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Summary 

Burnout has received attention for the reported negative impacts on healthcare 

workers worldwide. The primary aims of this thesis were to explore the workplace 

experiences of patient-facing staff who work in Australian public hospitals, and to investigate 

the impact of hospital management interventions to address burnout among staff.  

The exploratory qualitative study using 73 semi-structured interviews identified that 

patient-facing staff at an Australian public health service did not experience burnout. Instead, 

they experienced long-term stress as a consequence of perceived workplace uncongeniality. 

Specifically, the workplace was perceived to be uncongenial largely due to the negative 

interpersonal interactions experienced from middle management. 

 A disconnect between work-as-imagined by hospital managers and work-as-done by 

patient-facing staff, highlighted why interactions between management and staff may have 

been perceived as negative. Negative perceptions of management, stemming from participant 

experiences, revealed a lack of respect and trust for the health service’s management among 

patient-facing staff.  

The impact of the perceived negative interactions with managers was illustrated in a 

crisis escalation model. The model used crisis management theory to chart the development 

of an escalating situation that threatened the ability of staff to provide safe care. Broken 

psychological contracts, the use of autonomous adaptation away from managers who were 

distrusted by staff, and dwindling morale, were found to escalate the crisis and increase staff 

stress.   

These finding suggest improved relationships in the workplace could contribute to 

improved perceptions of congeniality, and lowered experiences of stress of patient-facing 

staff. By following crisis management theory, public healthcare managers can receive 

guidance on how to identify and resolve similar escalating situations in their workplace.  
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Chapter 1 Introduction 

Problem Statement 

Media and literature are increasingly reporting a systemic staff burnout crisis in 

healthcare. Burnout is a syndrome where a person experiences a diminished sense of 

competence, cynicism, and exhaustion associated with workplace stress, which erodes the 

individual’s desire and ability to continue working. Individuals who are burned out have 

reduced capacity to perform, and higher rates of turnover. These outcomes impact the 

sustainability of the healthcare workforce. Burned out individuals are less able to contribute 

to the needs of a team, as their cynicism and exhaustion erode morale and camaraderie, which 

in turn can increase the workload burden for their colleagues. Employees with high 

workloads are less available to provide mentorship and training to junior workers, which 

impacts the knowledge base of future staff and can affect the quality of care received by 

patients. High rates of turnover due to workplace dissatisfaction, exhaustion, and changes in 

profession, further reduce the long-term performance and availability of the healthcare 

workforce. 

Systemic crises are situations that have not been resolved and have become chronic 

crises, embedded in a wider system. Burnout has been identified as a systemic crisis, given its 

reported prevalence in healthcare organisations in different countries. It is a concern that 

there is a gap in knowledge about how burnout is experienced by patient-facing healthcare 

staff, and how it impacts their experiences of the workplace. This thesis aims to address this 

knowledge gap by exploring patient-facing staff experiences in an Australian public hospital 

workplace. Identifying staff experiences of burnout can assist healthcare organisations to 

understand and address this crisis.  
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1.1 Background 

The motivation for this research thesis originated from international coverage of the 

issue of clinician burnout (Davis, 2018; Learner, 2011; Lemaire & Wallace, 2017; McHugh, 

Kutney-Lee, Cimiotti, Sloane, & Aiken, 2011; Witt, 2015; Xu, 2018). Clinical stakeholders 

in hospitals called for resolution to the escalating crisis of clinicians committing suicide, 

requiring psychiatric intervention, and making serious clinical errors as a result of their 

deteriorating mental health (Learner, 2011; Witt, 2015). The subsequent ongoing Twitter 

campaign #MH4DOCS (Mental Health for Doctors) sought to raise awareness for more 

meaningful interventions than superficial wellness protocols and satisfaction surveys (Witt, 

2015). Despite a wealth of academic literature on the causes, symptoms, and potential 

mitigating factors of burnout (Armon, 2014; Brunetto & Teo, 2013; Bryson, Forth, & Stokes, 

2017; Dishon-Berkovits, 2014; Omar et al., 2015; Salyers, Flanagan, Firmin, & Rollins, 

2015; Shin et al., 2014), criticism of ineffective wellness programs in both the news and 

social media continues to suggest that empirical evidence is not well utilised in the design 

and delivery of wellness practice (McCartney, 2015; Modi, 2018). However, these media 

reports may be subject to bias. To balance the potential bias of media reports, triangulation 

with scholarly sources is used to generate a well-rounded perspective of the issue.  

Kendrick, Bartram, Cavanagh, and Burgess (2017) outlined how good governance 

and leadership during a hospital’s greenfield construction stage improved workplace stability 

and employee satisfaction. Providing adequate support and meaningful change in a crisis, 

hospital leaders positively impacted the working environment through effective crisis 

management (Kendrick et al., 2017). Conversely, poor crisis management has negative 

impacts on staff wellbeing and morale, including making a mild issue into a more serious 

crisis situation and/or a disaster (Amos, 2019; Flanagan, 2012; Ketchen, 2014).  
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1.2 Need for the Study  

Health systems failures are not rare occurrences in the context of the Australian health 

system (Boyle, Mackay, & Stockman, 2021; Morris, 2006; Schneider et. al., 2021). Despite 

this, the quality of healthcare provision in Australia remains at a high standard (Hall, 2015). 

The issue of employee burnout in hospitals is growing in urgency as reports of work 

intensification and poor clinical staff mental health contribute to an escalating global 

crisis (Back, Steinhauser, Kamal, & Jackson, 2016; Davis, 2018; Mihail & Kloutsiniotis, 

2016). Increasing reports of poor mental health among doctors in Australia (Thomas, Ripp, & 

West, 2018) and other parts of the world contribute to what has been termed a burnout 

crisis (Aasland, 2013; Caesar, Barakat, Bernard, & Butler, 2020; Takemura, Kunie, & 

Ichikawa, 2019; Thyer, Simpson, & Nugteren, 2018; Wible, 2018). In their attempt to define 

burnout, authors have described it as a syndrome (Dyrbye et al., 2017) or ‘a stress state 

characterised by symptoms of mental exhaustion and physical fatigue, detachment from 

work, and feelings of diminished competence’ (Danhof-Pont, van Veen, & Zitman, 2011 p. 

505). Historically, the concept of burnout stemmed from descriptions of white-collar workers 

who suffered from reduced enthusiasm, and feelings of fatigue, related to their work 

(Freudenberger, 1974). Distinct from the theologically recognised term of ‘accidie’ (Cassian, 

2000), and Tudor usage of the term ‘melancholy’ (Forman & Napier, 1596-1634), burnout 

was defined as a work-specific phenomenon affecting physical health and job satisfaction 

(Ginsburg, 1974).  

The modern term of burnout is distinct but related to similar wellness and mental 

health concepts, such as emotional labour and fatigue, due to the severity of burnout as 

a negative psychological state (Sigsbee & Bernat, 2014). Burnout is the end result of long-

term, sustained negative experiences such as stress, emotional labour and unmitigated fatigue 

(Dishon-Berkovits, 2014) in addition to poor work-life balance and lack of adequate support 
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networks (Armon, 2014; Daverth, Hyde, & Cassell, 2015). Some authors are beginning to 

make links between burnout and early-stage depression (Tóth-Király, Morin, & Salmela-Aro, 

2021) which is used to explain the increased likelihood of physician suicide after reports of 

experiencing the burnout syndrome (Bianchi, Schonfeld, & Laurent, 2015a). Despite the 

recognition of burnout as a syndrome or occupational phenomenon few effective prevention 

and resolution interventions have been identified to address burnout among clinicians.   

Management-implemented wellness programs have proven to be largely 

ineffective, leading to calls for a better understanding of how working conditions impact 

employees (ColinTaylorMD, 2018; Learner, 2011; Witt, 2015). Different perspectives 

on hospital staff mental health include findings of burnout and exhaustion being mitigated by 

positive lifestyle factors such as healthy relationships (Taku, 2014), exercise (Armon, 2014), 

positive affect and empowerment (Dyrbye et al., 2017; Fan et al., 2014; Willard-Grace et al., 

2014), and adequate levels of sleep (Olson, Kemper, & Mahan, 2015; Rosen, Gimotty, Shea, 

& Bellini, 2006). While these identified mitigators for burnout are focused on the individual, 

other influences derive from the organisational environment – such as leadership practices 

and shift length (Brunetto & Teo, 2013; Shacklock, Brunetto, Teo, & Farr-Wharton, 2014). 

As Australian public hospitals were on the cusp of workforce shortage crises long before the 

impacts of the 2020 global pandemic (Department of Employment, 2017), 

identifying effective management strategies against burnout and its impacts are more 

important than ever (BeyondBlue, 2013).  

In addition, an Australian Medical Association survey on staff satisfaction and 

employee wellbeing reported that organisational leadership was slow to react, and/or lacked a 

response to the burnout issue (AMA, 2017). While the literature is clear on how burnout is 

experienced by individuals, there has been little research on how management activities (or 

lack thereof) influence burnout in a hospital working environment. Similarly, there has been 
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little research on how hospital management activities directed towards burnout impact 

staff performance and safety.   

1.3 Overview of the Western Australian Health System 

The Australian health care system is a state-based system whereby each state (such as 

Western Australia (WA)) governs its own public and private networks (Duckett & Willcox, 

2015). WA is Australia’s largest state based on land area (Australian Government, 2021). 

With an estimated population of 2.6 million (City of Perth, 2021), the residents of the state 

are scattered across this land mass, with clusters of metropolitan settlements along the south-

western coast. For this reason, the WA Country Health Service covers approximately 531,000 

people across 2.5 million km2 (Government of Western Australia, 2021b). 

The wider region of Perth (including its central business district and surrounding 

metropolitan region) hosts approximately 1.93 million people, making it the country’s fourth 

most populated capital city (Australian Bureau of Statistics, 2016). With the average life 

expectancy of Perth residents currently 80 years of age, and the median age of residents 

around 32 years (Australian Bureau of Statistics, 2016), the health of Western Australians is 

positively compared to other Australian states (Australian Bureau of Statistics, 2018). The 

demographics of Perth are multi-cultural, with the 2012 census recording that approximately 

40% of residents were born overseas (Australian Bureau of Statistics, 2016). Despite being 

recognised as one of the world’s most isolated cities, Perth consistently scores high on 

liveability surveys, where it was ranked sixth behind Tokyo in 2021 (The Economist 

Intelligence Unit, 2021). Part of Perth’s appeal has been attributed to the relatively low cost 

of living for an Australian capital city, with rent costing approximately 45% less than 

equivalent homes in Sydney (Numbeo, 2021), its sunny climate, and a large agricultural 

sector providing locally-produced food for both domestic and international consumption 

(Government of Western Australia, 2021c).  
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The WA healthcare system is served by both public and private providers. This study 

focuses on public hospitals governed by the State Department of Health. The WA public 

health system is divided into five regions: the North Metropolitan; South Metropolitan; East 

Metropolitan; the Department of Health, Child and Adolescent Health; and the WA Country 

Health Service (Government of Western Australia, 2021a). The regions are supported by 

Health Support Services, PathWest (Pathology), and the Quadriplegic Centre. The five 

regions each govern a network of public hospital campuses, employing approximately 50,000 

staff across the state (Government of Western Australia, 2021a; Health, 2017). Full-time staff 

in the WA public health service are supplemented by casual and contract workers, creating a 

staffing mix of employees both internally and externally managed by individual hospitals.  

In 2004, a report was commissioned by the WA State Government to forecast 

population growth and model the requisite expansion of the public health system (Reid, 

2004). Known as the ‘Reid Report’, the document recommended the disassembly of the 

Royal Perth Hospital in Perth’s central business district to provision the construction of a 

large tertiary health campus in the south (Reid, 2004 p. 56). Other recommendations made by 

the report suggested an increase in beds to match population growth and specialty demands, 

such as those projected for Psychiatry, to prevent delays in treatment and discharge (Reid, 

2004 p. 13). Following this advice, Fiona Stanley Hospital, located south of the Perth central 

business district in the suburb of Murdoch, was commissioned and opened in 2016 (Western 

Australian Department of Health, 2015).  

However, not all of the recommendations of the Reid Report were followed. For 

example, large parts of Fremantle hospital were decommissioned to staff and supply the new 

site (Kendrick et al., 2017; Titelius, 2015). Multiple enquiries into the commissioning of 

Fiona Stanley Hospital were conducted after large budget overruns and reports of staff and 

patient dissatisfaction with the new facility (Beattie, 2015; Kagi, 2015; Macmillan & Strutt, 



7 

 

2015). The enquiries identified that the construction and opening of the new hospital was 

poorly managed (Kendrick et al., 2017). Some issues lingered as a consequence of the 

previous State Government not undertaking the full list of recommendations contained in the 

Reid Report, such as ambulance ramping (Forero et al., 2019) and Emergency Department 

crowding (Geelhoed & de Klerk, 2012). 

1.4 General Structure of Hospital Healthcare Teams in Australia 

In Australian public hospitals, clinical teams are structured based on the type of care 

provided. A typical healthcare team in an Australian, ward-based public hospital department 

is led by a clinical dyad. The clinical dyad takes the form of two senior clinicians (such as a 

consultant physician and a nurse-manager) who collaborate to provide care co-ordinated 

among a team of clinicians from a range of professional disciplines (Clouser et al., 2020). In 

the case of Psychiatry, a consultant physician and a nurse-manager may lead a team including 

social workers, nursing and physician staff, and an occupational therapist (Beer, 2009; 

Edward, 2005). These dyadically-led teams also liaise with other hospital departments, such 

as the Emergency department (Amos, 2019) and the Pharmacy department (Carvalhana & 

Flak, 2009; Everett et al., 2013; Zhuo, Farrell, McNair, & Krewski, 2014) to provide 

healthcare and to ensure patient flow from in-hospital services to outpatient services (Aragon 

Penoyer et al., 2014; Kind et al., 2012; Ubbink et al., 2014). At the next organisational level, 

the middle managers who supervise the team leaders, also tend to comprise clinical dyads. 

The clinical dyad model of leadership at the frontline of the public hospital is 

facilitated by hybrid management, comprising clinical and management roles (Burgess & 

Currie, 2013). Hybrid managers can take the form of traditionally recognised hybrids, such as 

nurse managers (Bonner & McLaughlin, 2014). However, less formal types of hybrid 

management can also occur, such as the case of management-trained consultant physicians 

(Kippist & Fitzgerald, 2009; McGivern, Currie, Ferlie, Fitzgerald, & Waring, 2015a). Hybrid 
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managers facilitate the translation of management directives to activities that can be used by 

clinical staff (Currie, Burgess, & Hayton, 2015; Quartz-Topp, Sanne, & Pöstges, 2018). An 

important distinction is that not all middle managers are hybrid managers, and vice versa. In 

the context of this thesis, the term ‘hybrid managers’ applies to staff in a dual leadership and 

clinical role. For clarity, ‘middle managers’ is used in this thesis to describe individuals in the 

organisational hierarchy above frontline workers regardless of their hybrid status.  

Beyond the structure of individual clinical teams, the Australian public hospital 

structure takes the form of intersecting hierarchies. The clinical hierarchy is integrated with, 

yet separately governed to the administrative hierarchy. In the administrative hierarchy, the 

hospital executive sets the financial and activity-based goals for the hospital (Goodall, 

Bastiampillai, Nance, Roeger, & Allison, 2015). The clinical hierarchy is overseen by clinical 

directors at the division level, who meet with the hospital executive on a regular basis to set 

and monitor local activity and funding targets (Goodall et al., 2015; Shanafelt & Noseworthy, 

2017; Swensen, Kabcenell, & Shanafelt, 2016), which is facilitated by the layers of 

administration and management throughout the health service.  

Ongoing practice as a physician specialist requires adherence to guidelines as set by 

clinical colleges, such as the Royal Australian and New Zealand College of Psychiatrists 

(RANZCP) (Royal Australian & New Zealand College of Psychiatrists, 2020). These 

guidelines are evidence-based, and are necessary to maintain patient safety. Breach of these 

guidelines can result in the loss of fellowship and demotion from a specialist’s position. Thus, 

when directives between the hospital executive and the college conflict, clinical directors 

tend to favour priorities set by their colleges. This dynamic between public hospitals as 

places of employment, and clinical colleges as independent authorities on a specialist’s right 

to practice medicine at a fellowship level, influences the level of autonomy enjoyed by 

consultant physicians in Australian public hospitals. For example, hospitals have established 
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medical advisory committees, clinical governance structures and other mechanisms to engage 

clinicians in the pursuit of quality care. 

1.5 Literature 

1.5.1 Burnout  

Burnout is a modern term for an issue that has been recognised in the medical 

profession for many decades (Bolton, 1982; Garrick & Jeffery, 1987). Burnout is most 

commonly defined and measured by the Maslach Burnout Inventory (MBI) (Maslach, 1981). 

Maslach developed the Inventory to measure emotional exhaustion, cynicism, and reduced 

feelings of accomplishment at work (Maslach, 1981; Maslach & Leiter, 2008). To date, 

burnout is usually investigated using quantitative methods, usually based on the MBI 

(Bartholomew et al., 2018; Brewer, Oh, Kitstantas, & Zhao, 2019; Chuang, Tseng, Lin, Lin, 

& Chen, 2016; Dishon-Berkovits, 2014; Dyrbye et al., 2013; Fan et al., 2014; Hall, Johnson, 

Watt, Tsipa, & O'Connor, 2016). The MBI has been criticised by scholars such as Kristensen, 

Borritz, Villadsen, and Christensen (2005), who argue for the importance of cultural nuance 

when assessing burnout outside of Western contexts. However, few other measures have been 

empirically validated. This provides a rationale for using Maslach as the basis to design 

interview questions for open-ended exploration of the topic.  

Exhaustion and fatigue, heavy workloads, and a lack of time to rest, has contributed to 

the early deaths of medical practitioners; a phenomenon that was recorded in Western 

Australia as early as 1845 (Garrick & Jeffery, 1987 p. 16). Burnout creates an internal threat 

for hospitals from the potential for burned out staff to be unable to safely provide care, 

resulting in adverse clinical outcomes (Burke, Koyuncu, & Fiksenbaum, 2011; Davis & 

Beale, 2015; Montgomery, Panagopoulou, Kehoe, & Valkanos, 2011). In addition, rising 

levels of burned out staff create the risk of hospitals experiencing acute doctor shortages 

despite increasing numbers of medical school graduates (Australia’s Future Health 
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Workforce – Psychiatry, 2016; BeyondBlue, 2013), as well as shortages of other health 

professionals (Health Workforce Australia, 2014 p. 69).   

