over his or her own activities” 

(p. 160). It is then imperative that organizations “create and maintain work settings that empower 

individuals and enable them to exercise control over important aspects of their work 

arrangements to enhance their sense of ownership which may promote manifestation of 

(positive) work-related attitudes and behaviours” (Pierce, O’Driscoll, Coghlan, 2004, p. 529) 

When implementing any change, Scharmer (2009) stated that in order to create common 

objectives, the leverage point for any project is achieving buy-in from stakeholders at the 

beginning, allowing for clear intentions, and having the right collaborators. In addition, 

ownership of a system is not possible without continuous communication activities involving 

formal and informal exchanges of facts, needs, opinions, visions, and concerns regarding the 

system (Paré et al., 2006, p. 203). Scharmer (2009) also stated that leaders need to loosen their 
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grip on their ideas without necessarily giving them up. By painting a picture or vision and 

leaving a lot of blank space that others can add to and participate in shifts the power dynamic 

from ownership to belonging and allows participants to see their part in the larger picture and 

have “skin in the game.” This shift to belonging, allows individuals to feel safe to take risks. 

Importance of Psychological Safety, Humble Inquiry and Knowledge Sharing 

Psychological safety refers to a shared belief about the consequences of interpersonal risk 

taking within teams (Edmondson, 1999). In terms of transitioning from paper charts to HIT, 

psychological safety creates the willingness to change personal habits (Schein & Bennis, 1965). 

Burke, Stagl, Salas, Pierce, and Kendall (2006) suggested that psychological safety enables 

important behaviour that is closely linked to creative performance: pushing team members to 

speak up and contribute their ideas during plan development, fostering communication, and 

promoting team learning. It is important for the organization to create a forum where differences 

can be brought to the surface and discussed without fear of consequence (Edmondson & Roloff, 

2009, p. 201). Schein and Bennis (1965) stated that psychological safety is important for 

enabling organizational change because employees need to feel secure and capable of changing 

their own behaviour. Individuals tend to act in ways that inhibit learning when they are faced 

with the potential of threat or embarrassment (Argyris, 1982). Schein (1985) stated that an 

employee who perceives they are psychologically safe overcomes anxiety, and in doing so, the 

development of new ideas is facilitated. Edmondson (1999) concurred by stating, “If they respect 

and feel respected by other team members and feel confident that the team members will not 

hold the error against them, the benefits of speaking up are likely to be given more weight” 

(p. 355) 
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Schein (1985) posited that motivation and readiness for change will not develop unless 

the individual feels psychologically safe. Burnes (2000) suggested that individuals need to feel 

safe from loss and humiliation before they can accept new information and reject old behaviours. 

Edmondson (1999) stated that individuals may believe they are putting themselves at risk by 

admitting error or asking for help and fear that they may appear incompetent and thus suffer a 

blow to his or her image (p. 351). Scharmer (2009) stated that in order for innovation to happen, 

creative process creation needs a “cocoon” or a safe place where something new can emerge. It 

is in this safe atmosphere that people can then experiment with minimal risk of embarrassment or 

fear of the consequences of failure (Goleman, Boyatzis, & McKee, 2013). Psychological safety 

helps teams to engage in learning behaviours and allows individuals to weigh their decisions 

before engaging in risky actions, thereby avoiding errors that could help the team to develop new 

solutions rather than maintaining the status quo (Edmondson, 1999). 

A significant benefit of creating a psychologically safe climate is that knowledge sharing 

is enabled and increases team creative performance (Kessel, Kratzer, & Schultz, 2012, p. 148). 

Knowledge sharing refers to the exchange of information and through successful knowledge 

exchange; teams develop their knowledge base and combine this knowledge to develop new 

solutions (Cohen & Levinthal, 1990; Cummings 2004). Schein (2013) stated that humble inquiry 

is the “fine art of drawing someone out, of asking questions of which you do not already know 

the answer, of building a relationship based on curiosity and interest in the other person” (p. 21). 

Good communication requires building a trusting relationship and building a trusting relationship 

requires humble inquiry (Schein, 2013). Edmondson (2008) suggested that the display of 

humility by leaders helps to create safe psychological environment that fosters mutual learning 

and inquiry. Leaders must create a situation or relationship where the other person trusts to speak 
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what is really on their mind. Leaders have to learn how to be temporarily humble in the interest 

of building relationships with the people on whom they are dependant (Lambrechts, Bouwen, 

Grieten, Huybrechts, & Schein, 2011). Spreitzer, Lam, and Fritz (2010) suggested that leaders 

need to try new things and risk failing in order to create a psychologically safe atmosphere to 

allow others to do the same. Schein (1985) argued that psychological safety allows people to 

overcome defensiveness or learning anxiety when individuals are faced with feelings of a sense 

of loss. 

Resiliency and Safety in Letting Go 

Organizations need to be responsive to the unique relationships that may emerge between 

people, information, teams, processes, technology, and facilities (Khan & Azmi, 2005). 

Implementation of new technology creates specific opportunities and provides a well-defined 

starting point for investigating changes in routine (Edmondson, Bohmer, & Pisano, 2001, 

p. 709). Khanagha, Volberda, Sidhu, and Oshri (2013) suggested that this process as an 

“exploitation of old certainties and the exploration of new possibilities” (p. 62). As stated by 

Goleman, Boyatzis, and McKee (2013), however, “Organizations thrive on routine and the status 

quo” (p. 226). 

When faced with change, individuals seek safety, reminisce, and cling to old behaviour 

patterns when they are dissatisfied with the situation. The prospect of change arouses anxiety and 

they seek to find a road back to the old, more peaceful way of life (Watson, 1967). Levinson 

(1976) suggested that change is an “experience of loss and that the level of resistance a person 

demonstrates in response to change is proportional to the degree of psychological importance he 

or she places on what is left behind or lost in the change” (p. 335). He also asserted that 

organizational change efforts that fail do so because the experience of the individual loss is not 
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considered by leaders involved in the planning of the change (Levinson, 1976). It is in this 

organizational perception or blind spot that problem solving is contained in siloes and that 

prevents the organization from viewing the environment as a whole (Scharmer, 2009). 

Dykstra et al. (2009) asserted that going paperless is a journey, as introduction of HIT 

does not happen overnight. The organization must differentiate the journey between change and 

transition; transition is about how the change will feel to an individual (Bridges, 1991). Change 

begins with the end phase, which means a letting go of old situations and old identities; the 

second phase is the neutral zone, which exists between the old and familiar and the new and 

vague reality. The third phase is the new beginning, where people face new ways of doing 

things. It is a time of loss, great uncertainty, and confusion that consumes emotional energy. 

Weisbord (2012) agreed that a sense of loss is required as he stated, “A little death is a letting go 

of the past to actualize a desired future” (p. 326). It is this future state where leaders need to 

assist individuals to “let go” (Scharmer, 2009, p. 36) of the patterns of the past and move toward 

emerging possibilities to create transformational change. 

Resiliency is the “positive psychological capacity to rebound, to ‘bounce back’ from 

adversity, uncertainty, conflict, failure, or even positive change, progress and increased 

responsibility” (Luthans et al., 2007, p. 702). Resilient individuals are optimistic, energetic 

towards life, curious, and open to new experiences (Block & Kremen, 1996). Gittell, Cameron, 

Lim, and Rivas (2006) explained that positive relationships can be one source of developing 

resiliency when faced with change. Resilient leaders are likely to encourage themselves and their 

subordinates to take risks and to exhibit innovative behaviours (Peterson, Walumbwa, Byron, & 

Myrowitz, 2008). 
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The Role of Leadership in Reframing Perceptions of Health Information Technology 

Employees within an organization are responsible for adapting and behaving in ways 

aligned with change strategies and programs initiated by management, often with fewer 

resources than before (Mishra, Spreitzer, & Mishra, 1998). Edmondson, Bohmer, and Pisano 

(2001) asserted that the way a technology is framed can make the challenge of learning 

compelling and exciting rather than threatening and painful (p. 712). A leader must convert 

organizational thinking of HIT from “simple adoption to normalization and routinization where 

the innovation becomes part of regular organizational practice” (Cresswell & Sheikh, 2013, p. 5). 

Rogers (1995) asserted that technology adoption is innately social, influenced by peers, 

organizational pressure, and societal norms. Leaders play a critical role in communicating and 

reinforcing a particular technological frame, which affects how others think about a new 

technology and the nature of the challenge that it presents (Edmondson et al., 2001, p. 710). 

Mintzberg, Ahlstrand, and Lampel (2005) stated, “The best way to manage change is to 

allow for it to happen” (p. 71). Nevertheless, Fullan (2014) stated, “Change can be led and 

leadership does make a difference” (p. 46). McCarthy and Eastman (2010) asserted, “Change 

management is not project management” (p. 1) in that project management is more linear and 

task-focused where change management deals with the complexities of human behaviour. With 

regard to behaviour, Hammond (1998) stated that little or no consideration in projects is given to 

the emotions that elicit behaviours. 

Hammond (1998) also stated: 

The traditional approach to change is to look for a problem, do a diagnosis and find a 

solution. The primary focus is on what is wrong or broken; since we look for the 
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problems, we find them. By paying attention to problems, we emphasize and amplify 

them. (p. 6) 

Cooperrider, Whitney, and Stavos (2008) noted that the traditional and historical approach to 

organizational change is based on the principle of problem solving, whereby something broken 

must be fixed. Klimosky and Kanfer (2002) continued this thinking in that problems needing 

solutions tend to dominate organizational focus; reframing thinking in possibilities by being 

positive and meaningful can be used as leverage for future change and innovation. Heifetz 

(1994) wrote, “Instead of looking for saviours, we should be calling for leadership that will 

challenge us to face problems for which there are no simple, painless solutions―problems that 

require us to learn new ways” (p. 21). 

Leaders must act with moral purpose, create resonance and good feelings in those they 

lead (Goleman et al., 2013). Moral purpose is a method of “acting with the intention of making a 

positive difference in the lives of employees, customers and society as a whole” (Fullan, 2014, 

p. 17). Foundationally, “the primal job of leadership is emotional” (Goleman et al., 2013, p. xi). 

A leader’s job is to create positive emotions and awareness to new opportunities, stimulating 

positive responses and adaptability to change (Fredrickson, 2009). In addition, a leader’s task is 

to get through the transition in one piece and capitalize on the confusion by encouraging 

individuals to be innovative. A leader needs to step up, reorient, and redefine what must take 

place and help others understand (Bridges, 1991). A leader needs to create an environment that 

inspire others and lead with “the expectation was that this would be fun, and with this 

expectation, it was” (Weitz, 2011, p. 17). 
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Chapter Summary 

In this chapter, I have reviewed selected literature to provide insight into topics such as 

the transformative nature of HIT and behaviours and barriers to adoption. I also explored the 

literature on resistance, psychological capital and positivity, psychological ownership, 

psychological safety, humble inquiry, knowledge sharing, resiliency, and the emerging role of 

leadership. Chapter 3 discusses the research approach and methodology used in this inquiry. The 

reviewed literature serves as a foundation of insight into the development of conclusions 

discussed in Chapter 4.   
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CHAPTER THREE: INQUIRY APPROACH AND METHODOLOGY 

The approach and methodology used in this inquiry were selected to explore the question: 

How can the Health Information Management Program of Alberta Health Services foster the 

adoption of health information technology at Red Deer Regional Hospital? The following sub 

questions were used to deepen understanding: 

1. How does Red Deer Regional Hospital currently foster adoption of HIT? 

2. What are examples of successful HIT adoption at Red Deer Regional Hospital? 

3. What are the current barriers of adoption of HIT and how might these be mitigated? 

4. What leadership strategies and processes can be introduced to foster adoption of HIT? 

In this section, the chosen methodology and overarching framework are defined as well 

as the rationale for how the inquiry approach was suitable for the exploration into adoption of 

HIT at Red Deer Regional Hospital. This section describes an outline of the inquiry approach, 

project participants, and their selection. Inquiry methods, data analysis, and ethical 

considerations are also discussed. 

