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Abstract 

This thesis used an action engaged research methodology to cocreate actionable strategies that 

the senior leadership team at Chatham-Kent Health Alliance can use to support their staff in 

future change initiatives. This study investigated the question: How might frontline leaders at 

Chatham-Kent Health Alliance contribute to a change management framework that could inform 

future change initiatives? A qualitative sequential data collection approach was applied using 

interviews and a small group design activity. Four main themes emerged from the data: 

(a) perceptions and adaption to change, (b) input from managers and frontline staff versus 

tokenism, (c) communication processes during change, and (d) understanding the change and 

applying context. The project recommendations focused on cocreating a change management 

framework that can be used by the organization. This study adhered to the Royal Roads 

University Research Ethics Policy. 
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Executive Summary 

For this thesis, I partnered with Chatham–Kent Health Alliance (CKHA), a 200-bed community 
hospital located in Southwestern Ontario in the West region of Ontario Health (CKHA, n.d.). I 
examined the thoughts and attitudes of frontline leaders at CKHA; for this project, I defined 
frontline leaders as the first level of managers in supervisory roles. Through participating in an 
action engaged research methodology (Rowe et al., 2013), I partnered with the frontline leaders 
to explore the principal inquiry question as follows: How might frontline leaders at Chatham-
Kent Health Alliance contribute to a change management framework that could inform future 
change initiatives? Four subquestions also guided the inquiry: 

1. What does change responsiveness look like at CKHA? 

2. What are the prevailing attitudes towards change in the CKHA frontline leadership team? 

3. What can the participants learn from current and previous change initiatives? 

4. What strategic processes can the senior leadership team use to implement a change-
management framework at CKHA? 

A literature search was conducted relating to four topics: change management, sustaining 
change, change responsiveness, and change management frameworks. Even though I tried to 
limit the scope of this project, I found that the breadth of research about organizational change to 
be vast. The reader may note that some texts were used more than others in this regard; for 
example, Stroh (2015), Dickson and Tholl (2020), and Bendaly and Bendaly (2012) were written 
specifically with applicability in the healthcare sector; on the other hand, some international texts 
were not as applicable in a publicly funded social system. 

The overarching methodology for this research was the action research engagement 
methodology. I used this methodology because of its applicability to engage the research 
participants to cocreate new knowledge within the organization (Rowe et al., 2013). I employed 
a qualitative design for the study, with individual semi-structured interviews and a focus group 
using liberating structures for data collection methods. After coding and conducting a thematic 
analysis of the data, I also conducted a content analysis, which further tested and validated the 
findings. To mitigate power-over issues, I undertook a project outside my own organization and 
my own personal sphere of influence. Upon completion of my study conclusions and findings the 
senior leadership team at CKHA hosted a make-it-happen meeting to discuss next steps. In the 
coming weeks, I will remain engaged to handover the change management framework to their 
organizational development team.  

The findings of this study concluded that a change management for CKHA must be a tailored 
approach that recognizes the previous leadership and organizational development work that has 
been done. The frontline leadership team at CKHA is a flexible and adaptable team who are 
willing to take on this change and are eager to have a structured framework to assist them with 
future change initiatives. Implications of this study have the potential to reach beyond CKHA as 
I proposed a definition for change responsiveness and add to the limited existing literature on 
this topic.  
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Chapter 1: Focus and Framing 

Successful organizational change can only happen through people. (Bendaly & Bendaly, 

2012, p. 75) 

This inquiry focused on exploring frontline leaders’ experiences, perceptions, and 

attitudes toward change, and how they envision a formal change framework can impact future 

change initiatives at their organization.  

For this thesis, I partnered with Chatham–Kent Health Alliance (CKHA), a 200-bed 

community hospital located in Southwestern Ontario in the West region of Ontario Health 

(Chatham-Kent Health Alliance, n.d.-a), formerly known as the Erie St. Clair Local Health 

Integration Network (LHIN). CKHA serves the residents of Chatham and rural Kent, including 

Walpole Island and Delaware First Nations. As a director at a large community hospital in the 

same region, I have knowledge of the healthcare system in this area but no direct power 

relationships in the organization. One of the strategic objectives the senior leadership team (SLT) 

has chosen to focus on for 2021–2023 is implementing a “formal change management 

framework” (L. Marshall, personal communication, February 3, 2021).1 

I became interested in change through my experience as a frontline manager and, 

subsequently, director in healthcare. With the current break-neck pace of the changes in the 

healthcare system (Bendaly & Bendaly, 2012), I was interested in exploring experiences of other 

leaders who are implementing changes. I aimed to add to the existing knowledge of change 

responsiveness and healthcare leadership and to allow participants to reflect and learn in a social 

 
1 All personal communications in this report are used with permission. 
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setting while enabling the partner organization to gain insight into the attitudes and perceptions 

of the frontline leadership team. 

Inquiry Questions 

The principal inquiry question for this research was as follows: How might frontline 

leaders at Chatham-Kent Health Alliance contribute to a change management framework that 

could inform future change initiatives? Four subquestions also guided the inquiry: 

1. What does change responsiveness look like at CKHA? 

2. What are the prevailing attitudes towards change in the CKHA frontline leadership 

team? 

3. What can the participants learn from current and previous change initiatives? 

4. What strategic processes can the senior leadership team use to implement a change-

management framework at CKHA? 

For the purposes of this inquiry, I defined frontline leaders as the first level of managers 

in supervisory roles. In conducting research on change in healthcare, I found the term change 

responsiveness is not formally defined in the literature, but the description resonated with my 

personal experience in my career. Change responsiveness is described by Bendaly and Bendaly 

(2012) as a team’s attitude, approach, and response to change. Bendaly and Bendaly (2012) went 

on to assert that team cohesiveness has a direct impact on how a team responds to change and 

offered three types of change response: rigid, limp, and flexible. Oxford Learner’s Dictionaries 

defined responsiveness as “the ability to react quickly and in a positive way to something” 

(“Responsiveness,” n.d., para. 2). For this research study, I utilized the following definition of 

change responsiveness: an individual’s reaction to change and how it can influence the team’s 

perception and success of a change. For this research paper, I offer that change responsiveness is 
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a team working in harmony, with team members adapting quickly and positively to changes in 

their environment. Team members support a flexible mindset that allows them to think positively 

about changes while understanding potential impacts to their system to anticipate and mitigate 

challenges. 

Significance of the Inquiry 

In this research paper, I partnered with the CEO of CKHA Lori Marshall, and through 

this partnership I was able to meet with the SLT. When initially meeting with the project sponsor 

and the SLT at CKHA, I presented three areas of interest: (a) leadership development, (b) team 

effectiveness, and (c) change (Appendix A). During this meeting, the project sponsor identified 

that in CKHA’s (2021) Strategic Plan 2021–2024, a priority objective is to implement a formal 

change framework. In their 2017 leadership standard, Accreditation Canada described formal 

change management as follows: 

Identifying a clear vision for change and communicating the vision to team members; 

creating an operating plan to implement the change; defining roles and responsibilities for 

managing change; allocating financial and human resources to support the change 

process; and monitoring and evaluating the results when the change management process 

is implemented. (p. 38) 

My intent for conducting this inquiry with the frontline leaders at CKHA was to give 

these leaders a chance to be engaged in the conceptual phase of the change and have their input 

considered by the SLT when selecting and implementing a change framework. From the initial 

meeting with the SLT, at which leadership chose the topic of change as a focus for our 

partnership, I proceeded to conduct a semi-systematic literature review on the topics of change 

management and change leadership, which I explore further in Chapter 2.  
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The specific design elements of this research project are outlined in Chapter 3; the design 

of the research interactions was specifically chosen to allow participants to benefit from 

engaging in reflective and social learning activities. First, I believe the outcomes of this project 

will strengthen change responsiveness by identifying individual attitudes toward change and 

linking their thoughts to implementing and reacting to workplace changes (Bendaly & Bendaly, 

2012). This will give the frontline leaders a chance to reflect and to examine their attitudes and 

thoughts toward change, which is not something that working leaders might routinely do given 

the high-pressure, reactive work environment that is the current healthcare reality in Canada 

(Bendaly & Bendaly, 2012; Dickson & Tholl, 2020). 

Second, the outcomes of the inquiry will empower frontline leaders to have agency in a 

large organizational initiative. It will help the SLT to understand the frontline leaders’ team 

change compatibility, flexibility and change responsiveness (Bendaly & Bendaly, 2012; Senge, 

1999). Ultimately, the organization will benefit from frontline leadership input while they are 

adopting and implementing a formal change framework, which will position them to be nimble 

and responsive to today’s challenging healthcare landscape while also complying with 

accreditation standards. 

Organizational Context 

When considering change leadership, the organizational context involves understanding 

the interplay of the interprofessional teams and systems in which the teams work (Ham et al., 

2003). CKHA is a newer corporation in the Southwestern Ontario healthcare landscape, formed 

in 2018 from three formal, independent hospital corporations (CKHA, n.d.-a). Their mission and 

vision state: “One Team – Two Sites: Serving Chatham & Rural Kent” (CKHA, n.d.-b, Mission 

section, para. 1) and “Together, Growing a Healthier Community” (Vision section, para. 1), 
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respectively. Both speak to their values of collaboration, accountability, respect, excellence, and 

safety (CKHA, n.d.-b). In their biographies on the CKHA (n.d.-c) website, the senior leadership 

team talks about collaboration and community involvement. 

Systems Analysis 

Systems thinking is transforming into complexity thinking, which acknowledges that 

what occurred in the past does not necessarily predict the future, and in today’s healthcare 

organization, interactions can be innocuous or set off a chain of events that result in significant 

change (Goldstein et al., 2011; Snowden & Boone, 2007). Applying systems and complexity 

thinking to this research project allowed me to consider the dynamic and the interconnected 

nature of the work frontline healthcare leaders do, which facilitated a greater understanding of 

the nonlinearity of the environment in which the changes are to occur (Dickson & Tholl, 2020). 

Appreciating the systems in which the research took place allows the reader to understand the 

nuance of organizational culture and team dynamics that informed the research (Stroh, 2015). 

Prior to engaging the SLT in my project proposal, I developed the systems analysis outlined in 

Figure 1.  

In Figure 1, the systems analysis of change in CKHA “system components” refer to the 

individuals and factors in the system as differing groups that have their own influences, while at 

the same time influencing each other. The frontline staff are positioned at the center of the circle 

because all the components of the system apply pressure from the outside to the next layer while 

simultaneously having their own internal influences. Frontline leaders are in the second tier from 

the centre, representing the pressure applied from both the top and the bottom, which positions 

the frontline leader as potential systems integrators (Oshry, n.d.). Oshry (n.d.) described middles 

(i.e., frontline leaders) as being able to integrate the system by sharing and coordinating 
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information and systems issues and to disperse by leading, advising, and coaching to ensure 

system alignment.  

Figure 1   

Systems Analysis – Change at CKHA 

 
Note. CKHA = Chatham Kent Health Alliance; OHT = Ontario Health Team.  

For this research, the study’s sample comprised 26 frontline leadership team members at 

one community hospital. As is typical with systems, it is important to acknowledge the larger 

systems that these individuals exist within (Senge, 2006), as described in Figure 1. Healthcare is 

a unique industry as, unlike traditional sectors, the customer is not in a power position. 

According to the College of Nurses of Ontario (CNO, 2006), the person accessing healthcare 

generally does not have the information or ability to control much of their journey. The bulk of 

the power is in the healthcare provider’s hands, which means that a healthcare leader has 

considerable responsibility in a publicly funded healthcare system (CNO, 2006). Decisions 

leaders make and actions they take impact on the employees they manage and, therefore, the 

Healthcare system in Ontario

Culture of Trust

Leadership team 

Frontline leaders

Frontline Staff

• External partners
• Healthcare system redesign (OHT)
• Provincial initiatives
• Accreditation Canada standards

•Mission, Vision, and Values
•Community involvement
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• Leadership changes (retirement)
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• Power dynamics within leadership team
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• Interprofessional teams
• Professional Colleges
• Union Leaders

Change at CKHA
“In many cases 
the way in 
which a team 
responds to 
change is a 
direct reflection 
of how well the 
members are 
working 
together” 
(Bendaly & 
Bendaly, 2012, 
p. 81)

Global 
Pandemic
- Inserting 
chaos into 
system

System Components Potential Influences
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community. Appreciating this power dynamic is essential in understanding this report’s reach 

and the system in which the participants operate. The effects of participating in the research did 

not end with the participants. Stroh (2015) offered increasing self-awareness promotes 

effectiveness and a person’s power to create change in the system by changing themselves. 

Consequently, having these leaders reflect on their practice, thoughts, and attitudes toward 

change, contemplate past change, envision future change, and consider the system they are 

working in, has the potential to positively impact the whole system. 

Ham et al. (2003) discussed that everyone in the system needs to be in harmony for 

change to occur: 

Quality improvement in health care cannot be imposed from the top down without taking 

into account the realities of professional work, the change will continue to be made only 

in pockets of innovation unless a bottom-up commitment from the staff making the 

changes is combined with organisational and systemwide leadership. Leadership from the 

top depends on chief executives and medical champions, and commitment from the 

bottom means working with clinical teams and microsystems. (p. 435) 

Therefore, this systems analysis seeks to understand the factors at play for the frontline 

managers at CKHA regarding change. As outlined in Figure 1, the core of the system is the 

frontline staff who have to carry out the change and incorporate the changes into their existing 

workflow. Multiple factors weigh on the frontline staff when they consider whether to remain 

committed to the change or to merely pay lip service until the change agents leave their unit and 

they can continue on as they were before (Mayer et al., 2010). The second level of the analysis is 

the individual leader who is also part of a leadership team. These two groupings of people 

consist of interprofessional teams, working together toward the organization’s common goals, 
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while also having independent individual experiences that impact their work and relationships 

(Bendaly & Bendaly, 2012; Dickson & Tholl, 2020). 

As outlined in Figure 1, the leadership and frontline staff are the people factor. They all 

have previous experiences leading and participating in change initiatives that affect their 

perceptions of future changes. In addition, their identities as individuals and group members will 

impact this. For example, in the frontline staff circle, nurses have personal experiences and 

values that shape their behaviour. Professional colleges also govern their actions, and the impact 

of local union activities influences their work environment. The “culture of trust” (CKHA, 2018, 

p. 2) is an organic and movable concept in the values and Human Resources Plan (CKHA, 2020) 

at the organization. The healthcare system in Ontario is again a more extensive system in which 

all the participants must navigate. As individuals and secondarily as a leadership team, the 

frontline leaders have experiences within the Ontario healthcare system, currently undergoing an 

overhaul. The geographical entities previously known as LHINs are disbanded, and a complete 

redesign project is underway creating new entities known as Ontario health teams (OHTs; 

Ontario Health, 2019). Within this context, changes are coming fast, as the Ministry of Health of 

Ontario removed the LHINs before fully implementing the OHTs. 

One additional variable that could play a role in the success of change responsiveness and 

leadership is the current global pandemic, which is ongoing and has the potential to insert chaos 

into the system (Buchanan et al., 2020; Jones & Strigul, 2020; Leng et al., 2020). 

Overview of the Thesis 

In this first chapter, I introduced the organization that I partnered with, CKHA, and 

provided the organizational context of the current healthcare environment in which the 

participants, frontline leaders at CKHA, are working in. The remainder of the thesis explores the 
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current literature as well as the thoughts, attitudes, and perceptions of the frontline leaders at 

CKHA toward change. I discuss my methodology used in this research. I explain why I chose 

this methodology as well as my data collection techniques, and what occurred when I put my 

plan into motion. 

In Chapter 4, I discuss the inquiry findings and conclusions. In the “Study Findings” 

section, I explore the thoughts and perceptions of the participants and investigate the themes that 

arose from the discussions. The “Study Conclusions” offer a more general discussion about the 

conclusions that can be drawn from the themes in the previous section of the chapter. This 

informed the final chapter, the recommendations. The recommendations from this section of the 

paper will be shared with the partner organization and are the ultimate output for CKHA. 

However, first, in Chapter 2, the literature review discusses the evolution of change theories over 

time and explores how people’s attitudes toward change have developed alongside leadership 

theory. I also explore change frameworks, their uses, and theories as well as any of their use in a 

healthcare setting, which informed the recommendations I put forward in the final chapter of this 

paper. 
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Chapter 2: Literature Review 

My interest in pursuing leadership study stems from my leadership practice as a clinical 

director at a large community hospital in Southwestern Ontario. Furthermore, my interest in 

change is rooted in the near constant pace of change that I see in my everyday work. In my 

experience, there are planned changes that must be implemented sometimes in tandem with 

developments that are naturally occurring in our environment, and in extreme cases radical 

change that inputs chaos into the healthcare system (Senge, 2006). Given that change itself was a 

significant topic for the purposes of this thesis, it was important to understand the flagship 

literature on this subject. For this literature review, I focused on the major overarching themes 

and scholars of change, touching on the high points in the history throughout the past 70 years; 

due to the vastness of the topics, I was unable to dive into the minutia in the research that would 

be needed for an in-depth historical literature review. After an initial brief historical overview, I 

organize the literature review into topics and compare major theories in each category. I then 

conclude with the relevant take away from each section, touching on its applicability to the 

research project. This literature review focuses on the following four topics: change 

management, sustaining change, change responsiveness, and change frameworks. 