 This suggests that one of the internal threats facing hospitals today could be the rising 

level of staff burnout (Armstrong, White, & Thakore, 2010; Day, Minichiello, & Madison, 

2007; Gull, Khan, & Sheikh, 2020; McCann, Granter, Hassard, & Hyde, 2015; McHugh et 

al., 2011; Shacklock et al., 2014; Volpe et al., 2014) that has lasting negative impacts on 

working culture (Mannion & Davies, 2018; Lempp & Seale, 2004; Yogarabindranath 

Swarna, 2013), employee retention (Bartram, Casimir, Djurkovic, Leggat, & Stanton, 

2012) and quality of patient care (Deshpande & Deshpande, 2014; Huggard & Dixon, 2011; 

McHugh et al., 2011; Montgomery et al., 2011; Wilkinson et al., 2017).  

On social media, hospital employees have publicly criticised current organisational 

initiatives to treat burnout (ColinTaylorMD, 2018; Davis, 2018; Docs4Docs, 2018). 

Activities to treat burnout in hospitals currently focus on mindfulness and increasing 

individual resilience, due to the theoretical links with burnout prevention (Back et al., 2016; 

Davis, 2021). However, clinical staff have reported that mindfulness initiatives do not 

address the systemic issues that directly contribute to the burnout antecedents of emotional 

exhaustion, fatigue, and lack of control in the workplace (Agarwal, Green, Agarwal, & 

Randhawa, 2016a; Aherne et al., 2016; Farquhar, 2017; Salyers et. al., 2016). For the 

purposes of this thesis, the systemic influences that impact patient-facing staff burnout 

include increasing levels of work intensification (Aherne et al., 2016; Beasley, 2018; Crotty, 

Tamrat, Mostaghimi, Safran, & Landon, 2014; Ilie, Van Slyke, Parikh, & Courtney, 2009; 

Kesselheim, Cresswell, Phansalkar, Bates, & Sheikh, 2011; Mosaly et al., 2018; Petrakaki & 

Kornelakis, 2016), increasing shift lengths, and poor experiences with 

leadership (McDermott & Keating, 2011; O'Donnell, Livingston, & Bartram, 2012). There is 
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a research gap in that the challenge of protecting employees from these systemic causes 

of burnout within organisations has yet to be addressed.  

 Practicing clinicians worldwide, who are active on social media, have written about 

their experiences with burnout in their workplaces (tweets cited with 

permission) (ColinTaylorMD, 2018; Shillcutt, 2018; Witt, 2015) and have repeatedly referred 

to burnout as ‘crisis-level’, ‘a crisis’ and ‘at a critical level’ (Levi, 2018; Shanafelt & 

Noseworthy, 2017; Xu, 2018). In contrast, public managers are reluctant to label issues 

within the public healthcare sector as crises (Drennan, 2014; McCarthy, 1992). Social media 

provides a live and direct connection between frontline stakeholders, and the identity of 

clinicians who reported burnout in their workplaces from various hospitals in Australia and 

abroad. Although potentially biased, the consistency of social media perspectives on clinician 

burnout in hospital settings suggests that the issue may be widespread.  

In addition to the lack of research on the systemic causes of burnout, little is known 

about the workplace experiences of clinicians and their hybrid managers (i.e., managers with 

both a clinical and management role) (Dyrbye et al., 2017; Dyrbye et al., 2013; Hansen & 

Girgis, 2010) in relation to burnout. This may be attributed to the evolving role of clinician-

managers (Llewellyn, 2001), and the field of organisational psychology developing to the 

point where it could explore various phenomena associated with the professional group 

(Porter, 2008). The emergence of increased specialisation in academic fields, requiring 

interdisciplinary scholarship, have afforded contemporary and unique perspectives on issues 

previously un-addressed (Lindvig, 2018; Phelan, 2013). Within this thesis the combination of 

management theory, such as crisis management theory (Fink, 1986), and the healthcare 

quality and safety theory of Safety II (Fairbanks et al., 2014) offers this interdisciplinary 

approach. As greater attention is paid to the impacts of a person’s environment on their levels 

of stress and wellbeing (Westbrook et al., 2021; West, Dyrbye, Erwin, & Shanafelt, 2016), 
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focus on specific factors such as manager-employee dynamics is arguably a natural 

progression for scholarship on individual and organisational psychology.  

1.5.2 Individual and Organisational Resilience  

The relationship between burnout and organisational resilience is highlighted in 

studies that indicate that organisational resilience is internally reinforced by the wellbeing 

and activities of its members (Akgün & Keskin, 2014; Allen, 2011; Bhamra, 2015; Carmeli 

& Markman, 2011). There is a reported positive relationship between individual resilience 

and the prevention of burnout (Back et al., 2016; Cooke, Doust, & Steele, 2013; Olson et al., 

2015). However, in a study of 5,445 US physicians, West et al. (2020) identified that despite 

having higher levels of resilience than the average population, the respondents still reported 

‘substantial rates of burnout’ (p. 1).  

By managing the known individual antecedents to burnout, such as high levels of 

stress, emotional exhaustion, and fatigue (Amiri et al., 2016; Cooke et al., 2013; Lemaire & 

Wallace, 2017; Teoh, Hassard, & Cox, 2020), it is possible to circumvent the internal threat 

and bolster organisational resilience (Dyrbye & Shanafelt, 2011; McHugh et al., 2011; 

Shanafelt, Dyrbye, West, & Sinsky, 2016). Moenkemeyer, Hoegl, and Weiss (2012) 

identified that the collective resilience of team members impacts the ability of a larger 

organisation to ‘bounce back’ from setbacks and unforeseen challenges. As such, burnout 

impacts both an employee’s personal resilience, and the resilience of organisations (Dyrbye 

& Shanafelt, 2011; Shanafelt, Dyrbye, West, et al., 2016; West, Dyrbye, & Shanafelt, 

2018). In hospitals where burnout poses an internal threat to organisational resilience and 

performance (Cooke et al., 2013; Hansen & Girgis, 2010; Vinson, Zurakowski, Randel, & 

Schlecht, 2016), there is incentive to investigate these relationships further. This is because, 

despite knowing the likely antecedents to burnout on an individual level, clinical staff have 

suggested current management initiatives have not been helpful in addressing burnout among 
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clinical staff (ColinTaylorMD, 2018; Davis, 2021; Davis, 2018). Despite hospital initiatives 

focusing on building individual resilience, clinical staff continue to experience burnout, 

suggesting the need for more study.   

1.5.3 Crisis Management Theory  

Crisis management theory (CMT) is an approach pioneered by Stephen Fink, 

who illustrated how crises are created in organisations (Fink, 1986, 2013; Fink, Beak, & 

Taddeo, 1971; Ketchen, 2014). Fink describes a crisis as any situation that has the ‘potential 

to escalate in intensity, become subject to media scrutiny, interfere with normal operations of 

business, jeopardise the positive public image of an organisation, and/or damage the 

organisation’s bottom line’ (Fink, 1986 pp. 15-16). By identifying the creation of crises, 

organisations can develop strategic interventions at an early stage. The stages of a crisis as 

defined by Fink are: the prodromal (warning) stage, the acute stage, the chronic stage, and the 

resolution stage (Fink, 1986). Adding to the model, Millar and Heath (2003) introduced the 

smouldering stage, which is a stage situated between Fink’s prodromal, and acute crisis 

stages. The crisis stages utilise a medical-style framework of diagnosis, management, and 

recovery, with the ultimate aim of improved ‘immunity’ against future crises (Fink, 1986; 

Kapucu & Ustun, 2018; Lalonde & Roux-Dufort, 2010). Fink’s conceptualisation of crisis 

management as a cyclical, multi-stage event suggests that crises, once recognised (or 

‘diagnosed’), can be effectively managed without long-term negative impacts.   

Contemporary authors in crisis management have approaches that mirror, if not 

follow, the original writings of Fink (Al‐Dabbagh, 2020; Boin & Lagadec, 2000; Christensen, 

Laegreid, & Rykkja, 2016; Coombs & Laufer, 2018; Drennan, 2014; Flanagan, 2012; 

Vašíčková, 2020). Authors who study crisis management in public organisations and large 

institutions agree on Fink’s definition and diagnostic model of crisis management, using it to 

analyse issues in a variety of contexts (Christensen et al., 2016; Drennan, 2014; Paccione-
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Dyszlewski, Conelea, Heisler, Vilardi, & Sachs, 2012). These contexts include, but are not 

limited to public administration, healthcare, and local government services. By using a 

diagnostic framework for conceptualising crises and their development, Fink’s work provided 

a theoretical foundation that later authors refined. Yet despite modern interpretations and 

additions to Fink’s work, the original framework continues to be applied due to its 

versatility (Bowers, Hall, & Srinivasan, 2017; Fu, Svoboda, Tang, Dai, & Wu, 2013; Ice, 

1991; Pearson, Roux-Dufort, & Clair, 2007).   

1.5.3.1 Why Crisis Management?  Fink and his contemporaries have been criticised 

by authors from divergent theoretical backgrounds, such as risk management. Risk 

management authors such as Fu et al. (2013) write that CMT is an inappropriate strategy for 

preventing issues when the better investigated and more thoroughly implemented theory of 

risk management is available. Specifically, in the context of the healthcare sector, risk 

management is more widely used on a daily basis (Dwyer & McNeil, 2016). Yet, while risk 

management theory has demonstrable merit (Aebi, Sabato, & Schmid, 2011; Aven & Krohn, 

2014; Boland & Bremner, 2013), there are limitations in large organisations (Krieger, 2013).   

Risk management is an appropriate approach for skilled and proactive personnel 

who constantly review their risk management plans in the context of the risks presented at a 

given time (Aebi et al., 2011; Anderson, 2013; Dionne, 2013). This approach best suits 

frontline employees, where risk management ‘create(s) a reference framework that will 

allow (users) to handle risk and uncertainty’ (Dionne, 2013 p. 154). Reference frameworks, 

such as risk management and clinical registries, are an important element of medical 

practice and hospital ward activity (Kutney-Lee et al., 2015). Similar findings have been 

identified in stakeholder-led community organisations, which consist of comparable 

frontline-level involvement in risk management (Carmeli & Markman, 2011; Vedeld, Coly, 

Ndour, & Hellevik, 2016). By applying risk management practices ‘on the ground’, research 
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has shown successful disaster avoidance through stakeholder-led risk management activities 

(Paccione-Dyszlewski et al., 2012; Vedeld et al., 2016). 

However, risk management has weaknesses. One weakness emerged when risk 

management moved from forward-planning frontline teams, towards higher levels in an 

organisational hierarchy (Appiah, Amos, Bashiru, Drammeh, & Tuffour, 2017; Bakalikwira, 

Bananuka, Kaawaase Kigongo, Musimenta, & Mukyala, 2017; Bismark, Walter, & Studdert, 

2013; Büchner, Schreyögg, & Schultz, 2014; Pettersen, Nyland, & Kaarboe, 

2012). Organisational leaders, who are responsible for designing organisational strategy, but 

not for direct implementation, do not always have the information required to engage in risk 

management (Dionne, 2013). This has been attributed to the fact that upper levels in an 

organisational hierarchy are removed from the realities of frontline work (Tucker & Singer, 

2015), and may experience organisational risks less frequently. This separation through 

power distance (and occasionally physical distance (Agarwal et al., 2016a; Baluch, Salge, & 

Piening, 2013; Cândido & Santos, 2015)) results in organisational leaders who 

are seemingly less aware of risk factors and therefore less proactive than frontline employees 

(Fink, 1986; McCarthy, 1992). As a result of this hierarchy-related weakness, many crisis 

management authors recommend that CMT should be implemented at the upper levels of an 

organisation, while risk management should be applied in frontline areas (Boin & Lagadec, 

2000; Christensen et al., 2016; Drennan, 2014; Fink, 1986; Kapucu & Ustun, 2018; Lampel, 

Bhalla, & Jha, 2014). By following the tenets of CMT leaders are equipped to rectify issues 

that escalate to their attention rather than relying on risk management to prevent them all in 

the first place (Kashmiri & Brower, 2016; Nemeth, Wears, Patel, Rosen, & Cook, 2011). 

CMT is infrequently applied to management activities in healthcare (Boin & Lagadec, 

2000; Lalonde & Roux-Dufort, 2010; Paccione-Dyszlewski et al., 2012). On face-value, risk 

management appears to present managers with a veneer of control (Anderson, 2013; Arena, 
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Arnaboldi, & Azzone, 2010), conveniently avoiding scrutiny that might arise during the use 

of CMT and its terminology, (Dionne, 2013; Drennan, 2014). This is despite the two theories 

serving different, complementary purposes within an organisational context (Aebi et al., 

2011; Christensen et al., 2016; Paccione-Dyszlewski et al., 2012).   

The use of CMT in the theoretical framework of this thesis stems from the evidence 

that burnout may already be a crisis in Australian healthcare organisations (Baigent & 

Baigent, 2018; Day et al., 2007; Hansen & Girgis, 2010). The assessment of a burnout crisis 

in healthcare is stated as opinion in newspapers (Xu, 2018), and academic journals (Dzau, 

Kirch & Nasca, 2018; Sigsbee & Bernat, 2014). Studies of burnout in healthcare workers 

have suggested the prevalence of burnout as linked to higher rates of employee turnover and 

its associated cost to healthcare organisations (Johnson et. al., 2018). In 2017, Australian 

midwives reported a 43.8% prevalence of work-related burnout (Creedy et. al., 2017). A 

more recent study in 2020 reported that 76% of Australian physician trainees met the criteria 

of ‘high burnout’, while also meeting the criteria for depression (53%) and anxiety (46%) 

(Axisa et. al., 2020).  

The indicators of a crisis are consistent across empirical studies regardless of context 

(Amos, 2019; Coombs & Laufer, 2018; Flanagan, 2012; Ice, 1991; Liff & Erickson, 2017). 

Although public sector managers may be reluctant to label public sector issues as crises 

(Anderson, 2013; de Kruijff, 2021), burnout among hospital employees, as presented in the 

academic literature (Huggard & Dixon, 2011), reports (AMA 2017), the news (de Kruijff, 

2021) and social media (Levi, 2018), meets the criteria of a crisis, as defined by Fink (1986).     

1.5.4 Summary  

In Australia, and internationally, burnout is a CMT crisis that affects hospital 

employees. While experienced by individuals, the sustainability of the healthcare workforce 

may be impacted. Burned out workers experience reduced performance, and high rates of 
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turnover. Burned out individuals are less able to contribute to their teams, as cynicism and 

exhaustion can increase the workload burden for colleagues and erode morale. Resulting 

from this impact, employees with high workloads are less available to provide mentorship 

and training to junior workers, which impacts the organisation’s future access to skilled 

workers. Dissatisfaction with the workplace, and exhaustion, can contribute to higher rates of 

turnover in an organisation. Current practice for addressing burnout focuses on building 

individual resilience. However, this has not been found to be successful in averting the crisis. 

This might be due to the focus on individual resilience which insufficiently addresses the 

systemic factors that contribute to burnout. However, there is currently insufficient evidence 

to support this point. Research is needed that explores how hospital staff experience burnout, 

and perceive the initiatives of their management for the reduction of burnout in their 

workplaces. 

1.6 Purpose and Aims of the Thesis 

The primary aim of this thesis was to explore the workplace experiences of patient-

facing staff who work in an Australian public hospital within a larger health system. The 

exploration of these experiences includes both the experiences themselves, and the perceived 

impacts of the workplace experiences on staff wellbeing. The secondary aim of the thesis was 

to investigate the impact of hospital management interventions to address burnout among 

staff.  

The thesis concerned the following research question:  

‘How do Australian public health organisations handle the systemic crisis of burnout?’  

In addition to the above research question, three sub-questions were:  

1. What are patient-facing hospital staff experiences of burnout?, 

2 - What are clinical hospital staff experiences of their interactions with management 

and their perceptions of workplace uncongeniality? 
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and 

3 - How effectively are Australian public health organisations managing the systemic 

crisis of employee stress reaction to a perceived uncongenial workplace? 

The research questions were developed to address the thesis aim as an exploratory 

project in the areas of burnout, and its impact on the working community within the Western 

Australian public healthcare sector. The term ‘impact’ for this research is multi-level to 

reflect the dynamic interactions of both the systemic and individual influences on 

employee burnout. The impacts of employee burnout concerns employee wellbeing as well as 

performance, in terms of staff ability to perform their role safely and to their own best 

ability.   

There are a range of terms used throughout this thesis to distinguish between different 

groups within the sample, and the healthcare community. These terms include ‘patient-

facing’, ‘clinical’, and ‘frontline’ staff. These groups of individuals require distinction for 

clarity and ease of discussion. In the case of ‘patient-facing’ staff, use of this term refers to 

any staff member present who performs a patient-facing role, including administration and 

clinically-trained workers. ‘Patient-facing’ staff are distinct from ‘clinical’ staff, as ‘clinical’ 

refers only to individuals with clinical training, such as professionals in allied health, nursing, 

and medicine. ‘Frontline’, in turn, refers to the bottom layer of the healthcare organisational 

structure regardless of their patient-facing status, including bed managers and nurse-unit-

managers who may or may not perform a patient-facing role. Use of ‘frontline’ instead of 

‘patient facing’ aims to capture the nuance of individuals who may be present among the 

front lines of the sampled organisation, working closely with patient-facing staff, but who 

might not interact with patients on a daily basis. 
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The thesis’ results aim to contribute greater understanding of burnout experienced 

by frontline hospital staff for the fields of healthcare management, organisational resilience, 

and Crisis Management Theory.   

1.7 Data Sources 

This thesis comprises a single study, with primary data collected from patient-facing 

staff in two hospital sites within the same public health service in Western Australia. Data in 

the chapters are sub-samples of the full dataset of 73 semi-structured interviews, based on the 

relevance of each sub-sample to the findings discussed. Including patient-facing staff instead 

of just clinicians allowed for clerks and administrative workers who interacted with clinicians 

and patients to participate. As clerks and administrative workers often worked closely with 

clinicians in the target hospitals, their perspectives were sought for added depth.  

For relevant chapters, secondary sources were accessed. These included publicly 

available governance documents from the target health service, such as Annual Reports, and 

public media sources.  

1.8 Epistemological and Methodological Approach 

The research project underpinning this thesis used a multi-method qualitative 

methodology, drawing from an interpretivist/constructivist paradigm (Creswell, 2018). By 

approaching the research as an exploratory project where the views and perspectives of 

participants are collected, understanding of a social phenomenon can be attained. The 

background and lived experiences of the research team informed the meaning-making 

activity of analysis and writing. For future study replicability and transparency of research 

protocol, the backgrounds of each researcher are declared.  

 The research team consisted of four individuals: Two academic supervisors 

overseeing the project, based at the university; one key investigator conducting the project, 

based from the university and reporting to the two supervisors; and one clinically-trained 
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research assistant, based from the sampled hospitals. The clinically-trained research assistant 

was a doctor with experience in psychiatric medicine. The research assistant provided 

mentorship to the key investigator (the author of this thesis and all of the manuscripts 

contained herein) through advice on clinical culture, psychiatric interviewing techniques, and 

research support as a co-interviewer. The inclusion of a clinically-trained research assistant 

served to mitigate the inherent bias of the key investigator’s perspectives on the project as an 

‘outsider’, by providing their unique insights into data collection and analysis.  