Inquiry Approach 

Action research provides a systematic approach to investigation and enables effective 

solutions to complex issues in social settings (Stringer, 2014, p. 6). Action research, as defined 

by Reason and Bradbury (2005) is as follows: 

A participatory, democratic process concerned with developing practical knowing in the 

pursuit of worthwhile human purposes, grounded in a participatory worldview which we 

believe is emerging at this historical moment. It seeks to bring together action and 

reflection, theory and practice, in participation with others, in the pursuit of practical 
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solutions to issues of pressing concern to people, and more generally the flourishing of 

individual persons and their communities. (p. 1) 

Social psychologist, Kurt Lewin (1947) described action research as beginning with an 

idea that a change is desirable, then proceeding in a spiral of steps that are comprised of 

planning, acting, observing, and evaluating the result of action. Action research has three basic 

elements: action, research, and participation. This strategy generates knowledge for the purposes 

to promote social analysis and democratic social change. The social knowledge gained through 

practical reasoning derived from action leads into acts of social change (Greenwood & Levin, 

2006). In examining social change, however, it has also been referred to as a research culture 

(Tacchi, Slater, & Hearn, 2003). McTaggart (1997) posited that three kinds of cultures may be 

subject to influence: the working group and the extension into the workplace, the collaborative 

action research group itself, and the worker’s workplace and its extension into the community. 

Lewin (1947) stated if you want to truly understand something, to try to change it. Action 

research provides an understanding of social structures gained through planned attempts to 

invoke change (Greenwood & Levin, 2006). Understanding the influence of HIT on healthcare 

providers’ workflow and the impactful change to care provided to patients is essential for the 

HIM Program to successfully move forward with transitioning away from physical paper charts. 

With regard to the inquiry at Red Deer Regional Hospital, I adopted Rowe et al.’s action 

research engagement (ARE) model as depicted in Figure 3. The ARE model focuses on the 

planning stages of action research where key stakeholders are engaged through inquiry and 

collaborative dialogue. Organizational data are gathered and analyzed, conclusions developed, 

and recommendations proposed creating a readiness for future action (Rowe, Graf, Agger-Gupta, 

Piggot-Irvine, & Harris, 2013). This approach assisted in the discovery of perceptions and 
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barriers to successful adoption of HIT and provided vast knowledge to determine key themes and 

conclusions and to develop recommendations for action. 

 
Figure 3. Action research engagement model. 

Note. Reprinted from Action Research Engagement: ALARA Monograph Series No. 5 (p. 20), by W. 
Rowe, M. Graf, N. Agger-Gupta, E. Piggot-Irving, & B. Harris, 2013, Action Learning, Action Research 
Association. Copyright 2013 by Rowe et al. Reprinted with permission. 

Due to the demographic and geographical diversity of participants, a qualitative method 

was used for this inquiry. This involved taking an interpretive and naturalistic approach to 

subject matter in an attempt to interpret or make sense of what is happening in people’s lives 

(Trumbull, 2005). An interpretive approach refers to the process of where “reality and 

knowledge are constructed and reproduced through communication, interaction, and practice” 

(Tracy, 2012, p. 41). Knowledge gained is mediated through the researcher’s insight from 

multiple participants and from themselves to answer questions. Naturalistic approach refers to 
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the process of analyzing social action in open field settings in which the researcher does not 

impose predetermined theories or manipulate the setting (Lincoln & Guba, 1985). Through 

narrative inquiry, however, stories or representations of experiences and interpretations of 

situations were collected from participants and examined to extrapolate data. This information is 

of particular value to this research in that stories are shaped by knowledge, values, and feelings 

of the persons who are telling them and by the way that they assign meaning to their experiences 

(Moen, 2008). The culmination of these stories provided an understanding of a healthcare 

provider’s experience and exposure to HIT and assisted with developing recommendations. 

Using an interpretive framework to develop questions, data gained from participants from 

their points of view, I acquired empathic understanding by considering cultural and historical 

context (Tracy, 2012). Methods such as interviews and a virtual focus group enabled participants 

to describe what is meaningful and important to them and allowed for flexibility to explore 

topics based on each participant’s encounters and situations. I engaged participants to 

understand, explore experiences, and reflect on their insights leading to judgments and decisions 

to take action (Coghlan & Brannick, 2014). 

Project Participants 

For the purposes of this inquiry, physicians and representation from three different 

departments―Information Technology, Medical Affairs, and HIM―were invited to participate. 

The clinician group was chosen as participants for this inquiry as they are the primary users of 

HIT. Participants of the HIM Department were chosen as owners of the health information 

service who are able to influence clinicians with adoption. Representatives from Information 

Technology were selected to provide additional information as part of the implementation of HIT 
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process. The Medical Affairs Department was chosen as they provide administrative and 

leadership support to clinicians. 

I held three conversational interviews with healthcare providers to develop open and 

genuine dialogue. Patton (1990) stated, “Qualitative inquiry typically focuses in depth on 

relatively small samples, even single cases (n=1), selected purposefully” (p. 169). In addition, he 

stated that the rationale behind purposeful sampling is “to select information-rich cases whose 

study will illuminate the questions under study” (p. 169). For this reason, in conjunction with my 

sponsor, I focused on selecting individuals who were willing to openly and honestly share 

information or “their story” (Creswell, 2007, p. 133). The first clinician was selected based on 

his insightful experiences and willingness to share his involvement in the adoption of HIT. 

Following this, I used a snowball approach (Glesne, 2011), which required the first clinician 

interviewed to suggest names of additional participants who may be interested and who would 

provide meaningful and interesting accounts. 

Additionally, due to geographic challenges, I conducted a small virtual focus group of 

seven participants that included representation from Information Technology, Medical Affairs 

and HIM Departments. These participant groups were selected to have the “whole system in the 

room” (Weisbord, 2012, p. 331). 

Stringer (2014) stated that rigour in action research is based on checks to ensure the 

outcomes of research are trustworthy. Authenticity is characterized by being attentive, 

intelligent, reasonable, and responsible (Coghlan, 2008). The role of my inquiry team was to 

ensure the research does not contain any bias and to ensure the data are authentic and trustworthy 

(Lincoln & Guba, 1985). The inquiry team consisted of my organizational sponsor and a fellow 

member from my Royal Roads University cohort who provided data analysis support. All 
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members signed a confidentiality agreement prior to any involvement (see Appendix C). In 

addition, no vulnerable persons were involved with this inquiry. 

Inquiry Methods 

This section describes the inquiry methods used for data collection. I provided all 

research participants with an email invitation and informed consent form explaining the 

voluntary nature and confidentiality of their participation in the inquiry. 

Data collection methods. I used two qualitative research methods to conduct this 

inquiry: interviews and a virtual focus group. I gained data through narrative analysis and having 

participants tell their stories (Glesne, 2011). 

Interview. The first data collection method used was an interview process. As primary 

users of HIT, clinicians are the main group to adopt HIT. Interviews were used for “eliciting 

spoken rather than written data to examine research problems” (Roulston, 2010, p. 10). One 

advantage of interviewing is to gain “intimate knowledge” (Roulston, 2011, p. 79) as “many 

people like to talk about themselves” (Tracy, 2012, p. 159). Nevertheless, I was aware that a 

clinician’s time is valuable, so these were scheduled with flexibility and were held in person and 

virtually via Microsoft Lync. I used a semi-structured interview format with a prepared set of 

questions as a guide that allowed for topical trajectory discussion and for the clinician to freely 

express his or her views in his or her own words (Cohen & Crabtree, 2006). I began each 

interview with a discussion regarding privacy and confidentiality, the purpose of the inquiry, and 

explanation of the interview procedure, and then I moved onto the prepared list of questions (see 

Appendix D). At the conclusion of each interview, I informed the participants of the next steps in 

the inquiry process and thanked them for their involvement. Once the interviews were complete, 

I transcribed dialogue from the audio recordings and provided each participant a copy of the 



BECOMING PAPERLESS: FOSTERING ADOPTION OF HIT 43 

transcript for his or her review. Participants were given one week to review their transcripts and 

provide feedback. 

Virtual focus group. Due to the geographical spread, a small group of seven participants 

were gathered together virtually via Microsoft Lync with guided questions with the intent to 

provoke interactive dialogue. Participants were representatives of Information Technology, 

Medical Affairs and HIM Departments. One benefit of this combination of participants was the 

cascading effect in which each person’s turn of the conversation provides additional insight and 

data (Lindlof & Taylor, 2011). One challenge of this method was having multiple stakeholders in 

varying roles with differentiated experiences as this led to competition of talking time (Tracy, 

2012). 

I began the virtual focus group with a discussion on confidentiality and privacy 

consideration and the purpose of the inquiry, and I explained focus group procedures. I then 

moved onto the list of prepared open-ended questions (see Appendix E). At the conclusion of the 

focus group, I informed participants of next steps in the inquiry process and thanked them for 

their involvement. Once the virtual focus group was complete, I transcribed dialogue from the 

audio recordings and provided each participant a copy of the transcript for his or her review. 

Participants were given one week to review their transcripts and provide feedback. 

Study conduct. This inquiry consisted of two stages. The first was to conduct three 

interviews with healthcare providers within Red Deer Regional Hospital. The second stage was a 

virtual focus group and both methods were used to discuss fostering adoption of HIT. I pilot 

tested the methods with the assistance of my inquiry team. By having the inquiry team involved 

in each step, I ensured validity and trustworthiness (Lincoln & Guba, 1985) through verification 
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strategies of the outcomes, findings, and recommendations to ensure rigour (Morse, Barrett, 

Mayan, Olson, & Spiers, 2008). 

Interview. I pilot tested the interview process and questions with my inquiry team to 

elicit the richest responses. I acquired data related to current adoption environment of HIT at Red 

Deer Regional Hospital and how the HIM Program may assist with this. Questions for the 

interview can be found at Appendix D. I held two in-person private interviews and one interview 

via teleconference meeting over Microsoft Lync. I emailed invitations (see Appendix B) and 

consent forms (see Appendix F) to individuals who were suggested from the first chosen 

participant. I ensured receipt of signed consent forms prior to commencement of each interview. 

Each participant was reminded that he or she could withdraw at any time during the study 

without prejudice. With permission of the participant, the interview was audio recorded and 

transcribed on my own. 

Virtual focus group. Upon review of data collected from the interviews conducted and 

with the help of my inquiry team, I revised and edited questions for the virtual focus group. 

