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Abstract 

This project utilized an action research engagement approach to inquire about cohesion and 

engagement in cross-functional teams of front-line staff in one long-term care organization. This 

inquiry engaged 13 front-line workers (FLWs) in facilitated group sessions and 114 FLWs in 

surveys to explore the following question: How might Delta View work with cross-functional 

teams of front-line staff to foster team cohesion and engagement? Key findings showed 

relationship, recognition, and resources influence cohesion and engagement and facilitate a 

reciprocal cycle of felt value, stress, and ability to provide quality care. I concluded enhancing 

felt value associated with team cohesion and engagement improves worker efficacy, and staff, 

leaders, and strategic human resource management mutually influence the workplace culture of 

team cohesion and engagement for individuals, teams, and the organization. Recommendations 

included actions to strengthen relationships, reinforce recognition efforts, and promote ongoing 

information sharing to facilitate continuing cohesion and engagement efforts. 

Keywords: long-term care, team cohesion, engagement, felt value, efficacy 
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Chapter One: Focus and Framing 

Healthcare work is emotionally demanding. Workers in the healthcare industry often face 

the challenges of the patient’s emotional suffering, the family’s emotional struggles, as well as 

interpersonal tensions among staff from various departments. These high-emotional demands can 

contribute to increased levels of stress and burnout in healthcare workers (Grandey, 2000). 

Emotional stressors can ripple out, negatively impacting teamwork and, ultimately, patient care 

(Martínez-Iñigo, Totterdell, Alcover, & Holman, 2007). 

Team cohesion and organizational engagement can mitigate the stressors felt by 

healthcare workers (Grandey, 2000). Team cohesion is the social process that unites groups of 

individuals through emotional and social bonds that strengthen team commitment and 

interdependence in the pursuit of common goals (Kozlowski & Ilgen, 2006). Engagement is the 

level of job involvement and organizational commitment that is linked to higher individual, 

team, and organizational performance (Zigarmi, Nimon, Houson, Witt, & Diehl, 2009). Team 

cohesion and engagement decrease stress levels in staff, increase team productivity, positively 

impact client care, and improve organizational performance (Kozlowski & Ilgen, 2006; Zigarmi 

et al., 2009). 

Research has associated positive team performance and improved patient outcomes with 

the use of cross-functional teams (CFTs) when supporting the frail elderly (Temkin-Greener, 

Gross, Kunitz, & Mukamel, 2004); CFTs integrate multiple functions and occupations to meet 

the needs of individuals in care (Lichtenstein, Alexander, Mccarthy, & Wells, 2004; Temkin-

Greener et al., 2004). I was interested in exploring team cohesion and engagement from the 

perspective of CFTs of front-line workers because CFTs show promise for improved elder care 

(Temkin-Greener et al., 2004), cohesion can reduce stress in healthcare workers (Grandey, 
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2000), and engagement can have a positive impact on individuals, teams, and organizational 

performance (Kozlowski & Ilgen, 2006; Zigarmi et al., 2009). In this study, I examined what 

influences team cohesion and engagement from the point of view of CFTs of front-line staff in 

one long-term care organization. 

Delta View Campus of Care (DV), in Delta, British Columbia (BC), is a private long-

term care organization that provides various levels of care to the elderly. My role as an external 

researcher was to develop and facilitate a process to engage participants as respected subject 

matter experts to understand the drivers of cohesion and engagement within the organization and 

to identify levers for enhancing cohesion and engagement. Serving as a facilitator for this 

project, I endeavoured to hold space for meaningful inquiry about the nature of connectedness 

between workers, and discover the most authentic way for the stakeholders of DV to nurture 

cohesion and engagement throughout the organization. I have no official role with DV beyond 

that of a researcher. 

The expansion of DV, over the years, has challenged administration to sustain cohesion 

and engagement among staff. Understanding the link between team cohesion and quality of care 

for residents, the chief executive officer (CEO) of DV invited me to explore how team 

cohesiveness and engagement can be strengthened among staff members. 

In conducting this inquiry, I explored the following primary question: How might Delta 

View work with cross-functional teams of front-line staff to foster team cohesion and 

engagement? I also examined three subquestions: 

1. What do team cohesion and engagement currently look like at Delta View? 

2. What would be the ideal state of team cohesion and engagement? 
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3. What can team members do to support each other to enhance team cohesion and 

engagement? 

Significance of the Inquiry 

As a residential setting for elderly adults, long-term care (LTC) provides 24-hour 

personal, nursing, housekeeping, recreation, and dietary services (Dearing et al., 2017). With a 

growing aging population, the demand for LTC beds is high and is projected to continue to grow 

over the next 15 years (Conference Board of Canada, 2017). “Seniors now outnumber children 

for the first time in . . . history” (Grant & Jones, 2017, para. 1). With “reports from the World 

Health Organization, United Nations” (Pillemer, Burnes, Riffin, & Lachs, 2016, p. S194), and 

others about an international rise in elder abuse, “health care systems, social welfare agencies, 

policymakers, and the general public” (p. S194) are being called upon to attend to the safety and 

dignity of elders worldwide. While many LTC homes strive to provide quality care, many factors 

impede their efforts. 

Burnout and high levels of stress are common in BC’s health and continuing care sectors 

(BC Care Providers Association, 2016). For care providers, LTC work extends beyond the 

physical aspects of labour and into the emotional realm. As such, LTC involves a high degree of 

emotional labour, which is the process that requires workers to regulate their feelings and 

expressions in order to meet the demands of their job (Badolamenti, Sili, Caruso, & FidaFida, 

2017). Interpersonal relationships among coworkers add to the challenges of emotional labour in 

LTC (Tsukamoto, Abe, & Ono, 2014). Emotional management systems can support the 

effectiveness of emotional labour workers (Grandey, 2000; Tsukamoto et al., 2014) and reduce 

the stress associated with emotional labour. Emotional support among team members influences 
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staff resilience and strengthens confidence while reducing levels of stress in a care environment 

(Furlong, Harris, & Weaver, 2014). 

Team cohesion and engagement influence individual and team performance, resident 

care, and organizational outcomes. High stress and burnout negatively impact team cohesion and 

decrease job satisfaction and employee retention (Tourangeau, Cranley, Spence Laschinger, & 

Pachis, 2010), while increased cohesion alleviates staff emotional exhaustion, reduces turnover 

rates, and increases job satisfaction (Buttigieg, West, & Dawson, 2011; Tourangeau et al., 2010). 

Further, cohesive teams increase staff motivation and well-being, improve quality of care, reduce 

error rates, and positively impact patient satisfaction (Buttigieg et al., 2011) and improve quality 

of patient care and patient safety (Manser, 2009). In addition, cohesive teams demonstrate lower 

levels of team member stress (Cruz & Pil, 2011) and increased work engagement (Sarti, 2014). 

Cohesion and engagement are well established as drivers of staff well-being and performance, 

quality and safety in care of clients, and organizational efficiency. However, the reported rise in 

elder abuse (Pillemer et al., 2016) indicates this knowledge has yet to reflect a positive impact in 

LTC quality. In conducting this study, I aimed to explore what influences team cohesion among 

front-line workers in LTC. 

Organizational Context 

I chose to engage with DV to conduct my research. The vision of DV is to be “a global 

leader in person-centred care” (J. Devji, personal communication, February 16, 2018).1 The 

practice of person-centred care emphasizes attention to the whole person as opposed to only 

attending to physical needs (Barbosa, Sousa, Nolan, & Figueiredo, 2014; Fazio, Pace, Flinner, & 

                                                 

1 All personal communications in this report are used with permission. 
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Kallmyer, 2018). Creating an environment of person-centred care has always been top of mind 

for DV’s founder and CEO; ideally, departments would work in harmony, cross functioning to 

address resident needs as they arise (J. Devji, personal communication, February 16, 2018). 

However, growing to a staff team of 350 has challenged DV to maintain its approach to care. 

Although DV’s staffing ratio is higher than most care facilities, staff struggle to maintain person-

centred care. 

As a privately held facility, DV provides services to the aging population. Services 

include assisted living, day care, residential care, dementia care, rehabilitation, respite, palliative 

care, and renal dialysis (J. Devji, personal communication, February 16, 2018). My thesis 

focussed on two service areas: the Delta View Habilitation Centre (DVH), which accommodates 

residents with dementia and extended care needs, and the Delta View Life Enrichment Centre, 

which accommodates residents with complex healthcare needs. The two facilities share 

administrative resources, some staff resources, as well as a common a philosophy of care and 

overarching values. 

As an organization, DV holds the overarching philosophical belief that “all persons 

should live in dignity and safety” (J. Devji, personal communication, February 16, 2018), and 

DV leadership and staff strive to provide individuals with “the best physical, psychological, 

social, and spiritual care” (J. Devji, personal communication, February 16, 2018). The 

organizational vision for DV is to be “a global leader in person-centred care” (J. Devji, personal 

communication, February 16, 2018). With the mission of “nurturing excellence together . . . 

[through] enriching the lives of those we serve and those who serve with us” (J. Devji, personal 

communication, February 16, 2018), DV builds on the values of caring from the heart, 
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passionately pursuing learning, challenging the process, exceeding the expectation, modelling 

the way, and fostering partnerships (J. Devji, personal communication, February 16, 2018). 

Providing care to suit varying stages of needs, DV supports individuals to live with 

dignity at each stage of their aging journey. As an 80-bed facility, DVH is comprised of two 

separate 40-bed units. The building was designed to provide an environment to suit the needs of 

people living with dementia. The Delta View Life Enrichment Centre consists of eight 

neighbourhoods or pods, each providing homes to 28 residents. Rooted in a gentlecare® 

philosophy, described as a system that “accommodates and supports existing levels of function 

and development by providing the necessary tools to support to family and health care 

professionals” (Jones, n.d., para. 3), DV has a history of providing a collaborative approach to 

care that is centred on the needs of the individual residents who find it to be their home (J. Devji, 

personal communication, February 16, 2018). Internal stakeholders are comprised of roles within 

the business and include the following: coordinators, managers, executive leaders, administrative 

staff, and social workers; registered nurses (RNs) and licensed practical nurses (LPNs), who are 

also considered front-line supervisors; registered care aides (RCAs), recreation, rehabilitation, 

housekeeping, and dietary staff; and volunteers. External stakeholders are integral to the quality 

of care provided to residents and are located outside of the business; they include families, 

physicians, specialized healthcare providers, and health authority. 

Engaging in this study, the executive leadership at DV hoped to improve team cohesion 

and organizational engagement and realize a vibrant working community that achieves its vision 

to be an exemplar of person-centred care (J. Devji, personal communication, February 16, 2018). 

I undertook this research project with the hope that the inquiry outcomes would support staff, 
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teams, and the overall organization to identify steps that could be taken to foster cohesion and 

engagement among front-line workers. 

While the broader system of the organization stands to benefit from the study outcomes, 

the study itself engaged front-line staff, as they have the most frequent interactions with residents 

and, therefore, the greatest impact on quality of care. As Delta View Life Enrichment Centre and 

DVH are governed by the same vision, mission, and values and share some staffing resources, I 

invited front-line staff from both facilities to participate in the inquiry process. Front-line staff 

included both full- and part-time RNs, LPNs, RCAs, dietary aides, as well as housekeeping, 

recreation, and rehabilitation staff. 

Overview of the Thesis 

This first chapter provided an overview of the inquiry project, including the main 

research question and subquestions, the significance of the inquiry to the field of healthcare, and, 

more specifically, to LTC. I bring this chapter to a close with the following overview of the 

organization, the CEO’s purpose for engaging in this inquiry, and an explanation of my rationale 

for participant selection. 

Chapter 2 establishes a theoretical context for the inquiry through a literature review. The 

review focuses on four key topics: person-centred care, CFTs’ emotional labour, and workplace 

stress. Chapter 2 establishes person-centred care, CFTs, and emotional labour as primarily 

relational and introduces mental models and emotional contagion theory to expand 

understanding about workplace stress and the reciprocal nature of social valuing in relationships. 

Chapter 2 also introduces early systems theory to explain how the reciprocal process of cognition 

and behaviour contribute to team cohesion and performance outcomes and reviews attachment 

theory to add insight into how organizational governance and leadership contribute to workplace 
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stress. This chapter then describes how emotional intelligence can mitigate the stressors of 

emotional labour and contribute to building positive workplace relationships and how 

organizational governance and leadership can shape a workplace culture that supports team 

cohesion and organizational engagement. A review of these subjects situates the inquiry within 

the greater academic and industry-based dialogue on these topics. 

Chapter 3 describes my inquiry as primarily qualitative with some quantitative questions. 

I describe AR and ARE (Rowe, Graf, Agger-Gupta, Piggot-Irvine, & Harris, 2013). I also outline 

ARE (Rowe et al., 2013) as my methodological approach, as my intent was to support 

stakeholders to prepare for change rather than create change itself (Rowe et al., 2013). I describe 

the purpose and rationale for my selected methods. I then describe the project participants, detail 

the study conduct, and discuss the type of data I collected and my approach to data analysis. I 

close Chapter 3 with a review of relevant ethical considerations. 

Chapter 4 reports the findings based on the participant data and integrates the information 

gathered with the literature about team cohesion and organizational engagement in person-

centred care, CFTs, emotional labour, and workplace stress from Chapter 2 to form the 

conclusions. I close Chapter 4 with a review of the scope and limitations of the inquiry. 

Chapter 5 summarizes the implications of the inquiry and synthesizes the findings and 

conclusions into recommendations for consideration by the executive leadership team at DV. I 

also review the organizational implications of this study and then explore potential implications 

for future inquiry. 



LTC TEAM COHESION AND ENGAGEMENT 18 

Chapter Two: Literature Review 

This literature review provides a theoretical foundation for and supports the main 

research question of this inquiry: How might Delta View work with cross-functional teams of 

front-line staff to foster team cohesion and engagement? The following literature review 

examines key concepts related to team cohesion and organizational engagement of front-line 

workers in LTC. I discuss four main topics in this chapter: (a) person-centred care, (b) CFTs, 

(c) emotional labour, and (d) workplace stress. This chapter also considers how team cohesion 

and organizational engagement can mitigate the stress associated with emotional labour and 

enhance CFT effectiveness to provide person-centred care. 

The first topic I explore is the concept of person-centred care, its global acceptance as the 

gold standard for care, the lack of a consistent definition of the term, and the barriers to its 

delivery and drivers of its success. I reviewed literature on this subject with the intent to ground 

the discussion in LTC, to provide insight into the challenges staff face when delivering quality 

care, and to review the significance of building social value for staff providing PCC. The second 

topic explores literature about CFTs, what supports and detracts from their effectiveness, and the 

application of CFTs in healthcare. In this section, I examine how mental models (Senge, 2006), 

individual perspectives, contribute to behaviours in the workplace. I also discuss the reciprocal 

nature of perception and behaviour and how emotional intelligence (EI), the ability to understand 

the emotions of self and others for the purpose of managing one’s own responses and 

maintaining social relationships (Collins & Cooper, 2014), can enhance the functioning of CFTs. 

This section also explores team cohesion along with individual, team, and organizational 

engagement as drivers of CFT effectiveness. I reviewed this topic with the aim of summarizing 

the significance of employing CFTs in LTC and the bearing individual team members, leaders, 
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and the organization have on cohesion and engagement of CFTs. The third topic examines 

emotional labour, its relevance to stress in the workplace, and its influence on worker 

performance. I discuss emotional contagion theory (Hennig-Thurau, Groth, Paul, & Gremler, 

2006), how responses from one person to another are interpreted as positive or negative, and how 

emotional contagions impact people’s emotional responses and resulting behaviour. This section 

also discusses how aligning worker and leader behaviour, and organizational practices to reflect 

social cohesion can reduce emotional dissonance (ED) in staff. This topic positions the relevance 

of emotional labour to healthcare and examines how team cohesion and engagement efforts can 

improve workplace relationships and workplace outcomes. The fourth topic examines workplace 

stress. I discuss the cost of workplace stress; its impact on workers, teams, and self-efficacy; and 

workplace performance. I discuss the impact workplace incivility has on staff members’ sense of 

worth, efficacy, and control in the workplace I also consider how the individual, leader, and the 

organization shape workplace stress, and I discuss how impressions of organizational fairness are 

influenced by leader accountability and organizational policy. Additionally, I explore how 

aligning organizational governance, leader behaviour, and job fit can reduce the workplace stress 

associated with ED while building team cohesion and engagement. This topic provides a 

foundational understanding of the role workplace stress plays in worker health and well-being, 

felt worth, and professional efficacy. 

Person-Centred Care 

Person-centred care (PCC), which is also referred to as individualised care, client-centred 

care, psychosocial care, personal care, flexible care (Chappell, Reid, & Gish, 2007), resident-

directed and person-directed care (Love & Kelly, 2011), culture change models, person-centered 

dementia care, person-centered nursing framework, and relationship-centered care (Li & Porock, 
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2014), “is considered the gold standard for care” (Li & Porock, 2014, p. 1396; see also Love & 

Kelly, 2011). While governments, international organizations, and health organizations around 

the globe are emphasizing a benefit of PCC (Kitson, Marshall, Bassett, & Zeitz, 2012), 

academics and healthcare leaders have yet to produce a clear definition of what it is and how it is 

delivered (Kitson et al., 2012). Even without a clear definition, PCC has been practised in 

hospitals, palliative care, primary care, assisted living, adult day care, home healthcare (Kogan, 

Wilber, & Mosqueda, 2015; Love & Kelly, 2011), transitional care (Kogan et al., 2015), LTC 

(Chappell et al., 2007), and dementia care (Barbosa et al., 2014; Chappell et al., 2007; Fazio et 

al., 2018; Kogan et al., 2015; Love & Kelly, 2011). The multiple terms and resulting models, 

however, present a challenge for healthcare leaders and providers to consistently deliver and 

measure PCC in healthcare. In this section, I discuss the history and characteristics of PCC. I 

then review the benefits PCC has to healthcare recipients and staff who perform it. I also 

emphasize the role workplace relationships play in the provision of PCC. Additionally, I 

examine the influence organizational governance, training, and leadership have on promoting 

PCC with attention to valuing staff and cultivating workplace relationships. 

According to some scholars, PCC originated in the client-centred therapy approach of 

Carl Rogers (as cited in Barbosa et al., 2014), an American psychologist who broke from the 

traditional doctor-as-expert stance and emphasized the person as one with strengths and needs 

(Barbosa et al., 2014; Fazio et al., 2018). Building on the humanist work of Carl Rogers (as cited 

in Love & Kelly, 2011), Tom Kitwood (as cited in Love & Kelly, 2011) expanded the PCC 

model as a more holistic approach to care for those with dementia. In the 1980s, the National 

Citizens’ Coalition for Nursing Home Reform highlighted the exigency for resident needs 

assessments and resident rights in nursing homes (Koren, 2010). The National Citizens’ 
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Coalition for Nursing Home Reform prompted an in-depth study into the meaning of the term 

“quality” in nursing homes, resulting in the Nursing Home Reform Act in 1987, specifying a 

requirement for PCC in nursing homes in the United States (Koren, 2010). In 1998, the Institute 

of Medicine published a report highlighting the need to improve the quality of healthcare in 

general (Chassin & Galvin, 1998; see also Kitson et al., 2012), which led to the Institute of 

Medicine including PCC as a means for improving quality of healthcare in 2000 (Kitson et al., 

2012; Love & Kelly, 2011). The University of Gothenburg in Sweden has also undertaken efforts 

to promote PCC through research, education, and implementation of programs in nursing homes 

(Ekman, Hedman, Swedberg, & Wallengren, 2015). 

The Canada Health Act (1985) has loosely defined and enforced five principles of 

Medicare (McGeorge & Bateman, 2017) that do not reflect PCC. In Canada, individual 

provinces are responsible for the organization, delivery, and monitoring of LTC (Dearing et al., 

2017). Some view this as a patchwork approach to healthcare, leaving it inconsistently applied 

by each province, subjecting healthcare policy to the mercy of politics, and relegating it to be 

deeply entrenched in antiquated systems of command and control rather than proven approaches 

to quality care (McGeorge & Bateman, 2017), which makes measuring the effectiveness and 

efficiency of healthcare services a challenge (Muratov et al., 2018). However, there are 

organizations dedicated to improving PCC and LTC in Canada. The Canadian Foundation for 

Healthcare Improvement (n.d.) works with healthcare leaders across Canada to improve patient 

and family-centred care as well as to provide resources and information about PCC in LTC. 

Canada’s LTC industry is further supported by Translating Research in Elder Care (n.d.), a not-

for-profit organization that is dedicated to conducting ongoing research that informs practical 

resources for improving the quality of care provided to the aging population and the quality of 
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work for the care providers in the field of LTC. Although there has yet to be a global definition 

or application of PCC, multiple initiatives are under way for applying PCC to improve care 

practices. 

PCC is distinguished as a care approach beyond that of physical care (Barbosa et al., 

2014; Fazio et al., 2018; Kogan et al., 2015; Li & Porock, 2014). Relationships are an integral 

part of PCC, between patients, care workers, and families, and among care providers themselves 

(Chappell et al., 2007; Kitson et al., 2012; Li & Porock, 2014; Love & Kelly, 2011; Manley & 

McCormack, 2008; McGilton et al., 2012). Scholars have often described PCC as a framework 

that recognizes and respects individual needs and meets those needs through collaboration 

among the patient, healthcare providers (Chappell et al., 2007; Charalambous, Katajisto, 

Välimäki, Leino-Kilpi, & Suhonen, 2010; Eaton, Roberts, & Turner, 2015; Ekman et al., 2015; 

McGilton et al., 2012), family members, and often friends (Chappell et al., 2007; Eaton et al., 

2015; Ekman et al., 2015; Kogan et al., 2015; Li & Porock, 2014; Love & Kelly, 2011). 

The PCC approach primarily occurs in settings that address patients’ long-term 

conditions and provide LTC (Eaton et al., 2015; Ekman et al., 2015; Kogan et al., 2015; Li & 

Porock, 2014; Love & Kelly, 2011). Healthcare providers have widely embraced PCC as a more 

effective practice in dementia care (Chappell et al., 2007; Fazio et al., 2018). In LTC, PCC aims 

to create a noninstitutional environment that is free from typical hospital characteristics and 

encompasses a homelike feeling that is safe and personalized to meet the needs of those who 

reside there (Chappell et al., 2007; Fazio et al., 2018; Koren, 2010). Beyond a physical 

environment that mimics a home setting, PCC includes conditions that demonstrate honour and 

respect for those residing there, offering choice, promoting dignity, and supporting a sense of 

purpose in a manner that is suitable to each individual (Fazio et al., 2018; Koren, 2010; Love & 
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Kelly, 2011). The PCC approach espouses a better quality of life and more positive living 

environment for the residents of facilities that truly embrace the PCC philosophy (Barbosa et al., 

2014; Li & Porock, 2014). 

Some scholars reported that PCC practices have a positive impact for residents, yet others 

disagreed. Improved quality of life for residents is often cited as a benefit of PCC in LTC (Fazio 

et al., 2018; Koren, 2010). Some studies have demonstrated improved sleep patterns for residents 

in LTC settings (Fazio et al., 2018) and decreased agitation in individuals receiving care 

(Barbosa et al., 2014; Fazio et al., 2018; Li & Porock, 2014). In addition, decreased behaviour 

symptoms such as agitation lead to reduced medications (Barbosa et al., 2014; Li & Porock, 

2014), reduced falls, and increased participation in daily activities (Barbosa et al., 2014). 

Nevertheless, other researchers determined that there is limited evidence to support the claims of 

improved quality of care and outcomes with PCC (Li & Porock, 2014). 

Li and Porock (2014) cautioned that the studies demonstrating the benefits of PCC are 

not consistently conducted, are based on differing models of PCC, and rely too heavily on 

subjective information, lacking empirical evidence. In their review of 24 studies across three 

countries, Li and Porock (2014) determined that, rather than providing consistent guidelines for 

application of PCC practices, the varying interpretations and applications focussed too heavily 

on the physical surroundings and cultural conditions. While Li and Porock (2014) conceded that 

PCC demonstrated a reduction of medication use and a positive impact on behaviours in those 

with dementia, they cautioned that these results require further confirmation through a consistent 

definition and application of PCC practices. Overall, Li and Porock (2014) determined that a 

common definition of PCC coupled with measures that are both objective and subjective would 

improve the reliability of future studies on the benefits of outcomes of PCC. 
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Some researchers have claimed that staff also benefit from PCC (Ekman et al., 2015; 

Fazio et al., 2018; Koren, 2010), while other scholars disagreed (Barbosa et al., 2014; 

Charalambous et al., 2010). According to Ekman et al. (2015), PCC practices have a positive 

impact on care providers and have demonstrated benefits for staff and organizations by reducing 

staff stress and decreasing turnover (Fazio et al., 2018; Koren, 2010). However, Charalambous et 

al. (2010) found no correlation between the work environment (teamwork) and the quality of 

care provided by nurses in acute hospital settings. Similarly, Barbosa et al. (2014) found 

inadequate evidence to support a positive relationship between PCC and stress, burnout, and job 

satisfaction of staff caring for people with dementia. While the evidence about the benefits of 

PCC for staff is mixed, the performance of point-of-care staff in LTC is positively influenced by 

supportive workplace relationships (McGilton et al., 2012). 

The relationships between coworkers and the resources available to workers impact the 

quality of care they can provide. Researchers have found PCC can best be achieved through 

attention to staff outcomes (McGilton et al., 2012) and the context in which care is delivered 

(Kitson et al., 2012). An often overlooked, yet critical component of PCC is the 

acknowledgement of staff as people in the PCC framework (Kadri et al., 2018), and this 

oversight is a common barrier to providing PCC (Kitson et al., 2012). The personhood of staff 

needs to be respected if staff are to do a good job, and valuing care providers is a key indicator of 

PCC (Brooker, 2007). McGilton et al. (2012) suggested that staff outcomes in PCC should 

include staff satisfaction with their work environment as well as relationships between staff and 

front-line leaders. However, relationships between staff and leaders are not the sole influence on 

worker performance. Staff satisfaction is associated with strong work relationships and team 

cohesion (Tourangeau et al., 2010) and feelings of being devalued at work negatively influences 



LTC TEAM COHESION AND ENGAGEMENT 25 

staff satisfaction (Dutton, Debebe, & Wrzesniewski, 2016). All workplace relationships play a 

role in acknowledging staff members as people. 

From a social valuing perspective, felt value emerges from the social cues of others in the 

workplace that demonstrate respect (Dutton et al., 2016). Workers’ felt worth is formed by how 

others make them feel about their work and is interpreted by staff through the ongoing daily 

enabling or disabling actions and behaviours that others display (Dutton et al., 2016). Intentional 

and unintentional social valuing behaviours of others in the workplace convey a sense of respect 

to workers, which subsequently shapes staff members’ felt value (Dutton et al., 2016). 

Enabling acts of social valuing from others in the workplace contribute to supportive 

relationships that are central to team cohesion (Öhman, Keisu, & Enberg, 2017; Tourangeau et 

al., 2010) and workplace engagement (Lowe, 2012; Sarti, 2014). Team cohesion and the ability 

to develop and be called upon to apply professional expertise are prerequisites for PCC in LTC 

(Öhman et al., 2017). An environment of collaboration in the workplace increases satisfaction 

and quality of life for staff, resulting in higher levels of staff competency and responsiveness to 

resident needs (Charalambous et al., 2010; Ekman et al., 2015). This level of autonomy and cross 

functioning of teams, however, needs to be supported at an administrative level for an 

organization to effectively implement and maintain these practices (Love & Kelly, 2011). While 

Fazio et al. (2018) agreed that there is inconclusive evidence to demonstrate a correlation 

between staff outcomes and PCC, they argued for creating and maintaining a supportive 

community that fosters autonomy, engagement, and shared experiences for individuals receiving 

care, families, and staff. 