The key investigator was a human resources management graduate who cross-trained 

in public health from the university’s business school. With experience in blue-collar 

recruitment and retail, the key investigator’s experience with research prior to this project 

was archival data collection and analysis at an honours level. The key investigator initially 

approached the topic of burnout and healthcare management from the perspective of 

organisational psychology and human resources management.  

Participants who volunteered for the study were told of the key investigator and 

research assistant’s qualifications, but did not know the researchers beyond their capacity to 

appropriately handle sensitive research data. Participants were informed that the project was 

part of the requirements for a doctoral degree, but that the secondary aim was to seek 

improvements for the benefit of the target health service.  

1.9 Structure of the Thesis 

This thesis takes the form of a thesis with publications, with a collection of published 

and unpublished academic articles presented as chapters prior to a discussion chapter. To 

address the first aim, Chapter 2 explores the workplace experiences of patient-facing staff 

who work in an Australian public hospital. Chapters 3 and 4 addresses the second aim of the 

study, by exploring the perceived impact of hospital management interventions to address 

burnout among staff. Chapter 5 consolidates the study’s exploratory analysis, presenting a 
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new theoretical model. The Discussion chapter (Chapter 6) serves to incorporate all of the 

findings and analysis into a cohesive whole, in addition to the data and analyses presented in 

each article.  
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Chapter 2 Hospital Staff Report it is not Burnout, but a Normal Stress 

Reaction to an Uncongenial Work Environment: Findings from a 

Qualitative Study 

2.1 Introduction 

This chapter presents a published manuscript, formatted as accepted by the 

International Journal of Environmental Research and Public Health. This article addresses 

the research question: What are patient-facing hospital staff experiences of burnout? Chapter 

2 presents a segment of data and analysis pertaining to participant experiences of their 

workplace, and staff perceptions of burnout.   
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Research identifying how ‘burnout’ can overlap with other conditions, such as depression [8], has 

suggested the need to further distinguish burnout from other workplace-related issues to improve 

worker health and wellbeing. To assist with this differentiation the authors took a different 

approach to most studies of burnout. This article explores patient-facing healthcare staff 

perspectives of stress and burnout by using the International Statistical Classification of Diseases and 

Related Health Problems, 11th edition (ICD-11) mental health diagnostic codes to augment 

Maslach’s Burnout Inventory (MBI) as the theoretical framework of stress, burnout, depression, and 

anxiety. Depression and anxiety were included as the psychiatric literature discusses potential 

overlaps and commonalities between burnout and other mental illnesses [8,9]. 

Maslach has described burnout as involving, “ ... Emotional exhaustion, depersonalization, and lack 

of personal accomplishment” (p. 192). The ICD-11 described burnout as “a syndrome conceptualized 

as resulting from chronic workplace stress that has not been successfully managed” [10]. The ICD-

11, a diagnostic aid published by the World Health Organization (WHO), records these criteria for 

use in daily clinical practice. The ICD-11 outlines specific mental or behavioral conditions, such as 

generalized anxiety disorder, depression, and acute and chronic disorders associated with stress 

[10]. In addition, the ICD-11 includes differential classifications for ‘problems related to employment 

and unemployment’ that can impact health and wellbeing. One such problem, listed under the code 

QD83.0, is the ‘problem associated with uncongenial work’. The issue of ‘uncongenial work’ crosses 

the spheres of public health and organizational psychology, as specific conditions in the workplace 

are well established in the literature as a contributing factor to burnout [11,12]. 

The aim of the research was to explore staff experiences of stress and burnout in a large health 

service. This research question was developed based on literature, which has highlighted the link 

between a challenging work environment and high rates of burned-out staff among, e.g., urgent 

care doctors [4,13] and nurses [14]. Surgical and emergency professions are well-known for difficult 

working environments, which routinely include negative interpersonal interactions, shift work at 

unsocial hours, and the high acuity of the work [13,15]. However, the existing research targeting 

health professionals is largely quantitative [16], aiming to link various personal (e.g., emotional 

intelligence, job satisfaction) and organizational factors (e.g., leadership, social support) to reported 

burnout. This study aimed to fill a gap by exploring perceptions of stress and burnout in depth to 

ensure these constructs were clearly understood before antecedents and solutions were identified. 

2. Materials and Methods 

2.1. Study Design and Setting 

The design of this study involved qualitative analysis of a series of in-depth semi-structured 

interviews to explore staff perceptions of their workplace experiences. Interview questions were 

designed involving consultation with project stakeholders on the research focus. Researchers then 

collected data independently of stakeholder input. No data were collected during the research 

design stage of the project, only suggestions. The study was set in two urban hospitals in a single 

public health service in Australia located in one major city. This allowed data to be combined for 

analysis. Three clinical departments were sampled. Staff from psychiatry, surgery, and emergency 

departments provided a range of perspectives from clinical areas known for high acuity work. 

2.2. Study Population 

The participants included in the frontline ‘patient-facing’ staff include doctors, nurses, allied health 

professionals, administration and clerical staff, and front-line managers (such as nurse-managers 
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who work on the ward). Patient-facing support services staff were excluded from the study because 

in one hospital these workers were employed by a private agency and not the health service 

directly. Participants were recruited using a combination of purposive and snowball sampling, where 

the researchers aimed to sample an entire team of patient-facing staff in the target departments. 

The process of recruitment involved an initial purposive approach using email introductions with the 

participant information statement attached that outlined the aims and protocol of the study, and in-

person explanations of the study given pre-interview to confirm understanding. From the purposive 

approach, targeting staff in the psychiatry, emergency, and surgical departments, individuals were 

encouraged to tell their co-workers about the study and encourage others to participate. Individuals 

in the target departments were encouraged to discuss the study and the option of participating 

regardless of whether they had participated themselves. 

2.3. Procedures 

The study took a constructivist epistemology to the creation of knowledge from the subjective 

experiences and perceptions of individuals [17]. In line with this exploratory approach, the 

researchers used open-ended interviewing. Recommended by stakeholders during the project 

design stage, the key question from which responses were analyzed for this paper was, ‘Please 

describe what work is like for you (?)’. Follow-up questions depended on the response given to the 

first question, including prompts such as, ‘What causes stress for you when you’re at work?’ and 

‘what helps you to de-stress after work?’. Questions about the participant’s experience and 

understanding of the concept of burnout included, ‘What does the term ‘burnout’ mean to you?’ 

and, ‘Have you ever experienced burnout? (If so), What did it feel like for you?’. 

Due to the semi-structured, qualitative nature of the interview, participant responses varied based 

on their experiences and priorities. This approach was informed by studies that have illustrated the 

use of shorter questionnaires and analytical tools to identify the presence of burnout [18,19], 

deriving from the themes in the MBI [2]. The researchers followed the example of authors such as 

West, Dyrbye et al. [18] with a simplified set of reflective questions based on MBI. A qualitative 

research design was chosen to enable in-depth exploration of participant views to address the 

research question. Interviews were conducted by two interviewers. One interviewer was a doctoral 

research student 

(MK), who designed the project, with a background in management interviewing techniques. The 

other interviewer was a psychiatric registrar, with a background in psychiatric interviewing 

techniques (KK). The two interviewers collaborated during transcription and coding to ensure overall 

consistency and to discuss assumptions prior to analysis. When participants from the psychiatry 

department were familiar with the psychiatrist interviewer, the doctoral research student 

conducted the interview to maintain objectivity, and ensure that all responses could be kept 

confidential. In other cases, participants felt more comfortable speaking to the psychiatrist 

interviewer. Interviews were conducted face-to-face with the interviewer with audio recording for 

accurate transcription. The researchers also recorded participant responses with rich descriptions, 

due to the nuances communicated by non-verbal communication such as extended pauses, sarcasm, 

and emphasis on specific words. Three participants declined to be recorded during the interview and 

their responses were written as field notes by the researcher. 

Interviews averaged approximately 40 min in duration, in a private location at the participant’s 

discretion (such as in an office, or a consultation room after-hours). Participants volunteered 

knowing that there was no compensation. All interview transcripts were de-identified during 

transcription for participant confidentiality. Each participant was given the opportunity to review 
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and edit their resulting transcript; the few transcripts which were returned to the researchers had 

only minor corrections. 

2.4. Data Management and Analysis 

Data analysis was completed similar to steps presented in Braun and Clarke [20], in the form of 

deductive thematic analysis. Audio recordings were transcribed and re-reviewed. This was followed 

by generation of preliminary codes. From these codes overarching themes were identified for 

analysis. A two-level analysis was then conducted, initially of coded data extracts, and then of the 

whole data set with iterative recoding as necessary. Based on this, themes and subthemes were 

defined, considering preexisting descriptions of themes and terminology in academic literature. The 

completed transcripts, coding and collation was managed using NVivo qualitative data analysis 

software (QSR International Pty Ltd. Version 12, 2018, Melbourne, Australia). 

The purpose of deductive thematic analysis was to identify themes and trends in the data relevant 

to the project and theoretical framework [21] based on the collected experiences and perceptions of 

participants [17]. The two interviewers completed coding, with the doctoral student coding the 

majority of transcripts, and the psychiatrist interviewer cross-coding a small number to ensure 

consistency as recommended by the COREQ checklist [22]. A further check was provided with 

another academic management member of the research team (SL) reviewing a sample of the de-

identified transcripts and codes. This approach aimed to minimize researcher bias through coding by 

researchers from different professional backgrounds and documented discussion between team 

members to encourage transparency and self-reflexivity [21–25]. 

The process used to code documents was deductive and iterative, highlighting key words in the 

transcripts when they matched the ICD-11 theoretical framework of stress, burnout, depression, and 

anxiety. In the case of ‘anxiety’, key words such as ‘anxious’, ‘worried’, and ‘nervous’ would be 

highlighted and assigned to the main theme. When key words were not enough to qualify an 

anecdote (such as participant describing feeling ‘nervous’ and ‘stressed’), the context of the 

anecdote and the participant’s wider interview were considered before assigning a theme. The final 

assignation was based on ICD-11 guidelines with oversight from the consultant psychiatrist clinical 

site supervisor (PM). The transcripts were re-read and coded with a wider scope, incorporating 

quotes and anecdotes made by participants in relation to themes from the framework. 

2.5. Ethics 

The project was approved by the Health Service and La Trobe University Human Research Ethics 

Committees (HREC), registration number PRN: 0966. After receiving a participant information and 

consent form, all participants provided written informed consent prior to participating in the study. 

A withdrawal of consent form was provided to all participants in case they wished to no longer 

participate in the project. No participants withdrew their information. The research followed the 

consolidated criteria for reporting qualitative studies (COREQ) [22]. 

De-identifying and collectively organizing participant transcripts was an essential requirement of the 

ethics approval. Without the ability to protect the identities of participants, the research project 

would not have been allowed to proceed due to the negative impacts that identification could have 

on participants. Variables such as age, gender, and years of service were divulged by participants, 

but were not recorded to preserve confidentiality. In addition to de-identifying individual 

transcripts, the researchers stored individual consent forms separately in a secure location in the 

researchers’ private office. Given the confidential nature of the data, the transcripts cannot be made 

available in open access. 
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3. Results 

A total of 72 participants were interviewed, with 35 from psychiatry, 7 from surgery, 22 from 

emergency, and 8 from ‘other’ categories, such as those who worked across both surgical and 

emergency departments. Participants included doctors, nurses, and allied health professionals, as 

well as administration staff and line managers. (See Table 1). 

Table 1. Participant professional and clinical specialty groups. 

 Doctors Nurses Admin Allied Health Line Management Total 

Psychiatry 7 6 7 9 6 35 

Surgery 1 4 0 2 0 7 
Emergency 7 7 3 1 4 22 

‘Other’ 0 1 2 0 5 8 
Total 15 18 12 12 15 72 

In the psychiatric and emergency departments leaders (such as senior nurse-managers, and 

administration personnel) openly endorsed participation to their colleagues, encouraging volunteers 

to contact the researchers. As a result, in emergency and psychiatry, the researchers were able to 

sample several complete teams of patient-facing staff (three teams in psychiatry, two teams in 

emergency). Data from the surgery and ‘other’ departments were included for analysis due to 

thematically consistent responses. While direct representation of a population in the data sample is 

required for statistical analysis, the distinctive advantage of semi-structured interviews is that a 

theme can reach saturation from a comparatively small cohort [21–25]. This phenomenon was 

experienced by researchers; the outcomes of which are discussed in the rest of the article. 

When participants were asked to describe ‘what work was like for them’, the majority of 

participants discussed experiences of stress, anxiety, and burnout. While many individuals used the 

term ‘burnout’, when asked to describe what burnout meant to them, only a small number of 

participants described burnout as the “end stage of chronic stress” defined by Maslach [2] and the 

ICD-11. Very few individuals described neither workplace stress, anxiety, nor burnout. 

3.1. Burnout or Something Else 

When data collection was conducted and participant responses were compared with themes found 

in MBI and contemporary literature on burnout [11,16], a major theme emerged. Participants often 

felt that they or their co-workers were ‘burned out’, yet most participant descriptions (68 of 72) of 

experiences of ‘burnout’ were, in fact, not consistent with clinical indicators of burnout [10]. 

Differentiating Burnout from Other Conditions 

To illustrate the differences between participant anecdotes that fit the descriptions of burnout and 

those which did not, two examples from the data have been selected. Participant 4’s responses to 

interview questions matched the diagnostic and research criteria for burnout. Participant 40’s did 

not, matching more closely to descriptions of stress. 

“Got to a point ... and that’s only been in the last few years ... but it’s got to a point now where 

I was like ... I can’t feel this miserable every day and be ... a good person. Do a good job and 

do all the things I do like everyone else. ... Been a bit up-and-down, to be honest ... . I know it 

sounds ridiculous, being a [clinician] and everything, but you know ... in my head, I was like “I 

was fine! Until this place happened.” And now, this place has happened. And now, you know, 

that’s it. I would say the only time I’ve got back to brilliant is when 
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I’m not here. So, when I’m on holiday. And I’ve had two big holidays while I’ve been here. 

Thankfully my [period of leave] came in, so I had [a lot of time] off work. It was the best. I didn’t 

want to come back, obviously”. (participant 4) 

“ ... they were dropping me into some night shifts ... and I was having palpitations. I could feel 

it there ... like oh god I’m dreading ... I was really dreading going in *participant pats their 

chest during the anecdote*. Going online and [obsessively] checking the [high] patient 

numbers. That’s what I started doing! But that’s not good for me. Like, *recounting, visibly 

anxious* oh my god, I’m going into this”. [which subsided once the participant began their 

shift] (participant 40) 

Participant 40 described their experiences as ‘much better’ once they began their work routines; 

they felt more at-ease and less stressed. Participant 40 proceeded to describe how much they love 

their work, and how satisfying it was to connect with their patients. Participant 40 continued going 

to work because, “I still love my job! I love socializing, talking with patients ... ”, and because they 

derive a sense of deep satisfaction from providing high-quality, attentive care to patients. Like 

participant 40, most participants, including those who acknowledged significant stress, did not 

describe themselves or their co-workers as being ‘emotionally exhausted’, ‘depersonalized’, or 

‘lacking feelings of personal accomplishment’. The lack of descriptors of this nature indicated to 

researchers that these experiences were not burnout. Instead, participants regularly described 

experiences of consistent, daily stress as a consequence of their working environment, consistent 

with data from organizational psychology research on the negative impact of uncongenial working 

environments [9,26]. In short; the participant’s reactions to the stressors of their working 

environment were not within the parameters of burnout disorders described by the ICD-11 or 

Maslach [2]. Instead, it was the workplace that was ‘disordered’. These employees were working 

within the uncongenial workplace and were exhibiting reasonable reactions to an unreasonable 

working environment. 

Participant 4’s experience differed from participant 40’s in many ways. Participant 40 appeared to 

experience anxiety, but this was largely anticipatory, as it evaporated once work began. In contrast 

participant 4 experienced anxiety and unhappiness that continued throughout work. They were also 

unable to detach from these sensations during weekends away from work, remaining focused on 

their experience of misery. These sensations only eased during prolonged holiday periods. This is 

congruent 

with evidence that one of the few known remedies for burnout discussed in literature is time away 

from the workplace where those suffering from burnout usually experience complete recovery from 

their symptoms [12,27]. This in and of itself would not have been sufficient to qualify as likely 

burnout, but outside of the anecdote, the participant also described emotional exhaustion, 

depersonalization, loss of personal accomplishment, professional cynicism, and a loss of professional 

efficacy, which are all criteria identified in Maslach’s work [2]. On review of the case by the 

Consultant psychiatric supervisor, participant 4 was identified as one of the few participants 

describing burnout, whereas participant 40, whose experience of anxiety was largely limited to 

checking patient numbers prior to the shift, did not ruminate on work was not classified as burnout. 

The experiences of participant 40 were far more common within our sample than those of 

participant 4. 

3.2. The Uncongenial Workplace and Its Impact on Staff Wellbeing 
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Participants who appeared to experience the most stress in the workplace were staff in the middle 

of the patient-facing hierarchy, i.e., those who were neither junior, nor senior staff in the team. 

These staff included registrar doctors and registered nurses. As their role carried a large amount of 

responsibility, often with little autonomy, these ‘middle’ staff members explained that, “There is a 

lot of responsibility in the workplace, a lot of stress ... ” (participant 12), and, “Why is this my 

responsibility to do ... I brought [it] up with every single level of person ... but it always used to come 

back to me, it was horrendous.” (participant 4). Many of the participants listed other stressors that 

impacted their long-term wellbeing, such as feeling unsafe at work, feeling like there was more work 

to do than people available to do it, and user-unfriendly systems for forms and issue resolution. 

“ ... it’s almost like ... you want to get something done for the benefit of patients and staff 

... and you’re happy to go to all the effort to prove why it’s needed and everything ... but 

then it’s the continual ... ’oh, nobody knows’ or ‘you’ll have to speak to so-and-so 

somewhere up the ladder about that’, and you hit loads of dead-ends just trying to find 

out some very basic information” *participant rolls their eyes, emphasizing the word 

‘basic’*. (participant 72) 

When asked to describe how these experiences made them feel, participants volunteered ‘fatigue’ 

and ‘frustration’ most frequently. Participants expanded on this, explaining that their frustrations 

mostly stemmed from systems and situations which prevented them from performing their job to 

their best ability; 

“ ... I got a classic phone call the other day *irritated* ... There was a position being 

abolished [unnecessarily, as the position is actually required in the organization] ... but 

there’s no money to reinstate the position now that it’s been cut, so the workload has to 

be absorbed by current staff. There’s no ‘fat’ in the system to absorb extra work 

anymore... So, we are all being provisioned to provide our services at a basic level, when 

we want to deliver silver or gold-standard care! When we can’t do that, that’s when the 

dissatisfaction comes in. *participant emphasizes the word ‘dissatisfaction’*. When you 

know you’re not delivering that standard, and there’s somebody out there hurting 

because you can’t, I feel concern for them...*participant looks upset by this disp-quote*”. 