The first topic in this literature review that is important to discuss is the evolution in 

change scholarship from change management, to the introduction of change leadership, and the 

emerging concept of change responsiveness. I compare leading authors on change and assess 

what can be useful in my recommendation to CKHA for their upcoming organizational change. 

According to L. Marshall (personal communication, February 3, 2021), an organizational priority 

for the team at CKHA is to implement a formal change management framework. The topic of 

change frameworks was a vital component of this project, as the outcome phase provided 
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recommendations for the organization, and the proposed solutions were informed from this 

literature review as well as the findings in the inquiry phase. 

Change Management, Sustaining Change, and Change Responsiveness 

In researching change, I noted the theories have morphed over the years to evolve from 

managing change and processes through implementing rigid frameworks to understanding people 

factors (Kotter, 1999), and finally to responding to the changes that are occurring in the 

environment (Senge, 2006). Therefore, researching one concept of change alone would be 

insufficient. This section reviews the development of thinking surrounding change from the 

beginnings of change management to change leadership and, finally, the emerging concept of 

change responsiveness 

Historical Overview – Change Management 

Change and transition have been part of the human experience for millennia, but modern 

change scholarship is a relatively new study (Bridges, 2003). PROSCI (n.d.) proposed the 

commonly cited definition of change management as “the process, tools, and techniques to 

manage the people side of change” (para. 3). Moran and Brightman (2000) offered that “change 

management is the process of continually renewing an organization's direction, structure, and 

capabilities to serve the ever-changing needs of external and internal customers” (p. 66). Change 

management is not necessarily about managing the change process itself but the people involved 

in change (Kotter, 1996b; Moran & Brightman, 2000). International scholars attributed modern 

change scholarship to the social scientist Kurt Lewin with his introduction of organizational 

change thinking and change modelling (Baughen et al., 2020; Burnes, 2017; By et al., 2016; 

Erwin, 2009; Karp & Helgø, 2008; Kotter, 1999; Nasim & Sushil, 2011; Santhidran et al., 2013). 

I discuss Lewin’s (1999) original three-step model of change later in the change frameworks 
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section of this literature review; however, it is important to note here that this model was the first 

change model to emerge in social sciences in 1947 as a by-product of his research in group 

dynamics (Burnes, 2017; Nasim & Sushil, 2011). 

The field of organizational development, which is essentially planned change, grew in the 

1960s using the concepts from grief theories (Welbourne. 2014). Likening grief to people’s 

reaction to change perpetuated the lasting connotation that change was the loss of a way of life 

rather than a positive stride into the future. These roots have had a lasting effect on the reputation 

of change and the social lens through which it can be viewed. The reality is that things are 

constantly changing—processes change and people change the way they work, so how can this 

be so if the legacy of change management from as early as the 1940s is that changes fail and 

people resist change? Critics of early change management scholars concluded these theories do 

not consider many of the daily realities that organizations and employees face such as 

organizational politics, ethics, and preexisting interrelational conflicts (Burnes, 2017; By et al., 

2016).  

Behavioural science played a big role in the early establishment of organizational 

development and planned change management. In his book, published initially in 1962, Rogers 

(2003) discussed the people factor of change, grouping participants into categories described 

based on their adapting styles: innovators, early adopters, early majority, late majority, and 

laggards. Rogers maintained the notion that change was undesirable and managing change was 

about using those receptive to change and convincing or waiting out resistors, and over time 

change or innovation would be adopted. The belief that change is simply convincing people that 

they need to change is repeated throughout the early literature on change management (Nasim & 

Sushil, 2011). One primary critique of the behavioural approach is that it is too focused on any 
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one individual being responsible for the adoption or failure of a change (By et al., 2016). This 

view is linear and fails to recognize the complex systems in which organizations operate 

(Dickson & Tholl, 2020; Lundbland, 2003). 

Change management grew throughout the 1980s and 1990s into an industry of its own, 

with consulting companies poised to come into various sectors and manage transformation and 

organizational development (Bennett, 1998). In 1985, Bullock and Batten researched existing 

models and endeavoured to create a model that worked to integrate the current research but 

served the change practitioner over time. Bullock and Batten’s (1985) four-phase model of 

change includes exploration, planning, action, and integration. While subsequent research 

demonstrated that their framework was congruent with many other frameworks, their work on 

incorporating action into change models was groundbreaking and formed the basis of modern 

organizational development (Burnes, 1996). Hughes et al. (2016), criticized Bullock and Batten’s 

model for its lack of focus on resistance to change and its technical nature. The model is not 

intuitive for practical application (Hughes et al., 2016). 

The 1990s was a significant time for change management practitioners, with the 

emergence of a prominent author on the subject. Kotter, arguably one of today’s most cited 

scholars on change (By et al., 2016), challenged the traditional change management notions that 

leaders can convince anyone to change and repeatedly asserted that most change initiatives fail 

and change practitioners are not very good at executing change. He first coined the term change 

leadership in his writings throughout the 1990s (Kotter, 1990, 1996a, 1996b, 1997, 1998, 1999, 

2011a, 2011b; Kotter & von Ameln, 2019). According to Kotter (1996a, 1996b, 1999), change 

management was simply not enough anymore, and leadership was the key to move the needle on 

change failure rate. Kotter (1996a) defined change leadership as “the people side of change” (p. 



EXAMINING CHANGE RESPONSIVENESS IN HEALTHCARE  28 

13). A prominent critique of his foundational work is that there is a “lack of appreciation for 

incremental change [with] leader communication being over emphasized” (By et al., 2016, p. 

11). The concept of change leadership is challenged by some modern researchers in 

organizational development who contended the idea of change leadership itself is an oxymoron, 

and change occurs at many levels independent of the leader not recognizing the collective 

required to operationalize a change (By et al., 2016). 

More recently change and transition writing has shifted toward the popular notion of 

managing paradoxes also called polarities (Nasim & Sushil, 2011). Polarities, paradoxes, and 

dilemmas are all words used to describe the competing priorities of an interdependent pair of 

values that create tension and can be seen as unsolvable problems (Johnson, 1992). This is an 

important distinction, as managing the tension that occurs from paradoxes is part of navigating 

leadership in the real-world setting. All problems are not necessarily solvable, as they may have 

two distinct opposing values, neither of which are wholly right nor wrong (Johnson, 1992; 

Manderscheid & Freeman, 2012; Shankari & Franklin, 2012). Jacobs et al. (2013) described the 

most fundamental polarity in organizational change as transformation and continuity: “The 

firmer ground people stand on from the certainty that comes along with continuity, the more 

willing they are to take the leap into the world of transformation” (p. 149). As one of the 

founding authors on polarity, Johnson (n.d.) created the Polarity Map™ to assist with users in 

leveraging the energy that exists in the tension between the two opposing values. This Polarity 

Map™ may be useful in working with these paradoxes, but little research has been done on this 

method, and only a handful of case studies could be found on the author’s website (Polarity 

Partnerships, n.d.). 
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In their 2011 article, Nasim and Sushil examined the paradoxical lens of change 

management and organizational development. These authors described different paradoxes found 

in change literature (Nasim & Sushil, 2011). Most interesting to this thesis is the discussion on 

the paradox of “planned versus emergent organisational change” (Nasim & Sushil, 2011, p. 187). 

As this thesis is based on practical application of change theory, it is of note that frontline 

healthcare leaders must navigate and implement planned change while responding to change that 

spontaneously occurs (Bridges, 2003; Lewin, 1999; Marshak, 2010). These distinctions are 

important as they are playing out in organizations across the globe (Nasim & Sushil, 2011), and 

more importantly leaders must navigate these realities in the already complex system of 

Canadian healthcare (Bendaly & Bendaly, 2012). Notable historical authors on change have 

omitted part of the paradox which focuses on responding to changes as they occur (Bullock & 

Batten, 1985; Burnes, 1996; Kotter, 1999, Rogers, 2003). Leaving the modern practitioner to 

work on implementing planned change, while responding to changes in the environment without 

much guidance (Dickson & Tholl, 2020). 

Sustaining Change 

Sustaining change is an important concept to study when looking at implementing a large 

organizational change. In my 20-year career in healthcare, I have encountered many change 

initiatives. Poorly implemented changes layer upon each other, with one change barely sustained 

when leadership is already introducing a new initiative. Resources such as time and effort are 

lost because maintaining the change fails after the initial implementation (Mayer et al., 2010). 

Therefore, the implementation of disconnected theories and frameworks leads to change 

resistance and backslide. For this review, I examined literature that focused on ensuring changes 

were integrated into the workflow. Therefore, this section addresses issues relating to putting 
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change into practice. As a part of the action research engagement method I used for this study, I 

needed to cocreate knowledge with the partner organization; however, implementation and 

sustainment will ultimately be up to them (Rowe et al., 2013). 

Using leadership concepts, Blanchard (2010) described nine strategies for using 

leadership to manage changes in the work environment coming at lightning speed. I highlight 

two of the strategies here that, from many accounts, are the leading cause of change failure: 

(a) experiment and ensure alignment and (b) embed and extend (Blanchard, 2010; Kotter, 1996b; 

Institute for Healthcare Improvement, 2003), though Kotter (1996b) would argue that breakdown 

at any stage of the change management process would contribute to overall failure of the change. 

Finally, I explore some modern change scholars who challenge the negative legacy, dispel 

popular myths, and argue that change leadership is an oxymoron (By et al., 2016). 

Experiment and Ensure Alignment. Historically, change efforts have occurred from a 

top-down approach, often cited as a fault for organizations’ change efforts (Blanchard, 2010; 

Welbourne, 2014). Blanchard (2010) described the strategy to gain traction with quick wins, 

using a cross-section of the population who will be experiencing the change, ensuring that 

several departments and positions have their voices heard at the table. For change to stick, 

learning must occur and the entire organization—not just one individual—must learn the new 

method or practice. Learning in an organization requires the ability to fail forward and learn as a 

team (Kouzes & Posner, 2017; Senge, 2006). For this type of learning to occur, a safe and 

nonjudgmental environment must be present, which is not typical in settings in which people 

must compete for resources, such as a publicly funded health system (Stroh, 2015). For this 

action research project, it was essential to understand the learning culture at CKHA as part of the 

inquiry, and I accounted for this in my interview questions. 
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Embed and Extend. With staggering statistics about the failure rate of change, it is hard 

to stay optimistic about the potential change initiatives one might want to introduce in their 

organization. Some scholars claimed 70% of all change initiatives fail, and an astonishing 29% 

of change initiatives are launched without any formal change framework or structure (Blanchard, 

2010; Hamel & Zanini, 2014; Higgs & Rowland, 2000; Kotter, 1996b). Although the veracity of 

this figure has been questioned, subsequent articles on this topic continue to espouse similar 

outlooks (Hughes, 2011) foreshadowing a pessimistic view for transforming today’s healthcare 

landscape and a significant waste of time and energy due to unsustained change initiatives 

(Blanchard, 2010; Hughes, 2011; Mayer et al., 2010; Senge, 1999). 

How can it be that more change initiatives fail than succeed? As leaders have learned 

from just living in today’s fast-paced society, things do change, new technology replaces old, 

and the rate of change is sometimes relentless. According to Hughes (2011), many of the 

accounts of change failure are nuanced and change cannot be measured simply as a pass or fail 

grade. Hughes suggested that many authors using the 70% statistic are sensationalizing change 

failure to sell their fix-all methods and steps. On the opposing view, Blanchard (2010) suggested 

highlighting success to pull the focus away from failures or weakness in change initiatives. 

Leaders must share success stories, hold people accountable, and measure the impact of changes 

to attain sustainable results (Blanchard, 2010). Allowing success stories to drive home the 

message of positive changes is a good concept to explore, as is the concept of finite success 

versus failure. In this inquiry, I investigated frontline leaders’ experiences with change 

sustainability as I was interested in exploring the practical applications of this concept. 

As discussed in this section, there are some issues with the current scholarship on change. 

For example, Ford and Ford (2012) found there are more articles in practitioner magazines, such 
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as Harvard Business Review, than empirical research on the subject. This makes it difficult to 

discern the motives behind the staggering failure rate that is constantly touted in some of these 

articles (Kotter, 1996a). Are these articles used to create fear amongst those who feel most 

responsible for change (i.e., middle and upper management), causing organizations to hire 

consultants with frameworks that will save the day? The history of change is important to 

understand, as it perpetuates many of the beliefs currently held in leadership scholarship about 

organizational change. Whether these beliefs are a limiting or a necessary function is yet to be 

determined, but the reality I have seen play out is that they have set up an adversarial thought 

system in healthcare that change is the primary responsibility of the frontline managers, creating 

unnecessary tension that is detrimental to positive team engagement (Bendaly & Bendaly, 2012; 

By et al., 2016; Hughes, 2011). 

Change Responsiveness 

Change responsiveness is closely linked with adaptability and flexibility of the team and 

individual leader (Calarco, 2020; Centre for Creative Leadership, 2020; Muhly Bendixen et al., 

2017; Psek et al., 2015; Shore et al., 2006). According to Bendaly and Bendaly (2012), 

successful change has more to do with the team’s thoughts and attitudes than the logistics, 

leadership, and planning of the change itself. Change responsiveness is an emerging theory that 

ties in with change leadership but is even more subtle. The reality is that changes are naturally 

occurring all around people; by responding to changes and listening to the people doing the 

work, the change responsive leader can guide and influence the changes as they occur instead of 

trying to implement changes against the grain and without the input of those who are doing the 

work (Onderick-Harvey, 2018). Earlier in Chapter 1 of this research paper I offered the 

following definition of change responsiveness: an individual’s reaction to change and how it can 
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influence a team’s perception and success of a change. Therefore, change responsiveness is 

simply responding to change. 

Bendaly and Bendaly (2012) described change responsiveness by offering three possible 

team responses: rigid, limp, and flexible (p. 76). In the following examples, change 

responsiveness is linked to team effectiveness. For initiatives to succeed the team needs to have a 

high level of collaboration, trust, and cohesiveness (Bendaly & Bendaly, 2012). Each response as 

described below corresponds with the level of team efficacy from least effective for the first two 

responses to most effective with the final response.  

Rigid and Limp Response. The rigid and limp response are similar in that they are like 

two sides of the same coin. They are both related to teams that are not cohesive and lack 

compatibility between members (Bendaly & Bendaly, 2012). A rigid response occurs when a 

team focuses their time and energy on the negative aspects of the proposed change (Bendaly & 

Bendaly, 2012). The prevailing attitude is of collective opposition, and the team is in a tense 

emotional state of unease. Limp response occurs when team members do not embrace the 

change, but they also do not outwardly reject it; they seemingly play along until focus shifts from 

maintaining the change and they revert to old practices (Bendaly & Bendaly, 2012). The 

descriptions of rigid and limp responses are aligned with the concept of change 

resistance/resistor as described in much of the change management practitioner-led publications 

as employees who are creating conflict around or outright refusing to change (Lawrence, 1969; 

Quast, 2012). In their empirical cross-national study, Sommerville et al. (2021) also found 

managing change resistance to be a top skill identified to effectively manage change and one that 

the least number of participants felt confident with. In contrast to this commonly held belief, By 

(2020) recognized one of the common illusions in change scholarship is that “change resistance 
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amongst ‘employees’ is the cause of much change failure and as such must be better managed by 

managers” (p. 4). By proposed further clarification and a common understanding of change 

resistance needs to be established. Is change resistance simply asking appropriate questions and 

proposing viable alternatives? If so, is there need for further examination of what constitutes an 

appropriate change response between engaged dialogue around change practicalities and the 

rigid response?  

In terms of rigid response, Bendaly and Bendaly (2012) propose that it is important to 

encourage the team to take ownership and shape the change as opposed to imposing a pre-

planned change on them. Bendaly and Bendaly (2012) suggested an effective process is to allow 

the team to identify and commit to specific aspects of the change and how they will implement 

the vision. Allowing teams to ask questions that help them decide on the execution aspects of 

proposed changes addresses By’s (2020) concept of redefining change resistance, ultimately 

creating an engaged and open dialogue which will increase team effectiveness and change 

acceptance (Bendaly & Bendaly, 2012). 