Organizational factors affect outcomes in PCC (Moore et al., 2016). Traditional 

hierarchical organizational structures are detrimental to the effective implementation of PCC 
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(Eaton et al., 2015; Moore et al., 2016), as these structures impede autonomy of staff as well as 

effective cross collaboration and functioning of departments and teams. Restructuring of the 

classic organizational hierarchy, flexibility in role duties, power of choice, strong team 

coordination and team cohesion (Li & Porock, 2014) improve staff ability to deliver PCC 

(Koren, 2010). Traditional healthcare delivery is based on a hierarchical structure, a mindset that 

has been prevalent for decades, and a change in attitude and behaviours toward a more 

autonomous delivery requires a deep change in attitude (Moore et al., 2016; Weisbord, 2012). 

Systems, structures, and processes are designed to measure and reward clinical skills, 

cost, time and tasks rather than attitudes, behaviours, and quality of care (Eaton et al., 2015; 

Kitson et al., 2012; Li & Porock, 2014; Love & Kelly, 2011; McGilton et al., 2012; Moore et al., 

2016). Much akin to fitting a square peg into a round hole, implementing PCC in a system that 

incentivizes industrial approaches to care does not work. The traditional hierarchical structure 

supports a power-over work climate that is contrary to PCC (Moore et al., 2016). This obstacle 

of “power over” is found within the organization, between and among staff and departments, and 

in relation to staff, medical professionals, and individuals receiving care. Organizational 

structure influences the climate of social relationships that are central to PCC (Charalambous et 

al., 2010). Collaboration, respect, and helping one another are important aspects contributing to 

the strong relationships that drive cohesion in teams and improve effective delivery of PCC 

(Öhman et al., 2017). Without due attention to the social valuing behaviours required to deliver 

PCC, this conduct take a back seat to numbers that represent time, speed, quantity, and dollars. 

The competencies and outcomes in PCC focus more on emotional skills, such as 

empathy, kindness, patience, and collaboration (Manley & McCormack, 2008; McGilton et al., 

2012), and less on technical skills (McGilton et al., 2012). To fully embody PCC, staff must 
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demonstrate awareness of self and others, regularly monitor physical health and behaviours of 

residents, communicate effectively, demonstrate empathy (Fazio et al., 2018), coordinate efforts, 

and collaborate effectively between departments (Li & Porock, 2014) and with families 

(Charalambous et al., 2010). These soft skills are also required for creating a workplace and 

organizational culture that fosters strong relationships among and between staff and builds 

cohesion among team members (Öhman et al., 2017; Tourangeau et al., 2010). Relationships 

among staff are a critical building blocks to providing PCC (Barbosa et al., 2014; Manley & 

McCormack, 2008), and social valuing in the workplace informs the felt value of workers 

(Dutton et al., 2016) required for PCC (Brooker, 2007). However, little has been done to 

consistently integrate soft skills training into professional care provider training programs (Li & 

Porock, 2014; Moore et al., 2016). Recognizing a demand for relationship skills in PCC, there is 

a call for a cultural shift within the care sector, one that necessitates fostering soft skills among 

staff and within organizations and recognizes that managers and leaders within organizations 

have the responsibility and power to make this shift (Manley & McCormack, 2008). 

Workplace environments shape staff members’ ability to provide PCC (Charalambous et 

al., 2010; McGilton et al., 2012), and management engagement and leadership shape the culture 

of PCC within an organization (Eaton et al., 2015; Koren, 2010; Li & Porock, 2014; McGilton et 

al., 2012; Moore et al., 2016). For staff to practise PCC, organizations need to embrace the 

philosophy at every level and provide ongoing training and support. Organizational leadership 

must strongly root a sound PCC culture to promote a work environment that cultivates 

relationships of trust, communication, and respect between and among staff (Li & Porock, 2014). 

An atmosphere of mutual respect that recognizes the value that each role brings to the whole of 

care, the contributions each individual makes to the role, and the support and recognition 
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required for each person to excel in providing care is one that enables staff to function well 

together and provide quality PCC (McGilton et al., 2012). 

Leadership is instrumental to developing and sustaining the cultural shift required for 

effective PCC (Charalambous et al., 2010; Koren, 2010; Li & Porock, 2014; Moore et al., 2016) 

as supervisors play a significant role in inspiring engagement (Sarti, 2014) by way of providing 

both adequate resources and support (Lowe, 2012) for staff to perform effectively. Without 

feeling respected and valued, staff cannot provide PCC (Barbosa et al., 2014) or be highly 

engaged (Lowe, 2012). A work environment that values staff and develops staff members’ 

awareness of self and others can enhance team cohesion, improve engagement, and bolster 

workers’ ability to perform PCC. 

To summarize, as a recognized framework for providing quality care in LTC, PCC 

espouses improved quality of life as it promotes honour, respect, and dignity of those in care 

(Fazio et al., 2018; Koren, 2010; Love & Kelly, 2011). The effective delivery of PCC is often 

attributed to meeting the personal needs of residents through collaboration between healthcare 

providers (Chappell et al., 2007; Charalambous et al., 2010; Eaton et al., 2015; Ekman et al., 

2015; McGilton et al., 2012), family members of residents, and often friends of residents 

(Chappell et al., 2007; Eaton et al., 2015; Ekman et al., 2015; Kogan et al., 2015; Li & Porock, 

2014; Love & Kelly, 2011). Despite these varied factors, the direct delivery of care has the 

greatest impact of quality of life for residents in LTC. 

Staff outcomes are a main driver of quality care (McGilton et al., 2012), yet the 

acknowledgement of staff is often overlooked (Kadri et al., 2018) which creates a barrier to staff 

providing PCC (Kitson et al., 2012). Inattention to staff as valuable persons in the PCC 

framework leaves staff ill equipped to provide quality care (Brooker, 2007). Positive 
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relationships among coworkers (Barbosa et al., 2014; Manley & McCormack, 2008) and 

between staff and supervisors (McGilton et al., 2012) are prerequisites to the team cohesion (Li 

& Porock, 2014; Öhman et al., 2017), and a key staff outcome for PCC (McGilton et al., 2012). 

Nevertheless, the soft skills required for the development and maintenance of workplace 

relationships are frequently missing from healthcare training (Li & Porock, 2014; Moore et al., 

2016), and the requisite organizational governance aimed at guiding workplace relationships is 

often absent. Fostering team cohesion, promoting organizational engagement through attention to 

relationship development skills, and aligning organizational policy and practice with relationship 

development outcomes could foster a workplace culture that promotes PCC. 

Cross-Functional Teams 

Multidisciplinary teams, CFTs (Alexander et al., 2005), and interdisciplinary teams 

integrate multiple disciplines, occupations, or professions (Lichtenstein et al., 2004) with 

different knowledge, skills, and abilities (KSAs) and experience to achieve a common goal 

(Bishop, 1999; Daspit, Tillman, Boyd, & Mckee, 2013; Denison, Hart, & Kahn, 1996; 

Lichtenstein et al., 2004; Oliveira, Pimenta, Hilletofth, & Eriksson, 2016; Proehl, 1997; Temkin-

Greener et al., 2004). With members collaborating across departments and hierarchies, CFTs 

enable decision making at the functional level and support the harmonization of departments. 

According to Denison et al. (1996), the nature of CFTs varies according to their purposes and 

industries. 

Research has established multiple benefits of embracing CFTs in healthcare (West & 

Lyubovnikova, 2013) and has associated positive patient outcomes with team performance, 

particularly for the frail elderly (Temkin-Greener et al., 2004). The Institute of Medicine (as 

cited in Lichtenstein et al., 2004) identified the development of effective CFTs as a priority for 
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healthcare organizations in the 21st century. This section discusses the benefits of and challenges 

faced by CFTs; how organizational structure, leaders, and team members themselves contribute 

or detract from CFT success; and the ways in which team cohesion and engagement efforts can 

enhance CFTs. 

CFTs provide multiple benefits to organizations, team members, and the people they 

serve. CFTs offer organizations a competitive advantage (Proehl, 1997). At an organizational 

level, researchers have linked CFTs to a higher degree of organizational effectiveness, improved 

decision making (Alexander et al., 2005; Andrews, Kaye, Bowcutt, & Campbell, 2001; Bishop, 

1999; Oliveira et al., 2016), reduced turnover (Alexander et al., 2005; West & Lyubovnikova, 

2013), and decreased absenteeism (West & Lyubovnikova, 2013). CFTs in healthcare enable 

effective assimilation and application of large amounts of knowledge (Lichtenstein et al., 2004). 

CFTs are linked to reduced medical errors, increased patient safety, and tend to improve the 

efficiency and cost-effectiveness of patient care (West & Lyubovnikova, 2013). CFTs also 

enhance information sharing (Andrews et al., 2001) and improve quality care (Alexander et al., 

2005; Temkin-Greener et al., 2004; West & Lyubovnikova, 2013). 

For team members, researchers have associated CFTs with improved learning 

opportunities (Alexander et al., 2005; Oliveira et al., 2016), increased empowerment, greater job 

satisfaction (Alexander et al., 2005; West & Lyubovnikova, 2013), and reduced stress levels 

(West & Lyubovnikova, 2013). However, to truly achieve cohesion and reap the rewards of 

CFTs, team members must exercise a high degree of collaboration (Alexander et al., 2005; 

Daspit et al., 2013; DeChurch, Mesmer-Magnus, & Doty, 2013). Collaboration is the cooperation 

and support shared among the members of a team to achieve organizational goals and is 

foundational for members to function well within a CFT (Oliveira et al., 2016). Relationships 
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between team members, understanding and helping one another, and sharing resources are 

important characteristics of collaboration (Oliveira et al., 2016). Although there are multiple 

benefits to embracing CFTs, they can be challenging to employ, as organizational governance, 

leaders’ competencies, and conflict in CFTs can impede team affect and performance (DeChurch 

et al., 2013). 

While organizations may attempt to create the ideal conditions for effective CFTs in 

hopes of improved outcomes, the reality often falls short of the vision. The systems in which 

healthcare is rooted can impede CFT success, as they are firmly rooted in the “force field of three 

interlocking systems” (Weisbord, 2012, p. 295). Weisbord (2012) described these as the task, 

identity, and the governance systems, none of which focus on quality care. In healthcare, CFTs 

require a different set of competencies from the “three interlocking systems” (Weisbord, 2012, 

p. 295) of historical healthcare systems. Factors such as structure, rules, and procedures 

established by the organization guide the process as well as interactions among team members 

(Kozlowski & Chao, 2012). These factors, in turn, set the boundaries for communication, 

information flow, interpretation of information, and workflow, which influences perceptions, 

behaviours, and interactions of team members and affects team performance (Kozlowski & 

Chao, 2012). 

In addition to organizational governance, the very diversity that is attributed to the 

success of CFTs can also impede their performance. Given that CFTs bring together people from 

multiple departments with different goals and combine diverse personalities with differing values 

and beliefs, as well as conflicting mental models (Senge, 2006), they can be prone to conflict 

(Kaufmann & Wagner, 2016). Mental models are “deeply ingrained assumptions . . . that 

influence how we understand the world and how we take action” (Senge, 2006, p. 8). Conflicting 
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mental models can be influenced by generalized beliefs, perceived authority, or importance of 

job roles (Lichtenstein et al., 2004) and can polarize workgroups (Senge, 2006) as well as fuel 

disagreements among team members. 

Leaders can predict team disagreements and disputes by observing conflict states and 

processes (DeChurch et al., 2013). DeChurch et al. (2013) defined conflict states as “task and 

relationship conflict” (p. 1) and conflict process as “how teams interact regarding their 

differences” (p. 1). Understanding conflict from the systems perspective, which enables people 

to grasp individual contributions to an issue (Stroh, 2015), and learning how thoughts and 

feelings influence team interactions can help mitigate conflict in teams. Reciprocity between 

conflict states and conflict processes influence the emergence of cohesion among team members 

(DeChurch et al., 2013). A positive reciprocity cycle of conflict states and conflict processes can 

foster recognition of accomplishments between staff members and reduce staff stress and 

burnout among LTC workers (Tourangeau et al., 2010). Kozlowski and Chao’s (2012) 

description of the early systems theory on the duality of structure and process helps illustrate this 

relationship: “Reciprocal forces such that interaction processes stabilize over time and emerge to 

form structures that then shape subsequent processes” (p. 336). Thus, behaviour influences the 

perception of differences, which, in turn, shapes future behaviour and results in maintaining or 

shifting perceptions; the cycle goes on to create an ever-emergent state (DeChurch et al., 2013). 

Individual cognition and behaviour contribute to team affect and outcomes (DeChurch et al., 

2013) and can influence the emergence of social valuing, as discussed in the section on PCC. 

The conflict that arises with diverse teams can be mitigated by open dialogue among 

workers (Senge, 2006). Open dialogue between staff can influence a positive reciprocal cycle of 

thoughts, feelings, and behaviours in teams; foster appreciation of coworkers’ strengths; and 
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increase resource sharing and cohesion among staff. Information sharing enables optimal 

functioning within CFTs. However, assumptions create barriers to genuine dialogue (Short, 

1998). Left unchecked, assumptions prevent learning and reinforce established mental models 

and unconscious bias, “the prejudices we hold but do not believe we have” (Goleman & 

Davidson, 2017, p. 142). Assumptions can lead to misunderstandings, distrust, and unnecessary 

conflict. Kozlowski and Chao’s (2012) description of early systems theory in the previous 

paragraph can apply to relations among people. For example, a lack of respect of others can 

perpetuate incivility amongst team members and continually prevent positive connection. As 

such, it is important for team members to explore the thoughts, feelings, motives, intentions, and 

judgements that are personally being made in the moment (Short, 1998). Sharing one’s own and 

hearing others’ perceived realities enable the learning process amongst team members and can 

facilitate an acceptance of responsibility in a situation, guide an appropriate response, and 

strengthen relations among team members (Short, 1998). Soft skill enhancement can enable open 

dialogue among coworkers and augment relationship development in the workplace. 

Cultivating the EI of individual team members can strengthen open communication 

between coworkers, mitigate the affective diversity among team members, and increase team 

cohesion (Kaufman & Wagner, 2016). Collins and Cooper (2014) described EI as “a capacity for 

recognizing our own feelings and those in others for the purpose of motivating and managing our 

relationships and ourselves” (p. 91). Goleman, Boyatzis, and McKee (2013) outlined EI 

competencies as self-awareness, self-management, social awareness, and relationship 

management. Competency in EI influences the ability to adapt to and manoeuvre issues that arise 

and the emotions that may influence responses (Collins & Cooper, 2014; Goleman et al., 2013; 

Hughes & Terrell, 2012; McKee, Boyatzis, & Johnston, 2008; Morrison, 2006; Stein & Book, 
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2011). Kaufmann and Wagner (2016) asserted EI is integral to mitigating affective diversity 

among teams and strengthening team cohesion. However, worker competencies are not enough 

to develop and maintain strong relationships between members of CFTs, leaders also play an 

integral role. 

Leaders contribute to the workplace culture that drives worker behaviour; therefore, 

careful consideration needs to be given to leadership (Proehl, 1997). Goleman et al. (2013) noted 

leaders drive 50–70% of employees’ perceptions of organizational climate. As mentioned earlier 

in this discussion, conflicts among CFTs and the resultant negative outcomes can be mitigated by 

collaboration among team members (Homan et al., 2008). Effective leadership insulates CFTs 

from the hierarchical structures outside of the team and creates a team environment that 

cultivates respectful and supportive communication (Lichtenstein et al., 2004). A supportive 

internal environment elevates cohesion among team members and influences CFT effectiveness 

(Daspit et al., 2013). Facilitating positive relationships among employees fosters collaboration 

among teams (Kouzes & Posner, 2012). Recognizing and showing appreciation for the 

contributions employees make also serves to foster good relations with and instil a sense of pride 

in employees, reinforce positive organizational behaviour, while at the same time creating a 

culture that promotes valuing others and drives performance (Kouzes & Posner, 2012). By 

providing recognition for contributions and strengths of team members, leaders signal 

appropriate behaviour in the workplace and guide employees’ conduct. Leaders can enable 

learning in CFTs by fostering positive relations with and among employees and leaders with 

higher EI are better equipped to recognize and understand employee emotions and respond 

appropriately to them (Edelman & van Knippenberg, 2018). 
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The interpersonal competencies of leaders, rather than their roles, determine best 

suitability for leading a CFT (Lichtenstein et al., 2004). The true work of a leader is to observe 

how the team functions and to understand the feelings of team members while providing subtle 

guidance toward healthy organizational behaviour (Goleman et al., 2013). However, in 

healthcare, occupational status often trumps interpersonal competency when recruiting leaders 

(Lichtenstein et al., 2004). For example, the healthcare system has been structured to allow more 

autonomy and power to physicians, psychologists, and social workers than to RNs, RCAs, and 

occupational therapists (Lichtenstein et al., 2004), all of whom are integral to providing PCC in 

LTC. This dominance of occupational groups is further reinforced by the systems of training as 

well as legalities of professional accountability (Lichtenstein et al., 2004); these inequities can 

reduce open dialogue in CFTs and affect interpersonal relationships among team members 

(Lichtenstein et al., 2004). As leaders create the emotional climate that shapes the mood of 

employees (Goleman et al., 2013), recruiting leaders who have demonstrated relationship 

competencies and the ability to develop interpersonal relationship skills can enable organizations 

to be more effective in mobilizing CFTs. The interpersonal competencies of leaders can 

influence their ability to promote team cohesion and organizational engagement. 

While researchers made multiple references to cohesion when discussing CFTs 

(Alexander et al., 2005; Daspit et al., 2013; DeChurch et al., 2013; Kaufman & Wagner, 2016; 

Öhman et al., 2017), I found a description of the components of team cohesion to be lacking in 

the literature. When discussing cohesion, scholars often referred to two types: task and social 

(Carless & De Paola, 2000; Kozlowski & Ilgen, 2006), to which some also added pride 

(Kozlowski & Ilgen, 2006). Task cohesion is associated with a collective commitment to group 

tasks, social cohesion is related to relationships within the group (Carless & De Paola, 2000; 
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Kozlowski & Ilgen, 2006), and pride is considered the level of personal satisfaction and self-

respect associated with being a part of the group (Kozlowski & Ilgen, 2006). Kozlowski and 

Ilgen (2006) determined that task cohesion, social cohesion, and pride all contribute to increased 

team cohesion. However, Carless and De Paola (2000) argued social cohesion can be an 

underlying and supporting factor for task cohesion. Considering that some evidence has 

indicated the social component of cohesion may underlie the success of task cohesion and 

healthcare is primarily relational, a closer look at social cohesion is warranted. 

In their review of social cohesion in society, Dragolov et al. (2016) identified the core 

domains of social cohesion as social relations, a positive emotional connectedness between 

members and the community, and a focus on the common good. In the context of CFTs, social 

relations can be described as the integrated network that spans individuals and teams and is 

measured by relationship strength, trust among members, and the extent to which differences are 

honoured (Dragolov et al., 2016). Connectedness, in this context, can be described as the positive 

connections between individuals and their sense of belonging within the team and is measured in 

terms of the strength of people’s identification with the team, the degree to which they trust the 

team, and their perception of fairness in the team (Dragolov et al., 2016). A focus on the 

common good is demonstrated through the thoughts and behaviours of the members of the team 

that demonstrate unity, concern for others, and commitment to the team and is measured in terms 

of the level of helpfulness toward achieving goals, the inclination of individuals to honour social 

tenets, and participation (Dragolov et al., 2016). Adopting this view of social cohesion allows for 

meaningful discussion about the social components required for CFT success. However, a 

definition alone is insufficient to understand how to promote cohesion in CFTs. 
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In their review on 50 years of research on teams, Kozlowski and Ilgen (2006) described 

teams as “complex dynamic systems that exist in a context, develop as members interact over 

time, and evolve and adapt as situational demands unfold” (p. 78). From their perspective, team 

effectiveness is continually emerging in response to the multilevel system, which comprises 

individuals, teams, and the organization in which it is embedded (Kozlowski & Ilgen, 2006). 

Leaders play an intermediary role, as they both shape the social culture of the organization and 

connect the organizational goals to individual and team performance (Kozlowski & Ilgen, 2006). 

The reciprocal relationship between individual, team, leader, and organization underlying the 

ever-emergent state of team performance places team cohesion and performance in context to 

organizational governance and leadership. A review of individual, team, and organizational 

engagement further emphasizes the impact organizational governance and leader behaviour have 

on team performance. 

In recent years, researchers have made attempts to understand, define, and measure 

engagement (Barrick, Thurgood, Smith, & Courtright, 2015; Cherin, 1999; Malinen, Wright, 

Cammock, 2013). In doing so, many draw from the work of Kahn (1990) to explain individual 

workplace engagement (Barrick et al., 2015; Malinen et al., 2013). Kahn determined three 

psychological conditions that influenced person engagement and disengagement at work: 

meaningfulness, safety, and availability. Khan defined meaningfulness as a worker feeling 

worthwhile, useful, and valuable; correlated safety with supportive and trusting relationships 

with others in the workplace, and referred to availability as having the physical, psychological, 

and emotional resources to be able to engage effectively. Understanding engagement at the 

individual level is, however, only one piece of the organizational engagement puzzle. 
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To better understand team engagement, Cherin (1999) associated the group engagement 

process with social systems, technical systems, and communication systems. Defining social 

systems as the people involved, technical systems as the service cycle, and communication 

systems as the decision making and information sharing exchanges, Cherin determined that all 

three of these components were required in the engagement process. From this perspective, team 

engagement takes place at the intersection of relationship and task and is facilitated by the 

environment that both individuals and teams create (Cherin, 1999). Further, team engagement 

occurs when teams come together around work processes (Cherin, 1999). From this perspective, 

the front-line supervisor is responsible for facilitating the relationships within teams and for 

driving group task behaviour through linking team activity between teams to larger 

organizational outcomes (Cherin, 1999). Further, relationships among team members facilitates 

task cooperation. Linking individual engagement to team engagement helps front-line leaders to 

understand how they can support teams to be more effective; however, the discussion would not 

be complete without consideration of the organization’s role in engagement. 

A review of organizational drivers of engagement explains how organizations can propel 

collective engagement efforts. Drawing on Kahn’s (1990) psychological conditions of individual 

engagement and linking those conditions to work design, human resource management practices, 

and CEO transformational leadership, Barrick et al. (2015) analyzed the impact of engagement at 

the organizational level. Barrick et al. determined that work design influences a shared 

meaningfulness, human resources management practices stimulates shared psychological safety, 

and transformational leadership motivates shared psychological availability. Organizations can 

create, maintain, and enhance organizational engagement, and thus drive organizational 

performance, by enriching front-line work, implementing strategic human resources management 
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practices, and aligning executive leadership behaviour (Barrick et al., 2015). Organizational 

practices, leadership behaviour, and job attributes have the strongest impact on the organizational 

financial and service outcomes associated with organizational engagement (Schneider, Yost, 

Kropp, Kind, & Lam, 2017). 

Organizational practices are the biggest driver of organizational engagement (Schneider 

et al., 2017). Furthermore, organizational policy sets the direction of the work and the team tasks, 

which the leader then links to the work group (Kozlowski & Ilgen, 2006). To cultivate team 

cohesion and promote organizational engagement, leaders are dually tasked with roles of 

fostering cohesive behaviour among workers and linking organizational strategy to performance 

and behaviour of individuals and CFTs. In order to do this effectively leaders need resources that 

support and guide their efforts. 

When seeking to mobilize effective CFTs, organizations can strategically align human 

resources (HR) practices to foster cohesion among team members as well as strengthen 

organizational engagement of individuals and teams to promote organizational effectiveness. 

Strategic human resources management (SHRM) aims to align organizational goals with its 

people practices (Armstrong, 2006) and acts as a resource for leaders to communicate how 

individual and team efforts impact organizational deliverables. By recognizing workers as 

valuable assets who drive organizational success and aligning workplace behaviour through 

applying systematic approaches, SHRM aims to integrate business strategy throughout the 

organization to achieve organizational goals through sound people practices (Armstrong, 2006). 

Aligning human resource practices and performance measures to promote EI competencies, 

strengthens workplace relationships, improve recognition of employee contributions, and 
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encourage collaboration can establish a culture that fosters team cohesion and organizational 

engagement and enables CFTs to flourish. 

Individuals, teams, organizational governance, and leadership all contribute to the 

effectiveness of CFTs. Developing formal structures that provide guardrails for staff to function 

within, offer a sense of direction, and encourage information sharing across functions, while 

promoting a supportive and collaborative environment as well as recognizing achievements, 

enables organizations to promote effective CFTs (Daspit et al., 2013; Lichtenstein et al., 2004; 

Oliveira et al., 2016; Proehl, 1997). To support the success of CFTs organizations can root them 

in clearly defined goals (McDonough, 2000; Oliveira et al., 2016), enable them to make 

decisions (Hollenbeck, Beersma, & Schouten, 2012; McDonough, 2000), provide appropriate 

HR practices (Hollenbeck et al., 2012; McDonough, 2000; Oliveira et al., 2016), and foster an 

environment that nurtures teamwork (McDonough, 2000). Healthcare organizations that employ 

CFTs benefit from augmenting training and recruitment screening strategies with EI 

competencies (Almost et al., 2016). 

In summary, CFTs enable decision making at the functional level and support the 

harmonization of departments through collaborating across departments and hierarchies. 

Employing CFTs in healthcare has many benefits (West & Lyubovnikova, 2013), including 

positive patient outcomes (Temkin-Greener et al., 2004). However, organizational governance 

and the diversity of CFTs can undermine CFT performance. 

For team members, EI competencies can mitigate the challenges posed by the diversity of 

CFTs because of EI’s strength in relationship development and management, which increases the 

understanding, helping, and sharing that builds collaboration (Oliveira et al., 2016) and team 

cohesion (Kaufman & Wagner, 2016). Leaders play an integral role in fostering positive 
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relations with and among CFT members by recognizing worker contributions and cultivating 

supportive workplace relationships, and leaders with higher EI are better equipped to shape a 

social culture that promotes team cohesion (Kozlowski & Ilgen, 2006). Leaders also contribute 

to the foundational conditions of individual (Kahn, 1990) and team engagement (Cherin, 1999) 

and influence organizational engagement (Barrick et al., 2015). Employing SHRM can assist 

leaders in their dual role of promoting positive workplace relationships and linking individual 

and team behaviour and activities for improved CFT effectiveness by aligning HR policy and 

practices with team cohesion and organizational engagement efforts (Armstrong, 2006). 

Emotional Labour 

Hochschild (as cited in Badolamenti et al., 2017) coined the term emotional labour to 

describe work that requires an employee to monitor, manage, and display emotions appropriate 

to desired workplace outcomes (see also Grandey, 2000; Hennig-Thurau et al., 2006; Lewig & 

Dollard, 2003; Mauno, Ruokolainen, Kinnunen, & De Bloom, 2016; Mikolajczak, Menil, & 

Luminet, 2007; Riley & Weiss, 2015; Rouxel, Michinov, & Dodeler, 2016; Van Dijk & Brown, 

2006). In healthcare, emotional labour demands workers to gauge and manage emotions to 

comply with rules and regulations and to express feelings that demonstrate care for others 

(Badolamenti et al., 2017; Hennig-Thurau et al., 2006). Emotional labour is employed when 

fostering and maintaining relationships with others in the process of meeting work demands. 

For healthcare workers, emotional regulation is required when working with patients, 

families, other care service providers, and the members within the organization in which one 

works (Riley & Weiss, 2015). The person-orientation focus of PCC (Barbosa et al., 2014) 

presents staff with the daily challenge of managing their own and others’ emotions as they 

maintain relationships among themselves and with residents and families. Emotional labour can 



LTC TEAM COHESION AND ENGAGEMENT 42 

both positively and negatively impact workers and is influenced by the duration, type, and 

frequency of emotional labour; the method used to manage emotional labour; an understanding 

about emotional regulation; training in emotional labour; and the workplace itself (Riley & 

Weiss, 2015). 

Scholars have undertaken considerable research to understand emotional labour. 