(participant 17) 

This was the main theme, with interview participants describing feeling stressed when they believed 

that they were not providing optimal quality of patient care. Those staff in the middle of the 

hierarchy, were more likely to describe this stress than more senior or junior staff. 

4. Discussion 

The researchers sought to explore the patient-facing staff experiences of stress and burnout in a 

large health service by comparing interview responses to MBI [2] and the ICD-11 [9]. The data of this 

exploratory study and its implications came as a surprise after the focus of burnout in media and 

academic sources suggested a trend in public health workplaces [3,8,12]. Our data revealed two 

themes. The first suggested that despite increasing awareness, the concept of burnout is largely 

misunderstood and is frequently co-opted to describe experiences of long-term physical fatigue, 

chronic stress, and anxiety [10,28] experienced in an uncongenial workplace. 

The second theme suggested that stress was most common among patient-facing staff in the middle 

of the hierarchy, and this was largely a consequence of their perceived inability to provide the 

quality of care they felt they should be providing. These findings are consistent with current 
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research that has found a relationship between episodes of missed care and powerlessness and 

stress among nurses [29]. 

These themes led to the conclusion that the experiences of those interviewed was not burnout, but 

stress arising from uncongenial working conditions. Despite participants self-reporting that they 

perceived their experiences to be ‘burnout’, their own descriptions did not match the ICD-11 nor 

Maslach’s [2] descriptions of the burnout condition. Instead, participant anecdotes and descriptions 

more closely matched with ICD-11 descriptions of stress and anxiety related to an uncongenial 

workplace. The study’s data and analysis were presented to the research team’s consultant 

psychiatrist (PM), who agreed with this perspective. 

4.1. Occupational Health and Staff Stress 

The results of this study illustrated a case where participants suggested that they and their 

colleagues were suffering from burnout, but which in fact were stress responses to workplace 

factors, as also identified by Murtagh [30]. Despite the increasing attention on burnout of healthcare 

workers, recent systematic reviews have found limited understanding of the prevalence [31] and the 

factors contributing to burnout [32], making it difficult to build the evidence on effective 

interventions [29,33]. Whether the impacts on health are physical or psychological, it is the 

responsibility of a workplace to create an environment that is safe for an individual to conduct their 

work, with minimal risk [34–36]. This responsibility requires the workplace to take initiative to 

ensure staff safety, from training and education to regular risk assessments to check that safety 

standards are maintained [34]. 

While physical safety standards are well documented[37], the same cannot be said for psychological 

safety at work [38], such as the means for creating congenial workplaces to minimize staff 

experiences of stress [39]. The field of burnout and staff psychological safety in the workplace is still 

in development, as research primarily focuses on measurements of stress and burnout, as well as 

individualistic remedies, such as personal resilience capacity [40]. We suggest the next step in the 

field’s evolution involves implementation studies and interventions to assess the applicability of 

theoretical findings such as those discussed by Lamontagne, Keegel and Vallance [36] and Shain, 

Arnold and Germann [41]. 

4.2. Implications for Public Health 

While our analysis showed that the majority of participants in this project did not suffer from 

burnout, burnout remains the endpoint of long-term stressful experiences for an individual [1,2,10]. 

Therefore, if left to continue, an uncongenial working environment with large numbers of stressed 

healthcare staff is likely to contribute to burnout in the future. A further consideration is the 

negative effect on patient care by a stressed healthcare workforce [42]. What this means for public 

health policymakers, government departments, and hospital boards, is a need to recognize and 

address the conditions an uncongenial workplace creates for staff, particularly those working in 

high-acuity clinical professions. Remedies may include audits and service improvement initiatives 

addressing staff access to information systems [43], and leadership responses to staff concerns in 

the workplace to better support employees [44]. Access to information and leadership support for 

patient-care duties was a significant concern of our participants. 

Rather than developing strategies to bolster individual staff resilience to these uncongenial working 

conditions, a more sustainable and effective solution may be to remedy specific stressors present in 

the workplace. This will require accurate assessment of social factors and psychological stressors, in 

addition to physical workplace factors, in each public hospital for which policymakers and boards are 
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responsible. To this end, the process of a staff-focused service review is highly recommended for the 

immediate future. 

4.3. Limitations 

Our results may be inconsistent with current literature on burnout due to targeting an infrequently 

sampled population or sampling a relatively small percentage of the overall number of staff working 

at the target health system. For context, the staff employed at the target health system number in 

the thousands, crossing a multitude of medical specialties, of which 72 participants were 

interviewed from three departments. However, by the end of the interviews no new themes 

emerged suggesting that data saturation had been achieved. There is potential for the participants 

of this study to experience work differently to those who have participated in other studies due to a 

variety of unique conditions present in this study’s target health system, some of which were 

identified in Kendrick and Bartram et al. [45]. Further research may be required to confirm whether 

the results are generalizable to other health settings. 

Due to the field of burnout being relatively new with diagnostic and measurement tools still 

undergoing revision and improvement [16], there is potential for burnout to be mis-diagnosed by 

clinicians and academics alike in the search for a solution to stress from an uncongenial 

workplace. This interpretation raises a question for future studies on burnout rates in healthcare 

staff: what percentage of ‘burned-out’ individuals are genuinely burnt-out and what percentage are 

simply in need of a more functional place in which to conduct their work? The use of the 

participants’ own description of their perceptions of stress and burnout offer a unique insight into 

the lived experiences of staff. This nonetheless presented a potential limitation of responder bias, 

which was suggested by the high number of participants responding that they felt burned-out, 

forcing the study to rely on cross-referencing the work of Maslach [2] and the ICD-11 [10] to qualify 

these anecdotes using established theory. Future research might also benefit from including 

additional variables, such as respondent gender and age, to draw further conclusions. 

5. Conclusions 

Burnout was rarely present despite participants self-reporting feeling burnt-out, or ‘witnessing’ 

burnout in their co-workers. This finding diverged from current literature on burnout in healthcare 

workers, which suggested a trend of high burnout rates across a range of cultural contexts [3,4,18]. 

The stress reaction to an uncongenial workplace reported by our study participants was largely 

attributed to staff inability to provide the quality of care they felt was necessary to best serve their 

patients but did not typically reach the criteria for burnout as defined by either Maslach or the ICD-

11. 

This unexpected finding and its interpretation led the authors to three potential conclusions: either 

(a) current studies on burnout are inaccurate and thus skewed towards confirmation-bias; (b) the 

target sample is a significant outlier that requires in-depth investigation as to the reasons why 

participant experiences do not match current trends of burnout; or (c) qualitative study has enabled 

greater depth in understanding the experiences of the staff that are not possible with existing 

quantitative burnout questionnaires [17,21,23]. This finding is also significant as organizational 

remedies to uncongenial stress are both scarcer [46] and different from remedies to burnout [47]. 

Healthcare organizations should pay greater attention to the working environment, taking care to 

ensure that hospitals are supportive of patient-facing staff duties and personal wellbeing. This 

study’s results provide a rationale for shifting the future focus of health practitioner wellbeing away 
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from individual factors, such as personal resilience, towards organizational factors that act as social 

determinants of health. 
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Chapter 3 A Qualitative Study of Hospital Clinical Staff Perceptions of 

Their Interactions with Healthcare Middle Managers 

3.1 Introduction 

This chapter presents an article manuscript, formatted as accepted for publication by 

the Journal of Health Organization and Management. This article is © Emerald Publishing 

Limited and permission has been granted for this version to appear here:  

https://latrobe.libguides.com/findingtheses/ltu. Emerald does not grant permission for this 

article to be further copied/distributed or hosted elsewhere without the express permission 

from Emerald Publishing Limited. 

This article addresses the research question: What are patient-facing hospital staff 

experiences of management-implemented strategies addressing the issue of employee stress 

as a result of an uncongenial workplace? Chapter 3 presents data and analysis pertaining to 

participant experiences of health service management, and staff perceptions of their managers 

in relation to these experiences.  
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3.2 Article 

A qualitative study of hospital clinical staff perceptions of 

their interactions with healthcare middle managers 

aKendrick, M., bKendrick, K., aTaylor, N. F., a,cLeggat, S. G 

aLa Trobe University, Melbourne, Australia 

bWA Health, Australia 

cHarbin University, China 

Abstract –  

Purpose – We explored clinical staff perceptions of their interactions with middle 

management and their experiences of the uncongeniality of their working environment.  

Methods- Semi-structured interviews of clinical staff from an Australian public health 

service’s Emergency, Surgery, and Psychiatry departments. Volunteer interview transcripts 

were inductively coded using a reflexive thematic content analysis. 

Findings – Of 73 interviews, 66 participants discussed their interactions with management. 

Most clinicians considered their interactions with middle management to be negative based 

on a violation of their expectations of support in the workplace. Collectively, these 

interactions formed the basis of clinical staff perceptions of management’s lack of capacity 

and fit for the needs of staff to perform their roles. 

Originality – This article is among the few papers which discuss interactions with 

management from the perspective of clinical staff in healthcare. How these perspectives 

inform the perception of workplace uncongeniality for clinicians contributes greater 

understanding of the factors contributing to adversarial relationships between clinicians and 

managers. 

Practice Implications –Strategies to improve management’s fit with clinicians’ needs may 

be beneficial for reducing uncongenial workplaces for healthcare staff and enhanced patient 

care. 
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A qualitative study of hospital clinical staff perceptions of 

their interactions with healthcare middle managers 

Introduction 

How clinicians engage with management can influence the clinical working environment 

(Kendrick et al. 2020). There is a large international literature reporting difficult relationships 

between clinicians and their managers (McDermott & Keating, 2011; Keller et al., 2019), 

including hybrid clinical managers working in a clinical and management role (Gilbert et al., 

2019). However, there is little explanation of why and how these relationships occur 

(Vicarelli & Pavolini, 2017) despite concerns that adversarial relationships can negatively 

impact healthcare staff and patient care (Kuhlmann, Rangnitt, and von Knorring, 2016; Keller 

et al., 2019).  

The requisite skills for healthcare management efficacy are well established (Stoller, Goodall, 

and Baker, 2016) yet prior literature discusses that healthcare managers often lack the 

competency needed for professional legitimacy (Liang et al. 2013). While clinicians legally 

require continued demonstration of competence and registration to practice, healthcare 

managers often lack formal evidence of both (Liang et al., 2018, Leggat, Liang, and Howard, 

2020). These practitioner differences may contribute to strained or adversarial relationships 

(Rundall et al. 2004, Tevis and Kennedy, 2020). 

In management literature, there is acknowledgement that management personnel impact the 

social environment of a workplace (Becker, 2013; Glover, 2001; Hursthouse and Kolb, 2001). 

For example, perceived negative human interactions can create an uncongenial workplace for 

staff (De Jager, 2003; Kendrick, Kendrick, Morton, Taylor, & Leggat, 2020), defined as 

difficult conditions at work within the International Classification of Diseases (World Health 

Organization, 2016). Further, an uncongenial working environment can be defined as ‘not 

compatible’ and/or ‘not fitted/unsuitable’ for the needs of the worker (Merriam-Webster 
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Online Dictionary, 2020). For the context of this paper, we consider congeniality and 

uncongeniality to both address the suitability of the working environment for staff needs. 

Studies presenting the clinical staff perspective of management activity in healthcare are few 

(McDermott & Keating, 2011). Since clinical staff are directly affected through interactions 

with management, their perspectives are important to increase our understanding of the 

hospital workplace (McCann, Granter, Hassard, & Hyde, 2015).  Without clinical staff 

perspectives on management activity, studies assessing the benefit of particular activities can 

be biased (Tucker & Parker, 2014). We aimed to reduce this knowledge gap by exploring how 

clinical staff experience their working interactions with management, how these interactions 

influence their perceptions of management competency, how the differences in clinical and 

management culture influences these relationships, and how these factors inform 

development of adversarial relationships. 

Theory 

The theoretical framework informing this article involves, workplace uncongeniality in 

healthcare (Kendrick, Kendrick, Morton, Taylor, & Leggat, 2020), healthcare management fit 

with clinical culture (Guay, 2013), the role of psychological contracts in clinician-

management relationships, (Akkermans, Bal, and De Jong, 2019), and clinical culture and the 

‘hidden curriculum’ (O'Donnell and Hafferty, 2014). 

Workplace Uncongeniality in Healthcare 

In healthcare, the stress that is associated with perceptions of an uncongenial workplace can 

manifest in unsafe working conditions for patients and staff (Kendrick et al., 2020). In the 

literature similar situations have been referred to as toxic workplaces. Whilst the links 

between toxic workplaces and patient harm is well evidenced (Al Omar, Salam, & Al-Surimi, 



39 

 

2019; Pickering, Nurenberg, & Schiamberg, 2017), the impact of uncongenial workplaces has 

had only limited investigation (Kendrick, Kendrick, Morton, Taylor, & Leggat, 2020).  

Literature on workplace uncongeniality is split between ergonomic uncongeniality (Badayai, 

2012) and uncongeniality based on human resource factors (Kendrick et al., 2020). 

Ergonomic uncongenialities are known to include factors such as lighting, noise levels, and a 

seating that provides back support (Badayai, 2012). The human resource factors that may 

create a working environment ‘not fit’ or ‘unsuitable’ for patient care might include 

experiences of bullying (Halim and Riding, 2018), management that is willfully blind to 

safety reports (Cleary and Duke, 2019) and a workplace that lacks psychological safety for 

staff (Kotzé and Steyn 2013, Edmondson, 1999). Adverse psychopathological outcomes from 

workplace uncongeniality, such as stress (Kendrick et al., 2020), can contribute to poor 

workplace culture, and lowered performance (Jahncke et al., 2011). While workplace 

ergonomics is an established field, less is known about uncongenialities associated with 

human resource factors, such as interpersonal relationships. This article focuses on the latter. 

A developing area of knowledge regarding workplace uncongeniality in healthcare concerns 

the consequences of adversarial relationships between clinical and managerial staff 

(McDermott and Keating, 2011). As literature on relationships between management and 

clinical staff generally centers on the perspective of managers and management scholars 

(Kellner et al., 2016, Kellner et al., 2019), the perspective of the staff has been under-

represented. Consequently, how these adversarial relationships are created (and, by extension, 

how to rectify them) is yet to be fully explored. Understanding clinicians’ perceptions of 

management could assist in improving these relationships, which in turn could lead to 

strategies that could improve overall congeniality of the hospital workplace. 

The Hospital Manager 
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The professional cultures of medicine and management are distinct and potentially 

attributable to their different historical origins. Prior to the introduction of dedicated 

administrators and hospital workplaces, clinicians were fully autonomous and self-directed 

(Fernández Pérez, 2021; Garrick & Jeffery, 1987; Imhof, 1977). The introduction of 

bureaucrats into the medical workplace has spurred complaints, as many clinicians prefer to 

operate within their own standards in a self-determined manner as they have done for 

centuries (Mechanic 1976, Sartirana, Prenestini, and Lega 2014). Perhaps stemming from 

modern management’s original role as overseers in industrial revolution era factories 

(Ackroyd 1996), the primacy of efficiency and cost-saving activities has often clashed with 

the humanistic focus of patient-centered care (Veronesi, Kirkpatrick, & Vallascas, 2014). On 

the other hand, Veronesi, Kirkpatrick, and Altanlar (2019) argue that public sector managers 

in healthcare have the potential to engage in ‘budget maximizing activities’ to improve the 

performance of hospitals and trusts. The authors refer to the possibility of manager alignment 

with public sector values, which could motivate behaviour consistent with clinician 

expectations.  

The theoretical advantage of management practice which has evolved from the industrial 

revolution’s managerial style could benefit a company’s bottom line through the promotion of 

efficiency (Bloom and Van Reenen 2010). Attempting similar strategies in healthcare, as 

advocated by New Public Management (Willis et al. 2017), has had mixed results, requiring 

managerial adaptations to the production process and the needs of the workers (McCann et al. 

2015).   

Management-Staff Interactions 

Akin to the expectations held for their colleagues, clinicians also hold healthcare managers to 

standards of demonstrable competency (McDermott et al. 2015). Standards considered 
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common between clinical and non-clinical healthcare workers include skills such as 

emotional intelligence (Clarke & Mahadi, 2017; Olson, Kemper, & Mahan, 2015), and clear 

communication (Gonzalez-Martinez, Bangerter, Le Van, & Navarro, 2016; Michel, 2017; 

Bourke, and Darymple, 2000). As the intermediary between the hospital’s frontlines and its 

executive, middle management communication is considered vital for the effective function 

of a healthcare organisation (Burgess & Currie, 2013; Currie, Burgess, & Hayton, 2015; 

Edwards, Sevdalis, Vincent, & Holmes, 2012; Tomar & Dhiman, 2013). If inter-professional 

communications break down the implications affect patient care, and patient outcomes 

(Dendle et al., 2013; Durani, Dias, Singh, & Taub, 2013; Halim & Riding, 2018; M. 

Hutchinson & Jackson, 2013; Shapiro, 2018). A break-down in communication between 

frontline staff and middle managers is thus a cause for concern in the context of a healthcare 

workplace. Clinician responses to psychological contract breach are beginning to be explored 

in literature, such as lowered clinician morale and raised intent to quit (Islam, Khan, 

Khawaja, & Ahmad, 2017; McCabe & Sambrook, 2013; Rodwell, Ellershaw, & Flower, 

2015; Rodwell & Gulyas, 2015). 

Psychological contracts are unspoken, personal expectations for the obligations another 

individual is expected to fulfil (Tomprou, Rousseau, & Hansen, 2015 p. 561). Clinical culture 

informs the psychological contract expectations of clinicians for demonstrations of 

competency in the healthcare workplace. 

Psychological contract theory also includes the relationship between staff psychological 

contracts and their wider organisation (McCabe and Sambrook 2013, McDermott et al. 2013). 

In this context, management can be seen as representatives of the priorities of the 

organisation, capable of potentially mitigating psychological contract breach with staff using 

social exchange theory (Bal, Kooij, and De Jong 2013). When a manager behaves in a 

manner incongruent with both employee expectations and formal organisational policy, staff 



42 

 

are able to distinguish that the contract breach is with the individual and not the organisation 

as a whole (Islam et al. 2017, Bunderson 2001, Morgan and King 2012).  

Clinical Culture 

The professional culture of clinicians is informed by factors including the Hippocratic oath, 

the academic collegiality of the medical hierarchy, and the apprentice model of postgraduate 

training (Rassie 2017). Traditionally, juniors were encouraged to defer to the judgement of 

experienced clinicians who carry the direct responsibility, and risk, of patient care decisions. 

The clinical hierarchy is enforced through expert and charismatic leadership (Sullivan and 

McKimm 2011), institutional knowledge, and referent power (Nugus et al. 2010). There is an 

expectation within clinical culture that these leadership skills, knowledge, and power are 

utilised by those in leadership positions for the benefit of patients and staff (Bonner and 

McLaughlin 2014, Kellner et al. 2016, Spehar, Frich, and Kjekshus 2014). 