Flexible Response. Flexible response as described by Bendaly and Bendaly (2012) is 

present when teams accept change, are engaged in a positive way, and may seek additional 

information. Even in the absence of full understanding of the change, teams are willing to 

experiment or try it out.  Flexible teams do not have fewer emotions than others. They are 

measured in their temperament and willing to share their concerns and questions without the fear 

of retribution (Bendaly & Bendaly, 2012). Sommerville et al. (2021) identified flexibility as a 

top skill that was important to organizational change leaders. The Center for Creative Leadership 

described three types of flexibility important to successful and adaptable change practitioner: 
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(a) cognitive (systems thinking), (b) dispositional (optimistic and engaged), and (c) emotional 

(balancing and recognizing negative feelings towards change) (Calarco, 2020). 

As I discussed in the section on “Change Leadership,” change is constant, and for those 

working in today’s healthcare system, this is an understatement. Scholars and researchers have 

viewed organizational change as shifting, from large projects with a clear beginning, middle, and 

endpoint to a constant flux state (Dickson & Tholl, 2020; Skidmore, 1995; Welbourne, 2014). In 

healthcare, this is especially true. Constant change is the norm and healthcare leaders are 

experiencing several changes occurring in tandem (Bendaly & Bendaly, 2012; Dickson & Tholl, 

2020; Institute for Healthcare Improvement, 2003). In this new reality, the system’s propensity to 

fall into chaos can occur quickly and with few warning signs (Snowden & Boone, 2007); this 

was recently highlighted with the global pandemic (Buchanan et al., 2020; Jones & Strigul, 

2020; Leng et al., 2020). Therefore, change responsiveness is a crucial skill for effective teams 

working in today’s health system (Bendaly & Bendaly, 2012).  

Change Frameworks 

In this section, I outline some change management frameworks that were reviewed for 

the purposes of presenting recommendations to the participants and SLT of CKHA. As discussed 

in Chapter 1, the eventual goal for the partnering organization is to implement a formal change 

management framework in accordance with the requirements of Accreditation Canada 

(L. Marshall, personal communication, February 3, 2021). Therefore, once I completed the 

interview phase of the study, I analyzed the data and conducted a literature search to find models 

that aligned with the themes, which I discuss in Chapter 4. An additional criterion I used to pick 

frameworks to review is that I searched for those in use in Canadian hospitals. This limited the 
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search somewhat, and I did have trouble finding a cohesive representation of what different 

Canadian hospitals were using for their change management frameworks. 

Stroh’s Four-Stage Change Process. As Stroh (2015) outlined in his book Systems 

Thinking for Social Change, aligning stakeholders is an important strategy. Stroh presented a 

four-step strategy for aligning stakeholders to ensure transformative change occurs using social 

sciences and systems thinking for the foundation of his change process. Stroh’s strategy reveals 

that social change is occurring in a system and cannot occur without impacting some other part 

of the system. A large part of Stroh’s process is to ensure that there are no unintended negative 

consequences of the change; this requires a system analysis as well as an ability to develop “a 

shared picture of what people want” (Stroh, 2015, p. 74). The four-stage process is as follows: 

1. Build a foundation for change and affirm their readiness for change. 

2. Clarify current reality at all levels of the iceberg and accept their respective 

responsibilities for creating it. 

3. Make an explicit choice in favor of the aspiration they espouse. 

4. Begin to bridge the gap by focusing on high-leverage interventions, engaging 

additional stakeholders, and learning from experience. (Stroh, 2015, p. 74) 

As someone who works in a publicly funded healthcare system, I find the systems aspect 

of Stroh’s (2015) work to be practical and applicable. The practical application is important 

because people in organizations learn in social systems; therefore, going through these changes 

with the input of all the stakeholders will assist with engagement and buy-in from all groups 

(Senge, 2006). In a critique of Stroh’s social approach the researcher stated that Stroh’s emphasis 

on the role of the individual and the organization can be overstated and negative consequences 

might be unavoidable (Grohs, 2018). Vega (2015) criticizes Stroh’s emphasis on metrics and 
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evaluation of the change’s efficiency and effectiveness. He argues that, in doing so, Stroh sold 

out his social science foundation and that the greater good might not necessarily be the most 

efficient. In addressing the mitigation of negative outcomes, Tholl (2020) asserted that in 

complex systems like healthcare, one might be simply swapping “one set of problems for another 

hoping that the new set will be more manageable than the old set” (p. 200). 

Lewin’s Change as Three Steps Model. Lewin (as cited in Santhidran et al., 2013) 

suggested, for change to succeed, “it is important that negative attitudes towards change are 

overcome to avoid any resistance to change” (p. 352). Lewin’s change as three steps (CATS) 

model is simple; he described change as a process of unfreezing, moving, and refreezing 

(Santhidran et al., 2013). As the model sounds, change is seen as a process of coming out of an 

old way of being, moving toward a future state, and then living in the new normal. Cummings et 

al. (2016) disputed that CATS was more of a foundational theory, not a prescriptive model, as it 

is presented today. Critics of Lewin’s theory have argued it is too simplistic and not fit for 

today’s pace of change, supposing that the refreezing stage implies that there is a period of rest 

after the moving step (Cummings et al., 2016). 

Kotter’s Eight-Step Process for Change. Kotter (1996a, 1996b, 1999) introduced the 

concept of change leadership, which involves making connections and responding at higher 

speeds to changes impacting the organization. Beginning the move away from formal project 

style change theories and employing a nimble and organic model ensures the leaders stay open to 

ideas that come from different directions (Blanchard, 2010; Kotter, 1996b).  

Kotter’s (1996b) eight steps are as follows: 

1. Create a sense of urgency 

2. Build a guiding coalition 



EXAMINING CHANGE RESPONSIVENESS IN HEALTHCARE  38 

3. Form a strategic vision and initiatives 

4. Enlist a volunteer army 

5. Enable action by removing barriers 

6. Generate short-term wins 

7. Sustain acceleration 

8. Institute change. (p. 2) 

The eight steps, which are laid out above, are meant to be a nimble process that leads into 

one another and moves fluidly through all the steps. Some other criticisms of Kotter’s (1996a, 

1996b) original model is that over the three decades since the introduction of his inaugural work 

on the subject of change leadership, not much has changed in his approach. By et al. (2016) 

stated, for the scholarship of organizational change to move forward, some of the myths 

associated with change need to be dispelled. One such myth is the concept of change leadership 

itself. As discussed earlier in this chapter, change cannot occur from the efforts of one manager 

or leader. Responsibility for change is distributed among those who are doing the work; 

therefore, a change management theory must be accessible to all levels of the organization and 

cannot be too cumbersome (Rajan & Ganesan, 2017).  

Rajan and Ganesan (2017) studied a group of 65 CEOs to research the practicality and 

applicability of Kotter’s (1996a, 1996b) process. The CEOs who participated in the research 

indicated they expected “change management frameworks must be designed with a very clear 

execution method” (Rajan & Ganesan, 2017, p. 199). In follow-up to the criticism, Kotter (2021) 

has co-authored a new book on leading change during complex and chaotic times, with an 

updated view on how to manage change that is not planned and more about responding to and 

engaging with change as it occurs in the environment. In a recent article, Kotter stated he is 
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working on a model that addresses the new normal, which is an increase in 

“volatility, complexity, and rapid change [which requires] new ways that mobilize the employee 

base to actively participate in gathering insights, creating solutions, and providing leadership” 

(Kotter et al., 2021, para. 3).  

The ADKAR Model. In his 2006 book, ADKAR: a Model for Change in Business, 

Government, and our Community, Hiatt outlined the five elements of objectives that he 

introduced as building blocks and stated that all need to be in place for change to occur (see 

Figure 2). I chose to research this model as it was used in a recent hospital information system 

implementation that CKHA was involved in, and the management team is familiar with this 

model. Hiatt (2006) studied research data over a 10-year period and hundreds of organizations to 

develop this model with Prosci, a prominent change management and practice organization, 

concluding that change fails due to breakdown in the engagement of the people doing the work. 

The ADKAR model has the following five elements as described by Haitt (2006);  

(A) Awareness of the need for change;  

(D) Desire to support and participate in change; 

(K) Knowledge of how to change; 

(A) Ability to implement required skills and behaviours; 

(R) Reinforcement to sustain the change. 

Hiatt (2600) stated the “lifecycle for ADKAR begins after the change has been 

identified” (p. 3). From the point that the change is announced, Hiatt postulated that the model 

will then move the practitioner through a set of tools and techniques to push the change forward 

to its successful implementation. One issue with initiating a change model after the change is 

decided is that it can forgo valuable input from frontline providers who are closest to the work 
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(Bendaly & Bendaly, 2012). Emphasis in this model is on following the steps, and one reviewer 

of this model noted, “It is not possible to achieve success in one area [of this model] unless the 

previous section has been addressed” (Boca, 2013, p. 248). Remarkably, with their emphasis on 

people, Hornstein (2014) noted ADKAR is focused on the process of the change rather than the 

“people dimension” (p. 294).  

Putting LEADS to Work as a Change Leadership Model. Dickson and Tholl (2020) 

proposed “moving beyond a step-by-step, evidence-based paradigm of change” (p. 199), as they 

may limit leaders’ ability to respond to change in real time. As Stroh (2015) discussed earlier in 

this chapter, LEADS uses systems thinking to assess the entirety of the system to ensure that 

solving one problem does not create another or reappear down the line (Dickson & Tholl, 2020). 

The five domains of LEADS (Canadian College of Health Leaders, n.d.) are as follows: 

1. “Lead self” (para. 2). 

2. “Engage others” (para. 12). 

3. “Achieve results” (para. 22). 

4. “Develop coalitions” (para. 32). 

5. “Systems transformation” (para. 42). 

The change model reframes the domains and uses them to guide the leader through a 

nonlinear response to change. As Dickson and Tholl (2020) stated, they are “balancing the 

tension between change leadership and change management” (p. 199). Using LEADS as a model 

for change defines change activities into personal and interpersonal processes (lead self and 

engage others) and strategic processes (develop coalitions and systems transformation) to go 

from current state to an ideal future state (achieve results). Using LEADS as a model for change 

is an attractive option in the context of healthcare because LEADS itself is a popular leadership 
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model in Canadian healthcare, as it has been adopted by the College of Healthcare Leaders of 

Canada as the eminent theory. Most Canadian healthcare leaders are aware of it and may have 

had training in this regard. LEADS was a leadership development strategy used in the CKHA 

(2018) Human Resources Plan, and some leaders at the organization have already taken some 

courses that have introduced them to the LEADS model.  

Much research has been done to apply the LEADS model in Canadian healthcare settings, 

largely by the founders o the model (Dickson et al., 2021; Dickson & Van Aerde, 2018; Levitt, 

2014). Further, case studies on the LEADS framework have been published (Dickson & Tholl, 

2020). However, practitioners have commented that they find it inaccessible and conceptual in 

nature.  

Conclusion 

In this chapter, I reviewed the historical significance of change management and 

discussed the evolution of change scholarship. Although change is a broad category for a 

literature review, I found limited empirical research on change. Recent articles suggest that this 

is an emerging topic for scholarship (Sommerville et al., 2021). Many leading authors on change 

are practitioners and published in industry journals rather than peer-reviewed journals (Ford & 

Ford, 2012). I introduced the concept of change responsiveness, which as a term is scarce in the 

literature on change, but resonated the most with my personal experience with change. Finally, 

the chapter concluded with a review of change management frameworks, theories, and models. 

In the next Chapter I discuss the methodology, methods, study conduct, inquiry protocol, and 

application of the research project.  
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Chapter 3: Methodology 

Methodology 

I used an action research engagement (ARE) methodology for this study (Rowe et al., 

2013). Experience, history, and culture create knowledge in organizations. In fields such as 

medicine and management, studies have shown practitioners fail to implement proven research 

in favour of practical experiences, and there is a widening gap between academia and practice 

(Beer, 2001; Denis & Langley, 2002; Van de Ven, 2007). Therefore, it was vital for me to select 

a methodology that addresses the gap between academia and practice and leverages this polarity 

to connect research and practice to create meaningful change in the real world. 

Rowe et al. (2013) defined ARE as a “cyclical process of inquiry, dialogue, and 

deliberation” (p. 6). The ARE methodology helped to create an inclusive, engaged process with 

participants, surfaced other viewpoints, and created a shift in the organizational attitudes toward 

change (Rowe et al., 2013). Further, my hope was that this methodology would help participants 

to recognize “challenges and barriers, generate vision/goals, strategies, and actions; and lead to 

viable action plans for sustainable change” (Rowe et al., 2013, p. 6). I chose this methodology 

because the SLT at CKHA indicated that they were initiating a large change by implementing a 

change framework. I saw this as an ideal opportunity to use the ARE methodology’s key 

component, which is the change readiness phase (Rowe et al., 2013). The readiness phase calls 

for the researcher to act as an instrument in collecting and generating data with participants and 

recognizes the critical concept of focusing on the cocreation of knowledge (Rowe et al., 2013). 

The engagement process interpreted the data and allowed those who interact with the situation’s 

practical realities to inform how learning can be applied (Delevega et al., 2017; Rowe et al., 

2013). Stroh (2015) discussed the importance of stakeholders’ early engagement for planned 
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changes. As noted in the “Engagement Methods” sections that follow, some of the research 

designs were cocreated with the participants, reflecting an engaged research methodology. 

One area I used caution when employing this methodology was in understanding the 

realities and challenges that current healthcare leaders face. Given the limited time and a global 

pandemic to contend with, creating a large organizational change was not a realistic goal. 

Working with the partner organization, I designed the research to accommodate the needs of the 

CKHA while maintaining the integrity of the research, which was a balancing act. Therefore, 

reflection on the researcher and the sponsor and their delegates in the earlier phases was needed 

to create a positive outcome and ensure that the transition’s final facilitation phase also 

incorporated sustainability modelling. 

Data Collection Methods 

I used sequential qualitative data collection methods of semistructured interviews and 

small group design activity described in the next two subsections. As a qualitative researcher, I 

am interested in the meaning that subjects attach to their experiences and, therefore, their reality 

(Taylor et al., 2013). The main characteristics of qualitative research include the quality of the 

phenomena and the emphasis is on the subjects’ point of view and their perceptions and 

judgments of the event, stressor, or issue (Curry & Nunez-Smith, 2015). I believe this was 

important for my research and implementation, as the subjects’ experiences highlighted the 

problems with performance and gave the participants clues on how they might overcome the 

disparity between scholarship and application. 

Engagement Methods: Semistructured Interviews 

Through semistructured individual interviews, I engaged with a cross-section of the 

current frontline leadership team at CKHA to explore their perceptions, thoughts, and ideas of 
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the system’s current state. One of the advantages of the method itself is participants’ freedom to 

share their viewpoints with limited interference from the researcher (Bolderston, 2012). The 

release from structure helps diminish researcher bias in leading questions and exploring themes 

raised by the participant instead of a set agenda prescribed by the researcher (Bolderston, 2012). 

I used the semistructured interviews to understand participants’ opinions and perceptions through 

a dialectic technique. Stringer (2014) defined this as “a reflective process that enables the 

interviewee to explore his or her experience in detail and to reveal the many features of that 

experience that affect the issue investigated” (p. 105). This engagement method enabled me to 

collect data and maintain participants’ privacy, allowing them to share their feelings more freely 

and create a rapport and trust with everyone to be advantageous for the research project’s 

subsequent research activities. Bolderston (2012) discussed the main disadvantage is that this 

research method is a time-consuming endeavour, which requires interpersonal skill, planning, 

and careful forethought, not merely talking with someone to see what happens. 

To mitigate certain biases that can occur when preparing interview questions (Appendix 

B), such as social desirability bias and participant compliance, I endeavoured to ask open-ended 

questions and avoided leading questions (Saldaña & Omasta, 2018). I initially had a question 

about change responsiveness at the end of the interview question series, but after my first two 

interviews it became clear that I needed to ask this question first and include a brief discussion 

and description of change responsiveness to open the discussion about this topic at the beginning 

of the interview. Even though I wanted to understand participants’ thoughts without being led, 

change responsiveness is not a common term, and I found most participants had done some 

research on the term prior to the interview. I included my list of potential questions and aims for 

the interview in my thesis proposal and discussed this with my supervisor. I chose not share it 
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with my inquiry team as I wanted the interviews to be anonymous for the participants. With the 

inquiry team being from within the organization, I wanted to minimize influence over the 

contents of the interview to avoid a power imbalance with the participants (Canadian Institutes of 

Health Research et al., 2018). 

For my inquiry, I created a safe environment by allowing the interviews to take place at 

the convenience of the frontline leader over a Zoom videoconference. The videoconference 

allowed the frontline leaders to reflect on their experiences, thoughts, and attitudes about change. 

My interview protocol is further discussed in the “Study Conduct” section, but to briefly outline 

the process here, I started the interviews with a script (Appendix C), which reiterated the consent 

process and allowed for further questions prior to commencing the interview and at any time.  