Researchers have explored emotional labour in customer service settings (Grandey, 2000; 

Hennig-Thurau et al., 2006), call centres (Lewig & Dollard, 2003), nursing (Badolamenti et al., 

2017; Mauno et al., 2016; Rouxel et al., 2016), and healthcare settings (Riley & Weiss, 2015). 

Many researchers have conducted studies to identify what influences an emotional labour stress 

response (Grandey, 2000; Hennig-Thurau et al., 2006; Martínez-Iñigo et al., 2007; Mauno et al., 

2016; Rouxel et al., 2016; Tsukamoto et al., 2014; Van Dijk & Brown, 2006). Both intrapersonal 

(Van Dijk & Brown, 2006) and interpersonal indicators contribute to an emotional labour stress 

response (Hennig-Thurau et al., 2006). In addition, researchers have examined buffers (Mauno et 

al., 2016) and contributors to emotional labour (Grandey, 2000) in an effort understand how to 

mitigate the stress associated with emotional labour. In the following sections I review the 

demands of and methods used to manage emotional labour, the reciprocal nature of emotional 

labour, and what prompts a stress response in emotional labour workers. I then explore effective 

emotional labour management methods and how team cohesion and organizational engagement 

initiatives can mitigate the stress response in emotional labour. 

Exposure to emotional labour events contributes to workplace stress when worker 

response and the required emotional labour response are misaligned. Multiple factors influence 

the demand of emotional labour, including chronic expectations, acute events, frequency, and 

duration (Grandey, 2000). Not only does the presence of these factors determine a stress 
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response from workers, but also the alignment of workers’ emotional responses with the required 

response has an impact (Grandey, 2000). When an emotional labour event elicits a worker’s 

emotions that are aligned with his or her goals, responding to the situation requires less 

emotional regulation and is interpreted as a positive event (Grandey, 2000). A negative event 

may cause increased stress when an emotional labour experience elicits emotions that are not 

aligned with worker goals, demanding greater emotional regulation (Grandey, 2000). The 

discrepancy between authentically felt emotions and displayed emotions, referred to as emotional 

dissonance, is linked to higher stress levels, emotional exhaustion, and burnout (Badolamenti et 

al., 2017; Grandey, 2000; Lewig & Dollard, 2003; Mauno et al., 2016; Mikolajczak et al., 2007; 

Rouxel et al., 2016; Tsukamoto et al., 2014; Van Dijk & Brown, 2006). 

The stress experienced by emotional labour workers through prolonged, frequent, intense, 

and lengthy exposure to emotional demands can further intensify when worker goals and 

situational demands are misaligned. As mentioned earlier, healthcare workers who are 

challenged to provide PCC in organizations that do not demonstrate value for the care giver and 

that measure time and task over quality of care can experience higher levels of ED due to the 

lack of alignment of organizational staff practices with the requirements for care outcomes. 

Additionally, the methods employed to manage workplace emotional labour can serve to reduce 

or further exacerbate the ED experienced by staff. 

Several methods have been identified for managing emotional labour. In order to display 

appropriate workplace responses, workers often have to regulate their initial feelings, suppress 

their own genuine emotional responses, or allow natural reactions to be displayed when these are 

fully aligned with workplace expectations (Hochschild, as cited in Badolamenti et al., 2017). 

Hochschild (as cited in Badolamenti et al., 2017) distinguished two common methods used for 
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emotional regulation: deep acting and surface acting (see also Grandey, 2000; Hennig-Thurau et 

al., 2006). Martínez-Iñigo et al. (2007) added automatic response as a third method for managing 

emotional labour. Each method, deep acting, surface acting, and automatic response, demands a 

different level of energy output from a worker and can generate a positive or negative reciprocal 

cycle. 

Researchers described deep acting as managing thoughts in order to generate suitable 

emotions for the purpose of demonstrating an appropriate response (Badolamenti et al., 2017; 

Grandey, 2000; Martínez-Iñigo et al., 2007). In regard to emotional regulation, deep acting 

requires moderate energy on the part of the worker, reduces emotional dissonance, and increases 

satisfaction in interactions (Martínez-Iñigo et al., 2007) by triggering emotions that are 

authentically felt by the worker, thus allowing for emotional display to be perceived as genuine 

(Hennig-Thurau et al., 2006), and generating a positive reciprocal cycle of conflict states and 

processes between the worker and others. For example, rather than perceiving a peer’s lack of 

assistance as an act of incivility, a worker may try to understand what may be influencing the 

peer’s seeming lack of support, thereby influencing a sense of empathy for that staff member and 

enabling supportive behaviour. Researchers noted deep acting is less harmful to the well-being of 

workers than surface acting because ED is not experienced when felt and expressed emotions are 

aligned (Mauno et al., 2016). According to Badolamenti et al. (2017), empathy is required for 

deep acting to elicit emotions that enable workers to display appropriate behaviours when 

automatic emotions are incongruent with required emotional display. In contrast, surface acting 

does not demand an empathic approach, as emotions are not regulated, but rather are suppressed. 

Researchers described surface acting as managing displayed reactions through faking 

emotions that are not felt in order maintain an appropriate façade (Badolamenti et al., 2017; 
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Grandey, 2000; Martínez-Iñigo et al., 2007). Sometimes workers do not know how to practise 

deep acting because they do not know how to regulate their feelings (Grandey, 2000) and may 

resort to surface acting. For example, the same worker as described above may display a smile to 

mask a naturally negative feeling about a coworker’s seemingly uncivil behaviour, yet the smile 

can be interpreted as inauthentic by the coworker, triggering a negative cycle of conflict states 

and potential emotional contagion while also adding to the frustration of the worker displaying 

surface acting. Employing surface acting to regulate emotions requires greater energy on the part 

of the worker, increasing ED as well as negative responses from others (Martínez-Iñigo et al., 

2007), because surface acting generates inauthentic expressed emotion, suppresses the genuine 

emotion of the worker (Hennig-Thurau et al., 2006; Martínez-Iñigo et al., 2007), and triggers a 

negative reciprocal cycle of conflict states and processes. Researchers have correlated surface 

acting with increased stress and emotional exhaustion, as ED is increased when felt emotions and 

displayed emotions are not aligned (Mauno et al., 2016). Workers can benefit from practising 

deep acting over surface acting, as the latter often requires more energy, results in higher levels 

of stress, and affect interrelationships. Development of EI, as discussed in the topic on CFTs, can 

enhance a worker’s ability to regulate emotions, thereby resulting in reduced ED by promoting 

DA over SA. 

In addition to deep and surface acting, Martínez-Iñigo et al. (2007) added automatic 

regulation as an important consideration when evaluating emotional labour. Automatic response 

is a natural and authentic reaction that is aligned with the required response (Martínez-Iñigo et 

al., 2007). For example, a worker may see that a coworker needs assistance and offers help, and 

the worker receiving help automatically responds with a smile, demonstrating genuine gratitude, 

thus triggering a positive reciprocal cycle. Automatic regulation demands little energy from the 
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worker, as it is authentic and requires no regulation or suppression of emotions (Martínez-Iñigo 

et al., 2007). Automatic regulation stimulates a positive response from others and does not 

contribute to emotional exhaustion (Martínez-Iñigo et al., 2007). The emotional regulation 

method employed by a worker elicits internal emotions in both the worker and others and these 

intra and interpersonal responses can impact stress levels and workplace relationships. 

Alignment of HR strategies, leader behaviour, and worker behaviour support positive 

relationships between workers and authentic expressions of caring, as discussed earlier, and can 

enable workers to generate an authentic automatic response, thereby reducing ED. 

The emotions of workers can impact the emotions of those that they work with and serve. 

Lending evidence to the interrelation between intra- and interpersonal aspects of emotional 

labour in a healthcare setting, Riley and Weiss (2015) found emotional distancing is a more 

stressful coping mechanism for some healthcare professionals and that it can elicit a negative 

response from patients. A negative reaction from others can further elicit a stress response in a 

worker. The reciprocal nature of intra- and interpersonal aspects of emotional labour can lend 

appreciation of personal reactions or emotional contagions. 

Emotional contagion refers to the transfer of emotions, which influences the thoughts and 

responses from one person to another (Hennig-Thurau et al., 2006). In the service sector, 

perception of service is affected most by emotional contagion (Goleman et al., 2013). Hennig-

Thurau et al. (2006) combined emotional labour and emotional contagion theories to explore the 

impact of employee emotions on customer emotions in the service industry. These authors found 

that an authentic emotional display, as expressed in deep acting, elicited a more positive response 

than an inauthentic display of emotions, as in surface acting (Hennig-Thurau et al., 2006). 

Hennig-Thurau et al.’s (2006) findings indicated suppressing felt emotions while displaying 
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“faked” (p. 61) emotions has a negative impact on team members and those in care. Further, 

researchers found customer satisfaction to be largely determined by customer emotions (Hennig-

Thurau et al., 2006), which links a positive emotional response to customer satisfaction. The link 

between positive emotional response and customer satisfaction could indicate how residents and 

family members of residents in LTC may perceive a worker to be more competent and likable 

when the worker displays a more authentic response and may also facilitate understanding about 

workers’ responses to one another. 

Emotional contagion theory emphasizes the importance of interpersonal relations in 

emotional labour, expands the understanding about the intra and interpersonal aspects of 

emotional labour and underscores the impact emotional labour has on the worker, coworkers, 

residents in care, the resident’s family members, and the organization. In studies conducted with 

geriatric care workers, researchers reported similar results to those mentioned in the previous 

paragraph, in which a patient’s positive reaction reinforced a worker’s positive response (Rouxel 

et al., 2016). Martínez-Iñigo et al. (2007) showed similar results with doctor–patient 

relationships. Patients respond more positively to automatic deep acting (authentic responses) 

than to surface acting (inauthentic responses), resulting in a more positive and less stressful 

interaction for doctors with patients (Martínez-Iñigo et al., 2007). Interpersonal relations are as 

important as intrapersonal factors in emotional labour; the two are tightly linked, and emotional 

contagion impacts both the service provider and the receiver in positive and negative ways 

(Hennig-Thurau et al., 2006; Martínez-Iñigo et al., 2007; Rouxel et al., 2016). The emotional 

contagion theory indicates that emotional distancing as an emotional labour management 

technique in healthcare can have a negative impact on workers and patient or resident 
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satisfaction (Hennig-Thurau et al., 2006; Martínez-Iñigo et al., 2007; Rouxel et al., 2016). 

However, a positive reciprocal cycle can also be stimulated through emotional contagion. 

Strong interpersonal relationships among coworkers can positively influence emotional 

labour (Tsukamoto et al., 2014). Authentic expressions of caring provide workers with a sense of 

fulfillment and satisfaction (Riley & Weiss, 2015). Specifically, compassionate acts by nurses 

and the development of intimate relationships among care home workers can be a rewarding and 

gratifying aspect of emotional labour for care workers (Riley & Weiss, 2015). Social cohesion, 

as discussed in the previous section, can promote the positive qualities of emotional labour, as it 

focuses on the positive emotional connection between workers (Dragolov et al., 2016). Positive 

and supportive interpersonal relationships among staff further benefit organizations by increasing 

job satisfaction in workers, decreasing turnover, and improving team performance (Grandey, 

2000). Additionally, worker well-being is positively impacted when leaders model appropriate 

emotional display and create an environment that is supportive of suitable emotional 

management (Humphrey, Ashforth, & Diefendorff, 2015). In addition to strong social 

relationships among workers, good job fit and alignment of personal values with required 

emotional display can offset the ED of surface acting and reinforce the satisfaction of deep 

acting for workers (Humphrey et al., 2015). Genuine connections with residents, strong 

relationships between workers, and good job fit, can mitigate the stress of emotional labour. 

However, for workplace relationships to flourish, they need to be supported and modelled 

through organizational governance and leadership. 

Organizational policy and leader behaviour contribute to emotional contagion in the 

workplace. A broader sense of social identity and increased psychological availability can be 

seen in workers when leaders act in alignment with organizational strategy (Barrick et al., 2015). 
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As workers sense that leaders are also engaged at work, they are more motivated to be engaged 

through emotional contagion (Barsade, 2002). Recall the information shared in the previous 

section regarding alignment of workplace practice and leader behaviour for PCC providers. 

Workers’ ED can be reduced, and a healthy automatic response can be inspired when 

organizational practices, leader behaviour, and coworkers’ behaviour are aligned to foster a 

supportive workplace culture that demonstrates value for the care provider. 

When taken for granted, emotional labour can lead to workplace conflict and 

disengagement (Riley & Weiss, 2015). A supportive workplace can help to mitigate negative 

emotional labour responses in workers (Grandey, 2000). Constant regulation and inhibiting of 

emotion require more energy from a worker and are stressful and harmful to health (Grandey, 

2000). In care homes, the conflict between organizational financial needs and providing quality 

care can drive organizational resistance in workers (Riley & Weiss, 2015). Organizational 

conflict is commonly associated with environments that demonstrate a higher focus on structural, 

financial, and clinical needs over psychosocial needs (Riley & Weiss, 2015). A worker’s ability 

to perform to high ethical standards acts as a buffer to emotional labour (Mauno et al., 2016) 

reduces stress and increases job satisfaction. For example, front-line workers who have limited 

time to connect with residents on a personal level can experience higher levels of ED and stress, 

yet, to be better equipped to do so, they require strong relationships within the workplace 

(Öhman et al., 2017). Organizations can reduce ED of emotional labour workers in LTC by 

aligning organizational governance to strengthen workplace relationships and promote 

recognition for worker contributions. 

Addressing emotional management competencies through skills development and 

competency assessments can further support the performance and well-being of emotional labour 
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workers. Failure to address emotional display rules and required behaviours in a healthcare 

setting comes at a cost to the workers, those being cared for, and, ultimately, the organization 

(Kaspar & Hartig, 2016). Workers benefit from training in and ongoing support for emotional 

management in the workplace. As such, there is a call for recognition of emotional labour as a 

valued workplace skill (Riley & Weiss, 2015). More specifically, researchers have recommended 

sharing requirements and expectations for emotional display rules in the workplace (Rouxel et 

al., 2016), training in effective emotional regulation (Rouxel et al., 2016), training in deep acting 

(Hennig-Thurau et al., 2006), stress management (Grandey, 2000), and training in emotional 

competencies (Martínez-Iñigo et al., 2007) as core skills in emotional labour. Healthcare itself 

demands a high frequency, intensity, and duration of emotional labour (Badolamenti et al., 2017; 

Tsukamoto et al., 2014), and standardized assessments for emotional management competencies 

in nursing are beneficial (Kaspar & Hartig, 2016). Cultivating EI competencies, as discussed in 

the preceding section, not only increases team cohesion, but also serves to build emotional 

management skills (Goleman et al., 2013). 

Although many have identified the need for emotional labour training, emotional labour 

remains underappreciated and underrepresented in formal training and development 

(Badolamenti et al., 2017; Martínez-Iñigo et al., 2007; Riley & Weiss, 2015). Researchers agreed 

that emotional labour requires emotional management systems to support the effectiveness and 

health of emotional labour workers (Grandey, 2000; Tsukamoto et al., 2014) and recommended 

training in emotional management for emotional labour roles (Badolamenti et al., 2017; 

Martínez-Iñigo et al., 2007; Riley & Weiss, 2015); however, educational institutes and 

organizations that employ emotional labour workers have yet to recognize and promote 

emotional management as a standard practice. 
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In summary, the emotional labour response is influenced by a worker’s exposure to 

emotional labour events and the alignment of the worker’s reaction with the required response. 

In addition, the methods used to manage emotional labour contribute to the ED experienced by 

the worker, which influences the worker’s stress response. Emotional contagions can influence 

workers, coworkers, residents being cared for and the family members of residents, thereby 

further exacerbating the emotional labour response. The ED of emotional labour work can be 

reduced when workers experience alignment of organizational practices, leader behaviour, and 

coworkers’ behaviour. The development of emotional management skills can strengthen 

workers’ ability to use healthy emotional management techniques in response to emotional 

labour demands. Leader behaviour that reflects social cohesion and promotes organizational 

practices aligned with sound emotional labour approaches can further promote healthy emotional 

management practices in workers through the motivational factor of emotional contagion 

(Barsade, 2002). Aligning organizational governance and leader behaviour to build social 

cohesion among workers can promote emotional connection between workers that is associated 

with a positive response to emotional labour (Dragolov et al., 2016), and contribute individual 

(Kahn, 1990), team (Cherin, 1999), and organizational (Barrick et al., 2015) engagement. 

Workplace Stress 

Workplace stress is a main driver of mental health concerns in the workforce. Workplace 

stress is a global concern (Maulik, 2017) that has been targeted as a research priority by the 

World Health Organization and the International Labour Organization due to the escalation in 

mental health occurrences in the workplace (Dextras-Gauthier & Marchand, 2016). Workplace 

stress occurs when a worker’s physical or mental state is altered (Colligan & Higgins, 2006) in 

response to negatively perceived workplace challenges (Colligan & Higgins, 2006; MacKay, 
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Cousins, Kelly, Lee, & McCaig, 2004; Miller, Buckholdt, & Shaw, 2008). More specifically, the 

process of stress occurs as “external stressors — when perceived to be greater than the resources 

needed to cope with them — create a biological response and psychological experience that at 

high levels, or over extended periods, can impair performance and reduce wellbeing” (Koerber, 

Rouse, Stanyar, & Pelletier, 2018, p. 126). Stress results from efforts to manage conflicting 

demands while maintaining authenticity (Lawlis, 2009). According to the World Health 

Organization, organizational governance, work design, working conditions, and relationships 

with coworkers and leaders influence workplace stress (Maulik, 2017). Workplace stress 

presents high costs to individuals, organizations, and nations and can be mitigated at national, 

organizational, leader, and individual levels. 

Stress influences the productivity and relationships of the worker and results in high costs 

to the organization. Conflict in relationships and decreased productivity can present as increased 

errors, greater incidence of illness and absenteeism, and reduced efficiency (MacKay et al., 

2004). Increased stress can lower productivity of workers and teams, elevate dysfunction within 

the organization (Colligan & Higgins, 2006; Nobrega, Champagne, Azaroff, Shetty, & Punnett, 

2010), as well as increase turnover, decrease customer satisfaction, and result in loss of revenue 

(Gilstrap & Bernier, 2017). For the care field specifically, stress has an impact on staff members’ 

attitude and their relationships with residents and is associated with diminished care outcomes 

(Ramon & Hart, 2003). Workplace stress cumulates to cost nations billions in lost productivity 

and associated expenditures. Left unmanaged, prolonged workplace stress can lead to burnout, 

which the World Health Organisation (2019) defined as a syndrome distinguishable by 

“1) feelings of energy depletion or exhaustion; 2) increased mental distance from one’s job, or 
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feelings of negativism or cynicism related to one’s job; and 3) reduced professional efficacy” 

(para. 1). 

Some estimate that workplace stress can cost 10% of the earnings from businesses 

(Colligan & Higgins, 2006). Stress-related illness is estimated to cost American businesses $200 

to $300 billion per year (Gilstrap & Bernier, 2017). The American Psychological Association 

reported that 60% of adults find their jobs to be moderately to significantly stressful (Gilstrap & 

Bernier, 2017). In the United Kingdom, stress has caused a loss of 6.5 million working days per 

year with 28% of the workforce experiencing illness related to workplace stress (Ramon & Hart, 

2003). In Canada, researchers estimated the mental-health-related cost to business and society at 

$51 billion in 2003 (Marchand & Blanc, 2010), with 46% of Canadian workers having at least 

one occurrence of psychological distress (Marchand & Blanc, 2010). Keeping in mind that most 

psychological stress goes unrecognized and unreported, the actual number of experiences could 

soar well beyond 46%. Although international laws to protect the rights of workers have been 

included in the Universal Declaration of Human Rights and the United Nations Convention on 

the Rights of Persons with Disabilities (United Nations, 1948, 2007), the implementation of these 

laws has been negligible (Maulik, 2017). Workplace stress is a global concern that impacts not 

only the worker but also the organization, community, and society (Maulik, 2017). While 

workplace stress costs Canada tens of billions of dollars, it remains unacknowledged, 

unaddressed, and unenforced under workplace safety. 

While calculating the cost of workplace stress piques leadership interest from a 

profitability standpoint, it is more productive to review what steps can be taken to reduce 

workplace stress (Miller et al., 2008). Researchers have been exploring the cause of workplace 

stress and attempting to identify how to mitigate it since the 1960s (Nobrega et al., 2010). The 
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varying perspectives from which workplace stress has been explored include individual, job or 

task, organization, and employee assistance (Nobrega et al., 2010). Reviewing workplace stress 

from multiple perspectives can inform what drives workplace stress and identify the most 

effective approach for reducing it. 

Through a study of 17 healthcare communication professionals, Gilstrap and Bernier 

(2017) identified that all sources of stress were organization based. Organizational culture 

strongly influences workers’ psychological distress because it shapes organizational functions, 

which in turn influences staff members’ attitudes and behaviours in the workplace (Dextras-

Gauthier & Marchand, 2016). A culture that mitigates workplace stress can be promoted through 

an organizational strategy that includes organization-wide training in stress reduction and fosters 

relationships among colleagues (Gilstrap & Bernier, 2017). In addition, as discussed in the 

earlier section on emotional labour, reducing the ED workers experience decreases the stress 

response to emotional labour. Strong team cohesion, a sense of personal accomplishment, and 

reduced emotional exhaustion can mitigate the stressors of LTC work and decrease turnover 

intention in LTC workers (Tourangeau et al., 2010). 

Factors contributing to workplace stress can include poor working conditions, weak 

communication, ineffectual leadership, and inadequate organizational practices (Colligan & 

Higgins, 2006; Maulik, 2017; Nobrega et al., 2010). Lack of relationships or difficult 

relationships with coworkers or administrators can add to workplace stress (Colligan & Higgins, 

2006; Maulik, 2017; Nobrega et al., 2010). Insufficient or excessive workload, perceived lack of 

control over work, and ambiguity in role or between role and organizational goals can also add to 

workplace stress (Colligan & Higgins, 2006; Maulik, 2017; Nobrega et al., 2010). Additionally, 

barriers to career development and a toxic workplace environment can add to workplace stress 



LTC TEAM COHESION AND ENGAGEMENT 55 

(Colligan & Higgins, 2006; Nobrega et al., 2010). While multiple factors contribute to workplace 

stress, perceived level of control by workers, emotional labour, and bureaucracy in healthcare 

work can be predominant factors. 

When workers perceive they have less control, stress levels increase; conversely, when 

workers perceive that they have higher levels of control, they are more intrinsically motivated 

(Colligan & Higgins, 2006; Miller et al., 2008; Ramon & Hart, 2003; Southwick & Charney, 

2012). Specifically, when workers experience higher levels of perceived control, they are able to 

tolerate greater work demands, yet those same higher levels of work demands can be 

overwhelming and lead to increased levels of stress when workers perceive they have limited 

control over how they accomplish tasks (Miller et al., 2008; Ramon & Hart, 2003). Additionally, 

for healthcare professionals, the conflicting demands of emotional labour and bureaucratic 

accountability increase workplace stress (Ramon & Hart, 2003). Repeated and extended periods 

of lack of control over tasks as well as the ED created by conflicting task and emotional labour 

demands can have a significant detrimental effect on workers, impacting them on physical and 

emotional levels. 

Contributing to a sense of lack of control, but absent from the preceding discussion, is 

workplace incivility. Researchers described workplace incivility as forms of offensive workplace 

behaviour in which the intent to harm is ambiguous and characterized by disrespectful behaviour 

(Andersson & Pearson, 1999). Subtle behaviours, such as rudeness, inconsideration, and negative 

body language, when left unchecked, can spiral throughout an organization, creating a toxic 

workplace culture (Andersson & Pearson, 1999). Workplace incivility ostracizes workers from 

workplace social groups and threatens their sense of belonging, autonomy, and efficacy 

(Jiménez, Dunkl, & Peißl, 2015). 
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Negative workplace behaviour has long-term impacts on staff, including anxiety and 

depression (Estes & Wang, 2008), resulting in increased stress-related burnout and intent to 

leave employment (Jiménez et al., 2015). Incivility not only impacts workers, but also ripples out 

to effect organizational performance, as affected staff may withdraw from engaging in activities 

outside of their job description and are more likely to be absent from work, particularly if the 

incivility is directed from a supervisor (Estes & Wang, 2008). Leaders are well positioned to 

mitigate workplace incivility through fostering positive behaviours and modelling respect and 

appreciation in the workplace (Jiménez et al., 2015); however, leaders require HR support 

through the development of policy outlining acceptable workplace behaviour, education about 

the impacts of workplace incivility, and supplementing performance management practices with 

civility-based performance criteria (Estes & Wang, 2008). Workplace incivility can rob staff of 

their power and lead to decreased sense of worth, compounded workplace stress, and reduced 

professional efficacy. 

Workplace stress can have an adverse effect on an individual’s physical and mental 

health and can escalate into serious long-term conditions if stress levels persist over time. 

Emotional and mental conditions associated with stress at work include difficulty with 

concentration and memory, changes in work and social habits and behaviour, anger, irritability, 

depression (Colligan & Higgins, 2006; MacKay et al., 2004; Maulik, 2017; Ramon & Hart, 

2003), anxiety (Colligan & Higgins, 2006; MacKay et al., 2004; Maulik, 2017), hyper vigilance, 

and risk taking (MacKay et al., 2004). Physical conditions associated with workplace stress 

include hypertension and diabetes (Colligan & Higgins, 2006; Maulik, 2017), changes in blood 

pressure, immune dysfunction and heart disease (Colligan & Higgins, 2006; MacKay et al., 

2004), irritable bowel syndrome, hyperinsulinism, chronic fatigue, increased cholesterol levels, 
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muscle tension, ulcers and headaches (Colligan & Higgins, 2006), musculoskeletal disorders, 

and elevated cortisol levels (Nobrega et al., 2010). Prolonged stress exposure has an impact on 

the emotional and physical well-being of the worker, quality of work performed, team function, 

and the organization. Workplace stress is clearly more than an emotional health and well-being 

concern; it is a physical health concern that calls for recognition at a health and safety level. 

Although researchers noted a global recognition and growing concern about 

psychological health and safety, unlike regulations for physical protective measures in the 

workplace, workplace stress does not have broad standards guided by regulations and codes of 

practice (MacKay et al., 2004). While some initiatives have been successful in establishing 

standards for “desirable” (MacKay et al., 2004, p. 2) working conditions, regulations and 

standards for worker stress do not exist. MacKay et al. (2004) argued that a systematic approach 

through the application of management standards such as those used through the Government of 

the United Kingdom’s (n.d.) Health and Safety Executive regulation for physical health and 

safety in the workplace would be effective to reduce workplace stress. 

Engaging workers in workplace reduction change initiatives has shown promise as an 

organizational approach stress reduction. Tones and Tilford (as cited in Ramon & Hart, 2003) 

recommended a “model of empowerment” (p. 38) for promoting well-being, which holds the 

premise that both the people and environment have the power to influence and change one 

another, providing that individual initiatives are supported at an organizational level (Ramon & 

Hart, 2003). This perspective influenced a United Kingdom initiative designed to address 

workplace stress by engaging workers in the process of change to support workplace well-being 

(Ramon & Hart, 2003). This initiative found (a) workplace stress emerges as a result of tension 

between individual and organizational expectations, (b) lack of job autonomy escalated the stress 
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response in workers, and (c) the success of stress reduction strategies in the workplace largely 

depends on the organization’s readiness to openly acknowledge and address the stigma of mental 

health and the influence that organizational cultures has on it (Ramon & Hart, 2003). In their 

extensive study of workplace stress reduction interventions, Lamontagne, Keegel, Louie, Ostry, 

and Landsbergis (2007) supported the work of Ramon and Hart (2003). 

In a comprehensive review of job stress interventions, Lamontagne et al. (2007) 

examined 90 reports from 1990–2005 to identify models of international best practice. 

Lamontagne et al. measured interventions as follows: (a) high—focussed on both worker and 

organization and predominantly primary (preventative) and incorporating curative and reactive 

approaches, (b) moderate—focussed only on preventative approaches, and (c) low—approaches 

that did not include primary approaches and did not demonstrate organizational outcomes. 