Questions for the focus group can be found in Appendix E. The virtual focus group was held 

over teleconference meeting via Microsoft Lync and, with permission of the participants, was 

audio recorded. I emailed invitations (see Appendix G) and consent forms (see Appendix H). I 

also ensured receipt of signed consent forms prior to commencement of the focus group. The 

consent form stated that each participant could withdraw at any time during the study without 

prejudice. I also reminded them, however, that if they no longer wished to take part after the 

virtual focus group had been completed and data collected, comments made in the group may 

have influenced the conversation and would remain in the study data set as anonymous. The 

focus group was audio recorded and transcribed on my own. 
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Data analysis. Data analysis began after the interviews were completed and transcribed 

as the information was used to enhance and guide the questions for the virtual focus group (see 

Appendix E). To analyze data means to systematically organize, integrate, and examine while 

searching for patterns and relationships and then connect particular data concepts, advance 

generalizations, and identify broad trends and themes (Neuman, 2011). Reviewing data using an 

iterative approach or reflexive process, I visited and revisited the data to connect emerging 

insights and progressively refined the focus of understanding (Srivastava & Hopwood, 2009). 

I utilized my inquiry team to recognize and address any bias because, as Seale (1999) 

stated, “knowledge is always mediated by pre-existing ideas and values, whether this is 

acknowledged by the researchers or not” (p. 470). I was also mindful of self-reflexivity, which is 

authentic awareness of one’s own identity and research approach, and was respectful for 

participants and other research stakeholders (Tracy, 2012). 

Lincoln and Guba’s (1985) seminal work suggested that qualitative studies should 

achieve trustworthiness and represent as closely as possible the perspectives of research 

participants. Authenticity involves the interpretation of data that reflects the meanings and 

experiences that are lived and perceived by the participants (Sandelowski, 1986). In order to 

establish both trustworthiness and authenticity, I used member checking and triangulation. 

Member checking involves giving participants the opportunity to review raw data and enabling 

them to verify the research adequately representing their experience (Stringer, 2014). 

Triangulation is a method of incorporating multiple sources of information to obtain different 

perspectives (Glesne, 2011). 
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Ethical Issues 

Tracy (2012) posited that practicing ethics in qualitative research requires “consideration 

of informed consent, avoiding deception, doing no harm and ensuring privacy and 

confidentiality” (p. 243). The research proposal required review and approval by the Royal 

Roads University Research Ethics Board and the Health Research Ethics Board of Alberta–

Community Health Committee (HREBA) to ensure that the proposal conformed to the guiding 

principles of research for involving people as required by the Tri-Council Policy Statement 

(Canadian Institutes of Health Research, Natural Sciences, and Engineering Research Council of 

Canada [TCPS], 2014). The ethical principles that were applied for this inquiry were (a) respect 

for persons, (b) concern for welfare, and (c) justice (Royal Roads University, 2014; TCPS, 

2014). 

Due to the voluntary nature of the inquiry, I was able to mitigate ethical risks by being 

transparent with the ethics boards and participants. The information collected may have been of 

benefit to the participants directly in their understanding of the changes, readiness for accepting 

the change, and suggestions discussed for how change might be implemented and may have a 

personal impact. 

Respect for persons. “Respect for persons recognizes the intrinsic value of human 

beings and the consideration that they are due” (TCPS, 2014, p. 209) by incorporating moral 

obligations to respect autonomy and to protect those with developing, impaired, or diminished 

autonomy. An informed choice is one that is based on a complete understanding of the purpose 

of the research, what it entails, foreseeable risks, and potential benefits to participants and others. 

Participants in the focus group were made aware they were able to withdraw at any time, but 

their comments made in the group, having influenced the group, remained as anonymous data in 
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the transcripts. With regard to power issues, I did not hold a direct reporting relationship with 

any of the participants. 

Concern for welfare. According to the Tri-Council Policy Statement, “Welfare consists 

of the impact of individuals of factors such as their physical, mental and spiritual health, as well 

as their physical, economic and social circumstances” (TCPS, 2014, p. 7). Privacy and control of 

information, purpose of the study and any potential risks or benefits were outlined in the 

information and consent forms to notify participants and allowed them to make an informed 

decision of inclusion into the inquiry. Confidentiality and privacy was maintained by ensuring 

that all recorded and reported data was free of identifiable information. I secured all electronic 

data through encryption and hard copies of data were locked in a filing cabinet. Participants were 

made aware that raw data will be kept for 7 years as per AHS retention policy. 

Concern for justice. According to the Tri-Council Policy Statement, “Justice refers to 

the obligation to treat people fairly and equitably” (TCPS, 2014, p. 206). The participant group 

for the interviews was chosen using purposeful selection. The first clinician was selected based 

on their insightful experiences and willingness to share their experiences in the adoption of HIT. 

Following this, I used a snowball approach (Glesne, 2011), which required the first clinician 

interviewed to suggest names of additional participants who were interested and who could 

provide meaningful and interesting accounts. With regard to the virtual focus group, participants 

were purposefully chosen and invited based on their position and level of influence within Health 

Information Management, Information Technology, and Medical Affairs Departments in the 

Central Zone. 
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Chapter Summary 

In summary, I have discussed the inquiry approach and methodology, project participants 

and selection, data analysis, and ethical considerations. I have also outlined the approach for 

communication and dissemination of transcripts with regard to the inquiry. Having completed 

the data collection for the inquiry, themes began to emerge during data analysis. I will describe 

the inquiry findings in detail in the following chapter as well as key themes. I then used the 

inquiry findings to reach conclusions on how the HIM Program of AHS can foster adoption of 

HIT at Red Deer Regional Hospital. These conclusions will be explored in detail in Chapter 4. 
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CHAPTER FOUR: INQUIRY PROJECT FINDINGS AND CONCLUSIONS 

This chapter presents the inquiry findings, conclusions, and scope and limitations of the 

inquiry in response to the following action research inquiry question: How can the Health 

Information Management Program of Alberta Health Services foster the adoption of health 

information technology at Red Deer Regional Hospital? The following sub questions were used 

to deepen understanding: 

1. How does Red Deer Regional Hospital currently foster adoption of HIT? 

2. What are examples of successful HIT adoption at Red Deer Regional Hospital? 

3. What are the current barriers of adoption of HIT and how might these be mitigated? 

4. What leadership strategies and processes can be introduced to foster adoption of HIT? 

In this section, I discuss key themes and findings drawn from the research. I also present 

conclusions developed as well as discuss scope and limitations of the inquiry. 

Study Findings 

In this inquiry, I collected data through three interviews with healthcare providers within 

Red Deer Regional Hospital and a virtual focus group with representatives from Information 

Technology, Health Information Management, and Medical Affairs Departments. I valued their 

input and viewed the data as “text as a window into human experience” (Ryan & Bernard, 2000, 

p. 769). I then analyzed the data in order to determine the research findings. Relating to the 

research questions, four findings emerged: 

1. Technology itself is a barrier to adoption. 

2. Organizational structures and communication are challenging. 

3. Technology needs to be flexible and adaptable to different workflows. 

4. HIT accentuates availability, ownership, and value of information. 
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In this section, I discuss key findings that include illustrative quotations from the 

interviews and virtual focus group discussions. In order to maintain anonymity and 

confidentiality, I have assigned anonymous identifiers for quotations from participants; interview 

participants have been assigned I-A to I-C and the virtual focus group participant quotations 

FG-1 to FG-7. 

Finding 1: Technology itself is a barrier to adoption. The data showed that the current 

HIT infrastructure used to operate applications was a factor that limits adoption. In the present 

hybrid environment of transitioning from paper systems to electronic, the number of applications 

a healthcare provider is required to use and physical hardware access challenges were key 

themes in this finding. 

My research revealed that there are multiple information systems for healthcare providers 

to access as part of their role within AHS. Each system requires its own user name and password, 

and each system requires passwords changes on a frequent basis. One participant stated that he 

had over 20 passwords to access various systems related to his work and “can do banking faster 

than accessing clinical information systems” (I-B). His irritation was apparent as he indicated, 

“They [AHS] make it so difficult” (I-B). Findings also revealed workarounds have been put in 

place to circumvent the number of systems. Passwords are written on scraps of paper and taped 

to walls; paper schedules are taped to monitors in place of using technology. The findings also 

demonstrated a general sense of frustration with regard to the physical technology. One 

participant stated computers would time-out or lock-out, which required restarting the system, 

and viewed this as a “total disregard for physician time and it’s demoralizing” (I-B). In addition, 

he also indicated, “They say that doctors are slow to embrace technology, I am fairly tech savvy, 

but they have not given me good technology” (I-B). 
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Physical hardware access to systems was another common theme. The findings suggested 

that workstations and computers have been placed and located without healthcare provider 

workflow in mind. Healthcare providers who intend to use computers remarked that they are 

inaccessible and isolated and do not provide intuitive flow for use. Integrating wireless 

technologies and devices into daily practice has been viewed by healthcare providers as a 

solution to this issue; however, as one participant stated, “There is a resistance to let people use 

their own technology within Alberta Health Services” (I-C). When asked about the request to use 

wireless devices, the focus group participants agreed that “if you don’t have a decent wireless 

system to support the mechanisms throughout the facility, you are going to struggle with buy-in” 

(FG-7). One interview participant aggravatingly stated “AHS has to stop being the ostrich with 

their head in the sand with regard to access issues and realize if they want anybody to use 

information technology they have to have access” (I-C). To enable the utilization of HIT, the 

findings suggested that it is essential for the organization to provide access that is intuitive and 

meets the needs of its users. 

In summary, this finding revealed previous paper charts allowed for flexibility and 

portability, which the current HIT configuration does not support. Healthcare providers are left 

to reinvent their previous workflow realities by attempting to retrofit new electronic systems into 

old ways of doing things. 

Finding 2: Organizational structures and communication are challenging. This 

finding suggested themes of information siloes and feelings of being lost in the system. AHS is a 

large and complex organization with multiple competing priorities. Various programs throughout 

the organization each perceive potential benefits of electronic information and pursue healthcare 

providers with massive amounts of innovative information, best practice guidelines, and 
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expectations. There is a continual push of information related to improving information capture, 

changes to processes, and technology via emails, paper mail, and multiple meetings. One 

participant stated, “You get so much information that is almost overwhelming” (I-C). In addition, 

within the HIT environment, the distribution of vast amounts of healthcare related 

documentation can lead to patient safety, privacy, and confidentiality risks. Another participant 

stated his apprehension: “I am going to miss something important when I am being drowned” 

(I-B). This finding revealed the impact and loss of control from being inundated with 

information and expectations, which has caused behaviours such as paralysis, retreat, and 

withdrawal to old ways. 

Along with the tremendous push of information, the findings revealed feelings of being 

lost within the system. One healthcare provider’s statement provides a summary that was a major 

theme throughout this research: “We just do not feel listened to at all” (I-B). Participants 

expressed a sense of dissatisfaction with implementations and post go-live support of HIT. The 

speed of resolution to concerns and enhancement requests are perceived as inadequate as 

participants indicated that they just want the organization to “do it quickly” (FG-6). Findings 

suggested that healthcare providers either give up, try to speak up, complain, or display 

behaviours of resistance to initiatives. There is a clear sense of frustration as one participant 

stated, “There is meeting after meeting and nothing gets done” (I-C), which suggested a lack of 

effective, collaborative, two-way communication. 

Finding 3: Technology needs to be flexible and adaptable to different workflows. 

This finding explored the culture of collaboration of HIT users, leadership, and the organization. 