Once I completed the semistructured interviews, I coded the data and employed a 

thematic analysis, which helped me design the small group method. I discuss the themes created 

from the interview phase in Chapters 4 and 5. I was interested in participants’ word choices and 

how they reflected on their experiences to make meaning from their options and their 

organization’s interactions (Seidman, 2006). 

Engagement Methods: Small Group Design Methods 

I initially proposed using a design-thinking workshop for a small group workshop and 

planned to use a type of cognitive mapping exercise. After analyzing the data from the individual 

interviews and looking again at my research questions to guide my inquiry, I decided to use the 

liberating structure of 1-2-4-all as described by Lipmanowicz and McCandless (2014). An 

advantage of this method is that the team can cocreate knowledge by distributing control of the 

discussion to all participants. Eden (1994) noted problem solving in organizations is a social 

activity. To engage in activities to implement solutions in organizations, one needs to solicit buy-
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in from others and work with other departments and individuals to maintain changes (Eden, 

1994). Using a liberating structure for the small group activity created a shared understanding 

among the leadership team about the vision for an ideal future state for the organization, 

positively impacting team building and allowing the team to reflect on its direction. 

One disadvantage of using a small group method is the logistical difficulty of finding 

time away from work in the organization to conduct this research. I sent out two invitations 

allowing for the group members to pick a time best for their schedule and allowing for more 

opportunities to participate. I sent the invitation to all 26 frontline managers at CKHA and was 

initially elated to see that I had 12 responses over the two groups; four participants dropped out 

due to last-minute scheduling conflicts. A total of eight participants engaged in the small group 

methods with four participants in each session. This caused me to have to modify the 1-2-4-all to 

a 1-2-all, since there were only four participants per session. 

In creating the group activity, I used the preliminary themes from the semistructured 

interviews to create a protocol for the liberating structure (Appendix D). My goal with the group 

activity was to present the themes and then leave the questions open-ended (Appendix E). 

Encouraging discussion and conversation amongst the participants about the themes generated 

some observable empirical data in the forms of social interactions and group learning among the 

participants (Coghlan, 2019). After the initial discussion of the themes, I presented the change 

management frameworks outlined in the literature review. I asked the group to reflect on the 

frameworks alone, then as groups of two individuals, and then the full group returned to discuss 

the outcomes of the partner discussions. I left the conversation open to allow the participants to 

share the positive and negative aspects of the framework from their perspectives and discuss any 

previous experiences they had with the frameworks. At the end of the 1-2-all discussion, the 
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participants voted in a poll for their favourite framework. Following this, I asked the groups to 

rate the frameworks according to how much they adhered to each of the identified themes. 

Project Participants 

This research study’s participants were the frontline leadership team at CKHA. The 

inclusion criteria were current frontline leaders at CKHA and the exclusion criteria were those 

who did not hold formal frontline leadership positions. I defined frontline leaders for this 

research project as the first level of leaders in supervisory roles. They must directly supervise 

unionised and nonunion staff and manage the day-to-day operations. The frontline management 

at CKHA consisted of 26 clinical and nonclinical frontline managers. 

For the semistructured interviews, I aimed to include a total of eight frontline leaders in 

60-minute interviews. As this portion of the research is more in depth and time consuming, I 

wanted to have enough viewpoints to generate themes from the interviews, hopefully resonating 

with those not interviewed. I was also interested in understanding how participants’ views 

aligned and diverged; therefore, I aimed to obtain a large enough sample size to obtain differing 

interpretations of change in the organization, and that was unmanageable in my timeline and for 

the scope of this research project (Saldaña & Omasta, 2018). The interview inclusion criteria 

were the same; one must be a member of the frontline leadership team at CKHA and willing to 

participate voluntarily in the interview process. Those who did not wish to participate were able 

to exclude themselves by not responding to the invitation by the given deadline. 

As CKHA has a small leadership team, I initially set the minimum needed to participate 

in the group activities to 50% of the frontline leadership team (13 people) to ensure the research 

encompassed viewpoints from across the organization. Although I had 12 initial respondents, 

four cancelled due to last-minute scheduling conflicts. To encourage discussion among the 
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group, I had two groups of four participants for my small group methods. Due to time pressures 

with daily activities, I kept the sessions under 2 hours and aimed for each session to be 90 

minutes for each small group. 

Study Conduct  

To recruit participants to this study I created an introductory letter (Appendix F), which 

was sent to the frontline leadership team at CKHA by the project sponsor Lori Marshall, CEO. I 

worked with my inquiry team to generate a list of potential participants to contact; each inquiry 

team member signed a letter of agreement prior to taking part in the research process (see 

Appendix G). As part of my interview protocol, after the CEO sent the initial introduction letter 

to the entire leadership group, I followed this up with a general research communication email 

(Appendix H), along with my research information letter (Appendix I). My potential participants 

were the frontline managers in the first direct supervisory roles; as such, I sent a letter of 

invitation to these individuals (Appendix J). When participants responded I was able to send the 

invitation via Outlook email with my Zoom link and the research consent form for individual 

interviews (Appendix K). The interviews were booked for 60 minutes and lasted on average 35-

40 minutes. Initially, I only received four responses, so after 1 week I sent out a follow-up email 

invitation (Appendix L) and received four more responses for a total of eight interviewees. 

To avoid a power-over situation between my project sponsor and the interviewees, after 

her endorsing my engagement with her team, I removed Ms. Marshall from further 

communication with her team. In the letter of invitation (Appendix J), I explicitly indicated that I 

would not disclose participation or refusal to participation. I used the letter of invitation and 

informed consent (Appendix K) to reiterate this message to ensure participants were aware they 

were free to refuse participation by not responding to the invitation.  
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For the semistructured interviews, as discussed in the previous section, I developed 

questions (Appendix B) based on my inquiry questions and subquestions and some specific 

information from the organization and their Human Resources Plan (CKHA, 2018) and the 

current mission, vision, and values (CKHA, n.d.-b; Appendix M). I chose to include all open-

ended questions; I did not include any demographic data as it was not relevant to the study. I 

wanted to encourage discussion with participants about their experiences and thought processes 

to gather data about their impressions, perceptions, and attitudes toward the past issues and 

current culture at CKHA. 

Due to time constraints and conducting research over the summer, it was difficult to 

connect with the inquiry team to conduct mock interviews to test my questions, but I was able to 

practise on my own. I recorded the actual interviews and created a transcript for data collection 

and analysis purposes. The information I obtained from the interviews assisted with informing 

the small group methods. I analyzed and coded the data to identify themes to explore with a 

liberating structure, the data analysis is covered in more detail in the subsection below. I used a 

thematic analysis approach to analyze the one-on-one individual interviews. This subsequently 

informed the small group activity. Through this, I found four prominent themes emerged through 

the interview phase: perceptions and adaption to change, input from stakeholders, 

communication, and understanding the change and applying context, which I discuss further in 

Chapters 4 and 5. 

Once I had completed the interviews and prepared the liberating structure activity 

(Lipmanowicz & McCandless, 2014), I sent out additional invitations electronically for the small 

group workshop (Appendix N) and sent a consent to those who responded (Appendix O). In 

addition, part of my interview protocol was to verbally discuss consent and right to withdraw in 
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an introduction statement prior to engagement (Appendix P). For the small group activity, I held 

two virtual sessions so participants could choose a session that better fit their schedule. In the 

small group activity, I presented the themes and validated the overarching themes with the group, 

allowing for discussion to occur. I then presented six frameworks found in Chapter 2, using a 

selection method of frameworks that were found currently in use in hospitals in Canada. The 

group then voted by way of poll on their top two frameworks and discussed the reasons for 

choosing each method.  

Data Analysis and Validity 

For the semistructured interviews, I generated transcripts from the recordings. I sent the 

transcripts back to the participants for validation and noted that lack of response would be 

considered validation that the data in the interviews were as presented, and all information could 

be included in the analysis and ultimately the research paper. From the validated transcripts, I 

used in vivo coding as described by Saldaña and Omasta (2018) to “utilize the participants own 

language as a symbol system for quantitative analysis” (p. 121). In vivo coding allows for the 

participant’s own emphasis and insight to form the coding of the data and allow for natural 

analysis categorization (Saldaña & Omasta, 2018). From this analysis, I identified some themes 

for discussion in the small group activity as described in the previous sections.  

For the small group method, the participants validated the outputs from the interviews 

and provided additional insights and information by reviewing the frameworks discussed in 

Chapter 2 and voting on their top two. We then discussed why these frameworks were chosen, 

allowing for more generative discussion of the importance of the themes. 

After both data collection methods were complete, I conducted another review of the 

initial semistructured interview data and the group activity data separately and together using a 
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values coding method to code the data. Relating the data in terms of values allowed me to 

analyze any potential patterns among the participants to see where they were in harmony or 

where they diverged their thought processes. I also used the values coding to code field notes; 

listening to and watching the recordings allowed me to document the naturalistic actions of the 

participants and add this into the data generated. Saldaña and Omasta (2018) noted using 

multiple sources of information is important because participants’ actions might not match their 

statements (Saldaña & Omasta, 2018). 

Through the analysis and coding of the interviews, I was able to cross-reference the 

interview data with the small group data and validate or refute the previous preliminary findings. 

I condensed the data to relevant text to find data that were related to the research questions 

(Saldaña & Omasta, 2018). Through the patterning and sorting the data into relevant text, I then 

created a table with the values codes and added the relevant text into each of the values 

identified. I also unified seemingly different concepts into subcategories similar to synonyms and 

antonyms. If I found opposing concepts, I ensured to group them with the data, so that I did not 

lose sight of potential conflicting values or concepts (Whitesmith, 2020). I used the same 

structure to test each emerging theme which ensured that I was not selecting relevant text to 

support pre-identified conclusions (Whitesmith, 2020).  

To confirm my analysis of the coded data and the themes that were subsequently created, 

I then used a word cloud generator to conduct a content analysis on the words and language used 

by the participants. Through the word cloud generator, I identified the most frequently used 

words, and then went back and analyzed what context in which the words were used. For 

example, when looking at the word communication, I wanted to contextualize and identify how 

many times it was used in a negative or lacking connotation (challenge or barrier) and how many 
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times it was used in a positive or neutral context (approving or enthusiastic). Using again the 

example of communication I then reanalyzed the context of the frequently used words to see how 

many times the word was used in relation to a change, or if it was unrelated or used in another 

context that was not related to the inquiry. The findings of the content analysis are elaborated 

upon in the next chapter. I used this content analysis to test or further validate the trustworthiness 

of the themes and inform the conclusions and recommendations. In this phase, I sought to test the 

existing themes and ensure that the values coding and thematic analysis that I completed was 

fulsome.  

Ethical Implications 

When looking to conceptualize my research project, I purposely chose to partner with an 

organization I am not employed to avoid ethical issues. I addressed the Tri-Council Policy 

Statement (TCPS; Canadian Institutes of Health Research et al., 2018) principle of respect for 

persons by ensuring that those who took part did not feel pressure from the SLT to participate in 

the research project. I initially discussed this with my sponsor to ensure that she was not 

unknowingly creating a power-over dynamic by outwardly encouraging participants and making 

them feel pressured. I sent the invitations from my email account and discussed voluntary 

research participation. Participants were free to withdraw at any time, and this was made clear by 

a written and then verbal consent. 

I maintained the TCPS (Canadian Institutes of Health Research et al., 2018) principle of 

concern for welfare, as the participants did not lose income for taking part, nor did they have to 

participate in any research activities outside of work hours. Participants may have been 

concerned that by sharing information in the small group method the staff’s peers might not 

maintain their confidentiality. I sought to mitigate the adverse effects of the loss of privacy by 
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ensuring the CEO would not be present during this phase. This allowed the participants to 

express themselves freely without fear of repercussions to their career and daily interprofessional 

interactions. To uphold the TCPS principle of justice (Canadian Institutes of Health Research et 

al., 2018), I ensured that every participant has access to the research study’s same resources. 

Proposed Outputs 

I produced a thesis; this was my capstone project’s primary output. Through the 

semistructured interviews, I was able to offer the frontline leadership team an opportunity to 

reflect on their leadership practice, an essential personal mastery component (Dickson & Tholl, 

2020). Having a chance to reflect on past experiences and reviewing what went well and what 

needs improvement was a unique experience for the participants, improving their change 

responsiveness in the future (Bendaly & Bendaly, 2012). Rowe et al.’s (2013) ARE model 

allowed for the participants and sponsor delegates to engage and formulate the change 

intervention. Cocreating this knowledge product fostered team cohesion, as having a common 

understanding of the system is a valuable advantage for a team in today’s healthcare landscape 

(Senge, 2006). 

Finally, I presented my recommendations and conclusions at a Make-it-Happen meeting 

with the SLT (Appendix Q). In this final stage, I presented the data, findings, conclusions, and 

recommendations as well as a draft change management framework for consideration and 

encouraged the SLT to agree to next steps; I discuss this further in Chapter 5. Once this report 

has been accepted by Royal Roads University, I will assist in presenting the framework to other 

stakeholders and complete a hand off with the corporate change team. 
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Contribution and Application 

This project has contributed to the development of the frontline leadership team at CKHA 

by allowing them to participate in the initial stages of the development of a change management 

framework. The change management framework will subsequently be used for future changes in 

the organization. Engaging them in this activity encouraged team building and a shared learning 

experience. As I discussed throughout this paper, my healthcare leadership experience led me to 

value the practical application of knowledge and support organizational change. In diving deeper 

into each of these areas for consideration for my capstone project, I feel that the experience I can 

create from this capstone will be valuable to CKHA and hopefully beyond. Action-oriented 

research methodologies seem to be poised to bridge this theory-to-practice gap, and, as a new 

healthcare researcher, it inspires me to explore these possibilities. 

Personally, I have gained insight into change responsiveness and the type of flexible 

response to change that is described in Chapter 2. Conducting this research allowed me to 

explore a potential definition of change responsiveness and what it means to me as a leader in 

this turbulent time in the Canadian healthcare system. I can bring this new understanding to my 

own practice and offer this learning to the scholarship of change management in the ever-

growing complexities that leaders face in today’s health workforce.  
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Chapter 4: Inquiry Project Findings and Conclusions 

In this chapter, I present the inquiry project’s findings and conclusions as well as the 

scope and limitations of the study. In this research project I examined frontline leaders and their 

experiences with change to investigate the principal inquiry question: How might frontline 

leaders at Chatham-Kent Health Alliance contribute to a change management framework that 

could inform future change initiatives? I also used the following subquestions to guide the 

inquiry: 

1. What does change responsiveness look like at CKHA? 

2. What are the prevailing attitudes towards change in the CKHA frontline leadership 

team? 

3. What can the participants learn from current and previous change initiatives? 

4. What strategic processes can the senior leadership team use to implement a change-

management framework at CKHA? 

Study Findings 

This section introduces the study findings, which includes the data gathered through two 

data collection methods: one-on-one interviews and a small group workshop. In order to generate 

findings, I analyzed the data to inform the findings listed in this chapter. To maintain participant 

anonymity and confidentiality, I use the participant codes I1 through to I7 when citing excerpts 

from the interviews and SG1 and SG2 when citing material from the small group workshop. 

I coded the data collected from the interviews and then created a thematic and content 

analysis. Findings from the interviews brought forward the following themes: (a) collaboration, 

(b) communication transparency, (c) process, (d) having input into change early on, 

(e) adaptability and attitude toward change, and (f) sustainability planning. I organized these 
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themes and presented them in the group setting. I also used the themes to inform a set of 

preliminary recommendations for consideration in a group activity. Below I outline the findings 

and discuss the evolution of each finding from the interview phase into the final iteration after 

the small group phase. 

I presented the preliminary themes at the small group workshop and was able to 

challenge, validate, expand, and adjust them from the interview phase. I presented six change 

frameworks that encompassed aspects of the initial themes from the interviews and had the 

participants vote for the one they felt best represented the themes discussed. From the small 

group workshop, I analyzed the data on its own and then compared it to the initial data from the 

investigations.  

The following four themes emerged from the final data consolidation process after both 

data collection methods were complete and tested as described above. Some are presented as 

polarities as both elements were discussed throughout both the interviews and small group 

activity: (a) perceptions and adaption to change; (b) input from managers and frontline staff 

versus tokenism; (c) communication processes during change; (d) understanding the change, 

applying context, and the outcome of the small group polling; and (e) adoption of a custom 

change management framework to encompass themes important to CKHA. 

Theme 1: Perceptions and Adaptation to Change 

All the participants in both data collection methods perceived themselves as having a 

positive attitude toward change. In the interviews, one participant stated, “Change is something 

that I am, and I’m fairly optimistic about it, and I assume that the change is going to be for a 

positive reason” (I2). Although participants expressed much positivity around change, most 

interviewees discussed times when they could have reacted better to a proposed change in the 
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past. Specifically, around the changes associated with COVID, some of the participants agreed 

they could have been a “better team player” (I4), but found the lack of information associated 

with the undue pressures placed on the staff caring for the patients made for a tense environment 

(I5). In the content/language analysis of the interviews, I found the terms “positive” or 

“positively” noted 19 times by six of the seven participants (I1–I6), whereas “negative” or 

“negatively” was said only seven times by four of the seven participants (I1; I2; I5; I7). 