Clinicians in a multi-disciplinary healthcare workplace (such as a hospital) interact within 

this hierarchy by contributing their expertise to a clinical team’s shared patient care activities 

(Fealy 2004). How these interactions occur is informed by the ‘hidden curriculum’ (Nugus et 

al. 2010). A ‘hidden curriculum’ micro-culture usually involves tacit knowledge of slang, 

behaviours, and assumptions familiar to members of the group sharing the culture. Each 

clinical team’s ‘hidden curriculum’ may vary based on the multi-professional mix of skills, 

clinical speciality, individual personalities, and clinician’s culture of origin (Molleman and 

Rink 2013). A clinical team’s ‘hidden curriculum’ develops over time based on workplace 

interactions to construct a social understanding of ways of working and interpersonal 

interaction (Webster et al. 2015, Hunter and Cook 2018). Underlying this curriculum is the 

basic expectation of safe and evidence-based patient care activity (Witman 2014, World 

Medical Association, 1948), supported by non-clinical workers in the organisation (Donnelly, 
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2012; S. Hutchinson & Purcell, 2010; Maria Céu, Coelho, Gomes, & Sousa, 2019). In clinical 

culture, competency thus denotes safety, a standard from which healthcare managers are not 

exempt (Auraaen, Saar, and Klazinga 2020, Kotzé and Steyn 2013, Martin, McKee, and 

Dixon-Woods 2015, Morag et al. 2012). Interactions between managers and clinicians in a 

healthcare organisation are perceived by clinicians through the lens of clinical culture (Hasty, 

Miller, Lin, Shipper, & Lau, 2018; Lempp & Seale, 2004; Mulder, Ter Braak, Chen, & Ten 

Cate, 2019). How well a manager adheres to their teams’ ‘hidden curriculum’ has 

implications for staff psychological contracts, and morale (McDermott, Conway, Rosseau, & 

Flood, 2013). 

Research Question 

The research question is to explore clinical staff perceptions of their interactions with 

management and their experiences of workplace uncongeniality in hospitals. 

Methods 

Setting 

Three clinical departments within a metropolitan health service in Australia were selected for 

sampling based on researcher access. The service has been de-identified for publication. 

Data Collection 

In line with constructivist epistemology, exploratory qualitative research methods were used 

to collect and analyze interviews from volunteers. Participants were recruited with a 

combination of snowball and direct approach purposive sampling. The sampling method 

sought to collect a wide range of perspectives from clinical staff employed at the health 

service. 

Ethics 
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All participants signed a consent form. Data were collected in accordance with research 

protocols submitted to the health service and university human research ethics committees, 

which were approved prior to the study’s commencement. Interviews were conducted at a 

time and location at the discretion of participants, with a combination of on-site and off-site 

interviews at their convenience. Participant anonymity during on-site interviews was 

supported using a private office at the service, which was routinely used by other clinicians 

for patient interviews and clinical supervision meetings. Thus, participant activity around the 

interviewer’s office would not be directly traced to the study. All participants were de-

identified during the manual transcription process. Audio recordings were deleted after 

transcripts were complete. Transcripts were stored in an encrypted digital folder. All 

participants were given the option to review their transcripts for accuracy. 

Approach 

Two researchers (MK & KK) conducted semi-structured interviews. One interviewer was a 

management-trained doctoral candidate (MK), one was a clinical trainee psychiatrist (KK). 

The two interviewers conducted three interviews together to observe the other’s interviewing 

style, with the rest of the interviews conducted by the first author (MK). As part of an 

interview guide from a broader study addressing workplace experiences, participants were 

asked questions such as, “Describe what occurred during the most recent interaction you had 

with hospital management/leadership”. The interview developed from these prompts, 

discussing participant experiences, how participants responded to those experiences, and 

what perceptions about management these experiences created. Examples of follow-up 

questions asked of participants include, ‘how did your experiences with [discussed manager] 

make you feel?’ and [in response to a discussion about feeling frustrated] ‘why did that 

interaction frustrate you?’ Participants were encouraged to go into detail, focusing on 

experiences which had the most significant impact for them. 
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Analysis 

Coding and analysis was facilitated by NVivo qualitative software (QSR International Pty 

Ltd. Version 12, 2018, Chadstone, Victoria, Australia). The two interviewers (MK & KK) 

cross-checked each other's codes and themes for improved inter-rater reliability and self-

reflexive discussion of internal biases and assumptions. 

Coding was conducted on two levels; semantic and latent. Coding was followed by 

consulting established literature on topics which reflected the codes assigned, and assigning 

themes to groups of conceptually-similar codes (Guest, MacQueen, & Namey, 2012). Themes 

and early analyses were reviewed by a third researcher (SL). 

Analysis of transcripts was conducted using reflexive thematic content analysis, as outlined 

by Braun & Clarke (2006). Thematic analysis was drawn from an inductive transcript coding 

process which identified themes from the data. These themes were then matched with 

literature which appeared to most closely fit participant discussion. Two key themes were 

identified following this process; firstly, the types of interactions participants experienced 

with management, and secondly, how these interactions shaped clinicians’ views of 

management. 

The matched literature included psychological contract theory (Akkermans, Bal, and De Jong 

2019, Rodwell, Ellershaw, and Flower 2015, Coyle-Shapiro and Kessler 2000), dyadic 

leadership of clinical teams (where two individuals from different professional groups 

provide leadership to the same team) (Llewellyn 2001, Clouser et al. 2020), and self-

governing hierarchies (Morgeson 2005, Srivastava 2013), which are presented in this article’s 

Discussion. The addition of dyadic leadership of clinical teams, psychological contract 

theory, and self-governing hierarchies, reflect the development of knowledge based on 

participant-led interviews. The additional theories contextualised the original theoretical 
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framework by offering a possible explanation for why participants responded the way that 

they did to their experiences. These theories were not present in the original theoretical 

framework as specific questions addressing topics such as dyadic clinical leadership were not 

asked of participants. Instead, participants discussed the phenomenon without prompting, 

which resulted in the inductive coding process making the additional theoretical link. 

The process of reflexivity was facilitated through discussions between the analysts (MK), 

their academic supervisors (SL, NT) and clinical supervisors (KK). 

Findings 

The two interviewers completed 73 interviews, approximately 40 minutes each in duration, 

primarily from the Emergency, Psychiatry, and Surgical departments. Participants reviewed 

their interview transcripts, with no significant changes or redactions of consent. These 

discussions included two key themes; (1) types of interactions with management, and (2) how 

these interactions shaped clinicians’ views of management. All 66 participants included in 

this article’s analysis were patient-facing, with the majority working in clinical roles. 

While data were provided on three layers of the management hierarchy: front line, such as 

nurse unit-managers (NUM), middle line management, and executive management, the most 

consistent and most frequent data related to participant interactions with middle management. 

Middle line managers, defined as individuals above first line or frontline managers in the 

organisational hierarchy, performed a clinical hybrid role in the studied health service 

(Bresnen et al. 2017). Consequently, these individuals were the focus for this analysis. 

What Interactions with Management did Clinical Staff Experience? 

Descriptions of participant interactions with management fitted into two sub-themes; 

‘interactions’ and ‘lack of interaction’. ‘Interactions’ included activities such as punitive 

measures in response safety reports and complaints, and responses to clinical staff needs. The 
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‘lack of interaction’ included a lack of consultation prior to implementing changes in the 

workplace, and physical absence. 

Sub-Theme 1 - Management Interaction 

Of the 66 individuals who discussed the impact of management in their experiences of work 

in depth, 45 discussed negative experiences, and 18 discussed little to no management 

influence on their experiences at work (ambivalent). As outlined in Table 1 (See Appendix) 

the perceptions varied by department. The Psychiatry department’s participants reported a 

higher prevalence of negative interactions with their middle managers than Emergency 

department participants, who were more ambivalent. The Surgical department participants, 

while responding similarly to the Psychiatry department, had insufficient participants to make 

firm conclusions. 

Participants rarely perceived middle management as a positive contributor to clinical work. 

As participants were mostly clinical staff (others were clinical-support staff, such as patient-

facing administration), expectations for the provision of patient care were clearly defined in 

hospital policy documents, and by the training each professional received; 

“…every single action that we do has to be per hospital policy.” (Participant 19) 

However, protocols such as consultation on resource allocation for patient and staff safety 

were discussed as being routinely disregarded by management; 

 “…we expressed our concerns […] what’s not working, it’s not realistic, …but we’re 

feeling like we’re not being considered. It’s at the back of their (middle management) 

minds because of the budget that’s not going to fit. Then […] we’ve been told, this is 

your budget, and this is what you’ll do. But we said it wasn’t going to work! So they 
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replied, ‘well it’s too late now, can’t change it, sorry.’ *eyeroll* So I’ve lost three [full 

time staff] in this new budget and I don’t understand why!” (Participant 67) 

Clinical staff held the expectation that their managers should also follow clear roles and 

responsibilities; 

“…Those who have management training know their boundaries, know their job 

description and the limits of it. I question why people do the things that they do, and if 

you know what you’re doing, the role clarity is evident. 

Do you believe your management has this training? (Interviewer) 

No. [Boss, middle manager] steps out of their job role often and passes some jobs on 

to other staff. There’s no thought to it, no discussion, nothing. I push back and say, no, 

this job is supposed to be for [someone else].” (Participant 68) 

Expectations of clear roles and responsibilities extended to responsiveness to clinical staff 

needs, such as appropriate support for clinical issues and confidential handling of private 

matters. Interview participants outlined how the erosion of trust they experienced contributed 

to an uncongenial workplace for them; 

 “...if I had any problems I’d hope that my [nurse] manager can sort it out…because 

my experience going higher than that has not been good. Any times where we’ve had 

to go higher than that is when the [nurse] manager’s not here… if the [nurse] 

manager had been here [the issue] probably would not have happened.” (Participant 

71) 

Participants described management behaviours which eroded their sense of psychological 

safety, such as punitive responses to safety reports; 
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“The one debrief I’ve had with management was actually an interrogation […] My 

colleague and I …[details of risk reporting which got lost in the system]… there was 

ass-covering. That’s why we got pulled into that meeting. The interrogation went for 

about an hour, my colleague was crying.” (Participant 50) 

“…you find out that you can’t be confidential with the things you tell them” 

(Participant 43) 

Frequently, participants perceived that management made inappropriate decisions which 

negatively impacted staff, such as punitive and uncongenial responses to safety reporting; 

 “The people that have been burned because they’ve gone to management…whenever 

something big or bad happens and you go…rather than a no-blame culture it’s a seek-

and-destroy culture. They [middle management] tend to nit-pick everything and if 

someone tries to put something in anonymously, they will try to find out who it was…” 

(Participant 36) 

“There’s this culture of ‘you’ll pay for it’” (Participant 68) 

Based on experiences with management’s punitive responses to safety incidents and 

complaints, participants described the erosion of their trust in management. 

Sub-Theme 2 – Management Lack of Interaction 

Participants described a general lack of knowledge of the roles or identity of middle 

management. Questions regarding who was responsible for what organisational task, and how 

to navigate the organisational hierarchy beyond an individual’s immediate consultant 

physician or NUM, were frequently answered with silence and a shrug. 

“I do think the management structure we have now is very confusing…” (Participant 

65) 
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A lack of staff familiarity with their middle managers was attributed to the physical absence 

of management on the patient care levels of the hospital. Management offices were usually in 

a separate location, and anecdotes of middle managers visiting to communicate with staff in 

person were rare; 

“They sit up in their little glass box offices, making all these decisions…” (Participant 

52) 

“I do not see them very much.” (Participant 59) 

Participants suggested that reporting to a responsible individual is an element of healthcare 

safety culture. Decisions from middle managers were perceived to be made without adequate 

consultation, paired with micro-management for the application of these decisions, 

contributing to an uncongenial working environment for staff; 

 “I feel stuck at this level where there is just no consultation, but consultation is 

required for safety. There are no job audits, limited discussion. We’re not informed 

properly, we’re just micromanaged. Suffocated. Extremely frustrated.” (Participant 

68) 

“…whatever [the boss] wants to raise with [them]…it’s just thrown at [them]. […] 

You can’t say a thing. It’s just being told…” (Participant 43) 

Negative impacts of the lack of consultation and trust involved the perception of management 

as over-reliant on processes and systems which were not fit for the needs and experiences of 

clinical staff; 

 “…the pervasiveness of these resilience programs everywhere, not just in 

[profession], …I do get concerned that [middle] management who is not involved 

clinically would see that as something that is adequate…to stop things like burnout. 
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[…] It’s not even close. It’s necessary, but by no means is it adequate.” (Participant 

16) 

Additionally, lack of consultation and role clarity resulted in un-fulfilled clinical staff 

requests for resources and support, with few avenues to escalate the requests to an 

appropriate individual. This included the process of communicating evidence-based updates 

to clinical protocols, developed by clinicians, which were difficult to update in the hospital 

system; 

 “It is so frustrating, and so long, that it actually seriously stops you from doing it 

[updating formal policy] […] we’ve created two really important clinical guidelines 

that we have just not even started the process of trying to get it on the intranet 

because we know how challenging that is going to be, and how frustrating it’s gonna 

be.” (Participant 07) 

The challenge of working with administrative systems was extended to interactions with 

managers, who were perceived as gatekeepers of those systems; 

“…we do get ‘consulted’ on changes, but all that comes back is that we’re keeping 

what we’ve got and you’re not allowed to change it.” (Participant 50) 

A lack of consultation, and difficult-to-access systems, caused concern for participants who 

wished to maintain up-to-date, evidence-based practice in their departments. Participants 

reported that the clinical staff established workarounds, such as informally sending copies of 

clinically-developed protocols to staff without an ‘official’ update accompanying. This 

contributed to further informal processes, such as activities which relied on the protocol. 

These workarounds operated in liaison with, yet independent of, the health service’s formal 

clinical governance system. Satellite-style clinical governance to this end often took the form 
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of a nurse-unit manager or a consultant physician assuming a leadership position to make 

local decisions without middle management input.   

After perceiving repeated, disappointing experiences with management, the clinicians 

interviewed described their growing disregard for management importance and relevance in 

the workplace. This disregard began to negatively influence staff desire to engage with 

management; 

“I know they have those staff forum things, but everyone knows that they don’t listen 

to what we say, so why bother?” (Participant 39) 

Examples of middle management activity in the clinical working environment were usually 

perceived as an inconvenience; 

“I can't think of an activity they do. They give us.. annoying…paperwork to do?” 

(Participant 02) 

Participants discussed their lack of belief in the managers’ competency. Participants’ belief 

was reinforced by interactions with managers in the workplace; 

“Low-key, a lot of us think that [management activity]is just for the [middle] 

manager’s benefit and serves no other purpose.” (Participant 58) 

“I imagine they really like paperwork. They really love tick-boxes. It's what I imagine. 

They sit there in a meeting. With their tick-boxes. Ticking boxes. And then tell people 

to go tick more boxes. Which is terrible, but it's genuinely what I picture. It's what I 

see, from what they've built.” (Participant 49) 

Participants cited both the physical absence of management, and the lack of understanding of 

clinical work, as reasons why they had little regard for their middle managers; 
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 “[Management] have got no idea. No idea…*rolls eyes*…It’s just incredible.” 

(Participant 27) 

“…the thing I get from hospital [middle] management is they're kind of useless and 

only care about [activity] stats. And accreditation. Not really about the [patient].” 

(Participant 01) 

“I think there’s a lack of understanding of what we do.” (Participant 65) 

Consistent with these views, participants discussed how poor-fit management caused issues 

for clinical staff by not following evidence-based practice. An example was provided by a 

participant, who discussed at length their frustrations associated with patient forms that were 

designed by management, and not audited for appropriateness; 

“…the forms to fill out, I think they are written by people who have never done the 

job…[…] there is a form I saw, one of the doctors showed me, it wants us to write all 

the medications. Except it has three lines. And then we are told, use the form. But I 

can't, because the patient has seven medications. So, what, we lie on the form? So, we 

write on the form 'look at notes'. And then we are told, no, don't do that. Just write 

outside the box. And then we are audited- and they say we need to improve 

compliance. It- it is just very stupid, I like the idea of the form, but the forms- the 

people who make the decisions are stupid.” (Participant 12) 

 Over time, these concerns with management competency resulted in staff ceasing 

communications of their needs to their middle managers unless it was unavoidable, preferring 

to handle the issue with procedures informally established within their own teams; 

“I think it really comes out on night shift when management’s not there. There’s a lot 

more team spirit on the night shift, a bit more laughter. It just feels a bit more free on 

the night shift.” (Participant 36) 
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“I think the easiest way to get by in this place is to just accept that management isn’t 

that important. Sometimes they send you little things do to, you do them; you don’t 

pay too much attention.” (Participant 30)  

“I divorce myself from[middle] management just to get on with my job” (Participant 

15)  

To protect patients and coworkers from the risk of harm from the perceived lack of 

competency, and make healthcare provision more congenial for themselves, staff try to omit 

management from as many processes as possible. 

Discussion 

The central theme we identified in the data was that clinical staff were routinely disappointed 

in the behaviours they experienced from their middle managers. Middle management was 

described as either absent or obstructive, holding inflexible responses to receiving and 

delivering feedback, and being unattuned to staff needs. These experiences eroded staff trust 

in management and were perceived to contribute to workplace uncongeniality. 

Our findings were consistent with the definition of an ‘uncongenial’ workplace, which is  

distinct from ‘toxic’. As ‘toxic’ workplaces are defined as “… environments [which] induce 

repulsive experiences…which lead to the negative, adverse and reduced outcomes of the 

employees” (Anjum et al., 2018 p. 2), we believe that a ‘toxic’ workplace is an order of 

magnitude more severe than what we observed in the sample. Brown et al. (2021) discussed 

that a “Stressful, Hostile, and Toxic Workplace” involves “a hostile or toxic workplace 

(which) almost always feature an event or situation at the workplace that precipitated an 

intense emotional reaction”, such as feeling “disrespected; criticized, rejected, or 

discriminated against; intimidated; shamed or humiliated; and harassed…” .  Our 

participants did not regularly describe the experiences suggested by Brown et al. (2021), yet 
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participant anecdotes of the workplace described it as emotionally taxing, and that it did not 

facilitate the provision of patient care. Thus, it was uncongenial. This paper adds to two pre-

existing papers identified in the literature to explicitly address ‘uncongeniality’ as an 

academic term. 

Our analysis illustrates how clinical staff associate their interactions with management to 

their perceptions of workplace uncongeniality. Based on established links between a lack of 

confidence in management and adversarial relationships in healthcare (McDermott and 

Keating, 2011), our data provides additional context to illustrate how these relationships 

develop, their impact on clinical staff, and potential impacts on patient care. 