A recurring theme was that, in order to foster adoption, technology needs to be designed to 

mirror previous workflow and be flexible and adaptable to users’ needs. Interview participants 
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expressed feelings of loss and lack of choice in using HIT. In discussion about the “old paper 

ways,” one healthcare provider who clearly favoured technology indicated, “Physicians are 

happy to adopt things that will speed things up for them; however, not all technology is going to 

reduce work or make us more efficient” (I-C). This provider went on to state, “Different 

physicians work in different ways. It is just a matter of being flexible when you try to get people 

to adopt. You need to let people use whatever works best for them” (I-C). This quotation 

demonstrated that previous manual processes allowed for individual flexibility in workflow and 

that the structure of HIT is perceived as hindering or limiting. One focus group member 

suggested, “Physicians want to maintain control of their world” (FG-5). With the organizational 

strategy to transition away from paper charts, this comment highlighted that consideration of 

specific healthcare workflows may not be fully considered during system design and 

implementation. HIT must be adaptable to current workflows in order to foster adoption. This 

theme suggested that the imposition of technology upon healthcare providers without 

considering current workflow restricts intent to use and directly impacts adoption behaviours. 

In order to harmonize technology to previous workflow, efficient communication 

pathways need to be established. Perceptions of frustration were felt from all participants in this 

research. When asked about successful strategies to foster adoption, the focus group suggested “a 

collaborative approach and having the right people sitting at the table” (FG-6). Nevertheless, the 

findings suggested that there is a missing connection as one focus group participant stated, 

There is great recognition that engagement needs to happen and it is mandatory but it is 

all about the “how,” is what we struggle with. How do you engage people [when] they 

don’t know they are supposed to be engaged? How do you engage people who don’t want 
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to be engaged? How do you engage people who want to be engaged but don’t have the 

time to engage? (FG-3) 

This statement suggested the absence of a meaningful, participatory environment where 

one feels valued and secure to speak up. One focus group participant noted this disconnect and 

suggested the organization needs to “provide that safe environment that says we are all in this 

together and we are here to help” (FG-7). In summary, this finding proposes a disconnect 

between healthcare provider requirements and requests of HIT and the organizational 

commitment in supporting, communicating, and following through with enhancements. 

Finding 4: HIT accentuates availability, ownership, and value of information. Walsh 

(2004) stated that HIT design allows for the improved capture, presentation, and retrieval of 

health data. Health information stakeholders internal and external to the organization have an 

increased awareness of the value of big data available within HIT. Availability to new 

knowledge has resulted in increased pressure and workload on end users to capture vast amounts 

of information (Groves, Kayyali, Knott, & Van-Kuiken, 2013). Various programs within AHS 

have realized an increase in value and use of electronic information and “information is seen as 

an asset” (FG-2). As healthcare providers are primary users to input data, the impact of entering 

extraneous non-clinically related information has resulted in feelings of pressure and frustration. 

One participant shared that the expectation to enter non-care related information was “absolutely 

ridiculous for a physician” (I-C) and a waste of their patient-care time. During the focus group, 

one member posed the question, “Do physicians have time to enter in all that data and can we 

find a better way to do it?” (FG-2). Discussion then surrounded the concept of the “right person 

putting in the right information” (I-C), which confirms healthcare providers’ requests to review 

information capture roles and responsibilities. When brought forward to the focus group, one 
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member debated, “Sometimes you have to look beyond the people who are using the system to 

the people who are using the data and what the value is” (FG-2). This comment demonstrated 

that, although there is rising organizational value of immediate access to information with HIT, 

determining optimized roles of who is responsible for capturing this information has been 

overlooked. 

In addition to the responsibility of data capture is the perception of ownership of the 

information contained within HIT. One participant stated that her preference for HIT over 

manual paper charts as “it is a timesaver because it shows you all the information that you need 

rather than looking through pages of a chart” (I-C). An electronic environment enables 

collaboration and communication of patient information, thereby allowing information to be 

accessible not only to healthcare providers but also to those with decision making and planning 

responsibilities. A theme in this finding is that the healthcare providers had a perception of a loss 

of ownership over information in the transition from paper-based charts to HIT. One of the 

perceived benefits of electronic over handwritten information is that “information is readable and 

you are passing on information that is critical to the patient” (I-C). But participants also 

described an underlying feeling of loss. One participant of the focus group stated, “We are 

asking physicians to give up control of their own information, their own chart, their own notes 

and to make them available for everyone else, for the next physician down the line, for continuity 

of care” (FG-2). In addition, another focus group member suggested, “You might actually be 

asking them to let go of something that they weren’t prepared to let go of” (FG-7). The 

perception of loss of control and autonomy suggested fear and trepidation for new processes and 

exposed a sense of vulnerability, which has enabled behaviours such as non-adoption or non-

usage. This finding suggested that there is opportunity to define roles and responsibilities around 



BECOMING PAPERLESS: FOSTERING ADOPTION OF HIT 56 

information capture and opportunity to reframe ownership of information in the new electronic 

environment. 

In summary, the inquiry findings revealed that HIT is fraught with challenges when 

implemented in a complex organization such as AHS. As healthcare providers are primary users 

of HIT, emphasis was placed on interview findings in developing key themes such as 

infrastructure challenges, information pressures, communication siloes, and changes in workflow 

and responsibilities all effect individual attitudes and behaviours, which in turn impact adoption 

to HIT. As participants of the virtual focus group play key roles to support and foster adoption, 

data obtained group assisted in the development of the study conclusions. 

Study Conclusions 

This inquiry focused on how the HIM Program of AHS could foster the adoption of HIT 

at Red Deer Regional Hospital. I conducted the inquiry using action research methodology, 

which assisted in the collection of rich information and diverse perspectives from the participants 

of the interviews and virtual focus group. Based on the inquiry findings and relevant literature, 

this section offers four conclusions that respond to the main research question and four sub 

questions. It is important to highlight that these conclusions are interconnected and support the 

HIM Program to foster adoption of HIT. In the following subsections, I describe these four 

conclusions in detail with supporting literature. 

1. Relationships and trust are strengthened through humble inquiry and sharing of 

knowledge. 

2. Ownership improves attitudes and behaviours regarding adoption of HIT. 

3. HIT implementations need to focus on people. 

4. Positive leadership is essential in reframing organizational perception of HIT. 
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Conclusion 1: Relationships and trust are strengthened through humble inquiry and 

sharing of knowledge. During this inquiry, discussion points emerged with regard to the 

opportunity to improve communication and collaboration and to promote the sharing of 

information. Bartol and Srivastava (2002) defined knowledge sharing as the action in which 

employees diffuse relevant information to others across the organization. Through knowledge 

sharing, teams develop and combine their knowledge base to develop new solutions (Cohen & 

Levinthal, 1990). 

Most organizations have invested heavily in technology and training, but little in 

knowledge sharing and creation (Fullan, 2014). In a complex organization such as AHS, 

communication has always been difficult, and to add a further layer of complexity such as 

technology only makes it more challenging. There are major change initiatives of new HIT 

systems and upgrades stemming from various programs throughout AHS. Each program attempts 

to communicate outward to the organization, leaving users overwhelmed and overloaded. New 

information about initiatives and best practices gets lost or diluted. Although Davenport, Prusak, 

and Strong (2008) posited that HIT enables the creation, dissemination, and use of information 

and knowledge, Senge (2006) suggested, “It’s naïve to suppose a new computer infrastructure 

will lead people to start collaborating” (p. 325). 

I discovered through this research that most of the current methods of sharing knowledge 

are one-way, a push of information out from programs to staff within the organization. Meetings 

and newsletters have been developed, but healthcare providers felt limited in requesting further 

information that was purposeful and meaningful to them. After implementation, it is the lack of 

two-way communication and resolution to issues that has created a sense of “not being listened 

to,” which then leads to apathy, disengagement, and non-usage of systems. 
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In a psychologically safe environment, members in a team feel encouraged to question 

current practices and to share rather than feel guarded in their behaviour (Nembhard & 

Edmondson, 2006). This environment is created through humble inquiry (Schein, 2013) where 

the role of the organization is to create a space for conversation that will enable those involved to 

reduce their ignorance and establish equilibrium in their relationship (Lambrechts et al., 2011). 

In creating this balance, knowledge sharing is enabled and builds trust, increases creativity, and 

strengthens relationships (Gong, Cheung, Wang, & Huang, 2012). 

This conclusion is foundational in laying the groundwork for examining strategies for 

fostering adoption of HIT within AHS. A safe environment created through humble inquiry, 

communication, and willingness to share experiences must be in place in order to move forward 

together. 

Conclusion 2: Ownership improves attitudes and behaviours regarding adoption of 

HIT. During this research, I found the themes of control and loss highlighted. Perception and 

feelings of lack of choice with the imposition of technology that have resulted in resistance and 

negative attitudes were noted throughout the findings. Brehm (1966) confirmed that individuals 

resist change when they experience a lack of choice or feel forced to change. 

HIT is a work structure that provides constructed routinization and limits the degree of 

flexibility and control exercised by employees (Pierce et al., 2004, p. 514). Previous paper 

systems were used as a healthcare providers’ primary tool for practicing medicine. They 

encompass feelings of “my chart” and “my information,” which now in an electronic format 

transforms the organization into “our chart” and “our information.” There is a sense of loss of 

autonomy, identity, and not wanting to “let go.” 
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To enable adoption, participants voiced a need for flexibility, which requires the 

availability, portability, and access to technology in the way they choose to work. By replicating 

the previous paper world through technology, enabling users to be autonomous to access HIT via 

wireless tablets and cell phones, may improve adoption and usage. Cresswell, Morrison, Crowe, 

Robertson, and Sheikh (2011) posited, “Trying to impose a computer system that is perceived as 

inadequate by users without the opportunity for it to be changed in appropriate timescales is 

likely to act as an insurmountable barrier to achieving any degree of user buy-in” (p. 202). 

Developing a sense of ownership is essential to enhance adoption and usage of HIT. 

Zimmerman et al. (2013) discussed the concept of “front line ownership,” an alternative 

approach whereby those doing the work make a personal choice to be active in developing ideas, 

decision making, designing, and carrying out plans. This is opposite to gaining buy-in, which 

involves users agreeing to follow practices that have been imposed by the organization 

(Zimmerman et al., 2013, p. 8). Engagement and involvement of healthcare providers would be 

required in the planning, design, and improvement to increase a sense of ownership and reduce 

resistance (Cresswell et al., 2011). In doing so, those who develop feelings of ownership and 

control in their jobs are likely to develop positive feelings of ownership for the organization 

(Pierce et al., 2004). 

This second conclusion provides a deeper understanding of attitudes regarding ownership 

of HIT. Creating a sense of control and improving ownership perceptions of HIT will determine 

the overall success of adoption of HIT (Zimmerman et al., 2013). 

Conclusion 3: HIT implementations need to focus on people. This research 

demonstrated that AHS is laden with business and knowledge siloes. HIT implementations have 

been focused mostly on the change in technology and the change impacting people is forgotten. 
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Change initiatives may be cognitively, emotionally, physically, and spiritually demanding of 

employees and organizations (Shortell, Bennett, & Byck, 1998). In this inquiry, participants said 

that they felt a loss of focus with regard to how the change will impact them. 

Findings suggested that users felt lost in the HIT planning and transition and needs were 

not important in the overall strategy. AHS is in a hybrid state between paper charts and 

electronic systems that impact users by the various ways they are required to access information. 