The participants discussed accepting and embracing change and how it might move 

innovation forward. One interviewee stated, “I love change, like, to me, that’s the whole reason 

I’m in leadership is we need to constantly change, we need to try new things. We need to 

innovate, we need to” (I4). Another interviewee noted, “You always have to move forward and 

try and be adaptable to the changes” (I6). Furthermore, the participants examined how a positive 

attitude related to having success with change initiatives in the organization, and seeing 

themselves as the “face of the change” (I1). Participants discussed how to address change 

initiatives when they do not necessarily agree with proposed changes. 

If staff see you being negative about things, then they kind of take that on as well. . . . 

Whereas if you can try to act a little excited about it or try to talk about the good that it 

will bring, I think you do get more buy in buy in from staff at least at first, they may 

change things partway through, but I think it does go a long way that try to just support 

staff through something like that. (I1) 

Perceptions of frontline staff regarding support from senior leaders was a concern for the 

participants. As one participant stated, “We need them to be present, like visually present” (I5). 

Some participants noted the current senior leadership team was proficient at showing public 

support for organizational changes (I5), but some expressed more support was needed for 
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individual unit changes (I6). In a language analysis of the interviews, I found “adapt” or 

“adaptability” was mentioned nine times by five of the seven participants (I1; I3; I4; I6; I7), 

whereas the terms “respond,” “response,” “responsive,” and “react” were said 39 times by six of 

the seven participants (I2–I7). 

When I held the group sessions, adapting to change was not as important a topic of 

discussion as it had been in the interviews. Group session participants’ conversation was geared 

toward the themes of communication and early input from staff and managers. Participants 

focused on identifying suitable themes to include in an actionable framework. The adaptability 

piece was seen as an individual attribute that could influence a team but not really something that 

could be included in the framework as an actionable item (SG1). 

Theme 2: Input from Managers and Frontline Staff versus Tokenism 

Input from all those involved with change was a dominant theme. When I analyzed the 

interview data, this theme was separated out, as there was much unique discussion about “input,” 

which as an individual word was mentioned 21 times by all seven participants (I1–I7). When I 

analyzed “impact” in the interview context, all mentions of the word related to senior leadership, 

including input from frontline managers or staff early in the change process (I1–I7). As one 

participant noted, “Making sure that the right voices are at the table, I think sometimes we get a 

little excited about change, jump the gun and start planning without reflecting on who really 

needs to be there” (I1). Another interviewee stated, “I think making sure that all the stakeholders, 

internal and external, if needed, are involved in that change, and have the opportunity to have 

input on that change” (I3). Most participants expressed that with good intentions lots of thought 

and planning often goes into a change before it is introduced to those who are most impacted; in 

such cases, if input is requested it amounts to tokenism, which is essentially looking for a green 
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light instead of meaningful input that can impact the result of the change (I2; I4; I5; I6). As an 

interviewee noted, “You need people to be engaged, and for them to be engaged, they need to 

feel that they have a meaningful role in any change. And to have that meaningful role. It has to 

have input” (I4). This same participant went on to state, “Are you actually asking my input 

because there’s an opportunity to maybe improve something with this change? Or are you just 

asking for my input, but this decision has been made?” (I4). 

Participants discussed the importance of frontline engagement and the timing of 

including staff, with one interviewee noting, “At least the perception that their voice or their 

opinion, can influence change” (I4). Another participant stated, 

I think the sooner you include somebody in a change, the more successful it will be, it 

gives them the opportunity to take information back to their peers, and maybe discuss it 

or bring it up, even if it’s just a side conversation and say, “Hey, this is this is coming up 

and get that input,” or maybe they’ll bring back something that we didn’t think of, 

because they took some information back and had a little conversation with some of their 

peers about it. (I1) 

The participants discussed changes that come from external organizations and how to 

gain uptake for these changes, although little can be done to influence the change itself. One 

participant asserted, “Working within the mandates, and some things that we had to control, . . . 

but certainly, when it came time to how you do your work, we really saw staff and putting them 

in had a huge influence” (I3). Although all participants found input to be important, some 

conceded this could go too far and there was a balance when seeking additional input from 

frontline staff, as well as some constraints and barriers (I1; I2; SG2). 
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In the small groups, participants discussed that in a recent region-wide implementation of 

the new hospital information system (HIS) the input issue was highlighted by the number of 

errors and workarounds they are dealing with (SG1). As one participant stated, 

It’s a frustrating thing when it comes to staff because it’s not like I had a voice in the 

decision-making process. So, either we move with it, or there’s the door, but you know, 

yeah, so that’s just the hospital way. (SG2) 

The group examined the amount of planning and input, which was generated in the HIS 

project, and they noted, although there was years of planning, major gaps existed in the input and 

the project set up was very siloed (SG1). 

[We need] to report accurately, but that information is all being fed from a system that we 

weren’t necessarily involved with. So, we’re dealing with a lot of errors and a lot of 

fixing, there’s had to be a lot of additional work. (SG1) 

Theme 3: Communication Processes During Change 

In a content analysis of the interviews, I noted “communication” was stated 29 times by 

all seven participants (I1–I7), and in a context cross analysis I found that each time 

communication was stated it was in a context of challenges 25 times and neutral or positive 

context four times. Also, of note from the language analysis, “information” was mentioned 30 

times by four of seven participants (I1; I2; I3; I5), and 24 of those were in relation to 

communication. “Decision” was said 21 times by five of seven participants (I1–I5), 14 times in 

relation to communication. In the small group sessions, a significant discussion occurred relating 

to challenges with communication in both groups (SG1; SG2). 

Receiving communication from senior leadership was reviewed in the small group 

sessions; one participant found the leadership forum was a method of communication that the 
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frontline leaders rely on to get information disseminated to staff (SG2). “If there’s something 

important [regarding a change], I rely on those, that leadership forum to get the real important 

highlights, because I can’t possibly get through . . . all [the emails]. It’s not even human” (SG1). 

The chain of communication and communication process was examined by the participants in 

the small groups. As one participant noted, 

There’s a very strong philosophy in this hospital that the executive talks to the directors, 

the directors, talk to the managers, the managers talk to the staff, well, that’s a whole lot 

of layers, where you know, like, we’re playing a game of telephone here now. And stuff 

can get missed. And you figure going down to the frontline staff how much information 

gets lost along the way where it’s forgotten to be communicated, or it’s communicated in 

a different way to lose the consistency you lose the . . . applicability, if you will, with the 

man. How frustrating that must be when you’re trying to deliver service and you’re 

missing half of the piece of the puzzle. (SG1) 

Communicating changes to staff was included by most participants, with one interviewee 

commenting, “When you lead a group of staff that operate 24/7, it’s very difficult to get 

information out timely to everybody” (I1). Using email as a primary source of communication 

was also a challenge for the participants. Participants indicated staff are coming in and do not 

necessarily check their emails right away; therefore, getting those important changes and updates 

out is a significant issue (I1; I2; SG1; SG2). One interview participant recalled a recent change 

that had a very structured communication plan and process, which was important to the success 

of future change initiatives (I2). 

In addition to a process for getting communication out to staff, feedback was also 

discussed as part of the communication process, as noted earlier in Theme 2. I discuss 
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incorporating feedback further in Conclusion 3 because participants indicated a process for 

feedback was important to include in future change processes (I2; I3; I5; I6; SG2). Most of the 

participants found the communication in the organization to be “robust” (I3), but some noted the 

senior team did not listen to the issues the frontline staff are faced with (I6; I7). 

Theme 4: Understanding the Change and Applying Context 

Participants identified a significant factor in implementing the change for frontline 

leadership is understanding the reason or the “why” (I1–I6; SG1; SG2) behind the change and 

applying context to their individual work area. One interviewee stated, 

I think that’s important to know, especially because most changes are left up to us as 

frontline leaders to communicate that to the staff, right? So, if we get the answers to the 

questions we know they’re going to ask, it makes it much easier to roll out. (I3) 

Furthermore, participants identified that not understanding the rationale behind the change does 

not impact their support for the change, as they see implementing change as their primary job, 

but it does affect their quality of work–life and trust in the organization (I5–I7; SG1). One 

participant captured this feeling by saying, “Sometimes I feel blindsided that I don’t know why 

they are doing this” (I7). 

Understanding the change meant different things for different participants, some 

participants felt that understanding the change meant to understand the impact it would have on 

their frontline staff (I1; I2; I5; I7; SG1). One participant went even further and wanted to 

understand the motivations of the stakeholders, stating, “You really must figure out what drives 

everyone else to get the goals that you want to achieve, and whether that’s through incentivizing 

education, physical materials, some people like to see numbers and data” (I5). 
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Theme 5: Adoption of a Custom Change Management Framework 

As a part of the small group sessions, I conducted a poll for all the frameworks presented, 

as outlined in Chapter 2 and the slideshow presentation for the small group session (Appendix 

R). After reviewing and discussing the positive and negative attributes of the frameworks, I was 

able to launch a poll in the Zoom meeting to see which framework was most popular among the 

participants. Interestingly, the two groups were split on Lewin’s (1999) three-step model; for one 

group it was the favourite,  

mostly because of its simplicity. Some of the others that it seems you know that there's so 

many steps . . . the product gets lost in the process. We really like the simplicity of the 

Lewin [model]. Okay, three phases rather than an abundance. (SG2) 

In the second group it was the least favourite: “I felt like what he built was very old school and 

the unfreezing part outside of identifying a change was very difficult. Especially in healthcare, 

because you just keep adding and adding and adding [there is no refreeze]” (SG1).  

As part of the group sessions, we reviewed a custom change management model 

developed by the organizational development team at Woodstock Hospital (WH), a hospital 

located in the same region as CKHA. Figure 3 depicts the custom change framework shared by 

WH (J. Menard, personal communication, May 11, 2021), with tools integrated into a set of steps 

and principles that guide change and decision making around change in their organization. 

Figure 2  

Change Framework – Woodstock Hospital 
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Note. Used with permission from J. Menard (personal communication, May 11, 2021). 

The majority of participants in both sessions selected the WH model, with seven out of 

eight participants indicating this to be either their first or second choice model. The participants 

recognized developing a custom model might require more work, but they shared using tools that 

they already know from previous leadership development initiatives and incorporating this into 

the formal change model will give a clear direction on how to manage the change initiatives in 

the future (SG1; SG2). One participant noted, “To take some of the tools that you would use and 

implement it with the Woodstock model, I think would be fairly effective” (SG2). Another 

participant stated, “It sounds like a lot of work, but I think that's how you get something that is 

really tailored to your organization and . . . , you have the understanding of who you're dealing 

with” (SG1).  
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In the interviews, elements of a custom framework emerged as well, with one participant 

discussing how a framework could help the organization get aligned in terms of organizational 

change: “A framework is definitely a good starting point, so that everybody's kind of working in 

the same way” (I2). The same participant had some ideas of what to include in a framework for 

CKHA and came prepared to share:  

Setting expectations for people [should be] a component of the framework, which I think 

might be a good idea. If you upfront set what the expectations are so that people are clear, 

and don't have unreasonable expectations or differing expectations that might be helpful 

too. (I2) 

This participant also shared, “I would focus on allowing the framework to have enough time to 

implement changes properly. I feel like a lot of the times we’re rushing” (I2). In relation to 

implementing a framework, another participant discussed the change fatigue they were 

experiencing and stated, “I find it more challenging for frontline managers to be able to change 

anything” (I6). 

Study Conclusions 

I developed the study conclusions from the literature review in Chapter 2, the study 

findings, and additional literature reviewed after the study findings were compiled. The study 

conclusions are as follows: 

1. Responding to change in a positive way is a primary function of the frontline leader at 

CKHA and contributes to the overall success of the initiative. 

2. Leaders at CKHA have the tools and knowledge to implement a framework for 

change. 
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3. Seeking input from frontline leaders and staff early in the planning process is 

imperative to have real engagement and uptake of a change initiative. 

4. Reliable, timely, and systematic communication processes need to be in place and 

must include a forum for feedback from frontline staff. 

Conclusion 1: Responding to Change in a Positive Way is a Primary Function of the Frontline 

Leader at CKHA and Contributes to the Overall Success of the Initiative 

The study findings established that participants’ perceptions of change at CKHA are 

mostly positive and frontline leaders understand and embrace this part of their job. The study 

participants indicated showing frontline staff that members of leadership were positive about 

change was important even if they did not agree with the proposed changes. This is consistent 

with change leadership as discussed by Kotter (1996a, 1996b, 1999) in Chapter 2, which moves 

away from planned change and is more about responding to change to move the team toward the 

outcomes or goals. Using the lived experiences of staff and understanding the impact on their 

workflow, frontline leaders expressed they are uniquely positioned to have an influence on the 

success of the initiative and see this as their primary responsibility. Although this notion has 

been questioned recently, as discussed in Chapter 2, putting too much emphasis on the impact of 

individual leaders on any one change initiative negates the reality of the team effort needed to 

move the needle forward and that leadership is a shared activity (By et al., 2016). 

The participants noted part of a positive response was understanding the rationale for the 

change and having an opportunity to apply context to their individual settings. Hearing about 

changes that affect their department after the change is initiated created tensions, anger, and 

mistrust among the group. Announcing changes that are already planned and packaged is akin to 

the former school of thought in change management that links change frameworks to the 
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grieving process (Welbourne, 2014). This historical perspective on change still exists, as the 

participants found getting their staff to agree to preplanned change was a primary function of 

their job and seemed to be the accepted practice. As Snowden and Boone (2007) asserted, 

constant change is the norm. The participants understood this and noted that they and staff are 

often responding to several changes in tandem and senior leaders need to prioritize the changes 

so the system does not fall into chaos. The participants spoke to the adaptability and open-

mindedness needed to quickly move from one stance to another for the manager in healthcare, 

which is discussed in Chapter 2 and is called change responsiveness (Calarco, 2020; Centre for 

Creative Leadership, 2020; Muhly Bendixen et al., 2017; Psek et al., 2015; Shore et al., 2006). 

Conclusion 2: Leaders at CKHA Have the Tools and Knowledge to Implement a Framework 

for Change 

The participants noted previous leadership development initiatives at CKHA along with 

their prior experiences managing constant change have prepared them for a formal change 

framework in the organization. As discussed in Chapter 1, the CKHA Human Resources Plan 

(2018) outlines the previous leadership development activities invested in by the organization in 

the past, including LEAN training, leadership rounding, Learn2 sessions, and LEADS 

workshops. The participants were receptive to having a formal change framework implemented 

and indicated this would support the work they are currently doing. Dickson and Tholl (2020) 

described paying attention to the dynamics at play during a change, understanding what some 

participants called the “people factor” of change, how the people affected by the change can 

navigate the system and how that interplay affects the outcome of the change. Participants 

reported this work is occurring naturally, managers are thinking about how change will impact 

their employees and working within these constraints to achieve the best outcomes they can 
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manage. Having the formal framework in place will only support and solidify the good work that 

is already being done at CKHA by the frontline leadership team. 

Conclusion 3: Seeking Input from Frontline Leaders and Staff Early in the Planning Process 

is Imperative to Have Real Engagement and Uptake of a Change Initiative 

Participants discussed the effects of leaving frontline staff out of the early planning 

process misses on an aspect that is needed for a successful change—informal discussions 

between colleagues, gaining consensus and potential benefits from grassroots uptake of the 

change. Stroh (2015) agreed with this statement and conceded, “Not everyone needs to agree at 

once on a new course of action in order for change to occur” (p. 145). Similarly, the research 

participants noted, allowing people in early can give time for acceptance to grow organically 

among the staff, and new directions can emerge that may have not been considered as a first 

option. In responses from participants and the group discussion, participants expressed that no 

amount of planning can save a change if the right people are not at the table from the start. As 

examined in Chapter 2, change is historically from a top-down approach and changes that are 

announced rather than discussed have a high failure rate. The participants understood that there 

are certain circumstances in which little input can be added, such as changes coming from the 

ministry or outside sources; however, even in these cases, more could be done to include those 

affected by the change in decision making about how it can be implemented at CKHA. 

Although all participants indicated input was important, some conceded this could go too 

far and there was a balance when seeking additional input from frontline staff. Too much input 

could be cumbersome and slow down change processes, creating impasses of competing 

priorities. As discussed in Chapter 2, publicly funded entities can create an environment in which 
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competing for resources sets up for adversarial relationships among teams even though interests 

appear to be aligned (Stroh, 2015). 