Clinical staff outlined their unspoken assumptions for their managers to act in support of 

patient care, reinforcing the evidence for evaluation-oriented psychological contract 

expectations. In our sample, the repeated violation of psychological contracts led to 

adversarial behavior, including withholding information and autonomous adaptation away 

from management in a manner akin to behaviours reported in McDermott & Keating (2011). 

Autonomous adaptation away from management in our study included establishing a 

‘satellite’, or self-governing hierarchy. As the establishment of a self-governing hierarchy can 

be a form of non-overt adversarial behaviour towards management, prior studies investigating 

inter-professional conflict in healthcare may have missed this potentially contributing factor 

to workplace interactions in healthcare. A key distinction found between the adversarial 

nature of a self-governing hierarchy and ‘normal’ frontline management discretion in our 

sample was the deliberate disregard of middle management input. Due to the absence of 

middle-management in front-line working spaces, this adaptation may have gone unnoticed 

(Cleary & Duke, 2019). The outcome of this self-directed adaptation was the formation of a 

communication silo (Wilberforce et al., 2013), which allowed for avoidance of conflict with 

management whilst being perceived to protect patient care. 
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Self-governing clinical hierarchies can act as a buffer for clinicians who perceive an 

uncongenial workplace. By intervening via self-governing hierarchies, clinical leaders can 

fulfil their subordinates’ psychological contracts regarding the wider organisation’s 

commitment to patient care (Goodall et al., 2015, Bal, Kooij, and De Jong, 2013). Dyadic 

clinical leadership (such as a consultant physician and a nurse-manager leading frontline staff 

as a team) can further act to protect patients and staff from poor-fit middle management 

decisions (Clouser et al., 2020). If frontline healthcare workers experience support and 

perceptions of safety as a consequence of the intervention of clinical leadership via self-

governing hierarchies, their psychological contracts with the wider health service might not 

be violated (Coyle-Shapiro & Kessler, 2000; Islam et al., 2017; McDermott, Conway, 

Rosseau, & Flood, 2013; Morgeson, 2005). 

Staff described middle managers as caring more about key performance indicators (KPIs) 

than patients and perceived them to make errors in practice paralleling those described by 

Dido Harding in Moberly (2018), such as decision-making without consultation and ignoring 

clinical staff feedback. Consequently, middle management were not perceived to behave in a 

manner that was a good fit for staff needs.  

Middle managers were also described by clinicians as absent, or lacking interaction, in 

addition to negative interactions when they were present. Participant experiences of both 

negative interaction, and lack of interaction, led to the perception that middle managers 

lacked understanding of clinical working processes. Our analysis of participant perceptions 

suggests that lack of management education and standards of demonstrable competence may 

be associated with the inability of the managers to use evidence-based practice in a way that 

could be recognisable to clinicians (Han et al., 2006, Khatri et al., 2006, Stanton et al., 2010). 

This would impact the translation of management science (Hamet and Maurer, 2017), as well 

as a manager’s ability to fit the perceived requirements of their staff. The perceptions of 
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clinical staff in this study echo the previous research on post-industrial, new public 

management approaches and their poor suitability for industries that require a tailored 

approach (McDermott et al., 2015, Tevis and Kennedy, 2020). 

Based on their interactions (or lack of interaction) with middle managers, participants 

perceived that middle management was not acting in support of patient care activity. 

Participants felt that the workplace was thus uncongenial to their work, and consequently 

posed a risk to their patients. Paired with enforcing user-unfriendly administration systems 

that, for example, dissuaded routine protocol updates, clinicians began adapting away from 

management in an effort to maintain patient and staff safety (Teoh, Hassard, and Cox, 2020). 

These adaptations become incorporated into a clinical team’s ‘hidden curriculum’ over time. 

When a clinical team’s ‘hidden curriculum’ micro-culture develops around a distrust for 

middle management, that team’s activities can become avoidant or adversarial towards 

management input (Carney, 2011, McDermott et al., 2013). 

Participant perceptions of middle-management lack of fit with clinical staff expectations were 

consistent, even when discussing hybrid-management. Despite the theoretical benefit of 

hybridization offering managers insight into both clinical and managerial work (Burgess & 

Currie, 2013; Currie, Burgess, & Hayton, 2015), not all hybrid managers effectively utilized 

the dual aspect of their role (McGivern, Currie, Ferlie, Fitzgerald, & Waring, 2015). 

Mintzberg (2002) made a commentary on this phenomenon, highlighting the comparatively 

smooth transition to management experienced by nursing professionals as a potential side-

effect of nursing culture and training. Those with a background in medicine, and executive 

management positions, were described by Mintzberg (2002) as prioritizing roles and tasks 

that were described as ‘abstracted’ and ‘distant’ from the frontline work of the hospital, 

echoing the anecdotes of participants. McGivern et al. (2015) suggested that this difference 
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might be attributed to the degree of willingness a clinician has for the task of hybridization, a 

perspective reinforced by authors such as Kippist and Fitzgerald (2009).  

Limitations 

Factors present in different healthcare settings, such as the management structure of health 

systems in other countries, or privately-funded healthcare, could influence our study’s 

generalisability. An example of this might be found in Australian private hospitals, where the 

need to autonomously adapt away from managerial influence might be rendered unnecessary 

due the independent contractor relationship between medical clinicians and the hospital 

(Productivity Commission, 1999). Another potentially contributory quirk of the Australian 

private hospital sector is the competitive nature of its recruitment, where workplace 

congeniality is an active attractor. Conversely, Australian public hospitals may experience our 

studied phenomena more frequently given the lack of manager incentive to compete for 

clinician retention. Other healthcare contexts similar to Australia’s public hospitals could 

feasibly experience situations similar to those found in the study. 

Due to its qualitative, participant-led nature, this study cannot draw conclusions of causative 

relationships. Study data comprised subjective participant perspectives on their experiences. 

Future studies could include the perspectives of management.  These limitations potentially 

impact the project’s generalisability suggesting the need for replication in other cultural 

contexts, such as other countries and other models of healthcare (Kirkpatrick et al., 2009). 

However, this is where the strengths of exploratory qualitative research can be demonstrated. 

Interviews focused on topics that were at the forefront of participants’ concerns, permitting 

honest and free discussion. An example of the benefits of this process is the fact that we did 

not ask participants questions regarding adversarialism in their working relationships; this 

theme emerged from the data through semantic and latent coding practices (Braun & Clarke, 
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2006). The contributions of this study’s analysis on psychological contracts, and adversarial 

relationships, addresses a current gap in healthcare management literature that might not have 

been achieved using other methods. Furthermore, many interviews touched on the same 

topics without prompting, indicating a level of consistency in perceptions across the 

participants. 

Practice Implications 

A possible wider implication of this article’s analysis concerns the role of government policy 

in ensuring the competency of healthcare management. The Australian healthcare 

management industry does not yet receive professional oversight or requirements for 

accreditation of practitioners. Yet, the performance of healthcare managers can influence the 

overall performance of their hospital, and the health of the community which relies on that 

facility (Warren et al., 2007). Despite sampling a small number of clinical departments from 

within the same health service, participant discussions suggested that their behaviours might 

not be unique. Due to the impacts on the wider community, we urge public health officials to 

consider greater focus and investment in developing their healthcare manager workforce.   

To achieve improvements, professional oversight and accreditation for management could be 

considered (Bartram & Rimmer, 2011; Pannick et al., 2016). One avenue would be to 

mandate professional registration with healthcare management colleges, such as the 

Australasian College of Health Service Management or Royal Australasian College of 

Medical Administrators. The assumption that each healthcare manager possesses the requisite 

training to perform to the expectations of their staff without accreditation may leave 

weaknesses in practitioner capacity unaddressed (Agarwal et al. 2016a, b, Leggat, Liang, and 

Howard, 2020). Greater professional engagement with research and professional 
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development opportunities may assist managers in improving the quality of their workplace 

interactions (McDermott et al., 2015, Hamet and Maurer, 2017). 

For healthcare management professionals who already hold relevant qualifications and 

accreditation, deeper consideration of psychological contracts may limit staff adversarialism 

(Mazurenko et al., 2019). Furthermore, qualified managers could consider developing core 

healthcare management competencies, such as evidence-informed decision making and the 

ability to lead and manage change (Liang, Leggat, Howard, & Koh, 2013). One approach to 

assist with the implementation of core management competencies is the concept of 

‘management by walking around’ (or ‘rounding’ as it is known in clinical terms) (Kelly, 

1996; Tucker & Singer, 2015). By ‘rounding’, middle management can increase their 

engagement with staff, which in turn may improve their visibility for improved perceptions of 

leadership and evidence-informed decisions. Following the arguments of authors such as 

Moberly (2018) and Carney (2006), understanding the priorities and values of staff through 

open communication and responsiveness to the provision of quality patient care can assist 

with creating a congenial, and safe, healthcare workplace for all. 

Conclusion 

To summarise, non-overt demonstrations of adversarialism by patient-facing staff towards 

middle management in an Australian public hospital can occur as a response to the staff 

perception that managers were unwilling or unable to create a healthcare workplace that was 

congenial to the provision of patient care. This perception was reinforced through repeated 

interactions which violated the employee’s psychological contract with their managers. 

Perceptions of poor manager communication and punitive management approaches were 

examples of the types of behaviours which were perceived to breach staff psychological 

contracts. In response, the hidden curriculum evolved in some clinical teams to exclude 
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middle manager influence through dyadic clinical leadership to filter information and set 

clinical priorities at the front line. This created a communication ‘silo’ which was believed to 

improve staff ability to focus on providing quality patient care without the perceived burden 

of interacting with middle management. 

Professional management registration should be considered to improve communications, and 

relationships between patient-facing staff and healthcare middle managers, fostering greater 

trust and collegiality.   
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Chapter 4 Insight into Work-As-done Versus Work-As-Imagined; Staff 

Perceptions of a Health Service’s ‘Leadership Rounding’ Initiative 

4.1 Introduction 

This chapter presents an unpublished article manuscript, formatted as submitted to the 

International Journal of Healthcare Management. This article addresses the research 

question: What are patient-facing hospital staff experiences of management-implemented 

strategies addressing the issue of employee stress as a result of an uncongenial workplace? 

Chapter 4 presents a segment of data and analysis pertaining to participant experiences of 

health service leadership, and their interactions in the workplace.  
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Insight Into Work-As-Done versus Work-As-Imagined; Staff Perceptions 

of a Health Service’s ‘Leadership Rounding’ Initiative 

Background: A Leadership Rounding initiative was advertized as a success in the 

health service’s annual report, however the publication did not specify how this was 

qualified.  

Design: Semi-structured interviews with 73 staff, employed by the health service 

across 2 hospital sites and 3 clinical specialties, were handled using deductive thematic 

analysis. Staff were interviewed to see how they experienced the Leadership Rounding 

initiative. 

Results: From the wider study, 17 individuals were identified to have directly 

discussed experiencing the Leadership Rounding initiative in their workplace. Of those 

17, eight participants described directly interacting with executive-level management. 

The consensus of the 17 participants were that the Leadership Rounding initiative is a 

good theory, poorly implemented in practice. 

Conclusions: This outcome is consistent with management and organisational behavior 

literature concerning communication channels and management culture in healthcare 

organisations, which often fails to connect with the priorities and values of patient-

facing staff. For improved efficacy, we urge healthcare management to remove barriers 

to the systematic collection and regular incorporation of patient-facing staff feedback. 

Key Words: Leadership, Work-As-Imagined, Management, Healthcare, 

Communication  

Introduction 

Many articles discuss new theoretical contributions to improve management and leadership 

practice. Less common are studies measuring how these theoretical contributions are used. 

This gap can be conceptualized as ‘work as imagined’ versus ‘work as done’, which 

compares a theoretical activity with its implementation [1]. Addressing this gap is of key 

importance for successful strategy adoption, and translation of academic theory into practical 

recommendations [2].  
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McCarthy [3] recommends positive interpersonal relationships, and open 

communication channels, for successful management practice. Carmeli and Markman [4] 

discussed common strategies which successfully sustain organizations for multiple centuries. 

These strategies also involve interpersonal relationships and clear communication channels. 

As governance structures rely on accurate and timely communication for guidance on how to 

best direct an organization, and the reliability of the facilitators of that communication, 

usually management, focus on such factors to improve governance. Building on the work of 

authors such as Cândido and Santos [5] and Braithwaite, Wears [2], this article aims to 

address a current gap, concerning how organizational strategy is experienced by staff to 

reconcile work-as-done against how the work is imagined. 

Background 

The study centres on a large public health service in Australia. The health service’s 

development can be traced across its annual reports. Reading publicly available annual 

reports over consecutive years affords an open-access way to track and evaluate strategic 

priority-setting and outcomes based on what the service chooses to showcase to stakeholders. 

One strategic priority, repeatedly mentioned across all of the service’s annual reports, is the 

service’s aim to engage with staff. To achieve this, the service began a leadership rounding 

initiative, where members of the Board and service executive visited frontline staff to collect 

feedback. The authors, one external researcher and an internally-employed research assistant, 

selected this initiative for further exploration in the article. 

Theory 

The theoretical framework underpinning this article’s analysis and discussion are based on 

the works of Anderson, Ross [6], who study how work-as-done can differ from work-as-

imagined. Their article acknowledges the interpersonal dynamics of professionals, and how 

the real needs of the working environment do not always match empirically measured 
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phenomena. Related to this phenomenon are the writings of Edwards, Sevdalis, Vincent & 

Holmes [7], who provide insight into how communication channels in healthcare operate. 

In healthcare organisations, communication between management and clinicians can 

break down without negatively impacting patient care [8]. Clinical care teams can be self-

directing, flexible, and present without the input of middle management personnel [9-11]. 

This has been noted with particular frustration by management scholars who unsuccessfully 

attempt to impose changes and administrative tasks onto staff. [5] How to improve the 

success rate of strategy implementation, and engagement with clinical staff, has been the 

topic of discussion in healthcare management for decades. 

One of the many established influences on organizational performance is the efficacy 

of bi-directional communication channels. [12-14] Rapid communication of accurate 

feedback from the front lines of an organization, to relevant executive decision-makers, 

contribute to an organization’s ability to survive large-scale crises and achieve resilient 

longevity, [4, 15] by ensuring that information can be rapidly fed back up the organisational 

hierarchy in the event of a crisis [16], the organization is better equipped to address that crisis 

in an effective manner. Establishing a direct communication channel between frontline staff 

and members of the board is thus a useful concept in theory. In addition to formal operational 

reports on performance, decision-makers would also have their own experiences to balance 

what reports they prioritize and what strategies to follow, as described in the service’s 

leadership rounding program overview (citation redacted on request of the service). 

Therefore, the authors were interested in exploring if this is properly achieved, as a broken 

communication channel can feedback the wrong information, or no information at all. [13, 

17] 

Unique Contribution 
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This article aims to address a gap in work-as-done and work-as-imagined theory through the 

presentation of a real-world case. It examines the perspectives of frontline workers at the 

receiving end of an executive-driven strategy, which promoted a direct communication 

channel between frontline staff and governance executives in an Australian public hospital. 

Method 

The study used qualitative, deductive thematic analysis of documents [18], including archival 

and primary sources of data, to explore how the service’s annual reports’ Leadership 

Rounding initiative was perceived and experienced by staff. Archival sources involved open-

access annual reports. Primary sources included semi-structured interviews with patient-

facing staff in the service.  

Human research ethics clearance (HREC) for a wider study was provided directly by 

the health service, with site access granted by the service’s Chief Executive. The ethics 

clearance was validated by the first author’s university. This article contributes a portion of 

the results from that exploratory research project. 

As presented in the annual report, it appears that the leadership rounding initiative is 

successful from the perspective of members of the executive. However, a question remains: 

Do the publicly available descriptions of the leadership rounding initiative correspond to the 

perspectives of participating staff? 

Sampling 

As part of the wider exploratory study, the authors were granted access to three clinical 

departments within the service. The sample was limited to staff directly employed by the 

health service. The choice of three clinical departments across two hospital sites was partially 

access-based, designed to provide a range of perspectives from a variety of professional 

backgrounds. Data were collected between October 2018 and October 2019.  Participants 

were recruited both directly through purposive sampling, and the use of word-of-mouth 

snowball sampling [19]. The authors aimed to gather interviews from staff at each level of the 



81 

 

patient-facing layer of the hospital organization, including junior and senior clinical staff, 

administrative personnel, and hybrid managers.  

The service’s annual reports are freely available to the public on the service’s website, 

however these citations (and the actual name of the program) have been de-identified on the 

service’s request. 

Research Ethics and Sampling Clinical Practitioners 

Three clinical directors who gave their consent for their departments to be included in the 

study formed the basis of the three clinical departments sampled. Participants were provided 

with both a typed and verbal explanation of the project aims and methods prior to the 

commencement of the interview, which began when the participant signed the consent form 

in the presence of the interviewer. Consent could have been rescinded at any point of the 

research project before the research census date [18].  

Participants were volunteers, who contributed their perspectives confidentially and 

with knowledge that there was no compensation for their time. Participant confidentiality was 

a significant consideration for the researchers, as respecting the privacy of healthcare staff is 

a key requirement for researching in healthcare organisations [20]. Transcripts had names and 

personal information redacted prior to being made available to participants for review. 

Data Analysis 

The authors consisted of a management-trained academic researcher working externally from 

the organization (MK), and a clinically-trained research assistant who worked within the 

organisation (KK). Independent validation of study themes was provided by an academic 

supervisor from the first author’s university. 

The authors compared the service’s latest annual report’s description of the leadership 

rounding initiative with participant interviews on the same subject. For example, the annual 

report stated the health service’s envisioned engagement with all staff. To identify what this 
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might mean in practice, the authors asked interview participants exploratory questions such 

as ‘Have you heard of the [health service’s] [Leadership Rounding] initiative?’, and ‘If so, 

what is your experience/impression of it?’. Interviews which discussed anecdotes relevant to 

the Leadership Rounding initiative were selected for the analysis presented in this article.  

The resulting interview transcripts were coded semantically and latently by the two 

authors, using Braun, Clarke’s suggestions for reflexive, thematic coding. [21] Themes used 

for deductive coding came from literature on work-as-done and work-as-imagined theory [2, 

6] and communication channels in healthcare. [7, 12]  

Results 

The wider project sampled a total of 73 patient-facing staff, located across two hospital 

campuses, from three clinical disciplines (Surgery, Emergency, and Psychiatry). Interviews 

averaged 40 minutes in length, in a private room at the discretion of the interviewee. As 

interviews were participant-led, not every participant elected to discuss every interview 

question in depth. Consequently, 17 participants were included in this article’s analysis 

(Participants 03, 06, 09, 11, 12, 17, 18, 24, 25, 37, 40, 42, 47, 50, 52, 63, & 65). These 16 

participants responded that they had heard of the Leadership Rounding initiative, generally, 

when asked during their interview. Of these 17 participants, only eight (09, 11, 12, 17, 18, 25, 

50, 52) participants responded that they believed to have interacted with members of the 

Board and/or members of the hospital executive directly.  