Due to the sheer size of AHS, the speed of resolution to issues, requests for enhancements all 

have impacted perceptions, attitudes, and behaviours. Conversely, leaders were unsure how to 

meaningfully engage users without impacting patient care time. 

Findings also suggested that engagement needs to be tailored to the local level, thereby 

balancing the requests of the users with organizational and strategic requirements (Cresswell et 

al., 2011). AHS needs to move from simply implementing technology at a program level to an 

organizational transformational change strategy as it “affects the organization as a whole, not 

only pieces” (Berg, 2001, p. 147). 

William Bridges (1991) stated, “It isn’t the changes that do you in, it’s the transitions. . . . 

Transition is the psychological process people go through to come to terms with the new 

situation” (p. 3). This quote highlights the requirement for pre- and post-go-live strategy with a 

focus on those who are asked to change. The organization needs to put its energy into ensuring 

that users are comfortable in their roles, able to use the system efficiently, and can learn how to 

leverage the system to its advantage (McCarthy & Eastman, 2010). The organization must create 

an environment in which there is an eagerness to mutually learn and a desire to constantly further 

develop both HIT and work processes to create organizational synergy. The organization must 
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continuously monitor the real life experiments that are taking place which is crucial to learn from 

their results (Berg, 2001, p. 153). 

The organization needs to shift the focus from managing change to a focus on the people 

facing the change (Moran & Brightman, 2000, p. 66). Specifically, the focus needs to involve the 

three-part psychological process of transition, of going from old to new ways, that people move 

through with change (Bridges, 1986). With a focus on people and examining behaviours, the 

organization is in a better position to successfully promote technology changes. Organizations 

don’t change; people do. 

Conclusion 4: Positive leadership is essential in reframing organizational perception 

of HIT. Scharmer (2009) believes that the primary job of leadership is to enhance individual and 

organizational capacity to deeply attend to reality or “to discover the power of seeing and seeing 

together” (p. 136). With regard to HIT, the leader who has awareness and knowledge of the 

organizational impact of information systems can reduce the behavioural resistance to change 

(Lorenzi & Riley, 2000, p. 117). McCarthy and Eastman (2010) suggested leaders need to “move 

fear and resistance to trust and adoption” (p. 15). These statements provide evidence that 

resistance stems from those that fail to see reality and a leader’s role is to help them find their 

new existence. 

A participant from the virtual focus group suggested that AHS has a history of kicking 

off projects and allowing people to slide back into the comfort zone, back to the way things used 

to be. It is important for the organization not to return to slide back into old routines as 

“equilibrium is a precursor to death” (Pascale et al., 2000, p. 6). Burke (2008) stated that 

leadership must not only maintain momentum in the change by monitoring the environment, 

celebrating, and rewarding but also infuse new initiatives so that equilibrium does not take over. 
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Findings from participants suggested that there may be too many initiatives in flight within the 

organization, thereby creating change fatigue. 

Findings also brought forward an opportunity for positivity. A sense of apathy and 

frustration was prevalent throughout the interviews and focus group. An opportunity exists for 

leaders to create an environment in which employees view work as a wonderful privilege, where 

learning new skills provides the opportunity to grow and add greater value to the others (Weitz, 

2011, p. 16). Leaders need to broadcast the positive changes that are ahead with regard to HIT 

and the ways that these changes will impact and that individuals will be positively impacted. 

Positive leadership is essential, and they must have the courage and imagination to break the 

mold and to do something very different (Senge, 2006, p. 324). HIT needs to be viewed as 

opportunity, to change the way an organization does things and that information is accessible at 

the right time and the right place for patient care. The research demonstrated that leadership must 

communicate that they understand and see the environment, the new technology, the way it will 

impact the organization as a whole and, more important, the way that this transformation will 

impact each staff member so that they may understand and see. This strategy may enhance front 

line ownership (Zimmerman, 2013), which may improve adoption of HIT. This final conclusion 

reveals that, overall, an organizational shift in thinking with regard to HIT is required as “if you 

succeed at changing mindsets, people will behave differently and this may well lead to 

behaviours you had not expected but that could be even better than what you were hoping for” 

(Appelo, 2012, p. 5). 

In summary, an extensive number of intriguing comments and themes emerged from this 

inquiry. The conclusions encompassed and supported the key themes found in the research. The 
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literature validated the conclusions presented in answering the main research question of 

fostering adoption of HIT. 

Scope and Limitations of the Inquiry 

With all research, it is necessary to acknowledge potential limiting factors on the results 

of the research process. This section describes the scope and limitations of this inquiry, which 

should be taken into account when considering the reliability and validity of the data collected. 

The following scope and limitations restricted the results of this inquiry. 

The first limitation related to the negative comments expressed by certain participants 

was perceived as frustration. I believed these comments were made in hopes that I would take 

complaints to those “who would listen,” even though the purpose of the inquiry was explained at 

the beginning. It is also possible that the participants enjoyed the opportunity to vent or “be 

heard.” 

It is also important to note that this inquiry obtained experiences and perspectives of a 

limited number of participants within Health Information Management, Information Technology, 

Medical Affairs, and healthcare provider representation. Views and perceptions shared are 

representative only of the experiences of the individuals involved, not necessarily the broader 

teams. I found it interesting to observe similar themes emerge across the diverse groups. 

Another potential limitation to this research was the use of a virtual focus group. It was 

necessary to conduct this data collection method in this manner due to geographical location of 

participants. As focus groups “explicitly use group interaction as part of the method” (Kitzinger, 

1995, p. 299), it was challenging to moderate over dominant participants without the ability to 

use body language to guide the discussion. I conducted the focus group in a semistructured 

manner that allowed me to ask probing questions. It is possible, however, that such questions 
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may have introduced bias into the discussion and subsequently into the responses of the 

participants. 

Chapter Summary 

In this chapter, I have presented four inquiry findings and the corresponding four 

conclusions that emerged from the data collected from interviews and virtual focus group. I felt 

privileged that participants were willing to share their experiences with me, which added to the 

richness of the data. The findings and conclusions reflected the opportunities that participants 

envision to foster adoption of HIT. As primary users of HIT, the healthcare provider interviews 

provided their perspective on use, whereas the virtual focus group participants provided their 

perspectives on how to support use. This chapter also presented the scope and limitations of the 

inquiry, which need to be taken into account when interpreting the results of the research. 

Chapter 5 will build on these findings and conclusions and will present recommendations for the 

HIM Program to move forward with strategies to foster adoption of HIT. 
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CHAPTER FIVE: INQUIRY IMPLICATIONS 

In this chapter, I present recommendations developed from the findings and conclusions 

that will assist to answer the action research inquiry question: How can the Health Information 

Management Program of Alberta Health Services foster the adoption of health information 

technology at Red Deer Regional Hospital? In addition, the following subquestions were used to 

deepen understanding: 

1. How does Red Deer Regional Hospital currently foster adoption of HIT? 

2. What are examples of successful HIT adoption at Red Deer Regional Hospital? 

3. What are the current barriers of adoption of HIT and how might these be mitigated? 

4. What leadership strategies and processes can be introduced to foster adoption of HIT? 

The above questioned were asked of the inquiry participants, and rich data were extracted 

from the research. Key themes and findings were discussed and the following conclusions were 

examined: relationships and trust are strengthened through humble inquiry and sharing of 

knowledge; ownership improves attitudes and behaviours regarding adoption of HIT; HIT 

implementations need to focus on people; and positive leadership is essential in reframing 

organizational perception of HIT. In this chapter, I include relevant literature to align this inquiry 

with the leading knowledge in the fields of HIT adoption and organizational change. Following 

the recommendations, organizational implications for implementing these recommendations and 

implications for future inquiry are discussed. 

Study Recommendations 

The action research inquiry recommendations are based on the research findings and 

conclusions, as well as the literature that was presented in previous chapters. The 
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recommendations describe key areas in which the HIM Program can move towards fostering 

adoption of HIT. These recommendations are as follows: 

1. An opportunity exists for the HIM Program to play a key role in workflow design, 

process mapping, and designing future HIT. 

2. The HIM Program has the opportunity to play a key role in reframing perceptions of 

HIT as new tools used in medicine. 

3. There is an emerging role for HIM professionals to be champions of change. 

4. There is opportunity to develop a robust framework of support for HIT with a focus 

on user needs at a zone and site level. 

5. The HIM Program can provide increased collaboration by bridging existing 

organizational boundaries and align organizational strategies. 

Recommendation 1: An opportunity exists for the HIM Program to play a key role 

in workflow design, process mapping and designing future HIT. Berg (1998) argued that 

compiling a medical record is a sociological process of investigation and intuition to develop a 

body of knowledge. Kay and Purves (1996) stated that narratives are the heart of clinical 

decision making and that “every patient tells a story” (p. 72). Healthcare providers intuitively use 

the accounts in their delivery of patient care and ultimately become the author of these stories 

that form the medical record. The HIM Program has historically coordinated this process through 

transcribing healthcare provider dictation, confirming document and chart completion, and 

ensuring data quality standards are met. The future provincial CIS and ECM scanning strategies 

will revolutionize the HIM Program core services, transitioning from paper-based records to a 

complete electronic clinical record, thereby altering how information is presented and how data 

are retrieved and stored. This strategy aligns with Walsh’s (2004) suggestion that “improving 
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retrieval and assimilation of existing information on patients can reduce duplication, improve 

comprehension, provide a more holistic view of the patient, and alert clinicians to potential 

conflicts in management” (p. 328). 

The HIM Program is familiar with healthcare provider processes and can assist to match 

electronic workflows to current paper-based practices. Bridges (1991) suggested that the use of 

transition as an opportunity to redesign policies, process and structures will ensure the system 

has stability to sustain future change. In designing the infrastructure and mobile physical access 

such as tablets and cell phones one interview participant stated, “It is just a matter of being 

flexible. . . . I would like to have AHS put in the infrastructure and then give us the freedom to 

try different things to see what works for us” (I-3). Therefore, the HIM Program can translate 

HIT workflow design by keeping all users in mind, evaluating current process, assessing for 

future possibilities, and providing feedback. By participating in this role, the HIM Program can 

serve the organization by building ownership in the system and building a sense of involvement 

that may serve to compensate for any feelings of loss of control (Bridges 1986). 