Interventions focussed on both the organization and the workers were more effective than those 

that focussed on solely the organization or the worker. While approaches aimed at worker stress 

response can support workers to manage existing stress, these approaches can not ward off 

workplace stress events. 

From an individual perspective or “passive model” (Ramon & Hart, 2003, p. 38), 

researchers explored workplace stress in terms of how a worker perceives stress, reacts to it, and 

what strategies the staff member can implement to reduce her or his stress response. This 

perspective places the responsibility for experiencing and resolving workplace stress issues on 

the worker (Ramon & Hart, 2003). At this level, a worker’s personality and coping skills are 

viewed as the drivers of workplace stress, and the onus is placed on the worker to accommodate 

for experiences and interpretations of workplace stress. While initiatives for workplace stress 

reduction at the individual level have not proven effective as a standalone approach, individual 
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initiatives are an important part of an integrated organizational strategy to address workplace 

stress. 

The benefits of some individual initiatives can influence stress reduction beyond the 

individual to include team-level and organizational benefits. Interventions at an individual level 

include employee assistance programs, counselling, training in conflict resolution, assertiveness, 

diversity, teambuilding, supervisory, and relaxation techniques (Nobrega et al., 2010). Mindful 

meditation can also be effective for building self-efficacy and reducing stress levels. 

Breakthroughs in neuroplasticity show promise for training in stress management. 

Neuroplasticity is the ability of the brain to “change physically, chemically and anatomically in 

response to . . . thoughts experiences, and behaviours” (Lawlis, 2009, p. 12). Mindfulness 

meditation can strengthen neural circuits in the brain responsible for emotional regulation 

(Southwick & Charney, 2012). Goleman and Davidson (2017) found that meditation transforms 

four major neural pathways: (a) stress reaction and resilience, (b) compassion and empathy, 

(c) attention, and (d) sense of self. The practice of mindful meditation strengthens stress 

reduction and recovery while building self-efficacy at the individual level and can be reinforced 

when instituted at the organizational level. Autonomously focussed interventions have 

demonstrated success at an individual worker level; however, these approaches have not proven 

to be successful at the organizational level (Lamontagne et al., 2007). However, the capacity of 

mindfulness meditation to strengthen resiliency, compassion, attention, and sense of self may 

have longstanding benefits for stress management. This means, although workers and teams 

benefit greatly from individual stress reduction interventions, after being subject to workplace 

stress, these initiatives do not address the underlying organizational drivers that foster workplace 
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stress in workers; however, practising mindfulness meditation, over time, may strengthen 

workers’ responses to workplace stress. 

Broadening the view of workplace stress to include the job perspective reveals how 

outside factors can influence stress levels. From the job or task perspective, researchers have 

explored workplace stress in terms of fit to job, ability to perform tasks, work team, as well as 

the social aspects of the job (MacKay et al., 2004; Maulik, 2017; Nobrega et al., 2010). This 

perspective moves the focus of workplace stress from one aimed at just the individual worker’s 

personality and coping skills to a broader outlook that includes the outside factors that influence 

a worker’s stress levels. This perspective expands to include the job, the technical skills of the 

worker, the team, and the worker’s fit to the team (Dextras-Gauthier & Marchand, 2016; Dreu & 

Weingart, 2003). 

The physical and psychosocial worker–job relationships are explored as drivers of 

workplace stress and job interventions focus on worker skills, workload, worker control, job 

adaptation, physical workspace, and role clarification the for reducing workplace stress (Nobrega 

et al., 2010). The job perspective emphasizes the importance of a worker’s skills as well as 

personal suitability to the job and team and acknowledges how selecting and developing workers 

can mitigate workplace stress. As mentioned in the earlier section on emotional labour, good job 

fit can also reduce ED associated with workplace stress (Humphrey et al., 2015). 

Relationships play a significant role in the job perspective of workplace stress because of 

the influence workplace relationships have on workers’ stress levels. Supportive workplace 

relationships have demonstrated a positive impact on workers (Harkness et al., 2005; MacKay et 

al., 2004; Miller et al., 2008). The same emotional support required for team cohesion (Carless & 

De Paola, 2000) influences staff resilience and strengthens confidence while reducing levels of 
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stress in a care environment (Barsade & O’Neill, 2014; Furlong et al., 2014; Tourangeau et al., 

2010). Supportive relationships can increase coping self-efficacy, which is one’s perception of 

ability to cope with stressful situations (Southwick & Charney, 2012). Self-efficacy can 

determine the thoughts, feelings, and behaviours an individual displays in response to stress 

situations and can serve to reinforce positive or negative responses. A strong sense of efficacy 

can reduce stress levels, improve interrelations, bolster productivity, and increase the 

effectiveness of managing workplace incivility (De Clercq, Haq, & Azeem, 2018). A sense of 

purposefulness and value can influence coping self-efficacy (Southwick & Charney, 2012). 

Considering that workplace social valuing influences felt value of workers (Dutton et al., 2016), 

as discussed earlier, and a sense of value influences self-efficacy (Southwick & Charney, 2012), 

the social attributes associated with team cohesion and engagement may also reduce workplace 

stress. 

At an even broader level, workplace stress can be manifested through organizational 

governance and leadership, and attachment theory helps illustrate their impact on workplace 

stress. Ronen and Mikulincer (2009) linked attachment theory to burnout in the workplace. 

Attachment theory argues that human bonding early in life determines a person’s ability to form 

healthy relationships later in life, meaning that if a sense of secure attachment is not established 

early in life, insecurity about one’s own worth and others’ trustworthiness intensifies (Ronen & 

Mikulincer, 2009). Researchers in social and personality psychology determined that attachment 

can be measured according to two dimensions: attachment anxiety and avoidance (Ronen & 

Mikulincer, 2009). Attachment anxiety describes the amount of worry one has about another’s 

reliability in time of need, and avoidance is the level of distrust one has for another’s goodwill 

and the degree of distance and independence one maintains from others (Ronen & Mikulincer, 



LTC TEAM COHESION AND ENGAGEMENT 62 

2009). Attachment anxiety and avoidance are linked to perceiving intentions and actions of 

others as negative, a pessimistic and insecure self-perception, ineffective self-regulation 

strategies, self-destructive coping mechanisms, and emotional instability (Bartholomew & 

Horowitz, 1991; Collins & Read, 1990; Hazan & Shaver, 1987; Mikulincer, 1998). In addition, 

attachment anxiety and avoidance has been linked to decreased work functioning and difficulties 

adjusting in the workplace. Attachment anxiety and avoidance are linked to negative perceptions 

of organizational fairness and team cohesion and result in higher degrees of burnout (Ronen & 

Mikulincer, 2009). That being said, the links between attachment theory, negative perception of 

organizational fairness, and team cohesion and burnout indicate that organizational interventions 

and leader accountability to organizational policy and procedures for workplace stress reduction 

may be more effective than individual worker interventions. 

The organization-based perspective, or the “comprehensive structural model” (Ramon & 

Hart, 2003, p. 38), places the responsibility for worker-experienced stress and the corresponding 

resolution on the work environment. This perspective has explored workplace stress in terms of 

organizational culture, policy, and management. At this level, the focus is on the development of 

policy and structural change to reduce workplace stress for workers (Nobrega et al., 2010; 

Ramon & Hart, 2003). 

The workplace environment is a critical level of intervention that demonstrates effective 

workplace stress reduction strategies that diminish workplace stressors and improve the well-

being of workers (Nobrega et al., 2010). Reducing workplace stress at the organizational level 

can be the most impactful approach to workplace stress reduction, and it takes a strategic 

approach to HR policy and practice to be effective. Clarity of roles, organizational purpose and 

goals, as well as clear communication and organizational practices that align behaviour with 
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desired outcomes can reduce worker stress (Colligan & Higgins, 2006; Maulik, 2017; Nobrega et 

al., 2010). At the organizational level, policy and procedures act as resources that provide both 

leaders and employees with information that guide workplace behaviour. These resources can 

reduce workplace stress incidences and mitigate the effect of workplace stress when 

communicated effectively and applied consistently by leaders. 

In summary, workplace stress can decrease worker performance, negatively impact care 

outcomes, and increase costs to the organization. Sources of workplace stress are related to 

workplace culture (Colligan & Higgins, 2006; Dextras-Gauthier& Marchand, 2016; Nobrega et 

al., 2010), and influenced by organizational governance, work design, working conditions, and 

workplace relationship among workers and between workers and leaders (Colligan & Higgins, 

2006; Maulik, 2017; Nobrega et al., 2010). Furthermore, as discussed in the earlier section on 

emotional labour, a focus on organizational financial and clinical deliverables over psychosocial 

needs increases ED for emotional labour workers in LTC (Riley & Weiss, 2015). A multilevel 

approach to workplace stress reduction is most effective (Maulik, 2017), particularly when 

organizational governance is aligned with job fit and worker initiatives (Dextras-Gauthier& 

Marchand, 2016). At a worker level, strong workplace relationships can promote felt value 

(Dutton et al., 2016), decrease stress, increase resilience, and promote self-efficacy (Barsade & 

O’Neill, 2014; Furlong et al., 2014; Tourangeau et al., 2010). For LTC workers, strong team 

cohesion and a sense of personal accomplishment, can mitigate stressors and reduce intent to 

leave an organization (Tourangeau et al., 2010). Aligning job fit (Humphrey et al., 2015), 

organizational governance, and leader behaviour (Colligan & Higgins, 2006; Maulik, 2017; 

Nobrega et al., 2010) with desired workplace outcomes can reduce the workplace stress 

associated with ED while increasing organizational engagement (Schneider et al., 2017). 
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Chapter Summary 

In this chapter, I reviewed literature relevant to the main inquiry question: How might 

Delta View work with cross-functional teams of front-line staff to foster team cohesion and 

engagement? Threaded through the four main topics of my literature review was the importance 

of training in emotional competencies, supportive workplace relationship, leadership that models 

and facilitates effective workplace behaviour, and aligning organizational governance to support 

effective workplace conduct and interrelationship development. 

A toxic workplace culture, poor relationships in the workplace (Colligan & Higgins, 

2006), and the conflicting demands of emotional labour and bureaucratic accountability (Ramon 

& Hart, 2003) create barriers to providing quality LTC as they promote ED in workers and 

reduce staff members’ ability to perform to high-quality standards. The stress associated with ED 

can be further exacerbated when staff lack the emotional management skills necessary to display 

required workplace emotions. Workplace stress can erode workplace relationships, negatively 

impact productivity and efficiency, increase errors, and contribute to worker exhaustion and 

absenteeism, which reduces care outcomes and contributes to higher costs in LTC. 

Team cohesion can alleviate staff emotional exhaustion, reduce turnover rates, and 

increase job satisfaction (Buttigieg et al., 2011; Tourangeau et al., 2010). In healthcare, cohesive 

teams increase staff motivation and well-being, reduce error rates, and improve patient 

satisfaction and quality of care (Buttigieg et al., 2011). In addition, cohesive teams demonstrate 

lower levels of team member stress (Cruz & Pil, 2011) and increased work engagement (Sarti, 

2014). Among teams, a positive reciprocal cycle promotes recognition of team member 

contributions (Tourangeau et al., 2010) and reinforces positive relationships (Öhman et al., 2017) 

while building a sense of felt value (Dutton et al., 2016). 
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To engage in a positive reciprocal cycle, team members require soft skills that support 

ongoing awareness, emotional, and relationship management. Additionally, for a positive 

reciprocal cycle to be sustainable, staff require the intermediary support of leaders to shape a 

social culture that promotes positive and supportive relationships among team members 

(Kozlowski & Ilgen, 2006). Reduction of ED is realized when organizational governance, 

workplace behaviour, and activities align to create a caring workplace culture that supports staff 

to perform to high standards. 

Organizational engagement is driven by work design, which influences shared 

meaningfulness; HR practices, which stimulate shared psychological safety; and leadership, 

which motivates shared psychological availability (Barrick et al., 2015). When these align to 

create a workplace culture (Dextras-Gauthier& Marchand, 2016), clarifying how roles link to 

organizational goals and purpose (Colligan & Higgins, 2006; Maulik, 2017; Nobrega et al., 

2010), can alleviate worker attachment anxiety, increase team cohesion, and reduce workplace 

stress (Ronen & Mikulincer, 2009). In addition, HR practices are a valuable resource for front-

line leaders who are responsible for leading team behaviour in alignment with organizational 

goals. Additionally, SHRM practices guide selection and performance management for all roles 

within the organization and can be aligned to ensure job and culture fit for both staff and leaders. 

Aligning HR practices and procedures to address workplace relationships, job fit, skill 

enhancement, and information sharing can promote individual, team, and organizational 

engagement by acting as a guidepost for staff and leader behaviour and activity (Kozlowski & 

Ilgen, 2006). 
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Chapter Three: Methodology and Methods 

In conducting this study, I asked the following question: How might Delta View work 

with cross-functional teams of front-line staff to foster team cohesion and engagement? In this 

chapter, I describe the approach I used to explore the main inquiry question, which I developed 

in collaboration with my sponsor. I open this chapter with an overview of the research 

methodology and methods I employed to conduct the inquiry. I then describe the site and project 

participant selection, including how I selected and engaged participants. I also provide details on 

the data collection methods I employed as well as how I conducted the study. I close this chapter 

with a review of the data I collected, my data analysis methods, a brief description of 

triangulation and an explanation of the ethical considerations relating to this research. 

Methodology 

This study was primarily qualitative with some quantitative questions. Qualitative 

research seeks to “understand how people interpret their experiences, how they construct their 

worlds, and what meaning they attribute to their experiences” (Merriam & Tisdell, 2016, p. 6). 

Holding space for participants to freely share their experiences and their interpretation of those 

experiences allowed the data to be shaped by the participants’ perspectives. The research 

methodology I employed was aligned with action research (AR); more specifically, I applied the 

action research engagement (ARE) model (Rowe et al., 2013). 

Action research and action research engagement. Rowe et al.’s (2013) ARE model 

aligns with and shares many of the characteristics of AR. Scholars often describe AR as research 

with people rather than research on people (Merriam & Tisdell, 2016). Much like AR, ARE 

employs a collaborative approach among participants and uses a cyclical process of inquiry 

(Rowe et al., 2013). The AR (Merriam & Tisdell, 2016) and ARE (Rowe et al., 2013) approaches 
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share Reason’s (2006) stages of AR: pursuing a worthwhile purpose, democracy and 

participation, many ways of knowing, and emergent developmental form. Also in line with 

Reason’s stages of AR, this project included (a) the worthwhile purpose of fostering caring and 

compassion among front-line workers at DV; (b) democracy and participation in the process by 

engaging participants in a collaborative process; (c) many ways of knowing by incorporating a 

variety of perspectives to generate evidence through the inquiry process; (d) observation of 

participant interaction; (e) observation of self-reflection; and (f) emergent developmental form 

through the planning, the data-gathering process, flexibility in engaging a second data-gathering 

method, through to the data analysis process itself. I carefully selected the methods employed in 

this inquiry to align with the principles of AR (Merriam & Tisdell, 2016) and, more specifically, 

ARE (Rowe et al., 2013). While AR focuses on multiple cycles of activity to achieve change 

(Merriam & Tisdell, 2016), the ARE model is intended to help stakeholders begin to plan for 

change rather than create change itself (Rowe et al., 2013). 

Placing the researcher in action research. A main principle in AR is consideration of 

the degree of involvement by the main researcher (Merriam & Tisdell, 2016). In AR, the degree 

of involvement of the researcher can vary from being a complete insider, an active member of 

the community being researched, or an outsider—a researcher who is external to the community 

(Merriam & Tisdell, 2016). Being an outsider to DV, it was important that I worked closely with 

the organization to ensure authentic engagement with and by participants and to ensure integrity 

as well as the social and emotional safety of participants (Merriam & Tisdell, 2016). I believe 

that my researcher role as external to the organization proved beneficial in this case. As an 

external facilitator, I did not have a stake in the outcome and did not hold power over 
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participants; I believe this was favourable to establishing a safe container for participants to 

engage in the process. 

Action research engagement. The ARE approach focuses on stakeholder engagement 

that precedes change by involving stakeholders in an inquiry activity that “opens them to 

different points of view; increases their understanding of issues; and identifies challenges, 

barriers and opportunities” (Rowe et al., 2013, p. 7) to reduce resistance to change and enhance 

the advancement of change initiatives (Rowe et al., 2013). The ARE model involves a five-stage 

process: planning, data gathering, data analysis, reflection, and consideration of future action 

(Rowe et al., 2013). 

In alignment with the planning stage (Rowe et al., 2013, p. 23), I confirmed my 

perceptions of the issue and planned the exploration of the subject through ongoing 

correspondence with my sponsor and the executive leadership team at DV. In the planning 

process, I engaged the executive leadership team to clarify the organizational context and 

importance of cohesion and engagement, and I developed a plan to explore cohesion and 

engagement with front-line staff. I also engaged in an initial literature review as a part of the 

planning phase. During the data-gathering phase (Rowe et al., 2013), I involved participants in 

facilitated group sessions and a survey as methods for engaging dialogue about and gathering 

further information on the current state of cohesion and engagement as well as to explore ideas 

for enhancing cohesion and engagement. In the “Data Collection Methods and Conduct or 

Procedures” section to follow, I explain the methods in more detail. In the course of the data 

analysis phase (Rowe et al., 2013), I embedded myself in the data to derive a “deeper meaning” 

(Rowe et al., 2013, p. 21). During this phase I identified underlying drivers and barriers to 

cohesion and engagement, which I describe in Chapter 4. Additionally, I reported these findings 
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back to the participants and requested their feedback. As a part of the reflection phase, I engaged 

the executive leadership team in a report out session to review the findings and 

recommendations. Stage 5 of the ARE model is considered the “transition zone” (Rowe et al., 

2013, p. 20), involving a hand over of the recommendations for the organization to plan and 

initiate change as a result of the ARE process. In line with Stage 5 of the ARE process, I 

provided a written report to DV to assist with planning next steps in line with my findings, 

conclusions, and recommendations. When not involved in the action planning process, I 

remained in contact with the organization and continued discussions about recommendations and 

possible actions. 

Site and Participant Selections 

At the time of this inquiry, DV encompassed nine separate units that provided residential 

care. Each unit was staffed with dedicated CFTs of front-line workers that include RNs, LPNs, 

RCAs, dietary aides, housekeeping staff, activity aides, and rehabilitation staff. While some 

front-line staff worked across units, and were members of more than one CFT, most worked as 

dedicated CFT members of a single unit. Selecting front-line staff from each of the nine units for 

the data gathering phase gave me a more informed understanding about the current state of 

cohesion and engagement within the CFTs of front-line workers at DV. 

I recruited facilitated group and survey participants by employing purposive sampling. 

Purposive sampling involves deliberate selection of participants based on their likelihood of 

providing the insight into the questions being asked in the study (Saldaña & Omasta, 2018). As 

this project focussed on strengthening cohesion and engagement among front-line workers of 

CFTs, I selected participants from the 350 full- and part-time, front-line staff throughout the nine 

residential care units at DV. For facilitated groups, I specified selection criteria during site visits. 
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For the survey, I specified that the survey was to be distributed to front-line workers, and I 

included a demographic section in the survey for participants to indicate their roles with the 

organization to ensure that data were from front-line workers. 

I initiated recruitment of participants for the group sessions through hanging invitation 

posters throughout DV. The posters described the project and included my contact information 

on tear-off tabs for participants to initiate engagement in the project (see Appendix A). In 

addition to posters, I visited the facility to explain the project and invite front-line staff to 

participate. As participants signed up for facilitated group sessions, I gave each participant a 

letter of engagement (see Appendix B), and issued the participants a consent form (see Appendix 

C). The organization granted participants time out of their daily work schedule to participate in 

the facilitated groups. I arranged to hold the facilitated group sessions on site, and the executive 

leadership team distributed the surveys in paper form to front-line workers across the 

organization (see Appendix D). 

I planned for the facilitated groups to comprise of a mix of RCAs, housekeeping, dietary 

aides, and recreation aides, with one group dedicated to RNs and LPNs. I had initially intended 

to conduct three to five group sessions with a complement of eight to 16 participants, with a 

range of 24 to 80 participants overall. I planned for the initial session to consist of RNs and 

LPNs. As RNs and LPNs are frequently the unit lead, and because the influence of supervisors 

over participants (Royal Roads University, 2017) can impact participants’ genuine engagement, I 

chose to designate this as a separate group to avoid power-over concerns amongst participants. 

Only two nurses signed up; as such, I cancelled the session for RNs and LPNs due to low 

participation. 
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The first facilitated group session proceeded with three RCAs and one activity aide. The 

second session consisted of four RCAs. The third facilitated group session was comprised of five 

RCAs. In total, 13 participants took part in the facilitated group sessions that included a mix of 

RCAs and recreation aides representative of several units. The mix of participants for each 

facilitated group session supported the development of relationships across units and across 

departments. 

Of the 350 front-line staff, 32.6% completed the survey. I was unable to calculate a 

response rate, as organizational leaders had distributed paper copies of the survey to front-line 

staff on my behalf. Of the 114 survey participants, 84 identified their role (see Table 1). No one 

self-identified as housekeeping or dietary aides. 

Table 1 

Number of Participants by Role 

Organizational Role No. of Participants 

Registered Care Aides 59 

Recreation Aides and Rehabilitation Staff 8 

Registered Nurse 6 

Licensed Practical Nurse 8 

Other 3 

 

As described under the “Methodology” section earlier in this chapter, I explored cohesion 

and engagement through facilitated group sessions and a supplementary survey with front-line 

workers at DV. I conducted three facilitated group sessions with a total of 13 participants 

involving RCAs, housekeeping staff, and one activity aide. Surveys elicited 114 responses, with 

participants self-identifying as RCAs, recreation aides and rehabilitation staff, RNs, and LPNs. 
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Data Collection Methods and Conduct or Procedures 

I utilized two methods of data collection in this project: facilitated group sessions and 

surveys. The facilitated group sessions were influenced by dialogic organizational development 

(DOD; Bushe & Marshak, 2015) and design thinking principles (Silverman, 2015) and delivered 

through a liberating structures (Lipmanowicz & McCandless, 2013) format to engage 

participants and facilitate groups. For the survey, I used a qualitative approach supplemented by 

quantitative questions to expand on the data gathered in the group sessions. 

Facilitated group sessions. My initial inquiry method involved facilitated group 

sessions, at which I engaged participants in a process of reflection and dialogue to explore 

cohesion and engagement. I chose to utilize facilitated group sessions as a method for involving 

participants for the purpose of developing relationships among participants, engaging 

participants in dialogue, supporting CFT development, and generating multiple solutions for 

improving cohesion and engagement. The phased approach to the facilitated design that I 

employed encouraged progressive interaction among participants, which promoted self-reflection 

and strengthened of interrelationships among the group session attendees. 

I chose to engage participants in DOD because of its strengths in expanding participant 

awareness through sharing perspectives while at the same time generating information for 

informing choices about change (Bushe & Marshak, 2015). DOD views organizational change as 

continuously evolving from the social reality within and seeks to understand the meaning-

making processes that informs that reality (Bushe & Marshak, 2015). Engaging participants in 

dialogue aimed at exploring their experiences with regard to cohesion and engagement and the 

meaning they gave to their experiences facilitated a deeper understanding about the social reality 

of the participants and how that social reality was influenced by the participants themselves. 
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Similar to both AR and ARE, DOD embraces the characteristics of humanism, democracy, 

collaboration, and awareness and views reality as socially constructed. 

Informing my approach to DOD was design thinking (DT) principles, which aim to 

facilitate a desired environment through the intentional design of activities (Silverman, 2015). 

Similar to DOD, the roots of DT are couched in AR (Romme, 2004). The DT approach includes 

the stages of discovery, ideation, prototyping, and evaluation (Silverman, 2015). Like ARE 

(Rowe et al., 2013) and DOD (Bushe & Marshak, 2015), DT supports participants to “share their 

views, hear the views of others, and refine their own views in light of what they have heard” 

(Hennink, 2014, p. 3). While the full cycle of DT brings participants to the design and testing 

stages, this inquiry focussed on the participatory strength of DT, specifically discovery and 

ideation, as these stages develop empathy among participants, establish communication, expand 

awareness, and encourage collaboration on ideas that are of importance to the participants. 

Through sharing “attitudes, perspectives, knowledge and values” (Rowe et al., 2013, p. 19), 

participants had the opportunity to explore a common “purpose, motivation, and strategy for 

change” (p. 19). To engage participants in this process, I applied a string of liberating structures 

(LS). 

The LS processes are selected and strung together for their ability to achieve a specific 

goal (Lipmanowicz & McCandless, 2013). I used a string of LS to promote participant self-

reflection, develop relationships among participants, improve participant understanding about 

behaviours that foster positive relationships among staff, enhance communication, and generate 

ideas for developing stronger cohesion and engagement. Researchers described LS as a 

facilitative process that engages all participants in a group (Lipmanowicz & McCandless, 2013) 

and invites attendees to build trust and collaboration (Lipmanowicz & McCandless, 2013) while 
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also enabling idea generation and solutions for an identified concern or issue (Lipmanowicz & 

McCandless, 2013). I chose to use LS for the cyclical approach (similar to AR) to engaging 

participants in dialogue as well as for its ability to strengthen interrelationships among group 

participants and foster collaboration. 

Through the use of microstructures, LS promotes an emergent process by facilitating 

reflection, dialogue, and collaboration among participants. In LS, microstructures, the small 

structures that influence interactions among people and are the little details that often become 

rote yet have a big impact on outcomes, are adjusted to create group dynamics supportive of 

generating positive results (Lipmanowicz & McCandless, 2013). Microstructures are comprised 

of five structural elements: (a) a structured invitation, (b) arrangement of space and the materials 

used, (c) distribution of participation, (d) configuration of groups, and (e) the sequence and 

timing allocated to each step of the process (Lipmanowicz & McCandless, 2013). I intentionally 

selected a string of LS (Lipmanowicz & McCandless, 2013) formats to encourage relationship 

building among participants, facilitate reflection on cohesion and engagement, encourage 

consideration about participants’ own role in the current and future state of cohesion and 

engagement, and support participants to generate ideas for improving cohesion and engagement. 

Through this designed process of engagement, I aimed to create a safe space for 

participants to share openly, without fear of judgement. I intended for participants to share 

genuine dialogue about their perceptions of cohesion and engagement, what it currently looked 

like to them, how they would like it to look, and possible next steps to influence a positive 

change. These structures included (a) “heard, seen, respected” (McCandless & Lipmanowicz, 

n.d.-b, para. 1); (b) “TRIZ” (McCandless & Lipmanowicz, n.d.-c, para. 1); and (c) “1-2-4-All” 

(McCandless & Lipmanowicz, n.d.-a, para. 1). 
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The “heard, seen, respected” (McCandless & Lipmanowicz, n.d.-b, para. 1) approach 

aimed to build trust and empathy among participants. Through sharing experiences of not feeling 

heard, seen, and respected, participants had the opportunity to be heard, to identify commonality, 

and understand what behaviours they exhibited that may cause others to feel this way. 

This initial exercise encouraged participants to deeply listen to one another, identify 

commonalities, and uncover what was important to them (McCandless & Lipmanowicz, n.d.-b). 

This process invited participants to surface and examine their own behaviours as well as the 

behaviours of others, leading to a broadened understanding about the self and others while 

building empathy and trust among participants (McCandless & Lipmanowicz, n.d.-b). See 

Appendix E for the questions and procedure for Heard, Seen, Respected session. 

Next, I facilitated the “TRIZ” (McCandless & Lipmanowicz, n.d.-c, para. 1) structure, 

which is a Russian acronym for the theory of inventive problem solving (Ouellette, 1996). This 

approach encouraged participants to confront destructive behaviours and actions and created a 

safe space for discussing serious issues and removed barriers for innovation (McCandless & 

Lipmanowicz, n.d.-c). TRIZ allowed participants to gain understanding about how their 

behaviours and actions may be counterproductive and to identify ways to shift behaviour to be 

more effective (McCandless & Lipmanowicz, n.d.-c). 