The remaining 56 participants excluded from this article’s analysis had either never 

heard of the initiative or did not discuss having met any member of upper management, 

executive, or board-level hospital staff during their employment with the service.  

Participant anecdotes of the Leadership Rounding initiative were consistent across the 

16 included in this article. Their perspective, overall, was that the initiative was positive in 

theory, but lacked the desired impact due to its manner of implementation. 
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The Leadership Rounding Initiative 

The purpose of a health service’s annual report is to communicate performance outcomes to 

stakeholders. An often-overlooked aspect of annual reports are human performance factors, 

such as staff satisfaction and turnover, which are known to influence payroll costs. [22, 23]. 

One human performance factor mentioned in the service’s annual reports is the Leadership 

Rounding initiative.  

The intended purpose of the Leadership Rounding initiative was to facilitate direct 

feedback from frontline hospital staff to members of health service leadership, such as the 

Executive and visiting members of the Board.  

Visits were described in official documents as being conducted by a clinical and non-

clinical leadership member, for over an hour each visit. Outcomes reported in the program 

overview publication included staff engagement that was ‘meaningful’, with ‘positive 

outcomes’.  

Supplementing this description, the annual report described the Leadership Rounding 

initiative as ‘extremely important’ (citation redacted). 

When the annual report described the Leadership Rounding visits as ‘successful’, 

there was no information provided to explain how this assessment was made. 

Perspectives on the Leadership Rounding Initiative 

Participants who heard of the Leadership Rounding initiative, and discussed their experiences 

of it, described the work-in-practice as; ‘…superficially making the effort to do the executive 

visit to the ward. […] just like a walk through the ward, a smile and a wave’ (Participant 42). 

Participants discussed how the Leadership Rounding initiative would be perceived as 

making a meaningful difference to staff if they witnessed tangible, positive changes in their 

workplace. Participant examples of these changes would involve better rostering and working 

conditions. To support this perspective, other participants discussed how the Leadership 

Rounding initiative was perceived to be ineffective due to how the visits were conducted. 



84 

 

‘The walk and wave? Hah. (laughs) I mean, good on them for trying. Look, I’m not going to 

say it’s bad for trying. It’s a bit royal...’ *Participant is bemused* (Participant 71) 

We're monitored and managed by self interest. So, the standards- we have 

management running after the key performance standards and telling staff to say 

things like parrots. […] And then they can say they're doing a great job, and they'll 

never get fired.  (Participant 11) 

Complaints of the Leadership Rounding visits serving a performative purpose rather than 

contributing to actual service improvements were common among the seven respondents who 

had personally witnessed the event. 

Things are different, people come down. They don't see the proper thing. It would be 

better if it was a total surprise […] I would like them to see the stupid paperwork and 

have to sit and listen to [specific person] lecturing us. It should be a proper surprise, 

proper. They shouldn't let anyone know, we shouldn't even know they are board 

members. It is hard to say things when you are around patients, and your boss is 

checking- […]- you know? (Participant 12) 

Participant experiences of feeling ‘unheard’ and ‘ignored’ at work were frequently 

discussed. 

Interviewer: The [Service]…when it publishes its annual report it dedicates some 

space to declaring that it values its staff. Do you feel valued? 

Participant: No. Not at all. 

I: Could you list why? 

P: Because I’m not listened to (Participant 65). 

Participants discussed at length their perceived lack of tangible improvement in 

frontline working conditions and felt ignored when requests and complaints were 

communicated. Examples were provided of how management priorities appeared to align 
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with presenting success, and meeting targets, rather than the wellbeing of staff and 

facilitating quality patient care. 

Most of the (email) messages are about telling us how good they (middle-

management) are. They say it is good for morale. It is not, it just makes me go, why 

are you doing that? You have too much time. *Dismissively* Go do some work 

(Participant 12). 

Such management priorities were explained to extend to the curation of visits from 

accreditors, which would be led by these same management personnel. 

‘…what the board wants is filtered down. They don't have the chance to see the real picture. 

When they come by, they're nice, but [management staff] knows they're coming so we're 

asked to put on a show’ (Participant 11). 

Discussion 

The Leadership Rounding initiative echoes the theory of ‘management by walking around’ 

[24], or clinical ‘rounding’ [25], however it does not appear to be achieved in practice. The 

reason for this is attributed to infrequent participant experience of the Leadership Rounding 

visits. The theoretical benefit of clinical rounding is associated with familiarity with the 

workplace’s normal order of operations as a result of visit frequency. [26]. Beaird, 

Baernholdt & White [26] recommend that ‘Hospital units must consider the facilitators at the 

organisational level as well as at the individual level to achieve success’ (page 1147). 

Similarly, Tucker and Singer [24] discussed how ‘our study suggests that senior managers' 

physical presence in their organizations' front lines was not helpful unless it enabled active 

problem solving’ (page 253), a perspective which was consistent with that of this study’s 

participants. Participants who had witnessed a Leadership Rounding visit discussed their 

perception of the visits serving a superficial purpose of displaying a department’s successes, 

while hiding its weaknesses. These results can contribute to knowledge concerning work-as-
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imagined versus work-as-done, as the theoretical benefits of the Leadership Rounding 

initiative as imagined by executive and Board-level hospital leadership do not appear to be 

received by frontline staff in practice.  

The strengths of this exploratory project are demonstrated through the ability to 

explain potential reasoning behind why this work-as-imagined gap exists. A mis-matched 

perception between rounding leadership, and frontline staff, potentially results from the lack 

of true bi-directional communication channels, which was discussed by participants as 

regularly impacted by middle-management. Based on these discussions, it appears that the 

same influences on communication channel clarity within the health system’s formal 

hierarchy (intended to be circumvented by the Leadership Rounding initiative) continue to 

control the information available to decision-makers even in-person. Thus, the specific gap 

between work-as-imagined, and the work-as-done, can be identified in the context of this 

initiative. 

Despite not collecting a comprehensive sample across the entire health service, the 

study’s participants consistent reporting of a superficial approach to staff feedback echoes a 

common theme in management literature (27). Scholars suggest that this might be the result 

of a management culture that punishes failures rather than framing failure as a learning 

opportunity [28]. In a punitive culture, it is not in the interest of a middle-manager to report 

their true performance to superiors, so negative feedback is suppressed. So, too, could staff 

communications be disregarded if they implied the existence of ‘problems’ directly linked to 

that manager.  

If Leadership Rounding visits are guided through departments in the manner that 

patient-facing participants described, then visiting governance personnel experiences of ward 

visits are consistently curated. This may explain the positive outcomes published for the 

Leadership Rounding initiative in the service’s annual report. Participant anecdotes of work 
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in the wards suggest that this is far from the reality experienced by staff. It is unclear whether 

this curation is deliberately obfuscatory or merely an attempt to portray the department in its 

most positive light. Either would impede the function of the initiative to gather accurate 

information. 

After identifying this gap in work-as-done versus work-as-imagined as it pertains to the 

Leadership Rounding initiative, a few questions remain for future investigation: Firstly, Is the 

Board and Executive aware of their initiative’s perceived ineffectiveness by staff? Secondly, 

what are the other impacts of what appears to be a broken communication channel through 

the formal hospital hierarchy? Thirdly, how is the lack of management response to requests 

for improved working conditions impacting patient-facing staff wellbeing long-term? And 

finally, are there any other factors that account for the discrepancy in the annual report’s 

evaluation of success compared to staff descriptions of their experiences at work? The study 

findings were communicated directly to the health service’s Chief Executive, and made 

available to all participants, following data collection and analysis.  

At the conclusion of this study, the authors noted that staff-focused engagement strategies 

received an increased focus in the service’s 2020 annual report, reflecting the continued 

development and improvements of the service. The increased attention given to employee 

wellbeing in the service’s annual reports is a positive indicator of its growing importance to 

decision-makers in the service, which will ideally be reflected in future improvements for 

staff. It is not known to the authors whether the changes to the health service’s annual report 

were a result of the study findings.  

Practice Implications 

Organisations should assess how their theories work in practice, to identify the true 

effectiveness of their initiatives [2]. Further research should be conducted to investigate why 

communication channels in the health service might be perceived as unresponsive to patient-
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facing staff needs, with root-cause analysis to identify how (and where) the communication 

channel might be broken. 

For the case organization, and health service managers looking to this article for guidance on 

how to avoid the situation described, the authors recommend reducing the ‘scripted’ element 

of Leadership Rounding visits, allowing governance officials to familiarize themselves with 

frontline working environments. With regular ‘management by walking around’ or 

‘rounding’ to become familiar with the daily pace of work in patient-facing departments, the 

likelihood of capturing a realistic picture is increased as visits cannot be curated by 

management. Participants familiar with the Leadership Rounding initiative perceived that 

middle-management curation of visits negatively impacted their ability to properly 

communicate with executive and Board-level decision makers on the infrequent occasion 

they experienced a visit. 

References 

1. Mrayyan M. Theory in Practice. Nurs Manag. 2004;35(10):51. 

2. Braithwaite J, Wears RL, Hollnagel E. Resilient health care. Volume 3, Reconciling 

Work-as Imagined and Work-as-Done. London: Boca Raton, Florida ; London, England ; 

New York : CRC Press; 2017. 

3. McCarthy J. Why Managers Fail...And What To Do About It: McGraw-Hill; 1992. 

4. Carmeli A, Markman GD. Capture, Governance, and Resilience: Strategy 

Implications From The History of Rome. Strategic Manag J. 2011;32(3):322-41. 

5. Cândido C, Santos S. Strategy implementation: What is the Failure Rate? J Manag 

and Organization. 2015;21(2):237-62. 

6. Anderson JE, Ross A, Jaye P. Modelling Resilience and Researching the Gap between 

Work-As-Imagined and Work-As-Done. In: Braithwaite J, Wears RL, Hollnagel E, 



89 

 

editors. Resilient Health Care Volume 3, Reconciling Work-as Imagined and Work-as-

Done: Boca Raton, Florida; 2017. 

7. Edwards R, Sevdalis N, Vincent C, Holmes A. Communication Strategies in Acute 

Health Care: Evaluation Within the Context of Infection Prevention and Control. J 

Hospital Infection. 2012;82(1):25-9. 

8. McDermott A, Keating M. Managing Professionals: Exploring the Role of the 

Hospital HR Function. J. Health Organization Manag. 2011;25(6). 

9. Jeanpierre L. Decentralized Decision-Making Technique for Dynamic Coalition of 

Resource-Bounded Autonomous Agents. International J of Intell Computing and 

Cybernetics. 2011;4(2):228-42. 

10. Lipkin M, Jr. Medical Ground Zero: An Early Experience of the World Trade Center 

Disaster. Annals of Intern Med. 2002;136(9):704-7. 

11. Khatri N, Gupta V, Varma A. The Relationship Between HR Capabilities and Quality 

of Patient Care: The Mediating Role of Proactive Work Behaviors. Hum Resour Manag. 

2017;56(4):673-91. 

12. Rowlands S, Callen J. A Qualitative Analysis of Communication Between Members 

of a Hospital-Based Multidisciplinary Lung Cancer Team. Eur J Cancer Care. 

2013;22(1):20-31. 

13. Glover L. Communication and Consultation in a Greenfield Site Company. Per Rev. 

2001;30(3):297-317. 

14. Michel L. A Failure to Communicate? Doctors and Nurses in American Hospitals. J. 

of Health Politics, Policy & Law. 2017;42(4):709-17. 

15. Erkens DH, Hung M, Matos P. Corporate Governance in the 2007–2008 Financial 

Crisis: Evidence from Financial Institutions Worldwide. J Corporate Finance. 

2012;18(2):389-411. 



90 

 

16. Fink S. Crisis Communications: The Definitive Guide to Managing the Message. 1 

ed. New York: McGraw-Hill; 2013. 

Feuz C. The Role of the Keyworker in Breaking Down Professional Culture Barriers to 

Providing High-Quality Palliative Care: A Literature Review. J Radiother Pract. 

2013;13(4):465-72. 

18. Guest G, MacQueen KM, Namey EE. Themes and Codes. Applied Thematic 

Analysis. SAGE Publications, Inc. Thousand Oaks, CA: SAGE Publications, Inc.; 2012. 

49-79 p. 

19. Streeton R, Cooke M, Campbell J. Researching the Researchers: Using a Snowballing 

Technique. Nurse Researcher. 2004;12(1):35-46. 

20. Franklin P, Rowland E, Fox R, Nicolson P. Research Ethics in Accessing Hospital 

Staff and Securing Informed Consent. Qualitative Health Res. 2012;22(12):1727-38. 

21. Braun V, Clarke V, Hayfield N, Terry G. Thematic Analysis. In: Liamputtong P, 

editor. Handbook of Research Methods in Health Social Sciences. Singapore: Springer 

Singapore; 2019. p. 843-60. 

22. Frederiksen A. Job Satisfaction and Employee Turnover: A Firm-Level Perspective. 

German J of Human Resour Manag. / Z für Personalforschung. 2017;31(2):132-61. 

23. Pierce L, Snyder J. Unethical Demand and Employee Turnover. J Bus Eth. 

2015;131(4):853-69. 

24. Tucker A, Singer S. The Effectiveness of Management-By-Walking-Around: A 

Randomized Field Study. Prod Operations Manag. 2015;24(2):253. 

25. Ybarra N. Daily Rounding for Patient Safety and Nursing Satisfaction. J Obstetric, 

Gynecologic, & Neonatal Nurs. 2015;44(s1):S32-S3. 

26. Beaird G, Baernholdt M, White KR. Perceptions of Interdisciplinary Rounding 

Practices. J Clin Nurs. 2020;29(7-8):1141-50. 



91 

 

27. Agarwal R, Green R, Agarwal N, Randhawa K. Management Practices in Australian 

Healthcare: Can NSW Public Hospitals do Better? J Health Organization and Manag. 

2016;30(3):331-53. 

28. McCann L, Granter E, Hassard J, Hyde P. 'You Can't Do Both - Something Will Give' 

Limitations of the Targets Culture in Managing UK Health Care Workforces. Human 

Resource Manag. 2015;54(5):773. 

 

 

 

 

 

 

Acknowledgements, to Professor Sandra Leggat, for their assistance during the research 

project. 

The authors report there are no competing interests to declare. 

This project was supported by an Australian Government RTP Scholarship. 

 

  



92 

 

Chapter 5 Qualitative Study of Western Australian Public Hospital 

Systems: A Crisis Escalation Model for Public Management 

5.1 Introduction 
This chapter presents an unpublished article manuscript, formatted for submission to 

Public Management Review. This article addresses the research question: How effectively are 

Australian public health organisations managing the systemic crisis of employee stress 

reaction to a perceived uncongenial workplace? Chapter 5 consolidates the findings of the 

previous papers and presents the project findings in a holistic crisis escalation model for 

public management. References to the published and unpublished material from the study cite 

the relevant chapter, which will be replaced with a full citation upon the article’s publication.  
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Abstract 

Recent press suggested a public hospital crisis in Western Australia. A prodromal 

workplace crisis was identified through the analysis of interview data from a sample of 

health service staff in 2019. Aiming to explore the escalation of this prodromal crisis, 

this study analysed the content of recent news articles describing the crisis, and the 

reported workplace experiences of the healthcare workers. Crisis management and 

autonomous adaptation theories suggested how frontline staff perceptions of an 

uncongenial workplace, coupled with a negative external force, had the potential to 

escalate the prodromal crisis to an acute crisis. The findings can assist public sector 

managers to identify and resolve potential crises. This article is among the first to apply 

a crisis management theory framework to conceptualise how a healthcare crisis can 

progress. Our findings may be generalisable to other health services. 

Introduction 

Crises in public hospitals carry the serious risk of injury and death. A crisis can be defined as 

any situation that threatens loss of life, interruption to ordinary business, negative impacts to 

the organisation’s bottom line or public standing, draws media scrutiny, or prompts a 

government inquiry (Fink, 1986). Pre-crisis conditions, referred to as prodromal crises, are 

situations that could escalate to a crisis if left unmitigated (Christensen et al., 2016; Drennan, 

2014; Fink, 2013; Flanagan, 2012). While there are many organisational crisis case-studies in 

corporate contexts (Fischer, 1996; Ice, 1991; Yang, 2012), there is a knowledge gap on how 
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crises escalate in healthcare organisations (Amos, 2019). 

Public health managers rely on the adaptive capacity of patient-facing workers to 

ensure seamless hospital operations despite the unpredictable nature of healthcare (Anderson 

et al., 2016; Anderson., Ross, & Jaye, 2017; Lawton, Taylor, Clay-Williams, & Braithwaite, 

2014; Wears, 2015). The adaptive capacity of healthcare workers forms part of the system 

that facilitates a proactive approach to patient safety, known as Safety-II (Fairbanks et al., 

2014; Hollnagel, 2017; Leggat, Balding, & Bish, 2021; Sujan, Huang, & Braithwaite, 2017). 

Some adaptations, like working in a tent hospital during 9/11, are thought to be endurable due 

to the short-term and unusual nature of the adaptation (Lipkin & Jr, 2002). However, a person 

using adaptations over a long period of time can become exhausted, making the adaptation no 

longer tenable (Shanafelt, Mungo, et al., 2016).  

The negative impact of long-term adaptations may escalate a workplace prodromal 

crisis to a smouldering crisis (Millar and Heath (2003) that consists of slowly escalating 

internal issues with warning signs for early detection. Yet, whistle-blowing and risk reports 

of early warning signs do not always receive the management response required to mitigate a 

crisis (Cleary & Duke, 2019; Newdick & Danbury, 2015). As Millar and Heath (2003) 

pointed out,  

‘Most crises are neither accidental nor sudden. Rather they reveal questionable, 

illegal, or unethical activity by someone within the organization frequently involving 

other members of the organization or people who routinely interact with 

organizational personnel. Not only does the problem exist, someone in the 

organization knows, or has neglected to learn, of its existence.’ (Millar & Heath, 2003 

p. 28).  
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Millar and Heath’s (2003) description of the most frequent origin of crises is consistent with 

other empirical studies that argue that management is often the cause of crisis escalation 

(Amos, 2019; De Jager, 2003; Dzau, Kirch, & Nasca, 2018; Ice, 1991; Kashmiri & Brower, 

2016; Ketchen, 2014; Martin, Ozieranski, Leslie, & Dixon-Woods, 2019; Yang, 2012). There 

is growing evidence of management’s exacerbation of prodromal crises in healthcare (Grima, 

Georgescu, & Prud'Homme, 2020) (Chapter 2). Despite the assertion that crises are neither 

accidental nor sudden, how healthcare managers fail to avert, or even contribute to a crisis is 

not fully understood.  

 The recent press suggesting a crisis among public health services in the state of 

Western Australia (WA) (Garvey, 2021) provided an opportunity to explore the development 

of a crisis in depth. A 2019 qualitative study of one WA health service, which uncovered a 

prodromal crisis (Chapter 2) was used to track the pathway from the prodromal crisis to the 

crisis currently reported in the media (Cross, 2021; de Kruijff, 2021; Elton, 2021; Garvey, 

2021; Hastie, 2021a, 2021b; Juanola, 2021). The findings of the 2019 study were published in 

three articles (Chapters 2, 3 and 4), with additional data analysis to inform this paper.   