Recommendation 2: The HIM Program has the opportunity to play a key role in 

reframing perceptions of HIT as new tools used in medicine. Reframing perceptions with a 

focus on opportunity and possibility enables a team to engage in a process that will support an 

increased perception, understanding and create action to change (Schein, 2009). The HIM 

Program is in a position to transform perceptions of HIT as an enhanced tool and socialize the 

AHS vision of “one patient‒one record.”   With regard to the primary tool that healthcare 

providers use, Berg (1998) stated, 

The medical record is a tool . . . it does not “represent” the work, but it feeds into it, it 

structures and transforms it in complex ways: it structures that communication between 
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healthcare personnel, shapes medical decision making and frames relations between 

personnel and patients. (p. 297) 

Using the concept that the medical record is considered a tool by healthcare providers, 

this quotation was taken from an 1834 edition of The London Times (as cited in Firth, 2005) 

commenting on the stethoscope’s first appearance in medicine: 

That it [the stethoscope] will ever come into general use, notwithstanding its value, is 

extremely doubtful because its beneficial application requires much time and gives a 

good bit of trouble, both to the patient and to the practitioner because its hue and 

character are foreign and opposed to all our habits and associations. (para. 12) 

This quote demonstrates that the adoption of new technology in healthcare has 

historically been a difficult process. Much like the adoption of the stethoscope into the practice 

of medicine, the move from paper to electronic charting signifies yet another change to the tool 

that healthcare providers use. For some practitioners, this is different from what they were taught 

and what they have become accustomed to. Additionally, the HIM Program needs to recognize 

that healthcare providers may feel separation between their ability to perform medicine and their 

ability to use the tool. Tracy (2007) stated that, although people cannot control what happens to 

them, they can control their attitude toward what happens to them; this allows a person to master 

the change rather than allowing the change to master the person. The HIM Program has the 

ability to assist healthcare providers master change by reframing their thinking about the use of 

HIT as a primary tool to provide efficient patient care. By assisting healthcare providers to gain 

proficiency and confidence in these new tools, the HIM Program is seen as providing value in 

the understanding of workflow and processes. By working collaboratively with AHS 

departments such as Information Technology, Medical Affairs, physician groups, and senior 
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leadership, the HIM Program can provide leading practice standards and guidelines of the use of 

electronic information. In addition, the HIM Program is positioned well within the organization 

to ensure that transition planning is included in organizational change management plans and can 

help healthcare providers let go of the old and embrace the new (Scharmer, 2009). 

Recommendation 3: There is an emerging role for HIM professionals to be 

champions of change. New technologies have recently been implemented and new technologies 

are on the horizon. In response to limited uptake and adoption, the Central Zone medical director 

has stated, “This technology is not just coming, it is here. How do we get ahead of it, to make it 

palatable and fun?” (E. Lundall, personal communication, March 16, 2016). This direction sets 

the pathway for the HIM Program to be leaders and drivers of change and removes obstacles that 

are in the way to adoption of HIT. An organizational mental shift is required to “manage from 

the future,” (Pascale et al., 2000, p. 240) and to understand that the new future is here. As one 

focus group participant stated, there is a need for change leaders to “instill a passion for health 

information” (FG-2) within the organization. The HIM Program has a vast understanding of 

business and technology processes and is well positioned to lead the change that HIT brings. 

Berg (2001) stated, “Whether an information system is successful or not is decided on the 

work floor” (p. 144). HIM Program leadership and staff understand that the culture of AHS is 

different within the zones and different within the individual sites. Extensive relationships have 

been developed with healthcare providers and awareness has been created that in order to 

accomplish goals, sometimes one needs to “do what it takes.” There is opportunity to identify 

HIM Program champions of change or “transition coaches” (Witherspoon & Cannon, 2004, 

p. 618) who have the broad organization in mind and who are subject experts that will take 

ownership of systems and provide support. 
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In order to rebuild organizational accountability and trust, the HIM Program is available 

to promote innovation by creating a culture that is “adaptable to change” (FG-1). The 

organization must “provide a safe environment that says ‘we are all in this together and we are 

here to help’” (FG-7). This can be accomplished by creating space for flexibility, building on 

existing meeting structures, and facilitating learning opportunities. In addition, building upon the 

current physician champion model, the HIM Program could dedicate specific resources such as 

practice consultants to assist staff through change and align provincial HIM Program strategies. 

Recommendation 4: There is an opportunity to develop a robust framework of 

support for HIT with a focus on user needs at a zone and site level. Millman (2000) stated 

that the “secret of change is to focus all of your energy not on fighting the old but on building the 

new” (p. 105). This research found that there is opportunity to define a strategy for a robust 

support for users during and, more importantly, after implementation. This would build on the 

current strategy of identifying and engaging physician champions to foster adoption of HIT. 

With the upcoming ECM strategy, it will be important to identify and build a robust support 

team of HIM professionals for HIT projects across the province at a zone level and also at a site 

level. The needs of each zones are different, and the HIM Program has awareness of the culture 

and relationships in place. 

Developing dedicated HIM professional HIT subject matter experts who can assist, train, 

and be available for various users is one possible strategy to foster adoption of HIT. One focus 

group member stated the need to “engage [physicians] in a language they understand, IT and 

doctor language don’t always match” (FG-7). This comment suggested an excellent opportunity 

for the HIM Program to work with healthcare providers in connecting and translating between 

two very separate worlds. The literature confirmed that a need exists to dedicate substantial roles 
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and resources on a long-term basis to support technology use and to integrate information 

technology use in clinical practice, which is often overlooked in information technology projects 

(Chiasson et al., 2007). Additionally, one focus group member stated, 

One of the things that fails to happen is once the project ends, that [knowledge] transfer 

and hand off doesn’t happen and that resource is no longer available . . . we start again 

from scratch and we have to pick up the pieces. (FG-5) 

The effect of not having resources in place impacts not only the healthcare provider end 

user but also the staff who are left to scrounge to find help for the flailing healthcare provider. 

Having these dedicated resources will maintain and solidify the change of HIT by having staff 

available when needed, as needed. This research determined that healthcare providers have 

requested flexibility in learning a new system, and the HIM Program is in a position that could 

provide this to them. The literature stated, “Most HIT implementations require some degree of 

tailoring to account for local priorities, preferences, and workflows” (Lyon et al., 2015, p. 2). As 

part of this strategy, the HIM Program continues to maintain relationships, and healthcare 

providers are engaged on a more personal level. 

Recommendation 5: The HIM Program can provide increased collaboration by 

bridging existing organizational boundaries and align organizational strategies. In addition 

to connecting healthcare providers with information technology, the HIM Program can bridge 

the gap between other programs and strategies within the organization. As McCarthy and 

Eastman (2010) commented, it is becoming more important for organizations to focus on how 

they introduce, implement, and optimize new technology. The HIM Program has a unique 

opportunity to streamline and lead HIT transformational change on behalf of the organization. 

One of the core values of the HIM Program is the understanding of the importance and value of 
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good data and information, and there is opportunity for HIM professionals to be recognized as 

consultants for education, training, and standards. 

The literature stated that, along with clinical and administrative leadership, specialists are 

needed to bridge the gap between information technology and healthcare (Rozenblum et al., 

2011). The HIM profession has been considered the backbone and foundational support to 

healthcare with a deep understanding of not only the healthcare providers’ needs but also the 

organizational value of the information contained within the medical record. One focus group 

participant wished for HIM to step up and “be data evangelists, lead the charge!” (FG-2). The 

HIM Program has the ability to create a culture of improved coordination and communication 

and to “look beyond the people who are using the system to the people who are using the data 

and what value it is to them” (FG-2). HIM professionals are adept at building, fostering, and 

influencing a complex web of relationships across all levels of the organization. Employing 

humble inquiry (Schein, 2013), the HIM Program is well positioned to develop and lead these 

connections to promote a combined sense of ownership of HIT within the organization, and align 

stakeholder investments and outcomes. Organizational beliefs and aspirations are illuminated 

through collaboration and, as Pascale et al. (2000) asserted, fostering conversation is the most 

important business process to shift what people believe and how they think. 

Organizational Implications 

The focus of this research was to investigate strategies to foster adoption of HIT within 

Red Deer Regional Hospital. The recommendations in this inquiry are specific to the HIM 

Program but do have the potential to be adopted by AHS. This section outlines the organizational 

implications of implementing the recommendations, considers the implications of not 
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implementing the recommendations, and provides an overview of the requirements related to 

organizational change. 

The organization is in turmoil, yet, in the history of AHS, when has there been stability? 

Since commencement of this inquiry, there have been two changes in the CEO role and three 

changes to leadership in the CMIO office that have impacted strategic planning and 

organizational direction. Each change has brought forth differing challenges; however, the HIM 

Program continues to thrive and demonstrate its resiliency in true dedicated style. There is a 

saying in change management circles: “When one door closes another one opens, but sometimes 

it’s hell in the hallway” (Anonymous, as cited in McCarthy & Eastman, 2010, p. 2). The 

organization has been stuck in the hallway, in transition from the present to the future. The HIM 

Program is primed and ready to run through doors, ready to break down walls, and make new 

doors if required. 

The recommendations contribute to the AHS vision of “one person ‒ one record.” I 

understand that the recommendations will pose challenges in dedicating time and resources to 

review and implement in an environment where people already feel overloaded. Nevertheless, I 

believe that taking the time and investing in these recommendations will bring positive and 

dynamic long-term impacts, will ensure the success and transformation of the HIM Program, and 

will foster adoption of HIT. In prioritizing these recommendations, consideration and awareness 

needs to be in the forefront to prevent “shifting the burden” (Senge, 2006, p. 111). We, as an 

organization, need to prevent fixing the symptoms or “low-hanging” fruit without addressing the 

foundational challenges and illnesses. 

Over the course of this inquiry, it became quite clear that some recommendations will 

cross organizational boundaries and go beyond the role and responsibilities of my sponsor. These 
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recommendations will ultimately require the support of the HIM Program senior provincial 

director to endorse, prioritize, and approve plans for implementation. In order to implement the 

recommendations, I suggest the recommendations and the inquiry’s importance to the 

organization be communicated to the HIM Program senior provincial director and HIM Program 

operations and provincial leadership teams. As my sponsor and I belong to these leadership 

teams, we are positioned to speak to and help influence future planning. The inclusiveness of the 

larger HIM Program leadership teams involved in the short- and long-term planning will ensure 

the recommendations are purposeful and will allow ownership to be felt by the leadership team. 

It is mutual benefit and shared meaning that binds the organization together to achieve 

excellence (Pascale et al., 2000). In addition, these recommendations should also be incorporated 

into the HIM Program strategic planning and road map currently being developed so that they 

may be tracked and evaluated. Most importantly, aligning these recommendations through HIM 

Program leadership and other AHS programs ensures organizational reciprocity (Kouzes & 

Posner, 2012, p. 234). By advocating these recommendations through the existing governance 

and meeting frameworks, the HIM Program has the capability and ambition to be “leaders of 

possibilities” (Zander & Zander, 2000, p. 162), throughout the organization. 

An additional implication to these recommendations is the recognition that 70% of new 

technology or culture change initiatives fail (Beer & Nohria, 2000). If the recommendations are 

not acted upon, the organization runs the risk of employees remaining at status quo and not 

adopting new technologies. The face of the healthcare workforce is changing, which impacts 

workforce retention. Healthcare providers entering the workforce have grown up with 

technology and expect it. If AHS wants to attract and retain staff for all areas of the organization, 

it must rise to meet needs and expectations. In addition, consumerism should be considered. 
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According to Health Information and Management Systems Society (2010), “Healthcare is 

dealing with educated patients who demand same level of service in healthcare as they would in 

other service-related industries. Today’s consumer expects open communication: fast, reliable 

service and information” (p. 5). 

Much the way a physician listens to his or her patient to diagnose an ailment; AHS must 

listen to its healthcare providers and implement an intervention and treatment plan. The 

organization has the opportunity to take its own healthcare providers’ advice. The healthcare 

providers have diagnosed their own issues and have written their own prescriptions for treatment. 

Like an apple a day, it is up to the organization to attend to its healthcare providers if it wants to 

remain healthy. 