The TRIZ process created a safe space for participants to shed light on the darker issues, 

ones that are generally avoided in discussions and which prevent them from working cohesively. 

The TRIZ process aided participants to accept ownership over issues and solutions. See 

Appendix F for the TRIZ questions and session procedure. 

Finally, I employed a 1-2-4-all (McCandless & Lipmanowicz, n.d.-a, para. 1) approach, 

in which I engaged participants in generating solutions and built consensus among participants. 
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This process engaged participants in broader solution-focussed discussion and developed a 

shared understanding among participants (McCandless & Lipmanowicz, n.d.-a). 

During this exercise, participants generated ideas for increasing cohesion among staff. 

The process supported the organic growth and sifting of participants’ ideas (McCandless & 

Lipmanowicz, n.d.-a). See Appendix G for the l-2-4-All group questions and procedure. 

The LS processes enabled me to generate multiple forms of data while engaging 

participants in exercises that promoted relationship development and broadened participant 

perspective. While the facilitated group method promoted relationship development between 

participants, the method was still conducive to ARE (Rowe et al., 2013), as deepened 

relationships may not be sustainable without ongoing support. Although my initial plan was to 

engage solely in DOD, the circumstances involved required me to add an additional data-

gathering method that would allow participants to engage in the inquiry while attending to the 

demands of their work. 

Surveys. Surveys are structured with predetermined questions that are consistently 

applied among participants (Saldaña & Omasta, 2018). The survey supported and added to the 

richness of the findings from the group sessions. In hopes of garnering more robust findings and 

to gain clarity from the data, I used qualitative questions, supported by some quantitative 

questions in the survey tool. The survey included rating scales, open-ended sentences, open-

ended questions, multiple-choice questions, closed-ended questions, and demographic questions 

(see Appendix D). Using blended questions in the follow-up survey allowed me to explore 

commonalities and differences that existed between demographic groups within the organization. 

Organizational demographics identified role, unit, shift, length of employment, gender, and age. I 
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based the survey design on the information gathered in the facilitated groups and with the main 

question of the study in mind. 

When using multiple methods in research, group data can be used to form survey 

questions (Eriksson & Kovalainen, 2016). As I wanted to explore if the initial facilitated group 

findings were more broadly applicable to front-line workers throughout the organization, I 

included questions similar to those posed to facilitated group participants. Surveys can include 

both quantitative and qualitative questions (Saldaña & Omasta, 2018). 

While qualitative survey questions invite coding in the data analysis process, it can be 

problematic because there are no opportunities for the researcher to conduct follow-up questions 

for clarification (Saldaña & Omasta, 2018). With the challenges of including qualitative 

questions in mind, I included follow-up questions as a part of the format of the survey. I opened 

the survey by asking participants to rate their level of agreement to 17 items that arose as themes 

within the facilitated group sessions. These 17 items explored the thoughts, feelings, and 

perceptions of participants. Initiating the survey with rating-scale questions was, I felt, a soft 

start to the survey. I followed the rating scale with a section of six “I”-statement questions 

designed to facilitate a sense of ownership by participants and help me understand the level of 

control participants felt they had over their work and work environment. Next, I presented a 

series of rating-scale questions, each followed by a series of open-ended questions designed to 

explore the meaning of the participant’s response to the preceding rating-scale questions. I added 

demographic questions to the end of the survey to explore what differences, if any, existed 

between departments, roles, units, shifts, age of participants, and duration of employment with 

DV. 
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Study Conduct 

Following the Royal Roads ethical approval, I initiated recruitment of participants for the 

facilitated group sessions. I began recruiting participants by having the executive leadership team 

distribute recruitment posters throughout DV. I also collaborated with the executive leadership 

team to set potential dates and times for the facilitated group sessions. I then toured the site and 

informed front-line staff about the project to sign participants up for facilitated group sessions. 

Facilitated group sessions commenced after I had signed up a sufficient number of participants. 

Three facilitated group sessions took place, ranging in length from 1.25 to 2 hours and engaged a 

total of 13 participants. Due to the nature of the healthcare industry, participant engagement was 

lower than I had anticipated for the facilitated group sessions. As such, I felt it necessary to 

gather additional data through another method. Reason (2006) explained, “Action research is 

characteristically full of choices” (p. 187), and I was compelled choose a method that would 

meet the needs of the participants, the organization, and my inquiry project. While not ideal for 

AR, participants and the executive leadership team agreed that surveys would be the most 

effective and least disruptive method for gathering additional data from time taxed front-line 

workers. 

I developed the survey with help from members of my cohort, who reviewed the survey 

for both content and timing. I also reviewed the survey with my thesis supervisor. I estimated the 

survey would take a minimum of 15 minutes to complete, longer for those who reflected more 

deeply on the questions and discussed responses with others. As per staff request, I had the 

survey distributed in paper form. 

On my behalf, the executive leadership team distributed the survey to front-line staff in 

each of the nine units. As per my request, the executive leadership team informed potential 
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respondents of its availability and asserted that the survey was strictly voluntary. The first page 

of the survey informed participants about the purpose of the study, confidentiality, consent, 

content of the survey, and instructions for completion (see Appendix D). I requested the 

executive leadership team encourage participants to take the time to discuss their thoughts with 

one another while completing the survey. 

I ensured envelopes were supplied with each survey for participants to seal their 

individual responses and ensured larger envelopes were made available in staff rooms for 

participants to submit completed forms. Participants were given two weeks to complete the 

survey and submit the completed form into the collection envelopes in the staff rooms. An 

executive leader then sealed the large envelopes and couriered them to me. The survey collected 

data from a broader base of front-line workers than did the group sessions. The survey data 

confirmed, expanded on, and deepened the findings from the facilitated group sessions. The 

findings from the facilitated group sessions and surveys are detailed in Chapter 4. 

Data Analysis 

Facilitated groups provided several types of data to draw from. Data came in the form of 

my personal observation notes of group dynamics, audio recordings of sessions, and flip chart 

notes compiled by participants during the facilitated sessions. To prepare the data from 

facilitated group sessions for analysis and embed myself in the data, I transcribed recordings 

from each session, summarized my personal notes, and summarized participant flip chart notes 

from each group. The surveys provided qualitative, quantitative, and demographic data. To 

prepare the survey data for analysis and to familiarize myself with its content, I manually entered 

each survey into SurveyMonkey (n.d.) and then extracted the information into Microsoft Excel. 
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I condensed the group session transcripts by “eliminating extraneous and tangential 

comments unrelated to the research question of interest” (Saldaña & Omasta, 2018, p. 118). I 

then commenced initial coding to “open the meaning in the data” (Tracy, 2013, p. 189). Coding 

refers to summarizing categories in the data (Saldaña & Omasta, 2018; Tracey, 2013). To begin, 

I organized the data from each group into categories of the questions asked in the session. From 

there, I conducted in vivo coding, which enabled me to identify language that stood out using the 

participants’ own words and phrases (Saldaña & Omasta, 2018; Tracy, 2013). For example, I 

highlighted common words and meanings participants had used. I then conducted emotion 

coding, which is the process of identifying the emotions expressed by participants or understood 

by the researcher (Saldaña & Omasta, 2018). To maintain context for the emotions, when coding, 

I included the action that the participant described that invoked the feeling and the expressed 

result of the feeling. Desiring a deeper understanding, I conducted values coding, which is the 

process of identifying the values, attitudes, and beliefs expressed by the participants (Saldaña & 

Omasta, 2018). Further, I identified participant quotes that stood out in the data. 

For the survey data, I began analysis by aggregating quantitative data and commencing 

initial coding of the qualitative data. Initial coding included comparative coding, fracturing data 

into smaller pieces, and lumping data into broader categories (Saldaña & Omasta, 2018; Tracy, 

2013). As with the group data, I commenced initial coding using the in vivo method to identify 

common language that surfaced through the participants’ own words and phrases (Saldaña & 

Omasta, 2018; Tracy, 2013). I identified words and short phrases used by the participants for 

each of the open-ended questions. I then grouped the codes into themes that occurred most 

frequently from each question. I also highlighted quotes that represented the themes and 

expressed the meaning of the data. 
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After completing initial coding and reflecting on my results, I moved into secondary 

coding. Secondary coding involved data interpretation, identifying patterns, synthesising themes, 

and establishing cause-and-effect relationships (Tracy, 2013). Secondary coding moves the 

researcher from identifying what is in the data to identifying how it is significant and why it is 

important (Tracy, 2013). I identified themes in both the facilitated group data and the survey 

data. I reviewed the quantitative data to confirm that it reflected my emerging concept by 

breaking out the data based on the roles, units, shifts, age, gender, and length of time working at 

DV to identify trends across demographics in the survey data. I reviewed the facilitated group 

data with the survey data and confirmed common themes. The emerging pattern was consistent 

across the demographic data. At this stage of data analysis claims began to emerge and a 

hypothesis started to form (Tracy, 2013). 

As “themes emerged consistently” (Saldaña & Omasta, 2018, p. 99) between and 

“harmonized” (p. 99) among the transcriptions and flip chart notes from the facilitated group 

sessions and also surfaced in the qualitative, quantitative, and demographic data from the 

surveys, I felt I had reached triangulation. Triangulation enhances validity of findings by using 

multiple sources of data to demonstrate similar results (Eriksson & Kovalainen, 2016; Tracy, 

2013). In this case, I was able to identify themes that emerged consistently through data (Saldaña 

& Omasta, 2018) from the facilitated group sessions, and the surveys. 

Ethical Implications 

This research study involved human participants and as such adhered to the approved 

guidelines of the Royal Roads University (2011) Research Ethics Policy and the Tri-Council 

Policy Statement’s ethical guidelines (Canadian Institutes of Health Research [CIHR], Natural 

Sciences and Engineering Research Council of Canada, & Social Sciences and Humanities 
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Research Council of Canada, 2014). In line with the three core elements of Tri-Council Policy 

Statement’s ethical guidelines, this study demonstrated respect for participants, concern for the 

welfare of participants, and justice in the treatment of participants (CIHR et al., 2014). 

This project presented no anticipated potential harm to participants, with no greater risk 

than that which would be encountered in everyday life (CIHR et al., 2014). The concern for 

participants did not fit the Tri-Council Policy Statement’s definition of “vulnerable persons” 

(CIHR et al., 2014, p. 11). Recruitment posters and surveys provided an overview of the project, 

including the purpose and objectives, and ensured that participants were engaging in the project 

of their own free will. 

Power over, described as the influence of supervisors over participants (Royal Roads 

University, 2017), can influence participants’ genuine engagement. I addressed risk of power 

over (Royal Roads University, 2017) through poster and personal recruitment for the group 

sessions and clear instructions to DV leadership for survey delivery. Recruitment posters 

required interested participants to contact me directly to enrol in group sessions, thereby 

eliminating concern of coercion. I also avoided coercion by personally touring DV to sign up 

group participants. As groups consisted of peers, there was no hierarchal, power-over concerns 

during the group methods. However, one power-over concern did arise during the first group 

session. Having realized that one participant in the first group was in a relationship that could 

have influenced a sense of power over (Royal Roads University, 2017) in other group members, 

I requested the participant exit the group prior to the group commencing the session. For the 

survey, I addressed the risk of power over by giving the executive leaders of DV clear direction 

that the participants must opt to complete the survey of their own free will and to specifically 

inform staff when surveys were distributed that their participation was strictly voluntary. 



LTC TEAM COHESION AND ENGAGEMENT 83 

Voluntary participation was also addressed on the front cover of the paper survey. Theming and 

coding data prior to the stakeholder action planning session also served to protect the anonymity 

of participants by eliminating any personal identifiers from the information shared. 

I distributed a research information letter (see Appendix B) to participants as they signed 

up for the group sessions and included similar information to the front of the survey. This initial 

information sharing aided in establishing and maintaining relationships with participants as well 

as supported participants to feel respected, appreciated, and empowered (IDEO, 2015). The 

engagement letter outlined the purpose of the research (IDEO, 2015), including information 

regarding the opportunity for participants to withdraw at any time (CIHR et al., 2014). Group 

sessions included a review of the opportunity for participants to withdraw at anytime. Free and 

informed consent was obtained in writing for the facilitated group sessions (see Appendix C). 

I addressed protection of privacy through guarding raw data and only sharing the themes 

and insights that were relevant to the emergence and deliverables of the project (CIHR et al., 

2014; IDEO, 2015). I removed recordings of the facilitated group sessions from the facility 

immediately upon completion of each group session and initiated transcription of the recordings 

as soon as I left DV. I have stored raw data, such as confidentiality forms or other hard copy 

confidential information that may identify a participant, in a secure location in my locked filing 

cabinet at my home office. I have retained all electronic data, including voice recordings of 

group sessions collected, on an external flash drive, which is also stored in a locked filing cabinet 

in my home office. Documented information from group sessions does not include the names of 

participants. All sensitive information gathered during the project will be disposed of according 

to the Royal Roads University guidelines and timelines. 
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Chapter Summary 

In this chapter, I detailed the design of my study and included an overview of the 

research methodology and methods employed. I identified ARE (Rowe et al., 2013) as my 

methodological approach and explained my rationale for site and participant selection. I then 

explained the data collection methods I employed and the approach I took to data collection. I 

also described the conduct of the inquiry, which included the process I followed for data 

collection. I closed this chapter with a review of data analysis methods, which included 

descriptions of how I prepared the data for analysis and what analytical methods I applied for 

initial and secondary coding. I closed this chapter with a review of the ethical considerations 

undertaken while I explored cohesion and engagement at DV. The following chapter illustrates 

the findings of my inquiry project, discusses the conclusions that resulted from the process 

outlined above, and reviews the scopes and limitations of the inquiry. 
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Chapter Four: Inquiry Project Findings and Conclusions 

In this research I examined the following question: How might Delta View work with 

cross-functional teams of front-line staff to foster team cohesion and engagement? The first 

section of this chapter presents an overview of the themes and their reciprocal nature. Next, I 

illustrate each of the themes using paraphrased comments and direct quotes from the data. 

Following the findings section, I present a summary of the conclusions that emerged through a 

synthesis of my findings and the literature introduced in Chapter 2. This chapter closes with a 

discussion of the scope and limitations of the inquiry. 

Findings 

Four key themes that comprise the findings of this study: 

1. Workplace relationships are a vital component of cohesion and engagement. 

2. Recognition of essential factors from those in key relationships is a critical 

component of cohesion and engagement. 

3. Provision of resources from those in key relationships is a fundamental element 

cohesion and engagement. 

4. Relationships, recognition, and resources shape a sense of felt value, effect 

workplace stress, and influence ability to provide quality care. 

I found three recurring themes to be foundational factors of cohesion and engagement: 

relationships, recognition, and resources. When discussing cohesion and engagement, 

participants frequently referenced relationships in the workplace and a need for recognition and 

resource sharing from those in key relationships. Data also revealed that a sense of felt value was 

attached to the entwined components of relationships, recognition, and resources, which, in turn, 

prompted a stress response and corresponding capacity for care delivery. 
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Findings revealed participants’ perceptions of felt value were influenced by multiple 

aspects of relationship, recognition, and resources. An interweaving of these three aspects 

(relationship, recognition, and resources) shaped the felt value of participants and, in turn, 

impacted their stress levels and the quality of care they could provide. Figure 1 depicts the 

relationships I identified in my data and explains how a positive perception of relationship, 

recognition, and resources can result in participants feeling a higher sense of felt value, a 

decrease in stress levels, and an increase in ability to provide quality care, whereas a perception 

of negative relationships, recognition, and resources can have an opposing impact and result in 

participants feeling less valued, thereby producing higher stress levels and a decreased ability to 

provide quality of care. The following segments detail my findings and conclusions. 

Quality CareFelt Value Stress
Quality of 

Care
+ +
- -

Relationship Recognition

Resources

Cohesion 

& 

Engagement
+
-

 

Figure 1. Major findings: The interrelated components of cohesion and engagement, and their 
reciprocal influence on worker felt value, stress levels, and ability to provide quality care. 

Finding 1: Workplace relationships are a vital component of cohesion and 

engagement. Participants saw their work as primarily relational. Key relationships played an 

important role for participants. Figure 2 illustrates the key relationships identified by 

participants, including the staff, leaders, family members of residents, and residents. In the 

facilitated group sessions and the surveys, participants emphasized the importance for 
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recognition and sharing of resources with and among those in key relationships. Participants 

frequently described how key relationships can positively or negatively affect team cohesion and 

organizational engagement and noted the impact relationships had on staff felt value and 

resulting stress levels. In the following section on relationships, I discuss the key relationships 

identified by participants, describe the impact key relationships had on participants, and 

introduce the close connection participants made between relationships, recognition, and 

resources in association with team cohesion and organizational engagement. 

 

Figure 2. Key relationships identified by participants. 

Relationships among staff. How coworkers relate to one another can present barriers to 

team cohesion or promote cohesion among teams. Relationships between staff influence 

teamwork, what, or if, resources are shared, how they are shared, and how staff respond to one 

another. Demonstrations of respect and support from coworkers promoted team cohesion, while 

shows of disrespect and lack of support hindered productivity and eroded the positive 
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relationships necessary for team cohesion. The data illustrated participants’ experiences with 

both positive and negative relationship behaviours among staff. 

Participants valued teamwork, and relationships between team members had a strong 

influence on how supported participants felt when at work and whether or not they would 

support others. As a descriptor, “team” was not limited to role or department; rather, the concept 

crossed lines between department and hierarchy. Many individuals from the facilitated group 

sessions and the surveys agreed that working collaboratively, regardless of role, was most 

important. For example, one survey respondent noted, “It does not matter who helped [with] 

what, as long as team works together” (S).2 Several participants conveyed that the purpose of 

their collective work was to meet the needs of the residents. For example, one group participant 

stated that the team was there “for the benefit of the residents” (FQ). Participants’ understanding 

of group task seemed clear; however, teams did not always work collectively toward meeting 

resident needs. 

Participants found social relations among team members often influenced collective 

action. Participants prized demonstrations of respect from coworkers. For example, one survey 

respondent specifically stated it is important for “team members [to] respect each other” (S). The 

majority of participants desired collaboration between team members, as illustrated by one 

survey responded who noted staff feel best when they “are very connected . . . share [their] 

experiences, ideas, thoughts, feelings” (S) with coworkers. For many individuals, collaboration 

among staff across functions and hierarchies was directly connected to feeling supported at work 

                                                 

2 To honour participant anonymity, I do not indicate individual contributors but, rather identify the data 
type by attributing quotations as; FQ = participants from the facilitated group sessions as, FN 
= quotations providing written data from facilitated group sessions, and S = the quotations provided by 
survey participants. 



LTC TEAM COHESION AND ENGAGEMENT 89 

(FQ; S). Data showed that participants felt validated when team members worked together to 

resolve issues. For example, one respondent expressed feeling most supported when “nurses and 

coworkers sit together and have a word to solve the problem together” (S). Data showed that 

participants associated being respected with being heard. For example, in describing what would 

make him feel more respected, one respondent stated, “Allowing the person to finish talking 

before responding” (S). Data revealed that staff feel best at work when coworkers help one 

another (FQ; S). I feel best at work when my colleagues “respect and help each other” (S). 

Feeling respected by coworkers and working collectively across functions for the purpose of 

meeting the needs of residents were important aspects of team cohesion for participants. 

Relationships between team members impacted productivity. Viewing and attending to 

tasks as a team, rather than as individual responsibilities, increased team productivity. For 

example, one survey respondent described feeling most productive when “coworkers . . . pay 

attention to all of the tasks as a team” (S). Strong relationships between staff removed barriers to 

productivity by fostering an increased recognition of one another’s needs and prompting 

supportive behaviour. As one group participant illustrated, “There are times where . . . I’m 

exhausted and my partner will do some extra work . . . but there’s days . . . I’ll do extra work 

because I know she is tired” (FQ). Positive relations among coworkers created an atmosphere of 

team cohesion and enabled staff to perform more efficiently and effectively, while at the same 

time continuing to strengthen relationships among team members. 

Data sets did not always align. Quantitative data from the surveys indicated that 

participants generally experienced comfortable relationships with coworkers. Of the 114 

respondents, 88.7% indicated that their coworkers were approachable. Most survey respondents 

indicated that they were comfortable with staff relations. Of the survey respondents, 78.1% 
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indicated that they felt as though coworkers took an interest in their well-being. Additionally, 

survey results indicated that 74.3% of respondents agreed that team members demonstrate 

sensitivity to one another’s feelings. However, while quantitative data indicated relationships 

between coworkers were strong, and some qualitative data described supportive relations among 

participants and illustrated the benefits of positive relations, the information gathered also 

revealed a need for relationship development and described unsupportive behaviours among 

coworkers. 

Participants expressed feeling less valued and more stressed when staff did not function 

collectively. For example, one group documented feeling undervalued when team members are 

“uncooperative” (FN). Participants revealed that some staff separated residents in the same way 

they divided tasks and described how task separation disrupted social cohesion. Having been 

told, “That’s your resident, not mine” (FQ), when requesting assistance, one group participant 

described feeling frustrated, and wondered, “Come on, what are we all here for?” (FQ). One 

group noted (on a flipchart) feeling “hurt, disrespected, frustrated, disappointed, exhausted and 

stress[ed]” (FN) as a result of a lack of support from coworkers. Acts of disrespect from 

coworkers increased staff members’ stress levels and contributed to ineffectual workplace 

relationships. Illustrating this, one group participant reluctantly expressed feeling disrespected 

“when team members speak in their mother tongue” (FQ) while working because not 

understanding the conversation between coworkers instilled a sense of separation from the work 

group. Increased levels of stress and dissatisfaction were prominent among those who 

experienced disrespect and lack of cooperation from coworkers. 

Ineffectual relationships between coworkers impacted both the staff and the residents 

they served. Participants shared how withholding behavioural management techniques from 
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coworkers was harmful to staff and residents. One group participant described an instance of this 

as follows: “[When] you don’t give them [coworkers] hints on how not to get hit” (FQ), you are 

setting coworkers and residents up for failure. The same participant went on to describe a more 

supportive approach and suggested workers tell each other, “It’s easier if you do the care this 

way” (FQ). Participants demonstrated how supportive behaviour between coworkers could 

benefit both staff and residents. How coworkers share insights with one another both influenced 

and was influenced by the relationships among them. How staff related to one another impacted 

both the staff and residents they served. 

While some participants felt confident that reaching out to coworkers would result in 

support, others were reluctant to share their concerns or needs. For example, one group 

participant stated, “Team wise we are pretty good” (FQ), and went on to say “coworkers . . . 

understand when I tell them that I’m going through this thing” [and] they . . . always help” (FQ). 

Other participants were reluctant to disclose information to coworkers. For example, one group 

participant noted, “Sometimes you can’t tell . . . your partner or anybody else what happened” 

(FQ). Coworkers were not always perceived as supportive allies. 

When asked if they check their perceptions to ensure that they understand coworkers’ 

meaning and motives before making judgments, most participants indicated that they do. Of the 

survey respondents, 84% agreed or strongly agreed that they check their perceptions before 

making judgments. While participants believed that they checked to validate their understandings 

prior to making judgments, discussions during facilitated group sessions indicated that many 

participants were unsure how. 

While participants occasionally sensed increased stress levels in coworkers, they were 

reluctant to reach out to help. Fear and uncertainty frequently prevented staff from approaching 
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coworkers who seemed stressed. For example, one group participant explained, “It’s kind of 

scary. . . . What do you say? . . . You don’t want to offend anybody” (FQ). While some 

participants wanted to help coworkers who appeared to be under stress, they did not know how. 

For example, one group participant expressed, “Talk[ing] to them sounds kind of like an obvious 

solution, but it could also have very bad consequences” (FQ). Feeling fearful of making a 

situation worse, some staff were unsure how to approach coworkers who seemed under stress. 

This section showed how team cohesion was influenced by relationships among staff 

Relationships among team members were generally positive; however, there were instances of 

unsupportive behaviour between staff as well as a reluctance to reach out for help or to extend an 

offer to help. Contrary conduct included lack of supportive behaviour, respect, and 

communication and resulted in feelings of dissatisfaction, a diminished sense of value, and 

increased stress. Participants noted the reciprocal nature of relationships between workers 

impacted team cohesion, productivity, and quality of care to residents. 

Relationships between staff and leaders. Relationships between staff and leaders can 

enable or erode team cohesion and organizational engagement, impacting staff’s sense of value 

and work performance. Participants described both positive and negative experiences with 

managers and demonstrated the impact these experiences had on participants’ sense of felt value 

and their resulting ability to perform effectively. Managers’ availability and approachability and 

their capacity to recognize and address staff’s needs influenced participants’ relationships with 

them (FQ; S). 

Participants reported higher levels of engagement when managers demonstrated 

recognition for the value participants brought to their role, team, and the organization (FQ; S). 

Demonstration of value came in a variety of forms for participants. For some, value was 
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demonstrated when a manager took an interest in them as individuals. Several participants stated 

that value was demonstrated through interaction with staff. For example, one survey respondent 

indicated feeling valued “when management . . . talk with us” (S). For others, value was shown 

when managers recognized needs and provided assistance. Some participants described feeling 

most respected when management recognized they were stressed at work and responded in a 

supportive manner. For example, one survey respondent described feeling “depressed and about 

to quit” (S). The respondent further conveyed being given “time and support” (S) by a senior 

manager during that period and expressed a deep feeling of gratitude for the concern that was 

shown by the senior manager. This same respondent reported feeling highly engaged as a result 

of being heard (S). Managers influence organizational engagement by demonstrating value for 

staff through daily interactions that show concerns for staff as people and by recognizing and 

providing resources to support staff needs. 

Approachability of managers determines whether or not staff share their concerns and 

needs with them. While the survey indicated most participants felt they could approach 

management, a significant number felt otherwise. Survey results showed that 51.0% of 

respondents agreed to some degree feeling comfortable approaching management with their 

concerns, while 33.9% disagreed to some degree. When asked if management is approachable, 

53.9% agreed to some degree, and 31.3% disagreed. While the majority of respondents were 

comfortable talking with managers, many found them to be unapproachable. 

While some staff were fearful of speaking with managers, others described not having the 

opportunity. For example, one group participant stated that staff “are quite intimidated to say 

anything” (FQ) for fear of reprisal. An individual from this group further stated that “people . . . 

coming into a meeting . . . don’t talk . . . they hide everything inside . . . because they worry to be 
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fired” (FQ). For others, the main concern was not fear but rather lack of availability that 

influenced their relationships with managers. For example, one group participant expressed 

concern because “we don’t have anybody coming in to see how everything’s going” (FQ). Staff 

generally agreed that they would feel more comfortable addressing managers who showed an 

interest in them as people. For example, one group participant noted, “You’d feel more 

comfortable approaching someone [who] was more visible, friendly, [and] came in and started 

just talking” (FQ) with staff. Staff generally reported feeling more respected when management 

took an interest in how things were going for them as individuals. For example, one survey 

respondent wanted the opportunity to have “one to one talk[s] with the management” (S). By 

being approachable and taking an interest in staff needs and concerns, managers demonstrated 

value for staff. While some individuals were fearful of talking with managers, several shared 

their desire for increased contact, and others expressed that being heard was not enough. 

Feeling valued by managers was not solely based on being heard, but also from action 

taken to address concerns and needs. Participants felt less valued when managers listened to 

concerns expressed by staff but neglected to take action. For example, one survey respondent 

described feeling undervalued: “When my concern was heard by administrators, she had a 

conversation with me, wrote down my concern in a professional manner, [but I] . . . did not hear 

or receive feedback afterward” (S). Alternatively, one survey respondent described feeling most 

respected “when concerns brought up are dealt with right away” (S). Participants commonly 

related demonstrations of value and respect for staff from managers to higher levels of 

engagement (S). 