In the end, whether it was in the interviews and the group discussions, participants found 

changes cannot happen without input, as true input equates to engagement. Stroh (2015) 

discussed sectors, such as the healthcare sector, that need to ensure alignment among 

stakeholders so that precious resources are not wasted by hoarding activities or by competition 

getting in the way of true collaboration. The participants expressed staff will not accept changes 

they are not involved in, and staff are sophisticated enough to discern if there is real input or just 

lip-service. This finding correlates to Blanchard’s (2010) findings that creating quick wins using 

a cross section of the organization ensures that several departments have input and can sell the 

initiative to others. Although they also found that if the input is not taken for whatever reason 

staff would have a similar amount of engagement if the decisions to forgo the feedback was 

explained: “We can be within reason, for these changes it’s ideal, . . . to be responsive to that 

feedback, like actually allow for adjustments, or explain why you’re not making adjustments” 

(I2). This strategy speaks to the ability of an organization to learn together, understanding the 

reason for a change is just as important as understanding the reason a proposed solution will not 

or cannot work (Kouzes & Posner, 2017). 

Conclusion 4: Reliable, Timely, and Systematic Communication Processes Need to be in Place 

and Must Include a Forum for Feedback From Frontline Staff 

Besides input from staff, communication was seen as one of the most important 

challenges to implementing a change. There were three main challenges with communication 

which were expressed by the participants: (a) timeliness, (b) reaching the right audience, 

(c) standardizing a process for communicating change. As described in the change models 
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discussed in the literature review, communication is an important step in executing a change 

initiative. In Kotter’s (1995) eight-step model, the fourth step is called “communicating the 

vision” (p. 2). In this step Kotter (1995) encourages leaders to “use every vehicle possible to 

communicate the new vision and strategies” (p. 2). As participants discussed, Kotter (1995) 

stated a common pitfall to transformation efforts in organizations is the failure to communicate 

the vision of the change adequately. In addition, leadership failing to act in accordance with the 

vision is another common misstep. As Kotter (1995) noted, “Communication comes in both 

words and deeds . . . nothing undermines a change more than behaviour by important individuals 

that is inconsistent with their words” (p. 11). This sentiment was mirrored in the study, as 

participants who indicated senior leaders did not communicate or listen to the frontline staff had 

an overall negative outlook on change activities in the organization, whereas participants who 

spoke positively about change reported being supported by senior leaders. 

Participants discussed the immense responsibility of communicating change activities to 

the frontline staff. The weight of this responsibility was present in the group discussion when the 

participants shared that communication can be like a game of telephone. As discussed in Chapter 

2, By et al. (2016) proposed change does not occur from one singular position in an organization; 

rather, it is the actions of the collective that leads to significant transformation. Therefore, having 

a reliable system for communication within the organization would contribute to the shared 

responsibility of communicating the change. Bendaly and Bendaly (2012) suggested effective 

communication is something that takes a concerted effort, whereas poor communication is 

commonplace. They distinguished an important part of communicating in teams, which is 

dialoguing (Bendaly & Bendaly, 2012). Dialoguing is different from discussion, in which the 

point of discussion is presenting one’s point of view and ensuring the perspective is understood. 
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Those engaging in dialogue are committed to an effective process and the best outcomes, rather 

than their own opinion or agenda. Participants discussed dialogue, as they were open to feedback 

from staff as long as it was constructive, with the intention to move the changes forward. They 

also noted the current SLT were open but the avenue was not always available to give this type 

of feedback. 

Scope and Limitations of the Inquiry 

I conducted this research on the frontline leadership team at CKHA. The intended 

participants were the first line of healthcare managers in a supervisory role at the organization. 

The research intended to cover the whole group; therefore, I did not separate clinical and 

nonclinical managers. This research was conducted during an ongoing global pandemic, which 

has evolved to be a very stressful and tense time in the healthcare sector. In addition to the 

pandemic, CKHA is going through some leadership changes, with their longstanding chief 

nursing executive (CNE) recently retiring and a new CNE starting with the organization. 

Furthermore, as is consistent with the findings of this study, CKHA is experiencing an ongoing 

change for the past 2 years in implementing an HIS, which is transforming every way in which 

they conduct their work. 

One limitation of the study was the scope of the topic of change; I tried to limit the scope 

by narrowing the focus to change responsiveness, which is a newer or emerging concept. Despite 

my attempts to limit the scope of this project, I found the breadth of research on organizational 

change to be vast. From the broad amount of literature about this topic, I found little that was 

generally accepted as the norm in Canadian healthcare. The reader may note that some texts were 

used more than others; this occurred because they were more relevant. For example, Dickson and 

Tholl (2020) and Bendaly and Bendaly (2012) were written specifically with applicability in the 
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Canadian healthcare sector, whereas some international texts were not as applicable in a publicly 

funded social system. 

Some factors that may have limited participation in this research study are the busy 

schedule of the managers, with many competing priorities. In fact, some managers reached out to 

tell me my session was scheduled at the same time as a last-minute SLT meeting, so several 

participants had to leave unexpectedly. From this experience, I learned that connecting with the 

sponsor to let them know the time and dates of the group activities would have been beneficial. I 

kept the scheduling separate to maintain confidentiality but allowing for a general knowledge of 

the scheduling would have been more helpful than harmful in that regard. In the group sessions, I 

learned allowing frustrations to come out helped to generate some interesting dialogue with the 

group members validating and supporting each other, but the time constraints made it difficult to 

let the participants have the floor in that regard. I had to redirect the conversation back to the 

topic a few times, but I felt that the group wanted to discuss some issues with the recent HIS 

project. The group sessions were only 90 minutes long. Having more dedicated time would have 

been helpful to allow for even more discussion with the group. This is a fine balance as the 

researcher, as I wished to create a safe space to share but not allow grievances to dominate 

productive conversations. In the future, it would be helpful to get a commitment up front for a 

protected time slot to encourage full participation. 
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Chapter 5: Inquiry Implications 

In this chapter I integrate all the work done in the study into a set of recommendations. I 

then present the organizational implications and the plan for moving the recommendations into 

action at the partner organization. I conclude the chapter with implications for future inquiry and 

present a summary of the thesis. I conducted this study to examine the change responsiveness in 

frontline leaders by asking the main inquiry question: How might frontline leaders at Chatham-

Kent Health Alliance contribute to a change management framework that could inform future 

change initiatives? Four subquestions also guided the inquiry: 

1. What does change responsiveness look like at CKHA? 

2. What are the prevailing attitudes towards change in the CKHA frontline leadership 

team? 

3. What can the participants learn from current and previous change initiatives? 

4. What strategic processes can the senior leadership team use to implement a change-

management framework at CKHA? 

I developed the study conclusions from the literature review in Chapter 2, the study 

findings in Chapter 4, and additional literature reviewed after the study findings were compiled 

also included in Chapter 2. The study conclusions are as follows: 

1. Responding to change in a positive way is a primary function of the frontline leader at 

CKHA and contributes to the overall success of the initiative. 

2. Leaders at CKHA have a positive attitude towards change and the tools and 

knowledge to implement a framework for change. 

3. Seeking input from frontline leaders and staff early in the planning process is 

imperative to have real engagement and uptake of a change initiative. 
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4. Reliable, timely, and systematic communication processes need to be in place and 

must include a forum for feedback from frontline staff. 

Study Recommendations 

The following recommendations are based on the findings and conclusions presented in 

Chapter 4, the organizational context as discussed in Chapter 1, and the current literature 

examined in Chapter 2.  

1. Develop a custom change management framework and toolkit for CKHA that 

addresses all the requirements of the Accreditation Canada guidelines using an 

overarching vision, current research, and tools from previous CKHA leadership 

development initiatives. 

2. When creating a change management framework, ensure the framework includes a 

process to incorporate input from stakeholders. 

3. Ensure the communication strategy for future change encompasses a feedback loop 

for staff and frontline managers to have questions considered and answered in a 

timely manner. 

A summary of the inquiry questions, conclusions and recommendations is presented in Table 1. 
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Table 1:  Questions, Conclusions and Recommendations 

Inquiry Questions Conclusions Recommendations 
What does change 

responsiveness look like at 

CKHA? 

 

Responding to change in a 

positive way is a primary 

function of the frontline 

leader at CKHA and 

contributes to the overall 

success of the initiative. 

Develop a custom change 

management framework and 

toolkit for CKHA that 

addresses all the requirements 

of the Accreditation Canada 

guidelines using an 

overarching vision, current 

research, and tools from 

previous CKHA leadership 

development initiatives. 

 

What are the prevailing 

attitudes towards change in 

the CKHA frontline 

leadership team? 

 

Leaders at CKHA have the 

tools and knowledge to 

implement a framework for 

change. 

What can the participants 

learn from current and 

previous change initiatives? 

Seeking input from frontline 

leaders and staff early in the 

planning process is 

imperative to have real 

engagement and uptake of a 

change initiative. 

When creating a change 

management framework, 

ensure the framework 

includes a process to 

incorporate input from 

stakeholders. 

What strategic processes 

can the senior leadership 

team use to implement a 

change-management 

framework at CKHA? 

 

Reliable, timely, and 

systematic communication 

processes need to be in place 

and must include a forum for 

feedback from frontline staff. 

Ensure the communication 

strategy for future change 

encompasses a feedback loop 

for staff and frontline 

managers to have questions 

considered and answered in a 

timely manner. 
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Recommendation 1: Develop a Custom Change Management Framework Toolkit for CKHA 

that Addresses all the Requirements of the Accreditation Canada Guidelines Using an 

Overarching Vision, Current Research, and Tools from Previous CKHA Leadership 

Development Initiatives 

Frontline managers at CKHA expressed they are currently managing change in a positive 

way and a formal framework will only enhance the work that has been done so far. As discussed 

in Chapter 1, in their 2017 leadership standard, Accreditation Canada described formal change 

management framework as follows: 

Identifying a clear vision for change and communicating the vision to team members; 

creating an operating plan to implement the change; defining roles and responsibilities for 

managing change; allocating financial and human resources to support the change 

process; and monitoring and evaluating the results when the change management process 

is implemented. (p. 38) 

This study investigated the thoughts and attitudes of frontline leaders at CKHA and found 

research participants valued having a framework that addresses the following: a communicated 

vision, clear expectations, and allowing for resources to support the change. This is consistent 

with Dickson and Tholl’s (2020) concept of simple rules, which are broad change principles that 

allow for distributed leadership among frontline managers and staff. Offering staff and managers 

the toolkit to work with will allow them the flexibility to maneuver in their own environment and 

recognize that change occurs when all members are empowered to contribute and engage with 

the change (Bendaly & Bendaly, 2012; Kouzes & Posner, 2017; Stroh, 2015).  

The current research on organizational change in healthcare resounds with the importance 

of creating and communicating a clear vision for change (Bendaly & Bendaly, 2012; Dickson & 
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Tholl, 2020; Stroh, 2015). Bendaly and Bendaly (2012) discussed what is required for team 

cohesiveness to accomplish quality patient-centred healthcare. I suggest, in the development of 

the change management framework, the SLT at CKHA reflects on their common values and how 

this can drive their team to have a common goal that they “keep in front of them” (Bendaly & 

Bendaly, 2012, p. 41). 

Using the findings, conclusions, current industry research, and existing management tools 

invested in by CKHA, I developed a proposed change management framework and presented 

this at a dialogue session with the SLT at CKHA (see Figure 4). This change framework has four 

phases based on the themes identified in the findings section of Chapter 4, (a) perceptions and 

adaption to change, (b) input from stakeholders, (c) communication processes and feedback loop, 

and (d) understanding the change and applying context. For each phase there are additional tools 

and strategies to focus on; this was developed based on current research as discussed in Chapter 

2. I outline the first and last phases here; the second and third phases are associated with 

Recommendations 2 and 3 and are discussed in those sections. Each phase is also associated with 

and adaptation of Stroh’s (2015), four-stage change process: (a) build a foundation for change 

responsiveness, (b) clarify current state, (c) commit, (d) bridging the gap—focus, momentum, 

and correction (pp. 74–75). 

Phase 1 of the proposed CKHA framework involves perceptions and adaptation to change 

and uses the existing strategic mandate at CKHA (2018) for building on their existing “culture of 

trust” (p. 2). Also included in this phase is the investment CKHA has made to adapt the National 

Standard of Canada for Psychological Health and Safety in the Workplace (CSA Group & 

Bureau de normalisation du Québec, 2013). Finally in the first phase the SLT and management 

group are encouraged to continue with the items outlined in their Human Resources Plan 
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(CKHA, 2018), including the 30-, 60-, and 90-day new hire conversations, as these can build 

relationships that can be leveraged in times of major change (Bendaly & Bendaly, 2012). This 

phase is linked with the first stage in Stroh’s (2015) four-stage change process, in which leaders 

“build foundations for change readiness” (p. 74). I have adjusted this slightly to read build 

foundation for change responsiveness, as this inquiry has found and is aligned with the research. 

Planned and unplanned change is constantly occurring in healthcare and, as discussed by Jacobs 

et al. (2013), if employees can predict the actions of the organization with certainty, they are 

more willing to accept changes and adapt to their environment. Therefore, the concept of change 

responsiveness is important for this phase of the change management framework, because 

healthcare practitioners and leaders cannot always plan for change. 

Phase 4 involves training, implementation, and measuring success. Aligned with Stroh’s 

(2015) final stage of “bridging the gap” (p. 74), this stage focuses on keeping the momentum, 

focusing the results, and correcting any practices that do not align with the organization’s new 

way of doing things. CKHA (2018) included training plans in their Human Resources Plan; 

other tools to support this phase are change specific. Using the Canadian Institute for Health 

Information’s (CIHI, 2021) indicators can be one way to measure outcomes, and another might 

be patient satisfaction surveys. As I noted in Conclusion 3, sustaining change is dependent on the 

engagement of the frontline staff and the people who are doing the work. Focusing on the 

sustainability plan, discussed in Phase 2 in Recommendation 2 and the other phases, will inform 

how success can be measured by CKHA. 
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Figure 3  

Proposed Change Management Framework – CKHA 

 

Note. Developed for and in partnership with CKHA (2021). 

Recommendation 2: When Creating a Change Management Framework, Ensure the 

Framework Includes a Process to Incorporate Input from Stakeholders. 

The research findings revealed that input from the frontline staff is imperative in moving 

change forward, as change does not occur around boardroom tables, but in the halls, labs, and 

patient rooms of the organization. The participants overwhelmingly agreed that having input in 

planning and being involved in initial discussions when change is being discussed will be 

beneficial to the uptake of the change in the organization. Bendaly and Bendaly (2012), 

discussed how shared leadership can increase the quality of decision making, improve 

engagement, and save time because all involved already have the information they need to move 

the change forward. 
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In Stage 2 of Stroh’s (2015) four-stage change process, “facing current reality” (p. 74), 

the author examined the use of system mapping to better understand the implications of the 

change. This is confirmed by the research participants; although the term system mapping was 

not explicitly used, the activities identified as part of their process when facing change aligns 

with this concept. The participants in this inquiry described, once they are faced with an 

organizational change, they take time to reflect on how this will impact their area. According to 

study participants, frustration and resentment arise if they are hearing about a change that 

impacts them and they were not considered. Other researchers on transformation have identified 

seeing systems as an integral part of successfully executing change (Bridges, 2003; Dickson & 

Tholl, 2020; Senge, 2006). As Stroh (2015) discussed, a stakeholder map (see Table 1) is a 

simple tool to guide the engagement process and ensure that all those impacted by the change are 

included in the planning process. 

 In Phase 2 of the proposed change management framework for CKHA, input from 

stakeholders, introduces some LEAN tools such as the five whys (Lean Enterprise Institute, 

2018) and stakeholder analysis (Chambers & Storm, 2019; Schmeer, 2000) that are accessible 

and commonly used in healthcare, with some CKHA team members already trained in their use. 

Mayer et al. (2010) suggested preparing for sustainability early in the planning phase of the 

change, stating, “If you leave it to the end, it will be too late to make any changes that are needed 

to maximise the potential of sustainability” (p. 9). The research findings concluded that clearly 

identifying roles and responsibilities when planning for a change will assist with the division of 

labour and ensure there is fair distribution of work. This sentiment is echoed in the Accreditation 

Canada (2017) standard, which asserted a successful change management framework should 

include defined roles and responsibilities for managing change. Again, this is identified as an 
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indicator for success in the change literature, with many authors outlining change champions, 

change agents, project sponsors, and cheerleaders as components of a successful change plan 

(Bendaly & Bendaly, 2012; Bridges, 2003; Dickson & Tholl, 2020; Kotter, 1996a, 1996b). 