Implications for Future Inquiry 

The inquiry topic of adoption of HIT was very broad, and numerous areas could have 

been explored in greater detail in future research related to this inquiry. I propose the following 

areas of possible research: 

1. Governance: What is the role or impact in mandating or enforcing the use of HIT? 

2. Knowledge and skills required for HIT is often organizationally underestimated. 

3. HIT as a physical barrier and impact to patient care. 

Further research may include a deeper investigation into a governance structure and into 

mandating the use of HIT within AHS. With current behaviours and attitudes that were 

elucidated within this inquiry, it leads me to wonder if mandating use would impact engagement 

and loyalty to the organization and if the organization is ready to take on the risks associated 

with the decision. It also leads me to wonder what the impacts to workforce retention would be, 

especially in rural hospitals and clinics. 
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In parallel with governance, another area of future research is investigation into the 

current level of HIT knowledge and skills within AHS with regard to adoption. Lluch (2011) 

stated an additional barrier to adoption is the end-user’s lack of HIT knowledge and skills 

(p. 854). Organizations and vendors often underestimate the level of computer and typing skills 

required to enter patient information, notes, and prescriptions. This lack of skills leads the 

healthcare providers to regard HIT as extremely complicated and as hindering use and adoption 

(Boonstra & Broekhuis, 2010). 

Lastly, Harrison, Koppel, and Bar-Lev (2007) discussed unintended consequences of HIT 

in comparison to paper charts. Healthcare providers find technology a physical barrier and 

disruption to communication processes as they often have to stop their discussion with patients to 

enter information. Future research could investigate the human factors and behaviour behind 

adoption success of HIT in the patient examining room. Impacts to care, such as healthcare 

providers’ attentiveness and patients’ openness in discussing sensitive issues when using HIT, 

may be further explored. 

Though AHS has its challenges of a vast geographic and fiscally restrained environment, 

the organization has the opportunity to enable ground-breaking change. I hope that these 

suggested topics may be investigated by a future researcher to assist in moving adoption of HIT 

further within this organization. 

Thesis Summary 

This inquiry provided a focused lens into a static moment of time into how the adoption 

of HIT is fostered at Red Deer Regional Hospital. I utilized ARE methodology in an effort to 

explore how HIT adoption is currently fostered and how the HIM Program might be involved for 

improvement. Rich data collected from the research methodologies, combined with the relevant 



BECOMING PAPERLESS: FOSTERING ADOPTION OF HIT 77 

literature assisted in the development of the study findings and conclusions. Throughout this 

study a disparity became evident between perspectives of primary users of HIT of use and 

support, which differed greatly from perspectives of those that support the use of HIT. 

Recommendations and the corresponding organizational implications to support the HIM 

Program in fostering adoption of HIT were developed with the intent to build a bridge across this 

chasm. These recommendations are: An opportunity exists for the HIM Program to play a key 

role in workflow design, process mapping, and designing future HIT; the HIM Program has the 

opportunity to play a key role in reframing perceptions of HIT as new tools used in medicine; 

there is an emerging role for HIM professionals to be champions of change; there is opportunity 

to develop a robust framework of support for HIT with a focus on user needs at a zone and site 

level; and the HIM Program can provide increased collaboration by bridging existing 

organizational boundaries and align organizational strategies. The organizational implications 

incorporated points to consider for the implementation of the recommendations including 

suggestions in making positive change. 

As the organization will be defined by its future technology, it will become increasingly 

imperative to focus on the people involved for change to be successful. The HIM Program is in 

prime position to foster adoption of HIT as new technologies are impacting and revolutionizing 

the landscape of its core services. In essence, the HIM Program is inspired to embrace their “new 

beginning” (Bridges, 1986) if it is to survive as a Program by bringing forward new leadership 

and change management strategies to AHS as a whole. McCarthy and Eastman’s (2010) 

comparison of the organizational impacts of HIT and turbulent weather discussed in Chapter 1 

demonstrates the inherent survival instincts that exist within the HIM Program. 
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This thesis reminds us that after the tornado that swept Dorothy to the Land of Oz, she 

followed the yellow brick road in her ruby red slippers wishing, “There is no place like home” 

(LeRoy & Fleming, 1939). Dorothy believed that “home” was a place of security and by going 

back she would find comfort. Dorothy’s passion and resilience allowed her to weather the storm 

and move forward, authentically engaging others in her adventure to the Emerald City. For all of 

us within AHS, our new home is found within HIT. Our dedication and optimistic commitment 

to the future provides the opportunity to reconsider our ruby red slippers as not for the reminder 

of where they can bring us back to, but to the reality of where they are going to lead us. The HIM 

Program of AHS has the brains, courage, and heart to guide, foster and inspire our people and 

lead the journey to our new home.  

 

Somewhere over the rainbow, way up high 
There is a land that I heard of, once in a lullaby 

Somewhere over the rainbow, skies are blue 
And the dreams that you dare to dream really do come true 
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APPENDIX B: LETTER OF INVITATION FOR INTERVIEW 

Date 

Dear [Prospective Participant], 

I would like to invite you to be part of a research project that I am conducting. This project is 
part of the requirement for my Master’s Degree in Leadership, at Royal Roads University. 

My name is Nicole Neidig and my credentials with Royal Roads University can be established 
by contacting Dr. Brigitte Harris, Director School of Leadership Studies at [telephone number] 
or emailing her at [email address]. 

The Health Research Ethics Board of Alberta – Community Health Committee (HREBA) has 
granted ethics approval of this project. If you have any concerns about the ethical conduct of this 
project, please contact: 

HREBA – Community Health Committee 

Suite 1500, 10104 – 103 AVE, Edmonton, AB, T5J 4A7 

Phone: (780) 423-5727 / Toll-free: 1-877-423-5727 / Email: communityhealth@hreba.ca 

The purpose of this research project is to explore ways to foster adoption of health information 
technologies at Red Deer Regional Hospital by inviting those who can influence change or are 
impacted by health information technologies to share their perceptions and experiences. This will 
be done with the goal that this knowledge will be used to develop strategies to improve adoption 
of health information technologies. 

The research project will consist of a private one-on-one interview with four to five open-ended 
questions and is foreseen to last 30 minutes. Your name was chosen as a prospective participant 
because I believe your experiences can help inform change for the future application and 
development of health information technologies. 

In addition to submitting the final report to Royal Roads University in partial fulfillment for a 
master’s degree in Leadership, I will also be sharing my research findings and potentially the 
report may be used as a basis for presentations, conferences, journal articles or books. The 
research outcomes will be available in an executive summary that will be shared after the 
research project is completed. It will also be published through deposit with the Library and 
Archives Canada, through the Thesis Canada Portal, and the ProQuest/ UMI database. 

Information will be recorded in hand written notes and audio-recorded format, and where 
appropriate, summarized, in anonymous format, in the body of the final report. All 
documentation will be kept strictly confidential. 

Raw data will be retained for seven years as per Alberta Health Services (AHS) policy, at which 
point all raw data will be destroyed. The raw data will be key coded to add anonymity and 
preserve confidentiality and privacy of all participants. Also, any data stored will be encrypted 
on a memory stick and stored under lock and key in my AHS office. 

You are not required to participate in this research project. Your decision to not participate will 
also be maintained in confidence. If you choose to withdraw from the study, all data collected 
from you will have their audio recordings/ transcripts removed from the study. 
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Please feel free to contact me at any time should you have additional questions regarding the 
project and its outcomes. 

Sincerely, 

Nicole Neidig 

Email: [email address] 

Telephone: [telephone number] 
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APPENDIX C: INQUIRY TEAM MEMBER LETTER OF AGREEMENT 

In partial fulfillment of the requirement for a Master of Arts in Leadership Degree at Royal 
Roads University, Nicole Neidig (the Student) will be conducting an inquiry research study at 
Alberta Health Services to explore fostering adoption of health information technology at Red 
Deer Regional Hospital. The Student’s credentials with Royal Roads University can be 
established by calling Dr. Brigitte Harris, Director, School of Leadership, at [telephone number] 
or emailing her at [email address]. 

Inquiry Team Member Role Description 
As a volunteer Inquiry Team Member assisting the Student with this project, your role may 
include one or more of the following: providing advice on the relevance and wording of 
questions and letters of invitation, supporting the logistics of the data-gathering methods, 
including observing, assisting, or facilitating an interview or focus group, taking notes, 
transcribing, or reviewing analysis of data, to assist the Student and the Alberta Health Services 
organizational change process. In the course of this activity, you may be privy to confidential 
inquiry data. 

Confidentiality of Inquiry Data 
In compliance with the Royal Roads University Research Ethics Policy and Health Research 
Ethics Board of Alberta – Community Health Committee (HREBA), under which this inquiry 
project is being conducted, all personal identifiers and any other confidential information 
generated or accessed by the inquiry team advisor will only be used in the performance of the 
functions of this project, and must not be disclosed to anyone other than persons authorized to 
receive it, both during the inquiry period and beyond it. Recorded information in all formats is 
covered by this agreement. Personal identifiers include participant names, contact information, 
personally identifying turns of phrase or comments, and any other personally identifying 
information. 

Bridging Student’s Potential or Actual Ethical Conflict 
In situations where potential participants in a work setting have a collegial relationship to the 
Student, you, as a neutral third party with no supervisory relationship with either the Student or 
potential participants, may be asked to work closely with the Student to bridge this potential or 
actual conflict of interest in this study. Such requests may include asking the Inquiry Team 
member to: send out the letter of invitation to potential participants, receive letters/emails of 
interest in participation from potential participants, independently make a selection of received 
participant requests based on criteria you and the Student will have worked out previously, 
formalize the logistics for the data-gathering method, including contacting the participants about 
the time and location of the interview or focus group, conduct the interviews (3-5 maximum) or 
focus group (one) with the selected participants (without the Student’s presence or knowledge of 
which participants were chosen) using the protocol and questions worked out previously with the 
Student, and producing written transcripts of the interviews or focus group with all personal 
identifiers removed before the transcripts are brought back to the Student for the data analysis 
phase of the study. 

Inquiry Team members asked to take on such 3rd party duties in this study will be under the 
direction of the Student and will be fully briefed by the Student as to how this process will work, 
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including specific expectations, and the methods to be employed in conducting the elements of 
the inquiry and will be given every support possible by the Student, except where such support 
would reveal the identities of the actual participants. 

Personal information will be collected, recorded, corrected, accessed, altered, used, disclosed, 
retained, secured and destroyed as directed by the Student, under direction of the Royal Roads 
Academic Supervisor. 

Inquiry Team Members who are uncertain whether any information they may wish to share about 
the project they are working on is personal or confidential will verify this with Nicole Neidig, the 
Student. 

Statement of Informed Consent: 
I have read and understand this agreement. 

_______________________  _________________________  _____________ 

Name (Please Print)   Signature    Date 
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APPENDIX D: DRAFT QUESTIONS FOR INTERVIEW 

Introduction 

 
Hi there, my name is Nicole Neidig and I am a Masters of Leadership student at Royal Roads University. Thank you 
for agreeing to meet with me today. I have us scheduled for 30 minutes together. Does that still work for you? I want 
to honor our time constraints today. Therefore, while I encourage you to elaborate on your answers to my questions, 
there may be times when I redirect, so that we may be sure to cover all the issues within our timeframe. Are you 
comfortable? I am about to start recording – are you ok with this? 
 
Today I would like to discuss how the Health Information Management Program of Alberta Health Services can 
foster the adoption of health information technology at Red Deer Regional Hospital. 