In addition to manager conduct, organizational practices had an impact on engagement 

levels. Staff frequently reported feeling less valued when organizational practices demonstrated a 
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lack of concern or respect for staff. Several staff expressed frustration when leave requests were 

not responded to in a timely manner. For example, one group participant described feeling most 

respected when “I get my holidays or leave approved as soon as possible and don’t have to 

follow up . . . over and over” (FQ). When organizational practices posed barriers, staff felt less 

valued and reported lower levels of engagement (FQ; S). 

This section demonstrated how relationships with managers and organizational practices 

impact engagement and a sense of felt value in staff. Participants expressed a desire to have 

managers show interest in them on personal and professional levels and expressed a desire for 

managers to be more approachable. Most important to participants was having their needs heard 

and addressed. Relationships with managers were closely tied to recognition and resources. Staff 

expressed the importance of having concerns and needs recognized by managers and shared a 

sense of increased felt value when resources were provided to address concerns and needs. Staff 

further expressed a desire for organizational practices to address staff needs, and participants 

reported lower levels of engagement when organizational practices conveyed a lack of respect 

for staff. 

Relationships with residents’ family members. Staff conveyed a desire to please 

residents’ family members and expressed feeling valued when they received praise from those 

family members. Relationships with residents’ family members contributed to a sense of felt 

value for staff (S). Relationships with family members of residents were closely tied to 

recognition (FQ; S) that staff were doing a good job, which stimulated pride to work at DV as 

well as higher levels of engagement (S). 

Relationships with family members of residents often resulted in a positive sense of value 

for staff (FQ; S). For example, one survey respondent expressed feeling best when “families 
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acknowledge your work” (S). Compliments from family members were held in high regard. For 

example, one survey respondent described feeling respected when “when [a] family member of 

the residents praise us” (S). Some respondents who reported receiving praise from family 

members also expressed being proud to work at DV and feeling highly engaged (S). Conversely, 

staff shared feeling less valued when their efforts were unacknowledged by residents’ family 

members. For example, one survey respondent expressed feeling undervalued when family 

members “do not show any appreciation” (S). Also important to participants was that family 

members recognize them as competent members of the organization. For example, one survey 

respondent expressed feeling undervalued when families of residents “behave [like] I do not 

know my job” (S). Shows of disrespect from family members of residents influenced negative 

feelings in staff. For example, one survey respondent described “feel[ing] bad” (S) and reported 

feeling emotionally drained (S) when resident family members were unappreciative or 

disrespectful. 

Staff appreciated relationships with residents’ family members being a source of 

recognition, as their recognition contributed to participants’ sense of felt value and level of 

engagement. Expressions of appreciation and acknowledgement of staff’s abilities instilled a 

sense of gratification and pride; conversely, absence of appreciation and recognition from family 

members of residents contributed to a lower sense of felt value. 

Relationships with residents. Meeting the personal needs of residents and providing 

quality care was important to staff, many of whom expressed feeling gratified and engaged as a 

result of residents expressed appreciation for their efforts. For instance, one survey respondent 

stated recognition from residents provided “reassurance to my care quality” (S). Some 

participants felt assured when residents responded positively to care. For example, one survey 
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respondent expressed feeling more engaged at work when a resident “stated she was very pleased 

with her care provided” (S). Many participants had an increased sense of satisfaction when they 

sensed the care they provided enhanced the quality of life for residents. For example, one survey 

respondent expressed, “[I feel best when] I make residents feel better” (S). Recognition from 

residents was seen as a sign that participants were providing quality care and having a positive 

impact on the lives of residents. Staff expressed how strong bonds with residents and their ability 

to provide quality care can be influenced by the availability of resources, which I explore further 

under Finding 3. 

In sum, key relationships included staff, managers, family members of residents, and 

residents. Relationships among staff and between staff and managers were closely linked to 

recognition of strengths, concerns and needs of staff, as well as sharing of resources. A review of 

relationships between staff, while mostly positive, showed that team cohesion efforts could be 

enhanced at a staff level. Specifically, improvements can be made to staff feeling safe to share 

needs and concerns, increase helping behaviours, and improve respectful conduct. Data 

demonstrated how a reciprocal association between social cohesion and task cohesion impacted 

relationships among coworkers and care provided to residents. 

A review of relationships between staff and managers revealed higher levels of 

engagement when managers demonstrated recognition for the value participants brought to their 

role, team, and the organization. While data showed instances in which managers’ conduct 

demonstrated respect for staff contributions and value for staff as individuals, the information 

gathered also revealed that increasing these instances could improve organizational engagement. 

Expressly, staff desire managers who are approachable and who follow through to address staff 

concerns and needs, and an absence of these qualities were indicators that staff were not valued 
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by managers. Additionally, data called attention to how contrary organizational practices further 

eroded organizational engagement. 

A review of staff relationships with family members of residents showed that recognition 

from family members was a source of gratification and pride, which when absent or negative 

contributed to a lower sense of felt value for staff. Importantly, feelings of assurance, 

gratification, pride, and satisfaction that came from residents acknowledging staff efforts and 

quality of care lead to higher levels of engagement for staff. Relationships with family members 

of residents and with residents were linked to recognition of staff’s efforts and abilities, which 

also related to higher levels of engagement. 

Data revealed that key relationships impacted team cohesion and organizational 

engagement, which had reciprocal association with recognition and resources. Additionally, 

positive experiences with those in key relationships increase a sense of felt value in workers, 

while negative experiences with those in key relationships contribute to workers feeling devalued 

and experiencing increased levels of stress. 

Finding 2: Recognition of essential factors from those in key relationships is a 

critical component of cohesion and engagement. Recognition from key relationships of 

multiple factors was an essential source of cohesion and engagement and contributed to a sense 

of felt value for participants. As shown in Figure 3, participants expressed a need for recognition 

of KSAs, effort, experience, ideas, concerns, and needs. Recognition from coworkers 

strengthened relationships between staff and increased team cohesion. Recognition from 

managers contributed to both team cohesion and organizational engagement. Additionally, 

recognition increased resource sharing, enhanced productivity, and signified that staff bring 

value to the team and organization. 



LTC TEAM COHESION AND ENGAGEMENT 99 

 
Figure 3. Factors of recognition identified by participants. 

Note. KSA = Knowledge, skills, and abilities. 

Most respondents reported a need to be heard and respected and expressed a desire for 

increased recognition. Only 33.7% of respondents indicated feeling always or mostly heard and 

respected, while 40.6% reported feeling somewhat or not at all heard and respected. Staff 

described having little opportunity to express themselves, and stated their desire to have their 

voices heard and respected. When asked what they wanted more of, 65.6% of survey respondents 

indicated recognition for their contributions, 45.8% reported assistance with completion of tasks, 

44.8% asserted understanding of their needs, 38.5% noted compassion, 34.4% stated patience, 

31.3% expressed sensitivity to their feelings, and 21.9% said interest in them as a person. There 

was a clear expression for recognition of staff needs and a desire to have needs met. Mostly 

though, staff voiced a desire for recognition of their value. 

Data sets illustrated processes and practices that are currently taking place that build 

recognition, how lack of recognition impacted participants, and what steps participants 
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recommended for improvements. Data showed higher engagement levels for participants who 

were given the opportunity to demonstrate their KSAs and experience as well as for those who 

received recognition for their expertise and quality of work from others in the workplace (FQ; S). 

Additionally, participants whose needs and concerns were recognized by those in key 

relationships reported higher rates of engagement and team cohesion (FQ: S). 

Data revealed that recognition from front-line leaders had an impact on participant 

engagement. By asking participants for their opinions and tasking them with training others, 

front-line leaders demonstrated recognition for participants’ KSAs and experience (FQ; S). Staff 

reported higher levels of engagement when their abilities were openly recognized. For example, 

one survey respondent described feeling most engaged when given “a chance to orient a new 

worker, to show the new staff the resident routine and how things worked on [the] floor” (S). 

Data revealed higher rates of engagement from respondents who received acknowledgement 

from front-line supervisors for their expertise. For instance, one survey respondent expressed 

feeling most engaged when a front-line leader informed a new worker, “She knows the residents 

well. You can rely on her” (S). Data also showed increased engagement by respondents who 

were treated as knowledge experts. For example, one survey respondent expressed feeling most 

engaged when a front-line supervisor asked the participant “what to do or what/how should this 

be done” (S). Higher rates of engagement were reported by respondents whose front-line leaders 

gave them opportunities to train others and provided recognition for capabilities. 

Participants also reported higher levels of engagement when given the opportunity to 

share their expertise more broadly (FQ; S). Many participants felt proud to have their opinions 

heard during care conferences and when reviewing resident care plans. For example, one survey 

respondent expressed feeling most engaged when “staff/residents families want to know what I 
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have to say” (S) during care conferences. Having the opportunity to share expertise contributed 

to higher engagement ratings. For instance, one survey respondent described feeling most 

engaged when “at care conference because you are able to talk with family, SW [social worker], 

dietician, pharmacist, all with residents’ best interest being discussed your opinion feels valued” 

(S). Having the opportunity to share expertise with other professionals outside of the unit 

contributed to higher levels of engagement and an improved sense of felt value. 

Managers also played an important role in engagement ratings. Data showed that lower 

levels of engagement were reported when managers neglected to address staff needs (FQ; S). As 

shown in Finding 1, staff wanted their concerns to be recognized by management. For example, 

one survey respondent stated that engagement would increase “when concerns are being 

validated, addressed, solutions suggested and implemented and revisited to ensure they are 

working” (S). Having needs heard and addressed by managers had a significant impact on 

participants’ engagement ratings. 

Recognition of ability and needs at an organizational level also played a role in 

engagement levels of participants. Some participants expressed feeling less respected when they 

had less control over how their work was organized (FQ; S). For example, one survey respondent 

expressed increased frustration “since our monthly schedules aren’t decided by the team” (S). 

Staff wanted to be included in work design and deployment. For instance, one survey respondent 

reported “want[ing] to be more involved in planning” (S). Having limited opportunity to exercise 

influence over how their work is conducted resulted in lower levels of staff engagement (S). A 

lack of opportunity to provide input at an organizational level also resulted in diminished ratings 

of engagement. 
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Staff also expressed the need to be recognized for the value they brought to the team and 

wanted coworkers to recognize and help when they needed assistance. Data showed that some 

respondents felt best at work when coworkers recognized their competence. For example, one 

survey respondent described feeling best at work when treated “as a person who knows the 

procedures” (S) by coworkers. Team level engagement was often impacted by whether or not 

participants felt as though coworkers were recognizing their concerns. For example, one survey 

respondent stated feeling most engaged “when coworkers [listen] to my concerns” (S). For 

others, respect was shown through recognition of viewpoints. For example, one respondent 

stated, “Acknowledge the other person’s opinions; don't belittle them” (S). Relationships 

between coworkers were strengthened when staff exhibited respectful and supportive behaviour. 

Recognition from others had an impact on productivity. Participants reported being more 

productive at work when they received recognition for their work. For example, one survey 

respondent stated that being “valued and appreciated as an employee” (S) influenced the quality 

of work. Acknowledging staff members’ KSAs, experience, ideas, needs, concerns, and effort 

lent to increased team cohesion, team engagement, and organizational engagement, and also 

reinforced positive employee performance. 

Staff who were new to the organization or a unit also expressed a desire to have their 

needs recognized and addressed. New staff shared experiences of disrespectful conduct from 

others and expressed a desire for an increased recognition of their needs as new staff (FQ; S). 

Senior staff were often aware of the incivility towards new staff. For example, one survey 

respondent openly stated staff are “not respected when [they] are new” (S). New and senior staff 

expressed that senior staff are often unhelpful when working with a new staff member (FQ; N; 

S). Lack of familiarity with an organization, a unit, staff, residents, routines, and the many other 
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factors that come with a new job created stress for new staff members. One participant illustrated 

this for a group, explaining, “They’re scared. They don’t know the residents, [and] they don’t 

know the different kind of routine” (FQ). New staff members are nervous and need support from 

senior staff while learning their roles. This was illustrated by one group participant who 

conveyed that “be[ing] patient [and] helpful” (FQ) would enable new staff to feel less 

intimidated. Participants asserted the descriptor “new” was not only limited to those who have 

recently joined the organization but also included individuals who were new to a unit (FQ). 

Recognizing and addressing the additional needs of new staff can support them to “get the 

routine down” (S) more quickly and integrate more readily into the existing team. 

A lack of recognition impacted staff on both professional and personal levels, weakened 

team functioning, and decreased quality of care to residents. Lack of recognition from those in 

key relationships took an emotional toll on many participants. Group participants documented 

feeling “hurt, threatened, disrespected, angry and anxious” (FN) when they experienced 

disrespect and discussed the resulting stress they experienced as a result (FQ). Group 

participants’ flip chart documents noted the high stress levels led to a “lack of sleep, exhaustion, 

and burnout” (FN). High levels of stress had an impact on team functioning and quality of work. 

For example, one group participant explained staff stress levels impact “teamwork and quality of 

care” (FQ). Participants suggested relationship development could improve recognition efforts in 

the organization, and mitigate the negative affect of lack of recognition. 

Group participants generated several ideas to increase a sense of recognition, most of 

which were related to improving coworkers’ relationships. Approachability of coworkers could 

inspire a sense of safety and indicate recognition of needs. For example, one group documented 

“being approachable” (FN) as a step each of them could take toward improving relationships 
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between team members. Participants also noted attending to others’ needs could demonstrate 

respect for one another. For example, one group listed “listening to concerns and suggestions” 

(FN) of one another as a step that could be taken to improve relationships among coworkers. 

Participants also suggested increasing cooperation between coworkers could strengthen team 

cohesion. For example, one group listed being “willing to help” (FN) as a step that staff could 

take to improve teamwork. Recognition of coworkers’ contributions was a commonly discussed 

method for demonstrating respect and improving cohesion. For example, one survey respondent 

noted “word[s] of appreciation” (S) to be a sign of respect. Awareness of how coworkers 

impacted one another was key for some participants (FQ; S). For example, one respondent 

simply stated that staff should “be more self aware” (S) when working together. Participants 

identified specific behaviours as ways of demonstrating recognition of coworkers, all of which 

could strengthen staff relationships and improve team cohesion. 

While many recommendations were made for improving team cohesion, some group 

participants and survey respondents were already making an effort to promote good relations. 

For example, one survey respondent reported attempting to increase team cohesion by 

“understanding [others’] concerns” (S). Some participants displayed a willingness to help others 

as an effort to increase cohesiveness. For example, one survey respondent noted always being 

“ready to give [coworkers] a hand” (S). Most participants agreed that staff could improve their 

effort at recognizing one another, and several were already taking steps to do so. However, 

efforts at the staff level are often not enough; some participants felt that management played a 

large role (FQ; S) in fostering recognition for staff. 

Numerous group participants and survey respondents agreed that managers’ conduct and 

organizational procedures also need to reflect recognition for workers. Expressing this, one 
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survey respondent noted, “At times it feels like I am working so hard and my work goes 

unrecognized” (S). Some participants wanted increased appreciation for their accomplishments. 

For example, one survey respondent expressed a desire for more “positive reinforcement” (S). 

Validation from management acted as a motivator for engagement. For example, one survey 

respondent stated “support from management” (S) would increase engagement. In addition to 

improving managers’ recognition of staff, participants acknowledged organizational procedures 

as a means of recognition. 

To recap, participants explained that recognition of their KSAs, effort, experience, ideas, 

concerns, and needs from coworkers, front-line leaders, and managers influenced team cohesion 

and engagement. Participants shared situations in which they felt recognized and provided 

examples of recognition efforts in need of improvement. While some participants were already 

making efforts to recognize coworkers, others felt staff could make a greater effort. Participants 

acknowledged their role in enhancing recognition efforts. Participants made recommendations 

for improving recognition efforts at both the front-line and manager levels. 

Finding 3: Provision of resources from those in key relationships is a fundamental 

element cohesion and engagement. Availability and sharing of resources influenced 

relationships with others, recognition by others, and availability of resources themselves (FQ; S). 

Availability of resources from those in key relationships is an indicator that those individuals 

recognize staff as valuable contributors to the team and the organization. Figure 4 illustrates the 

resources valued by participants, namely staffing, time, supplies and equipment, and information 

and feedback. Participants discussed how the availability of resources influences team cohesion 

and organizational engagement. Participants also alluded to how the availability of resources 

influenced the likelihood of providing recognition for and sharing resources with others. 
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Figure 4. Resources valued by participants. 

Staffing. A common concern among participants was staffing levels, most notably short 

staffing caused by not backfilling a short shift (FQ; S). Fully staffed shifts made for more content 

staff. One survey respondent noted feeling best at work when “we are appropriately staffed” (S). 

Having full staffing reduced pressure for workers by permitting the time necessary to complete 

required tasks. Workers planned their day around the tasks that needed to be accomplished (FQ; 

S). When there were more staff members available, tasks were completed more readily and there 

was more time available to provide individualized care for residents. When staffing was short, 

there were not enough hands available to complete the tasks and less time available to meet the 

personal needs of residents. 

Providing quality care was important to most participants, and their ability to provide 

quality care was impacted by staffing levels. Participants described quality care as meeting the 

personal needs of residents, and they indicated feeling a sense of pride when they could provide 

quality care. For example, one survey respondent noted, “When ratio of staff to residents is 
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lower, I feel less stress to finish tasks so quickly. In turn, feeling more positive about quality of 

care and being able to meet more of my residents’ social and emotional needs” (S). Short staffing 

also had an impact on resident safety and resident behaviour. Illustrating the impact of short 

staffing on staff and residents, participants in a group session shared, 

Sometimes some residents are . . . fighting when we’re doing care . . . falling so much, 

especially at night time [when] there is only one care aide and there’s so many fall 

residents. They’re hurting. They’re hurting us. They’re spitting on the staff . . . verbally, 

physically abused the staff. (FQ) 

Inadequate staffing not only shortened the time participants had available to provide resident 

care and increased the workload, but also, impacted resident behaviour, risked the safety of staff 

and residents alike, and decreased staff members’ ability to provide quality care. Emphasizing 

the importance of adequate staffing, one survey respondent observed that there were “less 

incidents happening . . . when there is adequate staffing” (S). Repeated understaffing negatively 

impacts organizational engagement, as staff reported feeling less respected by the organization 

when staffing levels were frequently low (FQ; S). Participants confirmed low staffing levels are 

harmful to both team cohesion and organizational engagement. 

Time. Time to complete tasks and provide care was commonly discussed among 

participants and often mentioned in close relation to staffing (FQ; S). The surveys revealed 

48.7% of participants agreed to some degree that they have enough time to complete daily tasks, 

and 35.1% disagreed. Time pressure increased staff members’ stress levels. For example, one 

survey respondent noted feeling less stressed when “not rushed and pressured” (S). For some 

participants, time pressure came with the job, but they noted these constraints could also make it 

more challenging to work together (FQ). Illustrating the significance of time on RCAs, one 
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group participant declared, “Time pressure runs in our veins, in our blood, when you’re working 

in this kind of job” (FQ). This participant went on to state that time pressure “impacts behaviour 

in different ways for different people” (FQ). Rushing from one task to another impeded a 

worker’s ability to connect with coworkers and added to the stress of the job. Time pressure had 

an impact on staff’s ability to connect regarding tasks and reflected negatively on team cohesion 

(FQ; S). 

Supplies and equipment. Availability and sharing of supplies and equipment influenced 

relationships for staff and impacted quality of care for residents. How participants felt at work 

could be influenced by the availability of supplies. For example, one survey respondent 

expressed feeling best at work when “supplies are stocked up” (S). Resident care was also 

impacted by availability of supplies and equipment. For example, one survey respondent stated 

she or he could provide the best care when units “have appropriate supplies and tools” (S). 

Sharing of equipment influenced participants’ ability to meet residents’ needs and affected 

relationships among coworkers (FQ; S). Coworkers sharing their supplies and equipment often 

influenced participants’ ability to meet the personal needs of residents. For example, one group 

participant recalled, “I ask if I can use the shower chair and other staff say, ‘No, it’s our turn to 

have it first.’” (FQ). A refusal to share the chair left the individual unable to support a resident’s 

wishes because “the resident . . . want[ed] to take the shower right now, otherwise he [did] not 

want to” (FQ). Unable to meet the personal needs of residents due to a lack of sharing of 

equipment had an impact on quality of care the participant could provide for the resident and an 

ongoing reciprocal impact on the relationship between coworkers. The links between 

relationships and resource sharing highlighted that the availability of supplies and equipment was 



LTC TEAM COHESION AND ENGAGEMENT 109 

not only important for resident care, but also for relationships between staff. As relationships 

between staff are impacted, so too is team cohesion. 

Information and feedback. Staff expressed wanting more information and clarity about 

the unit, responsibilities of the job, shift duties, and daily issues. Staff also desired more 

feedback on performance and status of tasks and resident care from both coworkers and front-

line leaders. Facilitated group participants and survey respondents indicated how information and 

feedback are needed from the organizational, front-line leader, manager, and the care delivery 

levels. Participants found both team cohesion and organizational engagement to be impacted by 

information sharing and feedback. 

Many staff desired greater clarity regarding roles and responsibilities and ongoing 

updates throughout the shift. For example, one survey respondent described feeling more 

respected and being more productive when “we are clear about our responsibilities and duties” 

(S). A clear understanding about performance expectations made it easier for staff to perform. 

For example, one survey respondent described being most productive when “expectations [were] 

clearly communicated” (S). Staff reported being more productive when they had clear directives. 

For example, one survey respondent stated being most productive when given “clear instruction 

of tasks” (S). In addition to clarity about expectations, knowing the status of care for residents 

throughout the shift enabled staff to be more productive. Illustrating a need for ongoing shift 

updates, one survey respondent stressed the need for coworkers to “inform me which care has 

been done” (S). For some staff, understanding the expectations of their job was most important. 

For others, it was critical to know the shift expectations, and for some, having ongoing updates 

on resident care and task status was most imperative. Information and ongoing updates made it 

easier for staff to perform their roles and accomplish tasks. 
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Ongoing dialogue and feedback on performance was highly valued by staff, and without 

it, they reported feeling undervalued and disenfranchised. For example, one survey respondent 

stated “not being included in information about daily issues” (S) caused feelings of 

“disappointment, frustration, and powerlessness” (S). Facilitated group participants expressed 

and survey respondents noted wanting more care tips from coworkers; understanding of needs of 

coworkers; updates on daily issues and unit needs from front-line supervisors; feedback on 

performance from coworkers, front-line supervisors, and management; and direction and 

guidance (FN; FQ; S) from coworkers and front-line supervisors. A lowered sense of autonomy 

and control develop as a result of inadequate dialogue and feedback from those in key 

relationships. 

Although most group participants and survey respondents expressed a need to have 

information shared more readily (FQ; S), they did not agree on when they personally should 

share information. For one survey respondent, “telling [me] the things I don’t know” (S) was the 

best way for coworkers to provide support. However, another survey respondent indicated that 

coworkers should “ask what they should do for care” (S). Survey respondents and facilitated 

group participants did not always agree as to when and how they should personally share 

information. Knowledge sharing paths were not clearly defined or consistently applied; 

additionally, some participants held back from openly sharing, creating a barrier for others (FQ; 

S) because they felt coworkers should ask for the information they need, yet not all participants 

were comfortable doing so. Ambiguity about responsibility for information sharing cause a 

polarization of information and feedback needs and expectations between coworkers, which 

weakens relationships and team cohesion (FQ; S). 
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As mentioned in the previous section, staff who were new to the organization or a unit 

need information about the organization, the job, the residents, the units, the departments, and 

how best to function as an effective part of the team (FQ; S), but were frequently afraid to ask for 

this information because of how some senior staff responded (FQ; S). There was a discrepancy 

between what senior staff expected from new staff and what new staff needed from senior staff. 

A sense of comfort was instilled in new staff who experienced helpful conduct from others, 

allowing new team members to adapt more readily. For example, one survey respondent 

described feeling most supported when coworkers were “ready to explain when I started on a 

new unit” (S). Yet, some senior staff expected new staff to be able to perform well without 

assistance. For example, one survey respondent stated that teams work best “when others 

understand his/her duties and fulfill them” (S). When left unaddressed, the dissonance between 

the needs and expectations of new and senior staff can lead to a breakdown in relationships 

between them. When senior staff members expected more from new staff than they were able to 

give, it negatively impacted on relationships between coworkers (FQ, S). This group noted how 

negative behaviours from coworkers left staff feeling disrespected and broke down cohesion in 

the team. 

Additionally, several participants shared experiences of incivility when asking for help 

from coworkers. As listed by group participants, disrespectful behaviour ranged from “walking 

away, shrug[ging] shoulders, [and] laugh[ing] at” (FN) to “not giving direction” (FN). 

Discourteous acts were not only directed towards new staff, but were experienced by senior staff 

as well (FQ). Exposure to acts incivility frequently left participants feelings vulnerable and 

distracted them from work (FN; FQ). 
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Feedback and information sharing were not always absent. Some survey participants and 

facilitated group participants made a concentrated effort to share information and give 

constructive feedback. For example, one survey respondent reported “giv[ing] clear direction and 

guidance” (S) to coworkers to help them be more successful in their jobs. Front-line leaders 

frequently reported efforts to support team cohesion. For example, one survey respondent 

described giving “feedback both negative and positive” (S) to enhance team cohesion. While 

some participants made efforts to provide feedback to enhance team cohesion, others seemed 

unsure how to do so. 

When appropriate information was not shared, it was difficult for staff to meet the needs 

of teammates, residents, and the organization. Understanding the organizational deliverables, and 

the processes of a job enabled staff to perform well in their roles and improved organizational 

engagement, knowing the status of tasks helped staff focus on what was important in the 

moment, and ongoing feedback helped guide staff to be more effective team members and care 

providers. 

To recap, participants identified sufficient staffing, adequate time, sharing of supplies and 

equipment, and providing information and feedback as important components of resources. 

Resource sharing has a reciprocal effect on relationships between workers and recognition efforts 

by staff. Sharing of resources impacts both productivity and ability to provide quality care. 

Sharing of information and resources at a team level impacts team cohesion, and availability of 

resources from front-line leaders, managers, and the organization affects both team cohesion and 

organizational engagement. The provision of resources has a reciprocal connection to 

relationship and recognition and signals to workers they are valuable members of the team and 

organization. 
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Finding 4: Relationships, recognition, and resources shape a sense of felt value, 

affect workplace stress, and influence ability to provide quality care. The data indicated a 

reciprocal correlation between the relationship, recognition, and resources components of team 

cohesion and engagement and felt value, which triggered a stress response and altered staff 

members’ ability to provide quality care. In the preceding sections, participants described how 

relationships, recognition, and resources sharing in the workplace impacted their sense of felt 

value. In this section, I expand on the earlier discussion and describe the impact felt value had on 

participants’ stress levels and their ability to provide quality care. 

Providing quality care to residents was a priority for most participants (FQ; S). As one 

group participant expressed, “We are here to care . . . what we have in our hands, what we have 

in our heart, what we have in our strength” (FQ). Participants described quality of care as more 

than the sum of tasks performed by staff members; it is about meeting the individual needs of 

residents, connecting with residents on a personal level, and putting their hearts into the care 

provided. Of survey respondents, 68.8% indicated they took pride in the quality of care provided. 

Illustrating the significance quality care held for participants, one survey respondent stated 

feeling best at work when “I see and hear that I am positively affecting residents” (S). Seeing the 

joy that quality care brought to residents was important to staff. For example, one survey 

respondent expressed feeling best at work when “[I] make residents happy” (S). The desire to 

provide quality care, however, was not enough to make it possible. The ability to provide quality 

care was influenced by a sense of felt value and resulting stress levels of staff. 

Both survey respondents and facilitated group participants described what contributed to 

and what diminished a sense of felt value for participants. While several participants expressed a 

sense of feeling devalued, most indicated that they felt valued at work. On the survey, 64.0% of 
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respondents agreed to some extent that their thoughts and opinions were valued, and 64.9% of 

survey respondents agreed to some extent that they personally were valued at work. However, 

while survey data showed participants felt valued at work, most participants reported their sense 

of being heard and respected was low (S). When asked what would make them feel more heard 

and respected, one survey respondent stated, “When the management values us—the front-end 

workers” (S). When discussing cohesion and engagement in the facilitated group sessions and on 

the survey, participants made clear links between relationships, recognition, and resources and 

felt value. 