Recommendation 3: Ensure the Communication Strategy for Future Change Encompasses a 

Feedback Loop for Staff and Frontline Managers to Have Questions Considered and 

Answered in a Timely Manner 

As reported in the research findings, participants indicated that communication 

challenges are the main concern for the frontline leadership team at CKHA. Most managers in 

healthcare have direct reports who work around the clock, and those departments that do not, 

have systems that operate 24 hours a day, 7 days a week. Delayed communication is a reality 

many frontline leaders are dealing with. For example, as was experienced by the participants in a 

recent project, if a change go-live is on a Monday, there might be a staff member who does not 

work until Thursday, so for them the go-live is on Thursday. The go-live date is further delayed 

when staff have vacation or work reduced part-time hours. Therefore, communicating changes to 

everyone who needs to know is as difficult as it is important. Bendaly and Bendaly (2012) 

posited, “Ideal communication is early, planned, participative and ongoing” (p. 79). Bridges 

(2003) stated that withholding information has a negative long-term impact and can affect trust 

in an organization when the whole truth comes out. As such, leaders are encouraged to 

reexamine why they are holding on to information and allow for information to be shared in 

development stages. The participants experienced this with the recent and ongoing global 

pandemic. Making decisions as information was coming out gave them the liberty to adjust as 

they went and experiment with the staff as to what worked for them. Having this experience gave 
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the frontline leaders at CKHA more confidence to not have all the answers and allow for change 

to evolve naturally throughout the course of the change. 

Phase 3 of the proposed change management framework for CKHA is about 

communication processes and feedback loop, which aligns with Stroh’s (2015) third stage 

“making an explicit choice” (p. 74). Stroh discussed making a commitment to the change in the 

actions and words of the leaders of the organization, and communication is an important form of 

this commitment. Communicating the change is an important step, which Kotter (1996a) argued 

is commonly undervalued by organizational leaders. Kotter (1996a) stated leaders need to use 

every possible channel to communicate, discontinue communicating nonessential information, 

and, when they think they have finished communicating about the change, keep going. CIHI 

(2021) asserted an internal and external communication plan is essential to ensuring all parties 

involved have the information they need to conduct their work in a safe and efficient manner. 

Internal communication, which the participants indicated was of importance to the staff, needs to 

occur in a standardized manner that is predictable and accessible to staff. Internal 

communication, as defined by CIHI (2021), needs to communicate to the entire organization, 

including how and when implementation will occur and how decisions about prioritization and 

resource allocation occurred. For local changes, frontline leaders stated that senior leadership 

support needs to occur often and early.  

The current communication tools at CKHA were included in the change management 

framework; email, newsletters, and the CEO blog are the obvious tools to use. Additional tools 

that are already in use at CKHA are employee rounding, leadership forums, and staff huddles. 

The tools that are already in place can be leveraged to use a feedback loop approach to 

communication when a large change is needed to occur. A feedback loop into the former 
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communication channels should include an emphasis on deep listening and dialogue. Both 

concepts of deep listening and dialogue are discussed throughout leadership literature but 

Dickson and Tholl (2020) discussed these concepts as part of a practical exchange to effective 

communication in healthcare, creating a meaningful exchange of information instead of merely a 

broadcast from on high. Dialogue in particular is important in quality healthcare delivery 

(Bendaly & Bendaly, 2012), encompassing team members who are committed to understanding 

the best practice, not just communicating their own point of view. 

Organizational Implications 

The findings, conclusions, and recommendations were shared with the SLT at CKHA at a 

Make-it-Happen dialogue event. The SLT was receptive to the recommendations and was 

involved in the final outcome of the change management framework as presented in the previous 

section of this chapter. This tool has been validated for use and the additional tools and strategies 

are being considered by their team. Buy-in from all levels of leadership are needed for the 

official adoption of this framework, and this will be presented to the board of directors and at the 

leadership forum, which is a monthly meeting that includes all leadership team members at the 

organization. 

As was discussed in my initial sponsor meeting with Lori Marshall, CEO, adoption of the 

change framework is an organizational requirement as outlined by Accreditation Canada (2017). 

The SLT is motivated to undertake changes within their organization to implement a change 

framework and have worked with me to validate the framework presented in this research study 

(see Figure 4). In keeping with the recommendations of this study, input from all stakeholders 

will be considered when implementing this change and the final framework may look different 

from the one presented in this thesis. If the recommendations are not implemented and a 
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framework is implemented without input from all levels, the SLT risks having poor adoption of 

the framework, as it was discussed throughout the recommendations. Ensuring senior leaders’ 

actions match their espoused vision is crucial to avoid disengagement, resentment, and 

frustration from all levels in the organization (Kotter, 1996a; Stroh, 2015). 

My aim in conducting this research was to create an experience for the frontline leaders 

at CKHA to engage in reflective practice through the interview phase and shared learning 

through the group sessions. Through this experience, I have personally reflected on what I can do 

in my practice as a director at a large community hospital to increase engagement of the 

managers that report to me as well as the approximately 500 frontline staff in my portfolio. The 

most significant takeaway for me was to remind myself that leadership and change is not the 

responsibility of one sole person or one group, but the collective effort of many (By et al., 2016). 

Shared leadership is key to efficient, effective management in the Canadian healthcare 

landscape, and through undertaking this thesis and the conversations I have had with the 

participants, I have developed a clear understanding of the value of this leadership style (Bendaly 

& Bendaly, 2012). 

This thesis can add to the existing literature in contributing a perspective from a group of 

leaders in a fast-paced and underfunded environment like public health care in Canada (Dickson 

& Tholl, 2020). With an emphasis on practical application of the research, this thesis synthesizes 

and leverages existing knowledge and combines it into an actionable plan to improve 

engagement throughout a healthcare organization. Although my initial interest was in the 

frontline leadership team, the outcome is a change framework that can impact the entire 

organization in allowing all levels of staff to be involved in changes from their inception to their 

implementation. 
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Implications for Future Inquiry 

In conducting this study and in particular the literature search, I noted that the 

information about change frameworks in healthcare is not readily available beyond the few 

authors noted in this thesis. A suggestion for future research into this subject would be an 

analysis of current frameworks in use in the Canadian healthcare landscape. For this project, I 

reached out personally within my network and noted different organizations are doing things 

differently; much time and money could be saved if there were a concise and inclusive study on 

the change frameworks in use in Canada, perceptions surrounding their effectiveness, and even 

potentially correlated to performance metrics. 

Change responsiveness is a new term I found in the literature while conducting this thesis 

(Bendaly & Bendaly, 2012). As outlined in this study, the frontline leaders at CKHA stated 

responding to change was a primary function of their job. Further inquiry might be beneficial to 

explore what the perceptions of senior leaders and frontline staff are surrounding this topic. 

Change responsiveness in healthcare is of interest, and, as described in the research, change is 

nearly constant in healthcare. Understanding how this impacts patient care could be of vital 

importance to improving healthcare experiences for consumers and for public safety. 

Thesis Summary 

Lafontaine et al. (2020) provided an important reminder to the healthcare sector about 

change and represented the concept of change responsiveness as discussed in this thesis with the 

following statement: 

As leaders in health, we cannot be blind and judge others. We must be open to all 

possibilities and to the future because our responsibilities for shaping the health systems 



EXAMINING CHANGE RESPONSIVENESS IN HEALTHCARE  86 

have to be based on respect, equality, positive outcomes, flexibility, and adaptability 

while also working in true collaborations and partnerships. (p. 296) 

The outcomes of this study provide the SLT at CKHA with an actionable and inclusive 

change management framework to incorporate into their already robust Human Resources Plan 

(CKHA, 2018). As part of this inquiry, I conducted a systems analysis to understand the 

implications of the change in the organization and to learn how the stakeholders would engage in 

action research to answer the main inquiry question: How might frontline leaders at Chatham-

Kent Health Alliance contribute to a change management framework that could inform future 

change initiatives? 

The project sponsor, Lori Marshall, CEO of CKHA, supported this study by allowing me 

to engage the frontline managers in the pursuit of this inquiry. Through a qualitative mixed-

method sequential approach I was able to gather data from the participants. The first data 

collection method involved semistructured interviews with seven frontline leaders at CKHA. The 

data from the interviews generated some preliminary themes, which allowed for more in-depth 

research in a small group activity. For the small group activity, which was the second data 

collection activity, I had eight participants in two groups of four with some participants from the 

interviews also participating in the group activity. The small groups reviewed and discussed the 

themes from the interviews and participated in a modified 1-2-4-all approach (Lipmanowicz, & 

McCandless, 2014), in which the participants discussed frameworks in groups of two and then 

back in the larger group of four. I then polled attendees to select the top two frameworks. After 

all the data were gathered, I completed a language analysis of the interviews to allow for a final 

analysis of the words used and in which context. I evaluated and cross referenced the themes 

from all three data analyses to validate the themes that emerged from all data collection events. 
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Four main themes emerged from the data: (a) perceptions and adaption to change, 

(b) input from managers and frontline staff versus tokenism, (c) communication, and 

(d) understanding the change and applying context. Based on these findings, I concluded that the 

frontline leaders at CKHA respond to change in a positive way as a function of their role in the 

organization. I also concluded that stakeholder input from the people living with the change is 

vital to change adoption. Staff and managers are attuned to when real input is garnered versus 

asking for input when the decisions are made and further changes to the implementation will not 

be adopted. One of the main challenges the participants face involves communication; any 

change framework adopted needs to have a reliable and systematic internal and external 

communication process. Finally, the study concluded that the frontline leadership team at CKHA 

have the existing tools and knowledge to implement a change management framework. 

As reviewed in this chapter, the recommendations of this study involve CKHA adopting a 

change management framework that encompasses the necessary components required by 

Accreditation Canada, but also include the themes that are important to those who must 

implement changes in the organization. At the Make-it-Happen meeting, the SLT and I discussed 

the next steps, which involves validating this change management framework. I offered to 

remain involved for future presentations to the frontline leaders and board of directors and to 

hand off to their corporate improvement team. Through this involvement the management 

framework as presented here might change slightly in terms of which tools are used, but the SLT 

and I agreed the founding principles based on the themes uncovered here will remain. 

In my own practice and at CKHA, engaging in this research was an important step in 

bringing awareness to how one leader can impact a small or large part of an organization. I 

believe an important takeaway of this research is for me, the SLT, and the participants to think of 
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how our own personal values and perceptions impact the work and life of others. As a part of a 

larger system, each individual has a role to play in engaging with those around them to ensure 

the safe delivery of care; however, as By et al. (2016) pointed out, change leadership is actually 

an oxymoron. No one individual is responsible to make a change happen, even though it may 

feel that way—a collective effort is required to bring forward change that impacts communities 

all over Canada. Change responsiveness is poised to allow healthcare leaders and employees to 

respond and adapt to transformations in their environment and increase their team’s effectiveness 

when it comes to implementing and sustaining changes. Getting this right is important now more 

than ever, as with a global pandemic, the collective gaze is upon healthcare organizations. 

Working together can mean that CKHA, and hospitals all over, can be greater than the sum of 

their parts (Senge, 2006).  
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Appendix A: Research Proposal Poster for SLT 

 

Frontline Leadership at 
Chatham-Kent Health Alliance

Who I will engage in my 
project?

How they will be engaged? 

Sequence of engagement 
approaches and data-
gathering methods 

CKHA – Frontline     
Leaders. For this 
project frontline 
leaders are defined 
as the first and 
second level of 
leaders in 
supervisory roles. 

Virtual 
engagement

Semi-structured 
interviews:
• 30 min - key 

questions 
• 60 minutes –

broad questions 
OR

• 90 min –
questions and 
encouraged 
narratives for rich 
data

Small group methods:
• 60 min activity 

based on themes 
from interviews

• Groups of 3-4 

Goal: Understand 
the perceived 
barriers and 
challenges facing 
frontline leaders 
in the Ontario 
Healthcare 
System 

Recommend 
priority items and 
actionable outcome

Leadership 
Development: 

How might 
frontline 
leaders at 
CKHA 
incorporate 
ongoing 
leadership 
development 
activities into 
practice?

Team 
Effectiveness: 

How do 
frontline 
leaders at 
CKHA 
contribute to 
a ‘culture of 
trust’ to 
create a 
healthy 
organizational 
climate?

Resiliency in 
Constant 
Change: 

How might 
frontline 
leaders at 
CKHA 
increase 
resiliency and 
respond to 
changes in 
the Ontario 
Healthcare 
System?
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Appendix B: Semistructured Interview – Questions 

• What does change responsiveness mean to you? 

o Describe change responsiveness and discuss. 

• Tell me about a change initiative you have been involved in, what was your biggest 
lesson? 

• Tell me about a time where changes were occurring and you had to adjust your leadership 
strategy to respond. 

• What behaviours have you exhibited in the past that have been not responsive or helpful 
to a change initiative's success? 

• What is your first reaction to a proposed change? 

• How do you define change implementation success/failure? 

• Describer your ideal future state for responding to change in your organization.  

• What do you need to feel supported from senior leadership during a change rollout? 
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Appendix C: Script prior to interview engagement 

Thank you for agreeing to participate in this research. I would like to take this opportunity to 
remind you that you have the right to withdraw from this research at any time. Once this 
interview is complete, I will send you the transcript within. You will have an opportunity to 
review the transcript and make any changes to your submission. Once the transcript is complete 
the identifying information will be removed, and the recording will be destroyed. If you agree to 
continue, simply say yes. If you have further questions, we can stop the interview at any time to 
address any concerns. 
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Appendix D: Protocol - Small-Group Activity 

Objectives 

• Explore themes generated from the interviews. 

• Recognising how thoughts and attitudes impact change. 

• Identify change management processes necessary to implement a formal framework. 

Discussion Questions 

• How do these themes relate to your personal experience with change?  

• Is there anything that does not belong?  

• Anything need to be added?  

________________________________________________________________________ 

Outcome 

Liberating structure exercise – 2:4:1:all  

Review and recommend a change framework to the Senior Leadership Team at CKHA. Use poll 
to pick top two (2), frameworks and a poll to relate the framework to the themes. Discussion on 
importance of themes in framework.  
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Appendix E: Slideshow Presentation for Small Group Session 
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Appendix F: Introduction Letter 

To Leadership Forum, 

I am hoping that most of you have received your second dose now or have an appointment 
booked. For me it is also a relief to see others in my family getting first and second doses. The 
promise of seeing family and friends that we’ve missed over the last year and a half is so 
heartwarming. I hope that each of you are starting to think about this summer and taking some 
time to rest and rejuvenate. Make sure you schedule that time off and find someone to cover you 
– that will make it official. I know I have to resist the temptation of saying I’ll take a few days 
off here and there and then something always comes up. As I mentioned in our meeting last 
week, please avoid starting to work on “projects” or other initiatives right now. Carefully think 
about what you say “yes” to or what you are asking others to do. Also think about actions you 
can take now that will set you up for success in the fall. 

And, here I come with a request (that I’d like you to think more about as an optional 
opportunity). I am writing you to let you know about a research study that you have the option to 
take part in. The research study is being conducted by Nicole Krywionek a student in the Master 
of Arts in Leadership program at Royal Roads University. Nicole is also a fellow healthcare 
leader and currently on leave from her job as a Director at Windsor Regional Hospital. Nicole 
chose our organization to complete the thesis component of her Masters with on the basis of our 
leadership reputation. That says something about all of us. I am contacting you because the target 
demographic for this research is the frontline leadership team at CKHA. 

This study is being done to learn more about frontline leadership and change responsiveness in 
today’s healthcare landscape. 

The reason we want to know more about change responsiveness is to adopt a formal change 
framework for our organization in the future. Whatever framework we adopt will be in 
accordance with the Accreditation Canada standards. Participating in this study will allow for 
your voice to be heard in the initiation of this project at CKHA, it will also be a unique 
opportunity to reflect on changes in the healthcare system and engage with your colleagues about 
issues and barriers our organization is facing in relation to change responsiveness. 

Taking part in research is voluntary. I would like to highlight that I will not have any access to 
the information you provide nor will I know who decides to participate and who does not. You 
may choose not to take part. 

Nicole will follow up this email with her contact information and an information letter detailing 
the research study and an email you can respond to in order to opt in or out of the research. 
Again, I will have no knowledge of who participates, but I encourage you to read the information 
carefully and discuss any questions with Nicole once she reaches out. 

Thank you for your time and commitment. 

Best regards, 
Lori 
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Appendix G: Inquiry Team Agreement  

Organization Participating in the Inquiry 
Chatham-Kent Health Alliance 
80 Grand Ave W, 
Chatham, ON 
N7M 5L9 
 
Inquiry Team –  
[TEAM MEMBER NAME 1] 
[TEAM MEMBER NAME 2] 
[TEAM MEMBER NAME 3] 
 
RRU MA in Leadership Student 
Nicole Krywionek 
Phone:  [PHONE NUMBER] 
E-mail: [EMAIL ADDRESS] 
Cohort: Master of Arts in Leadership – Health 2019 
 
Academic Supervisor 
Gwen DuBois-Wing 
Phone:  [PHONE NUMBER] 
E-mail: [EMAIL ADDRESS] 
 
Committee Member, 2nd Faculty Member 
Guy Nasmyth 
Phone:  [PHONE NUMBER] 
E-mail: [EMAIL ADDRESS] 
 
Roles and Responsibilities 

The MA in Leadership student, and the Inquiry team agree to participate in the successful 
completion of the proposed project. 
Project Description, Action Steps and Milestones 
The thesis goals, process, and anticipated outcomes are described in the thesis proposal. The 
thesis proposal highlights the activities to be completed, the study milestones, and the 
involvement of Chatham-Kent Health Alliance (herein referred to as the Organization) and its 
employees and other participants. 
 