 
 

Main questions Additional Questions Clarifying questions 
What does health information 
technology mean to you? 
 

  

Can you tell me of a success 
story of yourself or a 
colleague in using HIT? 

  

How have your experiences as 
a physician influenced you to 
use HIT at Red Deer Regional 
Hospital?  

What do you think of the 
current state of HIT? 
Why do you think physicians 
tend to be skilled or not skilled 
in HIT? 
 

Can you tell me more about 
that? 
What was that like for you? 
What else happened? 
What were your feelings about 
that? 

Can you describe any 
particular challenging or 
difficult experiences related to 
HIT? 
 

What have you or your 
colleagues done to avoid or 
use current system? 
 
What made this better or 
worse? 

 

What if anything would you 
change at RDRHC with regard 
to HIT? 

  

If you could wave a magic 
wand, what would a perfect 
system and support look like? 
 

What specific training tools, 
materials, and programs could 
be developed that would allow 

 

Do you have anything else to 
share? 
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APPENDIX E: DRAFT QUESTIONS FOR FOCUS GROUP 

Introduction 

Hi there, my name is Nicole Neidig and I am a Masters of Leadership student at Royal Roads 
University. Thank you all for agreeing to meet with me today. I have us scheduled for one hour 
together. Does that still work for you? I want to honor our time constraints today. Therefore, 
while I encourage you to elaborate on your answers to my questions, there may be times when I 
redirect, so that we may be sure to cover all the issues within our timeframe. Are you 
comfortable? I am about to start recording – are you ok with this? 

 

Today I would like to discuss how the Health Information Management Program of Alberta 
Health Services can foster the adoption of health information technology at Red Deer Regional 
Hospital.  

 

Main questions Additional Questions Clarifying questions 
Can you tell me of a success 
story of yourself or a 
colleague in using HIT? 

  

What does health information 
technology mean to you? 

  

What do you think of the 
current state of HIT? 
 
Why do you think physicians 
tend to be skilled or not skilled 
in HIT? 

 Can you tell me more about 
that? 
What was that like for you? 
What else happened? 
What were your feelings about 
that? 
 

Can you describe any 
particular challenging or 
difficult experiences related to 
HIT? 
 

What have you or your 
colleagues done to assist? 
 
What made this better or 
worse? 

 

What if anything would you 
change at RDRHC with regard 
to HIT? 

  

If you could wave a magic 
wand, what would a perfect 
system and support look like? 

What specific training tools, 
materials, and programs could 
be developed that would allow 

 

Do you have anything else to 
share? 
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APPENDIX F: INFORMED CONSENT FOR INTERVIEW 

My name is Nicole Neidig and this research project is part of the requirement for a Masters of 
Arts in Leadership at Royal Roads University. My credentials with Royal Roads University can 
be established by contacting Dr. Brigitte Harris, Director School of Leadership Studies at 
[telephone number] or emailing her at [email address]. 

The Health Research Ethics Board of Alberta - Community Health Committee (HREBA) has 
granted ethics approval of this project. If you have any concerns about the ethical conduct of this 
project, please contact: 

HREBA – Community Health Committee 

Suite 1500, 10104 – 103 AVE, Edmonton, AB, T5J 4A7 

Phone: (780) 423-5727 / Toll-free: 1-877-423-5727 

Email: communityhealth@hreba.ca 

This document constitutes an agreement to participate in my research project to explore ways the 
Health Information Management Program of Alberta Health Services can foster adoption of 
health information technologies at Red Deer Regional Hospital. 

The purpose of this research project is to explore ways to foster adoption of health information 
technologies at Red Deer Regional Hospital by inviting those who can influence change or are 
impacted by health information technologies to share their perceptions and experiences. This will 
be done with the goal that this knowledge will be used to develop strategies to improve adoption 
of health information technologies. 

The research activity will consist of a private one-on-one interview with four to five open-ended 
questions and is foreseen to last 30 minutes. The research outcomes will be available in an 
executive summary that will be shared after the research project is completed. In addition to 
submitting my final report to Royal Roads University in partial fulfillment for a Masters of Arts 
in Leadership I will also be sharing my research findings with the Health Information 
Management Program of Alberta Health Services. The research data collected may be published 
in a professional journal article or used within a conference presentation to assist other 
individuals seeking to learn more about strategies of fostering adoption of health information 
technologies. The final thesis will also be published through deposit with the Library and 
Archives Canada, through the Thesis Canada Portal, and the ProQuest/ UMI database. 

Information will be recorded in hand written notes and audio-recorded format, and where 
appropriate, summarized, in anonymous format, in the body of the final report. All 
documentation will be kept strictly confidential and only myself will have access to identifiable 
data. Raw data will be retained for seven years as per Alberta Health Services (AHS) policy, at 
which point all raw data will be destroyed. The raw data will be key coded to add anonymity and 
preserve confidentiality and privacy of all participants. Also, any data stored will be encrypted 
on a memory stick and stored under lock and key in my AHS office. 

There are no known risks if you decide to participate in this research study, nor are there any 
costs for participating in the study. The information collected may not benefit you directly, but 
what I learn from this study should provide useful information to communicate to the Director of 
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Health Information Management of Central Zone and the Provincial Health Information 
Management Leadership team. 

You are not required to participate in this research project. Your decision to not participate will 
also be maintained in confidence. If you choose to withdraw from the study, audio recordings/ 
transcripts removed from the study and all data collected from you will be destroyed 
immediately. 

By signing this letter, you give free and informed consent to participate in this project. 

Name: (Please Print): 

Signed: 

Date: 
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APPENDIX G: LETTER OF INVITATION FOR FOCUS GROUP 

 

Date 

Dear [Prospective Participant], 

I would like to invite you to be part of a research project that I am conducting. This project is 
part of the requirement for my Master’s Degree in Leadership, at Royal Roads University. 

My name is Nicole Neidig and my credentials with Royal Roads University can be established 
by contacting Dr. Brigitte Harris, Director School of Leadership Studies at [telephone number] 
or emailing her at [email address]. 

The Health Research Ethics Board of Alberta – Community Health Committee (HREBA) has 
granted ethics approval of this project. If you have any concerns about the ethical conduct of this 
project, please contact: 

HREBA – Community Health Committee 

Suite 1500, 10104 – 103 AVE, Edmonton, AB, T5J 4A7 

Phone: (780) 423-5727 / Toll-free: 1-877-423-5727 

Email: communityhealth@hreba.ca 

The purpose of this research project is to explore ways to foster adoption of health information 
technologies at Red Deer Regional Hospital by inviting those who can influence change or are 
impacted by health information technologies to share their perceptions and experiences. This will 
be done with the goal that this knowledge will be used to develop strategies to improve adoption 
of health information technologies. 

The research project will consist of a small virtual focus group via Microsoft Lync with four to 
five open-ended questions and is foreseen to last 60 minutes. Your name was chosen as a 
prospective participant because I believe your experiences and role within the organization can 
inform change for the future application and development of health information technologies. 

In addition to submitting the final report to Royal Roads University in partial fulfillment for a 
master’s degree in Leadership, I will also be sharing my research findings and potentially the 
report may be used as a basis for presentations, conferences, journal articles or books. The 
research outcomes will be available in an executive summary that will be shared after the 
research project is completed. The final thesis will also be published through deposit with the 
Library and Archives Canada, through the Thesis Canada Portal, and the ProQuest/ UMI 
database. 

Information will be recorded in hand written notes and audio-recorded format, and where 
appropriate, summarized, in anonymous format, in the body of the final report. All 
documentation will be kept strictly confidential. 

Raw data will be retained for seven years as per Alberta Health Services (AHS) policy, at which 
point all raw data will be destroyed. The raw data will be key coded to add anonymity and 
preserve confidentiality and privacy of all participants. Also, any data stored will be encrypted 
on a memory stick and stored under lock and key in my AHS office. 
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You are not required to participate in this research project. Your decision to not participate will 
also be maintained in confidence. However, should you decide to withdraw from participation, 
you may leave the focus group at any time, but your comments in the group have influenced the 
conversation and will remain in the study data set as anonymous comments. 

Please feel free to contact me at any time should you have additional questions regarding the 
project and its outcomes. 

Sincerely, 

Nicole Neidig 

Email: [email address] 

Telephone: [telephone number] 
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APPENDIX H: INFORMED CONSENT FOR FOCUS GROUP 

My name is Nicole Neidig and this research project is part of the requirement for a Masters of 
Arts in Leadership at Royal Roads University. My credentials with Royal Roads University can 
be established by contacting Dr. Brigitte Harris, Director School of Leadership Studies at 
[telephone number] or emailing her at [email address]. 

The Health Research Ethics Board of Alberta – Community Health Committee (HREBA) has 
granted ethics approval of this project. If you have any concerns about the ethical conduct of this 
project, please contact: 

HREBA – Community Health Committee 

Suite 1500, 10104 – 103 AVE, Edmonton, AB, T5J 4A7 

Phone: (780) 423-5727 / Toll-free: 1-877-423-5727 

Email: communityhealth@hreba.ca 

This document constitutes an agreement to participate in my research project to explore ways the 
Health Information Management Program of Alberta Health Services can foster adoption of 
health information technologies at Red Deer Regional Hospital. 

The purpose of this research project is to explore ways to foster adoption of health information 
technologies at Red Deer Regional Hospital by inviting those who can influence change or are 
impacted by health information technologies to share their perceptions and experiences. This will 
be done with the goal that this knowledge will be used to develop strategies to improve adoption 
of health information technologies. 

The research activity will consist of a small virtual focus group via Microsoft Lync with four to 
five open-ended questions and is foreseen to last 60 minutes. The research outcomes will be 
available in an executive summary that will be shared after the research project is completed. In 
addition to submitting my final report to Royal Roads University in partial fulfillment for a 
Masters of Arts in Leadership I will also be sharing my research findings with the Health 
Information Management Program of Alberta Health Services. The research data collected may 
be published in a professional journal article or used within a conference presentation to assist 
other individuals seeking to learn more about strategies of fostering adoption of health 
information technologies. The final thesis will also be published through deposit with the Library 
and Archives Canada, through the Thesis Canada Portal, and the ProQuest/ UMI database. 

Information will be recorded in hand written notes and audio-recorded format, and where 
appropriate, summarized, in anonymous format, in the body of the final report. All 
documentation will be kept strictly confidential. Raw data will be retained for seven years as per 
Alberta Health Services (AHS) policy, at which point all raw data will be destroyed. The raw 
data will be key coded to add anonymity and preserve confidentiality and privacy of all 
participants. Also, any data stored will be encrypted on a memory stick and stored under lock 
and key in my AHS office. 

There are no known risks if you decide to participate in this research study, nor are there any 
costs for participating in the study. The information collected may not benefit you directly, but 
what I learn from this study should provide useful information to communicate to the Director of 
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Health Information Management of Central Zone and the Provincial Health Information 
Management Leadership team. 

You are not required to participate in this research project. Your decision to not participate will 
also be maintained in confidence. However, should you decide to withdraw from participation, 
you may leave the focus group at any time, but your comments in the group have influenced the 
conversation and will remain in the study data set as anonymous comments. Please note that no 
personal information will be collected that would allow me to identify your responses in the 
focus group. 

By signing this letter, you give free and informed consent to participate in this project. 

Name: (Please Print): 

Signed: 

Date: 
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