Many survey respondents and facilitated group participants agreed that a sense of value 

was instilled in them when they were heard and respected by others and when they were 

recognized for the value they brought to their team and to the organization (FQ; S). For some, 

value was demonstrated through recognizing staff viewpoints. Emphasizing this point, one 

survey respondent expressed feeling most engaged when “our suggestions and ideas” (S) are 

valued. For others, value was demonstrated through having their needs addressed. For example, 

one survey respondent expressed feeling most engaged when staff “concerns/problems are heard 

and valued” (S). When the concerns of staff were not addressed and staff were not recognized for 

their efforts, they reported a decreased sense of felt value. 

Feeling devalued was the cause of several survey respondents rating their engagement 

levels as low (S). For example, when asked what would influence staff to be more engaged, one 

survey respondent specified she or he would be more engaged if she or he “felt valued” (S). For 

some, acknowledgement of needs by managers indicated value. For example, one survey 

respondent said engagement would increase if her or his “concerns [were] valued by the 

management” (S). Others indicated that value was demonstrated when work was praised. For 
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example, one survey respondent indicated that workers would be more engaged if staff “[were] 

respected and valued for their good work” (S). Numerous participants from group sessions and 

survey respondents shared the significance of a sense of felt value at work, linking it to felt stress 

levels and their ability to provide quality care (FQ; S). While participants described “value” in 

different ways, they generally agreed that it was an important factor that when missing added to 

the stress they experienced at work. 

Feeling undervalued increased stress levels of participants and took a physical and 

emotional toll on staff. Several facilitated group participants described the physical and 

emotional toll of workplace stress. For example, one group participant described being unable to 

sleep because “you’re thinking about [a problem you have at work] all night” (FQ). This 

individual went on to describe feeling “tired” (FQ) as a result of lack of sleep caused by work-

related concerns. Another group participant expressed how unresolved workplace concerns left 

her feeling “emotionally drained” (FQ). While higher stress left some staff exhausted, it 

aggravated others. For example, one group participant expressed feeling “anger” (FQ) as a result 

of workplace stress. High levels of stress evoked a variety of feelings in staff and resulted in 

lower levels of functioning. 

Over time, workplace stress leads to burnout and reduced ability to function at work. For 

example, one group listed (on flipchart) the results of high stress levels as influencing thoughts 

of wanting to “give up, being distracted from work, [reduced] teamwork, and thoughts of 

“quitting” (FN). Several facilitated group participants noted the emotional impact of feeling 

undervalued led to burnout and a desire to resign (FQ). There was a strong personal toll for those 

who felt undervalued. One group participant specifically stated, “You don’t feel like you’re 
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worth anything” (FQ). One participant from a facilitated group session emphasized what feeling 

undervalued does to staff stress levels and ability to provide quality care: 

You can’t fully concentrate; your brain is somewhere else. . . . You're thinking inside 

what happened to me? . . . . What I'm going to do now? . . . . You're physically there, but 

mentally you are not there. . . . I am honest, why I am getting these things? So, these 

things are bubbling inside you and you don’t feel hungry on those days . . . and your 

work, you can’t concentrate on your work . . . care level. . . . They are bubbling you 

inside, draining you emotionally. (FQ) 

Stress impacted workers on a personal and professional level. At times, stress overrode a 

worker’s desire and ability to function mentally and physically and caused high levels of 

exhaustion, which in turn impacted the worker’s ability to interact with others, accomplish tasks, 

and provide quality care. 

To conclude, findings showed that relationships, recognition, and resources were 

interwoven foundational components of team cohesion and engagement. Additionally, cohesion 

and engagement, through the entwined components of relationship, recognition, and resources, 

shape felt value, experienced stress, and provision of care. Participants identified key 

relationships as staff, front-line leaders, managers, family members of residents, and residents. 

Examples of both positive and negative experiences with those in key relationships were shared, 

along with descriptions of the impact those experiences had on participants. Participants 

identified a desire for recognition of their KSAs, effort, experience, ideas, concerns, and needs. I 

provided instances in which participants received recognition as well as those in which 

participants desired an increase of recognition from coworkers, managers, and organizational 

practices. Resources valued by participants included staffing, time, supplies and equipment, and 
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information. Participants shared instances that demonstrated how resource sharing impacted 

participants’ relationships, productivity, and resulting ability to provide quality care. My findings 

showed how receiving recognition and resources from those in key relationships had a positive 

impact on participants’ felt value, which lowered stress levels and improved their ability to 

provide quality care, and how a lack of recognition and resources from those in key relationships 

influenced participants to feel devalued, increased their stress levels, and decreased their ability 

to provide quality care. The following section outlines the conclusions of my inquiry. 

Conclusions 

The study conclusions inform my main inquiry question: How might Delta View work 

with cross-functional teams of front-line staff to foster team cohesion and engagement? The 

conclusions also address the following subquestions: 

1. What do team cohesion and engagement currently look like at Delta View? 

2. What would be the ideal state of team cohesion and engagement? 

3. What can team members do to support each other to enhance team cohesion and 

engagement? 

The following study conclusions synthesize the insights from literature and the findings 

of my inquiry: 

1. Enhancing the felt value associated with team cohesion and engagement can improve 

self- and professional-efficacy. 

2. Team members play a key part in fostering team cohesion and individual engagement 

by valuing coworkers and sharing resources. 
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3. Front-line leaders, managers, and the executive leadership team can nurture team 

cohesion and engagement through modelling and fostering supportive workplace 

behaviour, recognizing workers, and sharing supportive resources with staff. 

4. The organization can enhance team cohesion and engagement by aligning SHRM to 

support the strengthening of positive and supportive relationships, promote 

recognition of staff, and enhance resource sharing. 

Conclusion 1: Enhancing the felt value associated with team cohesion and 

engagement can improve self- and professional-efficacy. Team cohesion and engagement 

were influenced by the sense of self-worth, which related to how others treated participants at 

work. Participants associated felt value with acts of recognition and resource sharing by 

coworkers, front-line leaders, and managers and by recognition from residents as well as the 

family members of residents (FQ; FN; S). A sense of felt value grew when participants 

experienced recognition of KSAs, experience, ideas, efforts, and needs from coworkers and 

managers as well as acts of appreciation from family members and residents (FQ; FN; S). Acts 

of compassion, cooperation, and respect from coworkers and managers cultivated a sense of felt 

value for participants (FQ; S). In contrast, acts of incivility from coworkers and managers 

lessened a sense of value (FQ; FN; S). A diminished sense of importance, conveyed through 

negative experiences with others in the workplace, prompted a lower sense of felt value and, in 

turn, exacerbated workplace stress (FQ; N; S). High levels of stress impacted participants’ 

physical and mental health, relationships, productivity, desire to engage at work and their 

resulting ability to provide quality care (FQ; FN; S). 

Recognition of personhood signifies social value through direct and indirect behaviours 

from those around us (Jiménez et al., 2015). Felt value emerges from the direct and subtle cues 
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that demonstrate respect from of others in the workplace (Dutton et al., 2016), which trigger intra 

and interpersonal responses that, through emotional contagion, can ripple through the 

organization. Enabling acts of social valuing can contribute to the supportive workplace 

relationships that are central to team cohesion (Öhman et al., 2017; Tourangeau et al., 2010) and 

workplace engagement (Lowe, 2012; Sarti, 2014). Social cohesion focuses on the positive 

emotional connection between workers (Dragolov et al., 2016). Acts of collaboration, respect, 

helping one another are important aspects contributing to the strong relationships that drive 

cohesion in teams (Öhman et al., 2017). The meaningfulness, safety, and availability 

foundational to individual engagement (Kahn, 1990) contribute to a sense of felt value through 

managers who recognize the value staff bring to the team and organization, afford supportive 

relationships, and ensure adequate resources for full participation at work. The foundation of 

social cohesion and individual engagement is a safe and supportive workplace environment from 

which a worker’s felt worth is formed. Others’ ongoing daily enabling or disability interactions 

impacts how workers feel about their work (Dutton et al., 2016). Workplace incivility ostracizes 

workers from workplace social groups and threatens their sense of belonging, autonomy, and 

efficacy (Jiménez et al., 2015), whereas cohesion and engagement contribute to a safe and 

supportive workplace culture that increases felt value and fosters self- and professional-efficacy. 

Conclusion 2: Team members play a key part in fostering team cohesion and 

individual engagement by valuing coworkers and sharing resources. Interpersonal support 

between coworkers enhanced relationships among participants and contributed to the cohesion of 

the team (FQ; S). Coworkers’ acknowledgement of strengths and contributions elicited positive 

feelings in participants, and an absence of supportive behaviour from coworkers triggered 

negative feelings (FQ; FN; S). Participants felt devalued when coworkers neglected to 
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demonstrate recognition for contributions and needs and when resources were not shared (FQ; 

FN; S). Relationships were strengthened when coworkers recognized one another’s strengths and 

needs and shared resources. Conversely, relationships were strained between workers when 

recognition and resources were absent (FQ; FN; S). Additionally, some participants were fearful 

of approaching coworkers who appeared to need help (FQ), indicating a vulnerability in the 

team. Supportive relations among coworkers strengthened team cohesion and enabled staff to 

perform more efficiently and effectively, while at the same time continuing to strengthen 

relationships among team members. Acts of incivility in teams undermined workplace 

relationships, increased stress levels, and decreased productivity. The reciprocal nature of 

relationships between workers impacted team cohesion, productivity, and quality of care to 

residents. 

Social valuing contributes to the supportive workplace relationships that are central to 

team cohesion (Öhman et al., 2017; Tourangeau et al., 2010) and workplace engagement (Lowe, 

2012; Sarti, 2014). Social cohesion among coworkers can strengthen task cohesion in teams 

(Carless & De Paola, 2000). Positive relationships among coworkers (Barbosa et al., 2014; 

Manley & McCormack, 2008) are prerequisites to team cohesion (Li & Porock, 2014; Öhman et 

al., 2017) and contribute to the meaningfulness, safety, and availability of individual engagement 

(Kahn, 1990). The same social supports that promote team cohesion and individual engagement 

influence the effectiveness CFTs (Barsade & O’Neill, 2014; Oliveira et al., 2016) and the 

provision of PCC (Barbosa et al., 2014; Manley & McCormack, 2008). Further, social support 

and resource sharing among coworkers reduces the stress associated with emotional labour and 

influences staff resilience while strengthening confidence in a care environment (Barsade & 

O’Neill, 2014; Furlong et al., 2014; Tourangeau et al., 2010). Conversely, absence of support 
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between coworkers can impair performance and reduce worker well-being (Koerber et al., 2018), 

and difficult relationships with coworkers can add to workplace stress (Colligan & Higgins, 

2006; Maulik, 2017; Nobrega et al., 2010). Additionally, workplace incivility ostracizes workers 

and threatens their sense of belonging, autonomy, and efficacy (Jiménez et al., 2015). Supportive 

relationships among coworkers underpins cohesion of teams and strengthens individual 

engagement, while promoting task cohesion and building the sense of value that promotes self-

efficacy in workers. 

Conclusion 3: Front-line leaders, managers, and the executive leadership team can 

nurture team cohesion and engagement through modelling and fostering supportive 

workplace behaviour, recognizing workers, and sharing supportive resources with staff. 

Participants valued relationships with front-line leaders and managers (FQ; S) and wanted 

increased contact with and appreciation from them (FQ; FN; S). Additionally, when front-line 

leaders and managers recognized and addressed staff needs, participants reported higher levels of 

engagement (FQ; S). 

When participants received compliments and appreciation from managers, they felt more 

engaged in their work and with the organization (FQ; FN; S). Conversely, an absence of 

recognition for staff contributed to negative feelings, and lower levels of engagement (FQ; FN; 

S). Participants reported a lower sense of value when front-line leaders and managers neglected 

to provide support and resources to meet their needs and a higher sense of value when managers 

interacted with them, heard their concerns, and provided resources to overcome barriers (FQ; 

FN; S). How front-line leaders and managers related with participants had an impact on how 

workers felt and their ability to perform (FQ; FN; S). Lack of clarity about responsibility for 
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information sharing polarized information and feedback needs and expectations between 

coworkers, which weakened relationships and team cohesion (FQ; S). 

Leaders both shape the social culture of the organization and connect the organizational 

goals to individual and team performance (Kozlowski & Ilgen, 2006). Leaders contribute to 

individual engagement (Kahn, 1999), team engagement (Cherin, 1999), and organizational 

engagement (Barrick et al., 2015) through modelling appropriate behaviour and providing 

guidance and resources for staff to be effective in their roles (Kouzes & Posner, 2012; Senge, 

2006). The alignment of leaders’ behaviour with organizational strategy creates positive 

emotional contagion in the workplace, which reflects an improved sense of social identity and 

increased psychological availability in workers (Barrick et al., 2015). 

A positive reciprocal cycle can be sustained within teams in which leaders promote a 

positive and supportive social culture among team members (Kozlowski & Ilgen, 2006). 

Additionally, when leader behaviour reflects social cohesion and encourages organizational 

approaches aligned with sound emotional labour practices, healthy emotional management 

practices are promoted in workers (Barsade, 2002), and workplace incivility can be mitigated 

when leaders model respect and appreciation in the workplace (Jiménez et al., 2015). In a PCC 

environment, a leader’s ability to create an atmosphere of compassion and collaboration 

influences the capacity of workers to work well together (McGilton et al., 2012) and supportive 

behaviours from leaders have a positive effect on worker productivity (Goleman et al., 2013) and 

promote team cohesion (Kozlowski & Ilgen, 2006). Not only is cohesion and engagement 

strengthened by leaders who provide recognition and resources for staff and model and promote 

supportive behaviour, but workplace stress can be reduced, emotional labour practices enhanced, 

and CFTs are better equipped to provide PCC. 
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Conclusion 4: The organization can enhance team cohesion and engagement by 

aligning SHRM to support the strengthening of positive and supportive relationships, 

promote recognition of staff, and enhance resource sharing. Organizational practices that 

created barriers for participants and impeded participants’ ability to provide quality care to 

residents influenced a decreased sense of felt value and contributed to participants’ frustration 

and stress (FQ; FN; S). Participants felt increased dissonance when policy and practice were out 

of alignment with workplace goals and when organizational practices did not demonstrate 

recognition for workers’ efforts (FQ; FN; S). Misalignment of organizational practices resulted 

in decreased engagement (FQ; FN; S). Participants expressed a strong desire for organizational 

practices to support their efforts to accomplish work goals without jeopardizing relationships and 

quality of care (FQ; FN; S). 

Workers’ stress levels are credited to the organizational governance that guides work 

design, working conditions, and relationships with coworkers and leaders, as it creates the 

environment that workers are subject to and function within (Dextras-Gauthier & Marchand, 

2016). Similarly, HR practices direct leaders’ and workers’ behaviour and activities in the 

workplace (Charalambous et al., 2010; Hollenbeck et al., 2012; McDonough, 2000; McGilton et 

al., 2012; Oliveira et al., 2016). Applying systematic approaches to guide workplace behaviour, 

SHRM integrates business strategy with people practices to create a desired workplace culture 

(Armstrong, 2006). A resource for leaders to promote team cohesion and engagement, SHRM 

guides leaders’ approach to relationship development and is a resource that supports leaders to 

guide individual and team behaviour and actions towards organizational goals (Armstrong, 

2006). 
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Supportive HR practices stimulate shared psychological safety in the workplace 

necessary for individual, team, and organizational engagement (Barrick et al., 2015). 

Additionally, HR can promote relationship competencies for enhancing the functioning of CFTs 

(Li & Porock, 2014) and can mitigate workplace stress caused by emotional labour (Gilstrap & 

Bernier, 2017). Furthermore, HR practices that align performance management approaches with 

civility-based performance criteria, outline acceptable workplace behaviour, and define and 

provide education about the impacts of workplace incivility (Estes & Wang, 2008) increase a 

sense of felt value in workers that promotes professional efficacy (Jiménez et al., 2015). 

Aligning HR strategy to promote supportive workplace behaviour can reduce workplace stress, 

emotional exhaustion, and burnout (Badolamenti et al., 2017) while promoting team cohesion 

(Manley & McCormack, 2008; McGilton et al., 2012) and engagement (Barrick et al., 2015). 

Scope and Limitations 

I designed this qualitative study to initiate a conversation about cohesion and engagement 

in CFTs of front-line staff in one LTC organization with the purpose of creating the possibility of 

positive change. While the findings are largely consistent with those of other studies, this 

research is specific to DV’s context and is not generalizable. My intent was to conduct three to 

five group sessions with a complement of eight to 16 participants, ranging 24 to 80 participants 

overall. Due to the nature of the work, many participants were unable to attend group sessions; 

therefore, facilitated sessions consisted of three groups, totalling 13 participants overall. No RNs 

or LPNs participated in the group sessions. To accommodate workplace demands, I employed a 

qualitative survey with some quantitative questions. While surveys may include open-ended 

questions, they are not ideal for qualitative research because they do not allow for generative 

dialogue. Although this type of survey allowed for qualitative coding, the inability to ask follow-
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up questions was problematic, as the “values, attitudes, and beliefs” (Saldaña & Omasta, 2018, p. 

91) of respondents were not always be clear. This research was based on the inclusion criteria of 

being employed as a full- or part-time front-line worker at DV. It was inclusive of gender, role, 

and department of workers. The predominance of RCAs relative to other workers representative 

of the teams may have skewed my results. Additional generative dialogue with those in roles 

outside of RCAs may have enhanced my findings. 

Chapter Summary 

In this chapter, I illustrated the major findings of my inquiry, which outlined how 

relationships, recognition, and resources contribute to cohesion and engagement while also 

influencing a sense of felt value and stress levels for participants and, in turn, their ability to 

provide quality care. I also presented the conclusions I drew from synthesizing the findings with 

the literature from Chapter 2, which informed the questions of this inquiry. I closed this chapter 

with a brief description of the scope and limitations of the inquiry project. The following chapter 

outlines the recommendations of this study, the organizational implications, and the implications 

for future inquiry. 
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Chapter Five: Inquiry Implications 

This study examined the following inquiry question: How might Delta View work with 

cross-functional teams of front-line staff to foster team cohesion and engagement? I open this 

chapter with a review of my key findings and conclusions. I then introduce my 

recommendations, followed by detailed description of my recommendations. Next, I review the 

organizational implications of my recommendations and potential implications for future inquiry. 

I close this chapter with a summary of my thesis. 

Summary of Key Findings and Conclusions 

Based upon the data gathered, relationships, recognition, and resources were found to be 

foundational components of cohesion and engagement. Interwoven, these components were also 

found to contribute to a sense of felt value that influenced stress levels and ability for participants 

to provide quality care. Answering my research questions, my conclusions determined that there 

was evidence that enhancing the felt value associated with team cohesion and engagement 

mitigates workplace stress and improves self- and professional-efficacy of staff. Additionally, 

team members, front-line leaders, managers, the executive leadership team, and SHRM practices 

can be enhanced to contribute to an ideal state of team cohesion and engagement. 

Study Recommendations 

The recommendations in this section grew from the confluence of relationship, 

recognition, and resources and include participant suggestions. The following recommendations 

are rooted in the findings and conclusions of my study. Figure 6 illustrates how the 

recommendations are linked to the findings in this inquiry. 
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Figure 5. Strengthening cohesion and engagement reside at the heart of relationship, recognition, 
and resources. 

I developed four key recommendations as a result of this study. The data relating to the 

current state of cohesion and engagement at DV showed that enhancements could be made at the 

worker, front-line leader, manager, and organizational levels to increase cohesion and 

engagement. These recommendations aim to strengthen positive and collegial relationships and 

promote recognition and resource sharing among workers and between leaders and workers. 

These recommendations also aim to build a platform for ongoing dialogue between workers and 

leaders to ensure continuing attention and responsiveness to cohesion and engagement efforts. 

The four key recommendations are as follows: 

1. Review training programs for inclusion of EI training for workers, front-line leaders, 

and managers and EI coaching training for front-line leaders and managers. 
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2. Promote recognition of contributions and needs among workers and between workers 

and front-line leaders and managers. 

3. Incorporate EI competencies into HR performance management strategies. 

4. Establish a communication plan for championing positive and collegial relationships. 

Recommendation 1: Review training programs for inclusion of EI training for 

workers, front-line leaders, and managers and EI coaching training for front-line leaders 

and managers. In this recommendation, I advocate for strengthening workers’, front-line 

leaders’, and managers’ EI because of the benefits that EI has to relationship development and 

management. Developing EI competencies in workers, front-line leaders, and managers can 

strengthen relationships among workers as well as between workers and front-line leaders and 

their managers. EI coaching development for supervisors, front-line leaders, and managers can 

help these leaders to understand staff emotions and guide staff behaviours. EI development can 

build cohesion and help mitigate the diversity among teams while at the same time aiding to 

reduce the stress associated with emotional labour. Therefore, I propose reviewing training and 

development programs for inclusion of EI training for workers, front-line leaders, and managers 

and EI coaching training for leaders. Adding or enhancing EI development programs can 

accelerate efforts to foster positive and collegial relationships among workers and between 

workers and leaders. 

Recommendation 2: Promote recognition of contributions and needs among 

workers and between workers and front-line leaders and managers. In this recommendation, 

I advise DV to strengthen recognition efforts among workers and between workers and front-line 

leaders and their managers because of the benefits recognition has on fostering relationships and 

increasing resource sharing. Recognizing one another’s strengths, contributions, and needs and 
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providing support to meet these needs can bridge understanding among coworkers while building 

a sense of felt value in staff, increasing team members’ desire to share resources, and reducing 

stress levels in the workplace. Therefore, I recommend that front-line leaders strengthen positive 

and collegial relationships with and between workers. 

Promoting recognition can be undertaken by front-line leaders and managers who provide 

verbal praise during regular daily activities, inquire about workers’ needs and supply supports to 

meet needs, recognize workers who support coworkers, establish a labour management 

committee, and initiate mini-celebrations to acknowledge the various cultures representative of 

staff. 

Provide verbal praise during regular daily activities. Leaders can promote positive and 

collegial relationships at existing meetings and during regular daily activities by verbally 

complimenting workers for positive and collegial behaviour and encouraging workers to do the 

same. 

Inquire about workers’ needs and supply supports to meet needs. Front-line supervisors, 

unit coordinators, and department managers can also promote recognition initiatives by engaging 

in conversations with workers about their needs and providing support and resources to assist 

staff to overcome barriers to performance while in daily contact with workers. 

Recognize workers who support coworkers. Front-line leaders and managers can further 

strengthen positive and collegial behaviour between workers by providing praise for workers 

who openly recognize coworkers for their strengths, contributions, and needs. Staff and 

leadership in HR could work with a labour management committee (recommended in the next 

paragraph) to scale the promotion of positive and collegial behaviour into a recognition and 

rewards program. For example, celebrating the workers who recognize coworkers for acts of 
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kindness and positive and collegial behaviour can further promote coworkers to look for the 

good in and provide support to one another. 

Establish a labour management committee. In addition to existing meetings and daily 

interactions, creating a venue for leaders and workers to engage in ongoing dialogue about the 

benefits, drawbacks, supports, and barriers to relationship strengthening initiatives could enable 

proactive and responsive adjustments to these initiatives. For example, establishing a labour and 

management committee to promote ongoing collaboration between workers and leaders in the 

organization about ongoing cohesion and engagement initiatives. I recommend this committee be 

inclusive of participants from various shifts, units, departments, and roles. Labour and 

management committee meetings could engage ongoing discussions about the successes, 

concerns, benefits, and barriers to positive relationship development. 

Initiate mini-celebrations to acknowledge the various cultures representative of staff. 

Another simple initiative that can be undertaken to promote positive relationships between 

workers is to provide mini celebrations for holidays representative of the various cultures of staff 

members. For example, DV could provide holiday cards and treats in the staff rooms and nursing 

stations representative of various global holidays. These mini-celebrations can stimulate 

conversation among workers and deepen understanding about and appreciation for one another. 

Recommendation 3: Incorporate EI competencies into HR performance 

management strategies. In this recommendation, I stress the need to manage performance in 

alignment with positive relationship development efforts because doing so can reduce 

counterproductive practices of related HR practices. Researchers indicated it is beneficial to 

augment healthcare training with EI development and recruitment screening strategies for EI 

competencies in healthcare organizations that use CFTs (Almost et al., 2016). Therefore, I 
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recommend (a) EI competencies for workers and leaders be built into job descriptions to clarify 

the these objectives for each role; (b) recruitment and selection practices ensure that EI 

competencies are highlighted as requirements and assessed during the selection process; (c) HR 

ensures that EI competencies are incorporated into onboarding practices and performance 

reviews, both formal and informal, to ensure that these objectives are regularly monitored and 

developed; and (d) HR utilizes ongoing training and development programs to ensure that EI 

competencies are enhanced at all staff levels. 

Formalizing the development of positive relationships by incorporating EI competencies 

into HR management strategies and programs can ensure workers and leaders have the resources 

necessary to understand which EI competencies are required for their roles, what it looks like to 

incorporate these objectives into workplace behaviours and activities, and how these 

competencies are measured and developed. Strategically aligning HR practices and programs can 

ensure that the development and promotion of positive and collegial behaviours and activities 

among workers are promoted and supported at the organizational level. Providing resources at 

the organizational level for promoting and supporting the strengthening of positive and collegial 

relationships and activities of workers can reduce the potential for oppositional behaviours and 

activities and embed the qualities of positive and collegial behaviours into the culture of the 

organization. 

Recommendation 4: Establish a communication plan for promoting positive and 

collegial relationships. I put forward this recommendation to address the need to consistently 

communicate the desire to strengthen positive and collegial relationships throughout the 

organization because clarity of purpose can help workers to participate in meaningful ways. 

Ambiguity in organizational purpose and goals and poor communication contribute to worker 
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stress (Colligan & Higgins, 2006; Maulik, 2017; Nobrega et al., 2010). Participants in my 

inquiry consistently identified the importance of organizational information sharing and the 

impact of poor information sharing on stress levels of workers. Effectively communicating the 

purpose and benefits of cohesion and engagement initiatives with workers is crucial for gaining 

and maintaining worker interest and involvement in cohesion and engagement efforts. Therefore, 

I recommend the executive leadership team clearly define which of these recommended 

initiatives will be implemented, why, how they will be moved forward and by whom. This will 

help clarify who needs what resources in order to commence cohesion and engagement 

initiatives. Clear communication and organizational practices that align behaviour with desired 

outcomes can reduce worker stress (Colligan & Higgins, 2006; Maulik, 2017; Nobrega et al., 

2010). Communicating cohesion and engagement initiatives throughout the organization will 

support leaders to effectively champion and enable workers to more readily engage in and 

maintain momentum. 

Organizational Implications 

The recommendations provided concrete ways in which DV can facilitate cohesion and 

engagement among front-line workers in CFTs. Addressing this question leads to several 

implications for DV. Since the initiation of my study, DV was sold to Good Samaritan Canada 

(GSC). During the middle stages of ownership change, the acting President and CEO of GSC 

confirmed commitment and support for my study. The formal possession of the facility by GSC 

took place mid-September 2018, just prior to my report of findings and recommendations to the 

leadership team. The GSC leadership has committed to “carrying on the Delta View legacy of 

enriching the lives of those we serve and those who serve with us” (GSC, 2018, para. 4). 

Although the transition in ownership will be an adjustment for all members of the organization, 
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the proposed recommendations are timely, as they may assist both staff and leaders to 

amalgamate more readily with the new ownership while maintaining and strengthening positive 

relationships in the process. 