Confidentiality 
The MA in Leadership student agrees to honour individual and corporate confidentiality and 
non-disclosure guidelines. The Organization agrees to allow the student every opportunity to 
canvas and collect data from individuals and groups identified in the attached project proposal.  
 
The Organization’s project participants will be asked to formally acknowledge that the 
information they provide to the researcher will be handled in a confidential and privileged 
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manner, as described in the Royal Roads University Research Ethics Policy (2011), accessible on 
the RRU Web site at: http://www.royalroads.ca/research/ethical-reviews/ 
Individual and group identity that would allow for the identification of individuals will not be 
disclosed to the Inquiry Team or any other members of the Organization. 
 
Commitment 
The role of the Inquiry Team is to assist with logistics in regard to the organization, for example, 
access to the list of frontline managers and their contact emails. Zoom links for meetings, 
assistance with scheduling, and access to internal documents such as the HR plan.  
 
Endorsement 
We the undersigned agree to abide by the arrangements and statements contained in this Letter of 
Agreement and have reviewed and approved the Thesis Proposal. 

    
Team Member Date MA Leadership 

Student 
Date 
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Appendix H: Research Communication Email 

Hello Leadership Forum, 

My name is Nicole Krywionek, I am pursuing my Master of Arts Degree in Leadership 
requirement at Royal Roads University, and I am writing to you today to provide further 
information on a research project that I am conducting. Lori Marshall CEO of Chatham Kent 
Health Alliance and members of the senior leadership team has approved this project, and I have 
received permission to contact potential participants for this purpose. 

The purpose of my research is to explore frontline leaders and change responsiveness in today’s 
healthcare environment. For the purpose of this research FRONTLINE LEADER is defined as; 
the first level of management in supervisory roles. I will follow up this email with an email 
directly to the eligible participants. 

The data collected in this research will result in recommendations for the adoption of a formal 
change framework in accordance with the Accreditation Canada Leadership Standard 6.4. 
Participating in this study will allow for your voice to be heard in the initiation of this project at 
CKHA, it will also be a unique opportunity to reflect on changes in the healthcare system and 
engage with your colleagues about issues and barriers your organization is facing in relation to 
change responsiveness. 

The senior leadership team at CKHA will not know who has participated, who has not 
participated, and who has withdrawn. 

The data collected in this study will be anonymized, no personal identifiers will be shared in the 
outcome of this study. 

Please review the attached information letter for a detailed summary of the research and how the 
data will be used. 

Please feel free to contact me at any time should you have additional questions regarding the 
project and its outcomes. 

If you would like to participate in my research project, an opportunity will be presented in a 
follow up email directly to the intended eligible participants. If you feel you have been left out 
and you meet the eligibility criteria please do not hesitate to contact me. 

Name: Nicole Krywionek 
Email: [email address]  
Telephone: [telephone number] 

Sincerely, 
Nicole Krywionek 

Student - Master of Arts in Leadership – Health 
Royal Roads University 
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Appendix I: Research Information Letter 

Change Responsiveness and the Frontline Leader 

My name is Nicole Krywionek and this research project is part of the requirement for a Master of 
Arts Degree in Leadership- Health at Royal Roads University. You can confirm my registration 
at Royal Roads University by contacting the Program Head, Cheryl Heykoop at [email address]. 

Purpose of the study and sponsoring organization 

The purpose of my research is to explore the thoughts and feelings of frontline leaders regarding 
change in today’s healthcare environment. This research aims to add to the existing knowledge 
of change responsiveness and leadership in the face of constant change. An outcome is to 
provide recommendations to the Senior Leadership Team at CKHA regarding the adoption of a 
formal change framework. The guiding inquiry question I am exploring is: How might frontline 
leaders at Chatham-Kent Health Alliance contribute to a change management framework that can 
inform future change initiatives? 

Your participation and how information will be collected 

The research will consist of two phases. The first phase is an interview over Zoom and is 
estimated to last approximately 30 minutes. Eight to ten managers will be chosen for this phase 
of the study on a first-to-reply basis, allowing for managers from different backgrounds such as 
facilities, clinical, etc. Phase two will consist of a small group activity with other leaders in the 
organization to discuss their thoughts and feeling about change in the healthcare system. This is 
estimated to last 1.5 hours. Phase two will be open to all managers and broken down into smaller 
groups at random if participation numbers allow. The anticipated questions include: 

1.  What can the frontline leaders learn from current and previous change initiatives they have 
participated in? 

2. What are the prevailing attitudes towards change in the CKHA frontline leadership team? 

3. What does change responsiveness look like at CKHA? 

4. What strategic processes can the leadership team use to implement a change-management 
framework at CKHA? 

Benefits and risks to participation 

Some of the individual benefits to you as a participant would be to take time to reflect on your 
practice. Reflection allows for learning and personal development; this might even be a 
requirement to your professional college for reflective practice. Participating in the group 
activity might benefit the participants by participating in group learning and create a shared 
experience that could benefit work relationships. Also discussing change responsiveness 
strategies can create a shared language in the organization to assist with future change initiatives. 
One outcome of this research will be to choose and construct a change management framework 
that might be adopted by the senior leadership team at CKHA. The benefit for the individual and 
the organization would be to have the leaders that need to navigate the framework be an integral 
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part in choosing and creating a framework that will align with the organization and their own 
vision for the future of the organization. 

Inquiry team 

For this research I am coordinating with the following members of the CKHA leadership team. 

Sponsor – Lori Marshall, President and C.E.O; 

Please note Lori will have no knowledge of who participated and who did not, nor will she 
have access to the data. All quotes or comments will be anonymized before being included 
in the final report. 

Inquiry Team - Lauren Wieringa, Director of Information Systems, Information Systems 
Department; Melissa Johnson, Director of Planning, Performance, and Health Information; and 
Justin Turkington, Director of Human Resources & Organizational Development 

The role of the Inquiry Team is to assist me with logistics in regard to the organization, for 
example, access to the list of frontline managers and their contact emails. Zoom links for 
meetings, assistance with scheduling, and access to internal documents such as the HR plan. 
They will not have knowledge of who participated and who did not, nor will they have access to 
the data. All quotes or comments will be anonymized before being included in the final report. 

Real or Perceived Conflict of Interest 

I am not an employee of CKHA, I am currently employed as the Director of Critical Care at 
Windsor Regional Hospital. I am not acting in this capacity in this research study but as a student 
of Royal Roads University. I am the principal investigator of this study; I will conduct the 
interview and facilitate the group activity. 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. Electronic data (such as transcripts, email consent or audio files) will 
be stored on a password protected computer on my home computer. Information will be recorded 
in hand-written format, the Zoom sessions will be recorded to my home computer 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. I will keep the data 
only long enough to defend my thesis and write any follow up reports or papers and then the 
information will be destroyed. None of the retained information will be identifiable to an 
individual person it will all be anonymized. 

Due to the nature of group methods, it is not possible to keep the identities of the participants 
anonymous from the researcher or the other participants. I ask that the participants respect the 
confidential nature of the research by not sharing names or identifying comments outside of the 
group. 
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Online Meeting Software 

Zoom is a US-based applications data may be stored on servers in the United States and may be 
subject to examination by government or law enforcement under the Patriot Act. While this 
likelihood is small, I am required to let you know this possible risk so that you can make a fully 
informed decision of whether or not you wish to participate. 

Sharing results 

In addition to submitting my final report to Royal Roads University, in partial fulfillment for a 
Master of Arts Degree in Leadership – Health, I will also be sharing my research findings with 
Chatham-Kent Health Alliance in the form of a report. The data you contribute will be used in 
the final report and any other potential outputs (articles, conference presentations, newsletters, 
etc.). The research report will be disseminated to the senior leadership team electronically and 
presented in a meeting. It will also be disseminated to all participants via email. 

Procedure for withdrawing from the study 

The data collected in this study will be anonymized, no personal identifiers will be shared in the 
outcome of this study. Your participation in this research is voluntary and you have the right to 
remove yourself from this study at any time without prejudice. To withdraw simply reply to this 
email indicating your desire to withdraw. 

You are not required to participate in this research project. By replying directly to the e-mail 
request for participation you indicate that you have read and understand the information above 
and give your free and informed consent to participate in this project. A subsequent consent will 
be provided for each session. 

Once you are selected for the interview portion an email invitation will be sent, if you would like 
to propose a different time slot please do so by using the “propose a new time” function on 
Microsoft Outlook. 

For the group activity, an email will be sent with the proposed dates. Please respond with which 
sessions that work best for your schedule. 

If you have any questions about this inquiry, please contact: 

Name: Nicole Krywionek 
Email: [email address] 
Telephone: [telephone number] 

Sincerely, 
Nicole Krywionek 

Student - Master of Arts in Leadership – Health  
Royal Roads University 

Please keep a copy of this information letter for your records 
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Appendix J: Letter of Invitation to Potential Participants 

Hello, 

Sorry if you are receiving this email twice. I am sending to two group emails to ensure I have 
everyone covered. 

Your name was chosen as a prospective participant in my research study because you are a 
member of the frontline leadership team at CKHA. 

The data collected in this research will result in recommendations for the adoption of a formal 
change framework in accordance with the Accreditation Canada Leadership Standard 6.4. 
Participating in this study will allow for your voice to be heard in the initiation of this project at 
CKHA, it will also be a unique opportunity to reflect on changes in the healthcare system and 
engage with your colleagues about issues and barriers your organization is facing in relation to 
change responsiveness. 

You are not required to participate in this research project. If you do choose to participate, you 
are free to withdraw at any time without prejudice. 

I will hold your decision whether or not to participate in confidence. The senior leadership team 
at CKHA will not know who has participated, who has not participated, and who has withdrawn. 

The data collected in this study will be anonymized, no personal identifiers will be shared in the 
outcome of this study. Even though your participation in this research is voluntary and you have 
the right to remove yourself from this study at any time without prejudice. 

Please review the attached information letter for a detailed summary of the research and how the 
data will be used. 

Please feel free to contact me at any time should you have additional questions regarding the 
project and its outcomes. 

If you would like to participate in my research project, please reply to this email or contact me 
at: 

Name: Nicole Krywionek 
Email: [email address] 
Telephone: [telephone number] 

Sincerely, 
Nicole Krywionek 

Student - Master of Arts in Leadership – Health  
Royal Roads University 
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Appendix K: Research Consent Form – Individual Interview 

Thank you for agreeing to participate in this study about change and leadership; By sending this 
form, you agree that you are over the age of 19 and have read the information letter for this 
study. You are giving your voluntary and informed consent to participate in this project and the 
following: 

§ the interview will be recorded, and a transcript will be produced 
§ you will be sent the transcript and given the opportunity to correct any factual errors 
§ the transcript of the interview will be analyzed by Nicole Krywionek as research 

investigator 
§ access to the interview transcript will be limited to Nicole Krywionek and academic 

colleagues and researchers with whom she might collaborate as part of the research 
process 

§ any summary interview content, or direct quotations from the interview, that are made 
available through academic publication or other academic outlets will be anonymized 
so that you cannot be identified, and care will be taken to ensure that other 
information in the interview that could identify yourself is not revealed 

§ the actual recording will be destroyed after the transcript is completed (within 10 days 
after the interview) 

§ any variation of the conditions above will only occur with your further explicit 
approval 

All transcripts will be destroyed after the study. 

By signing this form, I agree that; 

1. I am voluntarily taking part in this project. I understand that I don’t have to take part, 
and I can stop the interview at any time. 

2. The transcribed interview or extracts from it may be used as described above. 
3. I have read the Information sheet. 

4. I don’t expect to receive any benefit or payment for my participation. 
5. I can request a copy of the transcript of my interview and may make edits I feel 

necessary to ensure the effectiveness of any agreement made about confidentiality. 
6. I have been able to ask any questions I might have, and I understand that I am free to 

contact the researcher with any questions I may have in the future. 
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 I consent to the audio recording of the Zoom interview 

 I consent to the video recording of the Zoom interview 

 I consent to quotations and excerpts expressed by me through the Zoom interview be 
included in this study, provided that my identity is not disclosed 

 

Name: _____________________________ 

Date: ______________________________ 

(Please fill in above sections by typing in the information in the space provided and attach to 
your email reply – no signature is needed. The email from your CKHA account I will take this as 
consent to participate) 

** Your participation in this research is voluntary and you have the right to remove yourself 
from this study at any time without prejudice. 
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Appendix L: Follow-Up Email Interview 

Hello, 

Recently I sent you a request to participate in an important research study of frontline managers 
conducted by myself and the senior leadership team at CKHA. Please consider adding your 
feedback on your experiences as a frontline leader at CKHA. 

I still have openings for one on one interviews and the group sessions that will follow. 

Thanks to those who have participated already. Looking forward to working with you soon. 

You may opt in by simply responding to this email. 

Sincerely, 
Nicole Krywionek 

Student - Master of Arts in Leadership – Health  

Royal Roads University 
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Appendix M: Chatham Kent Health Alliance Mission, Vision, and Values 

Mission 

One Team - Two Sites: Serving Chatham & Rural Kent. 

Vision 

Together, Growing a Healthier Community 

Values 

CKHA CARES 

Collaboration 
Accountability 
Respect 
Excellence 
Safety 

 

Note. From Mission, Vision, Values, History (para. 2–12), by Chatham-Kent Health Alliance, 
n.d. (http://www.ckha.on.ca/mission-vision-values-history). 
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Appendix N: Email Invitation Small Group Session (Meeting Invite) 

Hello, 

I am sending this invitation as an opportunity for you to participate in a research 

workshop where we will discuss change responsiveness, and look at several change frameworks 

in order to recommend a potential framework to the senior leadership team. As was mentioned in 

previous emails, I am conducting a research study that looks at change responsiveness and the 

frontline leader with the ultimate goal of introducing a new change framework at CKHA.  

This is one of two invitations.  

Please only accept one invitation, and also please ensure to RSVP either way so I can 

plan for the amount of participants at each session. I have scheduled a 90 minute session but 

depending on the amount of participants this might be less.  

This is a group activity therefore you will be working with others in your organization, I 

will keep our discussion confidential and I am asking that participants do so as well. I have 

attached the Research Information Letter to this meeting for your information.  

Thanks to those who have participated in the interviews so far and I look forward to 

working with you all on this workshop.  

 

Nicole Krywionek  

Royal Roads University Master in Leadership - Health 
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Appendix O: Group Session Consent 

By sending this form, you agree that you are over the age of 19 and have read the 

information letter for this study. Your voluntary and informed consent to participate in this 

project. The data you contribute will be used in the final report and any other potential outputs 

(articles, conference presentations, newsletters, etc.). All data will have the identity of the 

contributor removed for publication. As the researcher, I will maintain your confidentiality, 

but I cannot promise this on behalf of other participants. However, I will request that all 

participants respect the confidential nature of this study and not share identifying information 

with others. 

All recordings and transcripts will be destroyed after the study. 

 I consent to the audio recording of the Zoom Group Activity 

 I consent to the video recording of the Zoom Group Activity  

 I consent to quotations and excerpts expressed by me through the Zoom Group 

Activity be included in this study, provided that my identity is not disclosed. 

 I commit to respecting the confidential nature of the group method by not sharing 

identifying information about the other participants 

Name: _____________________________ 

Date: ______________________________ 

(Please fill in above sections by typing in the information in the space provided and 

attach to your email reply – no signature is needed. The email from your CKHA account I will 

take this as consent to participate) 
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Appendix P: Group Activity Script for Confidentiality and Right to Withdraw 

Thank you for agreeing to participate in this group activity. I would like to take this 

opportunity to remind you that you have the right to withdraw from this research at any time. 

Once this activity is complete, I will send you the transcript within 10 days. You will only 

receive a transcript with your own data. You will have an opportunity to review the transcript 

and make any changes to your submission. Once the transcript is complete the identifying 

information will be removed, and the recording will be destroyed. Once the identifying data is 

removed you will no longer be able to withdraw your statements. Please keep everything 

discussed here today confidential. All efforts are made on the part of the researcher to maintain 

confidentiality of the participants. If you have further questions, we can stop the activity at any 

time to address any concerns.  
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Appendix Q: Slideshow Presentation for Senior Leadership Team Make-it-Happen 

Meeting 
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