As a part of the reflection phase, I engaged the executive leadership team in a report out 

session to review the findings and recommendations. I brought the ideas generated from the 

facilitated group sessions and the surveys forward to a report-out session with the executive 

leadership team at DV. I did not consider the report-out session part of the data-gathering 

process; rather, it served to support the organization to consider the inquiry outcomes and as a 

mechanism for gathering feedback on the recommendations and potential for organizational 

implementation. The report-out session included leadership with the authority to implement 

change and consisted of the Manager of DV, the Director of Information Technology and Plant, 

unit coordinators, and, in part, the exiting CEO. The report-out session included a discussion 

about recommended initiatives and feedback on proposed actions for enabling cohesion and 

engagement within teams and throughout the organization. Subsequently, I summarized the 

presentation and the discussion from this meeting into a report and sent it to the manager to share 

with participants. 

To have the desired positive effects, implementation of the recommendations will need to 

be led by someone with the authority to initiate change and secure the involvement of all 

personnel. The change requires executive members, managers, HR, unit coordinators, and front-

line leaders across the organization to provide employees with the resources to move forward. 

Implementation of the proposed recommendations will require commitment, an investment of 

resources, and careful planning and consideration of the research conclusions. Although a 

majority of the recommendations can be accomplished at little to no cost, a commitment will be 
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needed to fund the development of EI competencies for leaders and workers and EI coaching for 

leaders as well as potentially for rewarding workers for their positive and collegial behaviours. 

In the context of Rowe et al.’s (2013) ARE model, implementation of the research 

inquiry recommendations requires a recontextualization of how DV engages with its workforce. 

In light of the recent changes to the organization, this may have an impact on how the 

recommendations of this study are implemented. This research inquiry discovered cohesion and 

engagement occupy the space where relationship, recognition, and resources converge and that 

the symbiotic nature of relationship, recognition, and resources influences the reciprocal nature 

of felt value, stress, and ability to provide quality care. Actively strengthening interpersonal 

relationships among staff and between staff and leaders stimulates improved recognition and 

resource sharing, strengthens felt value, and reduces stress. This new knowledge will call upon 

DV’s executive team to reassess present relationship practices to reflect the findings and 

conclusions of this research inquiry. 

The stress caused by conflict in relationships is well documented to affect the emotional 

and physical health of workers, increase workplace incidents (MacKay et al., 2004), fuel 

absenteeism (Gilstrap & Bernier, 2017), decrease team cohesion, diminish workplace 

engagement (Colligan & Higgins, 2006; Nobrega et al., 2010), and negatively impact the quality 

of care in LTC (Ramon & Hart, 2003). As such, the broader implications for DV, if actions 

toward strengthening positive and collegial relationships and bolstering recognition efforts are 

not embraced and enacted, may be reflected in the organization’s ability to retain qualified 

workers, to provide high-quality care to residents, and to manage costs to the organization. 

Alternatively, if DV were to implement the recommendations from this study, team 

cohesion and engagement could be strengthened and workers’ ability to provide PCC could be 
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enhanced. Additionally, DV could benefit from employees who are emotionally resilient, 

collaborative, and fully engaged in their work, and thus better prepared to support one another 

through the strains associated with their work while collectively striving to enhance the quality 

of care to residents. Furthermore, engaging in ongoing dialogue through labour management 

meetings could provide valuable ongoing feedback on the effects of team cohesion and 

engagement initiatives and allow for future reflection and action towards ongoing improvement. 

While this section outlined both simple and complex steps for promoting positive 

relationships, a positive and collegial culture does not have to be difficult to strengthen and 

maintain. Initiating simple steps at the outset can start a shift that can be built on over time 

(Stroh, 2015). I recommend starting with simpler initiatives that can be incorporated into existing 

practices can produce “short-term, small successes” (Stroh, 2015, p. 43) toward strengthening 

cohesion and engagement. Repeated over time, the simple initiatives can initiate increasingly 

positive responses in workers. However, it is important to keep in mind that the more complex 

initiatives will serve to propel and more deeply embed a positive and collegial culture. 

Through the process of this study, I attended to the three domains of action inquiry 

highlighted by Torbert and Taylor (2008): first-, second-, and third-person research. In line with 

Torbert and Taylor’s third-person research, I aimed to create the conditions in which people 

could engage in first- and second-person research. Through first-person inquiry, which involves 

a reflective practice, incorporating self-awareness throughout the inquiry process (Torbert & 

Taylor, 2008), I engaged the stakeholders at DV in second-person research, which engages 

others in collaborative inquiry (Torbert & Taylor, 2008) to generate third-person research, which 

contributes to the broader academic community (Torbert & Taylor, 2008). In consideration of 

first-person research, I incorporated reflective practice into the facilitated group sessions. 
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Reflection was also required for respondents to answer survey questions. I conducted second-

person research through engaging the executive leadership team in the planning and execution of 

this inquiry and through the data-gathering process with the participants of this study. Through 

the practice of first- and second-person research emerged answers to the inquiry questions of this 

study, which broadened academic discussion on felt value and professional efficacy and 

contributed to research on building cohesion and engagement. From this research inquiry 

emerged the theory that a sense of felt value fundamentally influences stress response and 

performance and that strengthening relationships, promoting recognition, and sharing essential 

resources in the workplace can inspire a sense of felt value in workers. Broadly disseminating 

this research as a published thesis contributes to academic literature and holds potential for 

contributing to academic material on the subjects of cohesion, engagement, healthcare 

leadership, felt value, and professional efficacy. 

As an external researcher, my role in this project has come to completion. As such, 

implementation of change initiatives as a result of this inquiry rest with the executive leadership 

of DV. Bringing my involvement to a close, I have provided the executive team of DV with a 

copy of my final report. 

Implications for further inquiry. This section considers the implications of the scope 

and process of this inquiry and explores potential opportunities for future inquiry stemming from 

my project. The scope of this project was limited to front-line workers in one LTC organization. 

Additionally, facilitated group participation was lower than desired. As such, research on team 

cohesion and engagement in other healthcare settings could be performed to corroborate my 

findings. Further research on the educational components of emotional labour roles could inform 

critical competencies for those in emotional labour industries. In addition, extending this 



LTC TEAM COHESION AND ENGAGEMENT 137 

research to other fields could further enhance knowledge on felt value, stress reduction, and 

performance in the workplace and expand knowledge on strategic HR practices for team 

cohesion and organizational engagement. 

The literature I presented in Chapter 2 identified a gap in training for healthcare workers; 

as such, confirming this skills gap could be beneficial to the healthcare industry and serve to 

inform important competencies for training and employment in healthcare and other emotional 

labour industries. Furthermore, given the projected increased demand for LTC and healthcare 

services, it would be worth exploring if the conclusions would influence attraction and retention 

of staff in healthcare. In addition, as burnout is described as exhaustion, emotional separation 

from work, and diminished efficacy (World Health Organisation, 2019), further efforts to test 

and confirm my conclusion that improving felt value can reduce workplace stress in emotional 

labour and strengthen efficacy may prove beneficial. The findings of my study present a number 

of gateways for further exploration that could lead to valuable knowledge and social change. 

Thesis Summary 

This inquiry engaged front-line workers in an AR process to explore how DV could work 

with CFTs of front-line staff to foster team cohesion and engagement. In Chapter 1, provided an 

introduction to the significance of this inquiry and discussed the organizational context within 

which the topic was explored. 

Chapter 2 grounded the study in relevant literature. More specifically, I explored PCC, 

CFTs, emotional labour, and workplace stress, with a focus on team cohesion and engagement. I 

highlighted the benefits of promoting supportive relationships, recognition efforts, and resource 

sharing throughout the organization. Chapter 2 demonstrated how building team cohesion and 

fostering individual, team, and organizational engagement could reduce the workplace stress 
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associated with emotional labour and support CFTs to provide PCC. Threaded throughout my 

literature review was a need for training in emotional competencies, leadership that models and 

facilitates effective workplace behaviour, and aligning organizational governance to support 

effective workplace conduct and interrelationship development. 

In Chapter 3, I described the methodology and methods that guided my research approach 

and described the participants involved in the data-gathering process. I illustrated the design of 

my study and included an overview of the research methodology and methods employed. I also 

detailed how my study was aligned with AR (Merriam & Tisdell, 2016) and, more specifically, 

the ARE model (Rowe et al., 2013). I outlined the two methods I employed in this study, namely, 

facilitated group sessions, and survey. I described how the facilitated group sessions used a string 

of LS, guided by DOD and DT principles as my approach in alignment with AR and the ARE 

model to engage participants in dialogue. I also described the type of questions used in the 

survey and explained the purpose of supporting qualitative questions with quantitative questions. 

Additionally, I discussed the project participants, including how they were selected and engaged, 

explained the data collection methods employed, and the study conduct of the inquiry. 

In Chapter 4, I presented findings and conclusions and reviewed the scope and limitations 

of my study. Findings established how relationships, recognition, and resource sharing impacted 

cohesion and engagement and revealed that cohesion and engagement efforts could promote felt 

value in workers, decrease workplace stress, and increase participants’ ability to provide quality 

care. My conclusions demonstrated how enhancing the felt value associated with team cohesion 

and engagement improves efficacy and identified the role front-line staff, leaders, and strategic 

human resource management have in shaping a workplace culture that builds and maintains team 

cohesion as well as individual, team, and organizational engagement. 
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In Chapter 5, I presented four recommendations. I rooted the inquiry recommendations in 

relationship, recognition, and resources and addressed how organizational governance and 

leaders could promote team cohesion and engagement efforts. Recommendations proposed 

building EI competencies, suggested approaches for promoting recognition efforts, and put 

forward ideas for incorporating EI competencies into HR performance management strategies. 

Recommendations also included establishing a communication plan for championing positive 

and collegial relationships. I closed Chapter 5 with a discussion of the organizational 

implications of the inquiry as well as my thoughts on potential implications of future inquiry. 

To conclude, this thesis associates cohesion and engagement with the strengthening of 

relationships, fostering of recognition, promotion of resource sharing in the workplace, and as a 

means of reinforcing felt value in workers and improving efficacy. As a healthcare organization, 

DV aspired toward “enriching the lives of those [they] serve and those who serve with [them]” 

(J. Devji, personal communication, February 16, 2018). The outcomes of this research project 

can be used to foster an increasing a sense of felt value among the participants who took part in 

the inquiry as well as those with whom they work and the residents they serve. The inquiry 

outcomes also support DV to nurture a vibrant working community that continues to be an 

exemplar of PCC. Beyond DV, this research contributes to broader knowledge about 

foundational components of cohesion and engagement and the significance of the reciprocal 

nature human connection has on felt value, well-being, and human functioning. 
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Appendix B: Engagement Letter 

Exploring Team Cohesion and Engagement in Long-term Care Teams 

My name is Kathy Barisenkoff, and this research project is part of the requirement for a MA 
Leadership at Royal Roads University. My credentials with Royal Roads University can be 
established by contacting Dr. Catherine Etmanski, Director, School of Leadership Studies: [email 
address] or [telephone number]. 

Purpose of the study and sponsoring organization 

The purpose of my research project is to explore how Delta View can foster cohesion and 
engagement among front-line workers. In collaboration with Delta View Campus of Care, in 
Delta, BC, the sponsor of this project, I will be exploring the following questions: 

• How might Delta View work with cross-functional teams of front-line staff to foster 
team cohesion and engagement? 

• The sub-questions are: 

• What does team cohesion and engagement currently look like at Delta View? 

• What would be the ideal state of team cohesion and engagement? 

• What can team members do to support each other to enhance team cohesion and 
engagement? 

Your participation and how information will be collected 

The research will consist of facilitated groups. The facilitated group sessions would take a design 
thinking approach. Participants will be engaged in facilitated groups comprised of front-line 
workers from every department at Delta View. These peer groups will be 8-16 in size, 

The facilitated group sessions are anticipated to last for 90 minutes. Some of the questions that 
may be asked during this session are: 

1. Share a story about a time when they felt that they felt that they were not Heard, seen, 
or respected at work. 

2. What can you do to make sure that you achieve the worst result imaginable with 
respect to team cohesion? 

3. Is there anything that you are currently doing that in any way resembles this? 

4. What first steps will help you stop what you know creates undesirable results? 

5. What first steps will help stop unwanted activity/program/procedure? 

6. What ideas or actions do you recommend for staff to demonstrate cohesion among 
teams? 
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Benefits and risks to participation 

By participating in this research, you personally have the opportunity to shape the nature of your 
work environment, contribute to shaping the organizational culture, and play a role in 
contributing to improved practices for the field of care. 

The benefits of engaging in genuine dialogue are that you have the opportunity to share openly 
the ideas that you may have that could benefit yourself, your co-workers, the organization, and 
the residents and families that you support. You will have the opportunity to make a difference in 
your life and the lives of the others you work with and provide care for. 

Also, you will be assisting me in completing the requirements for my MA Leadership program 
with Royal Roads University, adding to my learning about the meaning of companionate care 
and team development. 

Further, your participation will support greater learning for others in the care field. 

Risks of Participation 

The risks to this study are minimal. Risks may include raising expectations that everything 
discussed will be implemented. Any action taken will be determined at a dissemination event and 
subsequent meeting. 

Confidentiality and Anonymity 

Your personal information will be kept confidential. I will hold information about participants 
confidential, and in my thesis/executive report, will ensure that all quotations are identified only 
by category of participant, and all participant quotations will be edited so that they do not contain 
any identifying information. 

Your participation is voluntary and can be withdrawn at any time. I ask that participants sign an 
informed consent form that indicates their agreement with the provisions outlined in this 
information letter. 

If you have any questions about any of the elements of this inquiry, please do not hesitate to send 
me an email at: [email address]. 

Real or Perceived Conflict of Interest 

There are no real or perceived conflicts of interest for this project. I am not an employee of the 
organization, nor do I stand to benefit, financially or otherwise, from any specific outcomes of 
this inquiry. I disclose this information here so that you can make a fully informed decision on 
whether or not to participate in this study. 

Confidentiality, security of data, and retention period 

I will work to protect your privacy throughout this study. All information I collect will be 
maintained in confidence with hard copies (e.g., consent forms) stored in a locked filing cabinet 
in my home office. Electronic data (such as transcripts or audio files) will be stored on a 
password protected computer on my home computer. Information will be recorded in hand-
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written format and audio recorded and transcribed, and, where appropriate, summarized, in 
anonymous format, in the body of the final report. At no time will any specific comments be 
attributed to any individual unless specific agreement has been obtained beforehand. 

All documentation will be kept strictly confidential. The data retention period for this type of 
project is one year from the date of the completion of the thesis, likely April, 2020. The raw data 
during that time will be held in a locked cabinet in my office, and will be destroyed one year 
after the collection of the data. Raw data for participants who withdraw will be destroyed at the 
time of withdraw. 

Due to the nature of the group method, it is not possible to keep identities of the participants 
anonymous from the researcher, facilitator, or other participants. There will be no personal 
identifiers attached to any transcripts which might identify specific individuals. There will be a 
professional transcriptionist, not associated with Delta View, who will listen to the audio 
recordings in order to prepare a written transcription of the interview or group. All group 
participants are asked to respect the confidential nature of the research by not sharing names or 
identifying comments outside of the group. 

Sharing results 

In addition to submitting my final report to Royal Roads University in partial fulfillment for a 
MA Leadership, I will also be sharing my research findings with Delta View Campus of Care. 
The data resulting from this project may also be used for scholarly or professional journal 
articles, or conference presentations. Results of the study will be shared at a dissemination and 
action planning event with stakeholders at Delta View. A research report will be submitted to 
Delta View at the end of the dissemination session 

Procedure for withdrawing from the study 

You are welcome to withdraw from the study at anytime. If at any time you wish to withdraw 
from the study, please let me know in person, by email: [email address], or by phone, or text: 
[telephone number]. Interview participants will be given two or three weeks from the time 
transcripts are shared from the session to request modifications. After that time period 
anonymous data will be included in the data set. 

You are not required to participate in this research project. By replying directly to the e-mail 
request for participation or signing the in-person consent form you indicate that you have read 
and understand the information above and give your free and informed consent to participate in 
this project. 

This project has been approved by Delta View Campus of Care, and by the RRU Research Ethics 
Board, and I have been given permission by Delta View to conduct this study with the workers 
of the organization. 

Please keep a copy of this information letter for your records. 
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Appendix C: Research Consent Form 

By signing this form, you agree that you are over the age of 19 and have read the information 
letter for this study. Your signature states that you are giving your voluntary and informed 
consent to participate in this project and have data I contribute used in the final report and any 
other knowledge outputs (articles, conference presentations, newsletters, etc.). 

 I consent to the audio recording of the facilitated group sessions 

 I consent to quotations and excerpts expressed by me through the facilitated group 
sessions be included in this study, provided that my identity is not disclosed 

 I consent to the material I have contributed to and/or generated [e.g., flipchart notes] 
thorough my participation in the facilitated group sessions be used in this study 

 I commit to respect the confidential nature of the group sessions by not sharing or 
identifying information about the other participants outside of the group session. 

 

Name: (Please Print): __________________________________________________ 

 

Signed: _____________________________________________________________ 

 

Date: ______________________________________________ 
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Appendix D: Survey Questions 

Exploring Team Cohesion and Engagement in Long-term Care Teams 

My name is Kathy Barisenkoff, and this research project is part of the requirement for a MA 
Leadership at Royal Roads University. My credentials with Royal Roads University can be 
established by contacting Dr. Catherine Etmanski, Director, School of Leadership Studies:. 

Purpose of the study and sponsoring organization 

The purpose of my research project is to explore how Delta View can foster cohesion and 
engagement among front-line workers (nurses, care aides, dietary aides, housekeeping, 
recreation). In collaboration with Delta View Campus of Care, I will be exploring the following 
questions: 

• How might Delta View work with cross-functional teams of front-line staff to foster 
team cohesion and engagement? 

The sub-questions are: 

• What does team cohesion and engagement currently look like at Delta View? 
• What would be the ideal state of team cohesion and engagement? 
• What can team members do to support each other to enhance team cohesion and 

engagement? 

Confidentiality 

This survey is completely anonymous 

Refusal, Anonymity and Consent 

Completion of this questionnaire is not mandatory and non-completion will have no negative 
impact on you. Completed survey implies consent and the information cannot be removed. 

Content 

This survey includes multiple questioning styles, they include: 

1. Closed questions – to generate information about where you see yourself at this point in 
time 

2. Open ended questions –for you to share your experience from your point of view 
3. Rating scale 
4. Multiple choice 
5. Demographic information 

Time to complete 

The anticipated time to complete this survey is 15 minutes. 

Participation window 
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To be included in the data collection, forms must be completed by August 23, 2018. 

Instructions 

Please give as much detail as possible when responding to the open questions (this can include 
your thoughts, feelings, what you have done, what others have done, etc.). Please feel free to 
discuss these topics with your team members to gain clarification about the questions or to 
generate ideas for yourself or to support others to generate ideas. While not every idea that is 
shared will be acted upon, please share openly and honesty, your genuine responses are greatly 
appreciated and will support positive changes in your workplace. 
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Please read the following questions carefully and rate your level of agreement or disagreement 

 
Strongly 

Disagree Disagree 

Slightly 

Disagree Neutral 

Slightly 

Agree Agree 

Strongly 

Agree 

 I am given the opportunity to 

express my thoughts/opinions/ at 

work 

       

 I believe that my thoughts/opinions 

are valued 

       

 I have enough time to complete my 

daily tasks 

       

 I feel comfortable approaching 

management with my concerns 

       

 Others are willing to help me 

complete daily tasks 

       

 I check my perception before making 

judgments 

       

 I believe that I am valued at work        

 I feel trusted by coworkers        

 I feel trusted by management        

 I trust my team        

 I trust management        

 My coworkers are approachable        

 Management is approachable        

 My coworkers take an interest in my 

wellbeing 

       

 Management takes an interest in my 

well being 

       

 We talk about and resolve issues at 

team meetings 

       

 Team members demonstrate 

sensitivity to one another’s feelings 

       

 

Please complete the following sentences 

1. I feel best at work when ______________________________________________ 

 

2. I am most productive at work when _____________________________________ 

 

3. I feel supported at work when __________________________________________ 
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4. The quality of care I provide is best when _________________________________ 

 

5. On my team I feel responsible for ________________________________________ 

 

6. Currently you feel (please circle your response) 

Always heard 

and respected 

Mostly heard 

and respected 

Neutral Somewhat heard 

and respected 

Not at all heard 

and respected 

 

7. Describe a time you felt most respected and heard at Delta View (Please provide as much 

descriptive detail as possible (thoughts, feelings, actions of yourself and others) 

 

8. When have you not felt heard and respected at Delta View? 

 

9. What would make you feel more heard and respected? 

 

10. How can your coworker’s best support you to work well? 

 

11. In the past month I have felt: (please select ALL that apply): 

o Disappointed 

o Connected to my 

coworkers 

o Frustrated 

o Anxious 

o Pleased with the help 

I receive from others 

o Proud to work at 

Delta View 

o Emotionally drained 

o Ignored 

o Powerless 

o Satisfied with my 

team 

o Unsafe 

o Proud of quality of 

care I provide 

o Alone 

o Other (please 

specify):__________ 

 

12. With regard to the above question, please explain what influenced your feelings 

 

13. Currently you feel (please circle your response) 

Highly 

engaged 

Engaged Slightly 

engaged 

Neutral Slightly 

disengaged 

Disengaged Completely 

disengaged 

 

14. Describe a time you felt most engaged at Delta View (Please provide as much descriptive detail 

as possible (thoughts, feelings, actions of yourself and others) 
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15. What would influence you to be more engaged at delta View? 

 

16. Currently you (please circle your response) 

make daily 

effort to 

enhance 

cohesion 

with my 

coworkers 

make effort 

to enhance 

cohesion 

when 

someone 

expresses a 

need 

If no one else 

is making an 

effort, I will 

make an 

effort to 

enhance 

team 

cohesion 

with my 

coworkers 

do not make 

an effort to 

enhance 

cohesion 

with my 

coworkers 

never think 

about making 

an effort to 

enhance 

cohesion 

with my 

coworkers 

see no 

benefit to 

enhancing 

cohesion 

with my 

coworkers 

 

17. I would like to experience more (please select ALL that apply) 

o Sensitivity to my feelings 

o Interest in me as a person 

o Recognition for my contributions 

o Compassion 

o Patience 

o Assistance with completion of tasks 

o Understanding of my needs 

o Other (please specify): __________ 

 

18. With respect to the above question, please explain what would help you experience this? 

 

19. Describe how you personally enhance team cohesion with your coworkers (Please provide as 

much descriptive detail as possible (thoughts, feelings, actions of yourself and others) 

 

20. What suggestions do you have to enhance cohesion with your coworkers? 

 

21. From your perspective what impact do organizational relations have on quality care for 

residents? 
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Demographic information 

This information is solely to assist me in more deeply understanding the participation within the organization. Your 

individual responses will not be identified as data will be reported in aggregate. 
 

22. What is your current Job Role? 

o RCA 

o Dietary Aide 

o Housekeeping 

o Recreation Aide 

o RN 

o LPN 

o Rehab 

o Other Please specify ______________ 

 

23. What Unit do you work on (if you work on more than one unit, please select all of the units you 

work on)? 

o Alpine Meadows 

o Baycrest 

o Cascades 

o Dorothy’s Meadows 

o Eagle Point 

o Forest Grove 

o Garden Grove 

o Heather Point 

o SCU 

o ECU 

o Other (please 

specify) 

______________ 

 

24. What shift do you work? 

o 6:30am – 2:30pm 

o 6:30am – 1:30pm 

o 7:00am – 3:00pm 

o 2:30pm – 9:00pm 

o 2:30pm – 10:30pm 

o 4:00pm – 9:00pm 

o 4:00pm – 10:30pm 

o 10:30pm – 6:30am 

o Other (please 

specify: 

________________ 
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25. How long have you worked at Delta View? 

� 0 –5 Years  � 6 –10 years  � 11–15 years � 16–20 years � 21+ years 

 

26. What is your gender? 

� Male  � Female  � Rather not specify 

 

27. What is your current age? 

o 20 or under 

o 21 – 30 years 

o 31 – 40 years 

o 41 – 50 years 

o 51 – 60 years 

o 61 + years 

 

Thank you! 
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Appendix E: Liberating Structure, “Heard, Seen, Respected” 

Total Time: 33 min. 

Structured invitation 

Participants are invited to share a story about a time when they felt that they were not heard, 
seen, or respected at work. 

Arrangement of space and materials 

Participants start in pairs, facing each other 

Distribution of participation 

Equal time is given to each participant to act as story teller and listener. 

Configuration of groups 

In pairs for story 

In groups of four for reflecting on what happened 

As large group reflect on patterns that have been revealed? 

A sequence of steps and timing for execution 

Introduce the purpose of exercise: to practice listening without trying to fix anything or make 
any judgments. 3 min. 

One at a time, each person has 7 minutes to share a story about NOT feeling heard, seen and 
respected. 15 min. 

Partners share with one another the experiences of listening and storytelling: “What did it feel 
like to tell my story; what did it feel like to listen to your story?” 5 min. 

In a foursome, participants share reflections using 1-2-4, asking, “What patterns are revealed in 
the stories? What importance do you assign to the pattern?” 5 min. 

As a whole group, participants reflect on the questions, “what patterns were revealed?” 5 min. 

 

Note: Adapted from Liberating structures: Heard, seen, respected (HSR), by McCandless, K., & 
Lipmanowicz, H. (n.d.-a). Retrieved from http://www.liberatingstructures.com/19-heard-seen-
respected-hsr/ 
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Appendix F: Liberating Structure, “TRIZ” 

Total Time: 45 min 

Structured invitation 

Three-step process: 

1. “Make a list of all you can do to make sure that you achieve the worst result imaginable with 
respect to team cohesion.” 

2. Go down your list item by item and ask yourselves, “Is there anything that we are currently 
doing that in any way resembles this?” Be honest! Make a second list of all your 
counterproductive activities/programs/procedures. 

3. Go through the items on your second list and identify what first steps will help you stop what 
you know creates undesirable results. 

Arrangement of space and materials 

Unlimited number of small groups of 4 to 7 participants 
Paper/flipchart for participants to record 

Distribution of participation 

All participants participate 

Configuration of groups 

Groups with 4 to 7 participants 
Mixed groups 

A sequence of steps and timing for execution 

After introduction, three segments, 10 minutes for each segment 
Introduce the idea of TRIZ and identify an unwanted result. If needed, have the groups 
brainstorm and pick the most unwanted result. 5 min. 
Each group uses 1-2-4-All to make a first list of all it can do to make sure that it achieves this 
most unwanted result. 10 min. 
Each group uses 1-2-4-All to make a second list of all that it is currently doing that resembles 
items on their first list. 10 min. 
Each group uses 1-2-4-All to determine for each item on its second list what first steps will help 
stop this unwanted activity/program/procedure. 10 min. 
 

Note: Adapted from Liberating structures: Making space with TRIZ, by McCandless, K., & 
Lipmanowicz, H. (n.d.-a). Retrieved from http://www.liberatingstructures.com/6-making-space-
with-triz/ 
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Appendix G: Liberating Structure, “1-2-4-ALL” 

Total Time: 15 min. 

Structured invitation 

Ask: “What ideas or actions do you recommend for increasing cohesion among staff at Delta 
View?” 

Arrangement of space and materials 

Unlimited number of groups 
Space for participants to work face-to-face in pairs and foursomes 
Chairs and tables optional 
Paper/flipcharts for participants to record observations and insights 

Distribution of participation 

Everyone in the group is included 
Everyone has an equal opportunity to contribute 

Configuration of groups 

Start alone (1), then in pairs (2), then foursomes (4), and finally as a whole group (All) 

A sequence of steps and timing for execution 

Silent self-reflection by individuals on the question 1 min. 
Generate ideas in pairs, building on ideas from self-reflection. 2 min. 
Share and develop ideas from your pair in foursomes (notice similarities and differences). 4 min. 
Ask, “What is one idea that stood out in your conversation?” Each group shares one important 
idea with all 5 min. 
 

Note: Adapted from Liberating structures: 1-2-4-all, by McCandless, K., & Lipmanowicz, H. 
(n.d.-a). Retrieved from http://www.liberatingstructures.com/1-1-2-4-all/ 

 