This article presents a model depicting the factors that link public hospital 

management to an escalating prodromal crisis. The theories of crisis management and 

autonomous adaptation have been used to understand how crises escalate. While other crisis 

management models illustrate the general steps of crisis escalation, (Boin & Lagadec, 2000; 

O'Sullivan, Kuziemsky, Toal-Sullivan, & Corneil, 2013; Topper & Lagadec, 2013) few 

publications address the context of healthcare in crisis management theory to answer the 

research question: How effectively are Australian public health organisations managing the 

systemic crisis of employee stress reaction to a perceived uncongenial workplace?  

Crisis Management Theory: New application of an old concept 
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Crisis management theory (CMT) was introduced in the 1980’s (Al‐Dabbagh, 2020; Fink, 

1986). Development of the theory in the West has been neglected, despite its relative 

popularity in Russia (Vašíčková, 2020; Журавлев, Варкова, & Журавлев, 2020; 

Мерзликина, Рыльщикова, & Дубинина, 2018). CMT is the proactive process 

recommended by Fink (1986) and his contemporaries to prevent or mitigate the damage that a 

crisis can have on an organisation (Al‐Dabbagh, 2020; Boin & Lagadec, 2000; Drennan, 

2014; Flanagan, 2012; Kapucu & Ustun, 2018; Paccione-Dyszlewski et al., 2012; Vašíčková, 

2020). The theory offers indicators to assist management in identifying an early-stage, or 

prodromal crisis, and strategies to guide management approaches towards successful 

mitigation of crisis situations regardless of their scale (Al‐Dabbagh, 2020; Boin & Lagadec, 

2000; Drennan, 2014; Fink, 1986, 2013; Flanagan, 2012; Kapucu & Ustun, 2018; Liff & 

Erickson, 2017). Mitigation of crises can occur on a macro level, such as by executives or 

government officials to handle a disaster situation, or on a micro level such as by patient-

facing healthcare workers managing risk through self-organisation (St.Pierre, 2011).  

Recently, risk management, and organisational resilience theories, which both contain 

the shared goal of harm reduction, have received greater focus due to their less-controversial 

labels and ‘blue-sky’ appeal to managers (Horton, 2015). Nonetheless, CMT offers concrete 

and empirically validated recommendations for the handling of unforeseen issues, and a 

structured understanding of their wider impacts in the future (Liff & Erickson, 2017).  

CMT principles have been used in many cultural contexts, industries, and time-

frames, from the Union-Carbide chemical leak in Bhopal (Ice, 1991) to the Five-Mile-Island 

radiation crisis (Yang, 2012) and more recently various countries’ handling of public health 

approaches to the COVID-19 pandemic (Blecher, Blashki, & Judkins, 2020). Therefore, use 

of CMT as a theoretical framework for understanding how and why issues escalate can offer 



97 

 

knowledge for monitoring and management of factors that could negatively impact patient 

safety, staff wellbeing, and the sustainability of public healthcare organisations.  

Autonomous Adaptation  

Autonomous adaptation is a discretionary decision made by an agent, in this case healthcare 

staff, to problem-solve a situation or issue beyond the limits of established protocols (Beer, 

Chiel, & Sterling, 1990; Jeanpierre, 2011). Frontline clinician adaptations may also result 

from a long-term pattern of tacit or evolved behaviour (Smith, Kearney, & Merlat, 1999). The 

work of a hospital clinician is described as autonomous due to their ability to ‘…respond 

locally to the intra- and extra-organisational forces (they) experience.’ (Smith et al., 1999 p. 

157). Autonomous agents can work both collaboratively and in a solitary manner to problem-

solve and find the ‘path of least resistance’ towards achieving their goal. 

The hospital working environment has been described as ‘interdependent and built 

around multiple self-adjusting and interacting systems’ (Plsek & Greenhalgh, 2001 p. 625). 

Through the collaboration of multiple self-adjusting agents, each performing autonomous 

adaptation, independent yet intersecting professionals can work around obstacles to provide 

patient care in an efficient, effective, and safe manner. While this behaviour contributes to the 

complexity of a healthcare system, it also contributes to a wider adaptive capacity that allows 

for complex systems to function (McDaniel, Lanham, & Anderson, 2009; Nugus et al., 2010; 

Pype et al., 2017). Autonomous adaptation by healthcare staff can fulfil a Safety II approach, 

which, instead of focusing on preventing errors (Safety I), aims to ensure the right care at all 

times (Hollnagel, 2017). This adaptation is an important factor of resilience engineering 

underlying Safety II (Hollnagel, 2017; Wears, 2015). The facilitation of organisation-wide 

adaptations is recommended to ensure continued operations in the event of a disruption 

(Fairbanks et al., 2014; Haavik, Antonsen, Rosness, & Hale, 2016; Hollnagel, 2017; Sujan et 

al., 2017; Uema, Kitamura, & Nakajima, 2020).  
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When disruptions are continuous, or adaptations fail to adequately mitigate the 

disruption, healthcare workers experience increased levels of stress and exhaustion 

(Hutchinson & Purcell, 2010; McCann, Granter, et al., 2015; Newdick & Danbury, 2015; 

Petrakaki & Kornelakis, 2016). This may be attributed to the fact that some autonomous 

adaptations require additional effort to perform, such as working unpaid overtime to cover 

rostering deficits or increased workloads (McCann, Hassard, Granter, & Hyde, 2015; Scott, 

2005). As Sujan et al. (2017) pointed out, increases in variability, such as multiple teams 

covering multiple gaps, can prompt a pattern of dysfunctionality that spreads and reinforces 

itself across a system. The long-term consequences of autonomous adaptation are not known, 

but authors hypothesise that patient safety may be at risk when adaptations deviate from 

hospital protocol (Anderson. et al., 2017; Braithwaite, 2015; Debono et al., 2013; Sujan et al., 

2017). Therefore, autonomous adaptations by staff to the disturbances they perceive may be a 

contributing factor to healthcare crises.  

An additional gap in the literature concerns how the healthcare hidden curriculum 

may inform autonomous adaptation, as a series of assumptions and knowledge shared 

between members of a group or team (Maynard, McGinn, & Knights, 2018). If patient-facing 

staff are self-adjusting agents who implement tacit or evolved behaviours (Smith et al., 1999), 

then it can be assumed that the hidden curriculum may play a role in determining which 

behaviours are reinforced. Thus, understanding the hidden curriculum in a healthcare team 

may inform knowledge of how, and why, patient-facing workers make adaptations in their 

workplace.  

Materials and Methods  

Secondary data were collected in 2021 from a retrospective sample of publicly accessible 

news articles spanning 2019 to April 2021. Following COREQ (Tong, Sainsbury & Craig, 

2007), primary data were collected in 2018 and 2019, through semi-structured interviews 
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with patient-facing public healthcare workers from a single health service in Perth, Western 

Australia. A detailed description of the qualitative interview methods has been published 

elsewhere (Chapters 2, 3 and 4). A summary is provided here.  

Secondary Sources Data Collection 

Newspaper articles and transcripts of television news reports were systematically retrieved 

from open-access news outlets in Australia. The scope of the search included articles that 

reported on Western Australian hospitals between January 2019 and June 2021. The 30 news 

outlets sampled for these articles were a range of publishers, including online tabloid news 

sites such as News.com.au, and traditional print outlets such as the Sydney Morning Herald.  

The search started with a broad search of ‘WA Hospitals’ in major news outlets, using 

databases such as Informit, and the newspaper websites directly. Search terms included 

‘Crisis’, ‘Hospital’, ‘Perth’, ‘Western Australia’ and WA’. All articles from 2019 to 2021 that 

addressed the topic of public hospitals in Western Australia were included. Duplicate articles, 

such as those cross-posted between news outlets, were excluded.  

Interview Data Collection 

Sampling was purposive and snowball, targeting teams of patient-facing workers in the 

Emergency, Surgery, and Psychiatry departments across two hospital sites. Some staff who 

participated also held contracts at other health services across the state. These participants 

suggested that their experiences were not unique to the service studied. Our approach aimed 

to collect perspectives from junior and senior, nursing, medical, allied health, and frontline 

administrative staff. Participation was voluntary, in accordance with the Human Research 

Ethics Approval granted by the health service. The interview questions relevant to this paper 

included structured prompts such as, ‘Please describe your workload’, ‘How reasonable is 

it?’, ‘How often do you have to ‘stay back’ or bring work home to complete it?’, and ‘If you 

can’t finish your tasks at work, what happens?’.  
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The two interviewers were an academic clinician (KK) and a management-trained 

researcher (MK). A third researcher (SL) independently checked their work for consistency.  

Analysis 

Analysis was multi-step and multi-layered, using an approach similar to Rasmussen, Muir-

Cochrane, and Henderson (2012) for thematic document analysis of qualitative data. NVIVO 

Qualitative software was used to manage the interview transcripts and publicly available 

news articles.  

Transcript coding was conducted on two levels, semantic and latent, to identify 

spoken and unspoken assumptions expressed during interviews (Braun, Clarke, Hayfield, & 

Terry, 2019). Transcript coding took two iterations; deductive, and inductive. The dual-

iteration approach to coding allowed us to compare established theories to collected data, and 

to enable the exploratory project to potentially reveal links to new theories that might have 

been overlooked in the project’s design. The data used in this paper were associated with 

CMT (Fink, 1986; Flanagan, 2012; Kapucu & Ustun, 2018), workarounds (Debono et al., 

2013; Tucker, Zheng, Gardner, & Bohn, 2020), and indicators of personal resilience 

(Anderson, Ross, Macrae, & Wiig, 2020; Connor & Davidson, 2003; Smith et al., 2008). For 

example, CMT coding was used to first identify whether participant descriptions met the 

criteria of a crisis situation. Following this, the writings of Fink (1986), Millar and Heath 

(2003) and Lalonde and Roux-Dufort (2010) guided the more in-depth analysis of the crisis 

situation’s escalation. Following the interview transcript coding, the inductively-generated 

codes for CMT were applied to the news articles and transcripts to identify if similar themes 

were reported by journalists.  

Results 

Media Analysis 
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The search for secondary sources of news media reporting on Western Australian 

Hospitals from 2019 to 2021 yielded 74 articles by journalists from The West Australian, 

ABC News, 7News, 9News, and WA Today. They contained frequent discussion on the 

efforts of patient-facing staff who worked in difficult conditions, and their concern over 

patient and worker safety at WA hospitals. The articles reported that risks had been 

communicated to the health service executive at a number of hospitals, requesting support for 

safe patient care and reduction of the burden of clinical overwork. The number of articles was 

low in 2019 (n = 2), and 2020 (n = 5), increasing substantially in 2021 (n=67). The presence 

of the high number of articles centred on Western Australian Hospitals in ‘crisis’ in 2021 

satisfied the crisis indicator of ‘intense media scrutiny’ (Fink, 2013).  

The news media reported the tragedy of a preventable patient death in March 2021, 

with healthcare staff from around the State staging a protest with the patient’s family to 

demand better support from their hospitals’ leadership (Hastie, 2021b). The volume of news 

articles focused on incidents of patient harm increased as families with similar stories came 

forward (Elton, 2021; Hastie, 2021a). Media reports suggested the death of the patient had 

shaken community faith in the public hospital system, evidenced by public calls for the State 

Health Minister to resign (National Indigenous Times Editorial Team, 2021).  

The news media reported quotes from members of the community on the issues they 

believed were present in the State health system. A nurse told a reporter that, ‘We’ve 

predicted this exact scenario [the patient death], almost down to the last detail […] and 

nobody listened… we’ve actually spoken to the executive for years, there’s a paper trail for 

years’ (Hastie, 2021b). In State parliament, the opposition health spokeswoman added to the 

discussion, commenting on the understaffing that was believed to contribute to the patient 

death saying, ‘we know our healthcare workers are already carrying an increased workload, 

with staff being asked to work multiple shifts to fill staff shortages to keep our public health 
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system working’ (de Kruijff, 2021). The articles criticised the lack of action by hospital 

executives and the state government towards addressing understaffing and resource shortages 

that led to frequent bed block alerts, and long waits to receive medical attention in 

Emergency departments. Emergency medicine spokesman, Dr Mountain, was reported to say, 

‘…for some reason, that seems to be acceptable to people who are maybe a bit more focused 

on budgets than they are on patient outcomes’ (Cross, 2021). The level of conflict suggested 

by Dr Mountain was reinforced by the Australian Medical Association (AMA), which 

reported hospital executives to the Australian Health Practitioner Regulation Agency 

(AHPRA) for their role in the crisis (Australia Associated Press (AAP), 2021).  

Analysis of Interview Transcripts 

Patient-facing staff interviews totalled 73 by the close of data collection in October 

2019. There was an even spread of participants from the Emergency and Psychiatry 

departments, with fewer participants volunteering from the Surgical department. Discussions 

often evolved from the prompts to discuss participant feelings about their workload, 

experiences of stress in the workplace, and discussions on how these experiences were 

perceived to impact co-workers and patients. Anecdotes of participants were consistent with 

the indicators of a crisis as written by Fink (1986), comprising 1) participating staff 

perceptions that management were unable or unwilling to address a prodromal crisis, 2) a 

prodromal situation escalating in intensity, and 3) the escalating risk of patient or staff harm. 

The data related to each of these indicators is outlined below. 

1. Management unwilling or unable to address a prodromal crisis 

Patient-facing clinical staff were dissatisfied with the action of middle managers. Middle 

managers were regularly perceived to be incompetent, and not fit for the needs of healthcare; 

[Manager] was a f***ing moron who only got promoted because [they weren’t] 

allowed to have clinical contact. You can quote me on that, the problem with the 
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hospital is rather than firing people when they f**k up, they move them to f***ing 

non clinical [roles] and then they become managers where they can seriously f**k the 

whole system. (Participant 39)  

*laughing* No, [management] don’t know what they’re doing. (Participant 14) 

I think that [management] … want things to look good and justify their own jobs first. 

It’s like- I think if anyone’s job is mostly coordinating, then the job is probably just 

bulls**t. (Participant 12) 

The negative perceptions of management were informed by clinical staff experiences of a 

lack of support for safe clinical work. Prodromal crises involving patient safety were reported 

as being dismissed by middle management, such as the near-miss cases that staff said they 

had reported to management;  

So our [incident reports increased] …and once that happened I started getting asked 

by management, ‘what’s going on with this?’. I got pulled in for a meeting with the 

directors. And they just brushed it off. […] But, my plan was to have it documented 

somewhere, just to demonstrate if something major did happen one day, I had the 

evidence to suggest that it was an ongoing issue. It was more to protect us from what 

may eventually happen… (Participant 67) 

Middle and executive management were described as motivated by cost-cutting strategies, 

rather than strategies with a long-term sustainability benefit for the service. One example 

provided was the routine removal of educational staff, which began to erode the availability 

of experienced staff in the Emergency department; 

…they cut the education budget and we lost half our education staff […] which was 

devastating. So the onus is then on the [seniors] to do the education. And it’s also up 

to [seniors] to role-develop […] Again, in a busy department…I love teaching. […] 
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…but…I haven’t got time to teach them. I haven’t got time to run them through the 

procedures. If staff don’t get educated then they don’t rise up through the ranks as 

quickly as they should be, so when I’m trying to [perform role], I don’t have skilled 

staff to put in those roles. The cut in education is something that directly impacts the 

knowledge bases. (Participant 21) 

When participants were asked if their managers had given a rationale for staffing cuts, the 

response always returned to reducing the budget. In some instances, new workers were not 

actively recruited to fill a position despite staff requests, so that the workload would be 

distributed among remaining staff more affordably; 

I kept being promised that the [clinician] position would be filled …if you leave it 

open long enough, you lose it. They deliberately did that. I was horrified that it was 

even a strategy. Why would you do it? *Participant appeared mortified* (Participant 

27) 

Participants described that they felt their morale eroding as they understood that the budget-

driven lack of access to staff and resources would require their additional efforts and 

adaptations to maintain safe patient care.  

2. Prodromal situation escalating in intensity  

The resource shortages and safety issues that clinical staff perceived to be ignored by middle 

and executive-level managers, required staff to increase their workload and hours worked. 

Over time, this added burden began to erode the employee’s wellbeing as insufficient rest, 

heightened risk, and work stress became routine. Most participants discussed the risks of 

overwork and stress as a result of needing to cover staffing gaps for safe patient care; 

There is a massive increase in unplanned leave and GP signed-off stress leave and 

worker’s compensation for stress. (Participant 54) 
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We haven’t got any more staff to deal with it. […] We’re down a nurse in [location] 

to deal with [another location] because it wasn’t safe. It’s an absolute mess. 

(Participant 18) 

Early indicators of clinical staff reaching the limits of their personal resilience was an 

increase in sick leave; 

We have people off every shift…we’re down. Either they’re sick, or there’s staffing 

issues. We can’t get [temporary staff to fill in]. Then you go and ask if anyone can do 

overtime. […] … they work ridiculous hours. They’re burnt out. So then they’re the 

ones calling in sick, and everyone else is trying to cover. (Participant 21) 

As discussed by Participant 21, increasing numbers of staff taking sick leave reduced the 

staff-to-patient ratio available on a shift. Yet, staff were taking increased sick leave because 

they were overworked; a situation exacerbated by understaffing and the stresses of working 

in a risky environment.  

3. The escalating risk of patient and staff harm 

Clinical staff explained that they understood the dangers of working while tired, which 

impacted their wellbeing, as well as patient safety; 

We put our barriers up around us, it comes and goes, it keeps us sane. The incidents 

that come through; it’s not often, but they get through when I’m tired. (Participant 15) 

An end-state of staff withdrawal from the workplace involved an issue called work refusal, 

whereby a staff member who was rostered to work refused to attend their workplace. 

Participant 20 offered some context to the issue; 

…they can be very well-trained and very experienced…and then occasionally, 

something happens and they hit work refusal. […] I know…probably four or five 
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people this has happened to. They just suddenly…relatively minor appears to happen 

and that’s it. They won’t come to work. They have this work refusal. …they just sort 

of get overwhelmed by the potential risk of what they’re doing… (Participant 20) 

Unwilling to experience the consequences of working while fatigued and stressed, clinical 

staff described others as quitting their profession and seeking a new career. Senior clinicians 

who participated in the study recounted the erosion of experienced workers due to career 

attrition with disappointment, as they felt that the high levels of sick leave and employee 

turnover in their departments was preventable. Yet, they had little optimism that middle and 

executive management would take action to ensure adequate staffing and hospital resources 

to facilitate safe provision of patient care; 

…it’s so far past how long people are supposed to work it isn’t funny. It’s not even 

optional, everyone is supposed to do it. Look, someone is going to die from that 

sometime, some patient is going to be treated by a doctor who should be asleep. 

(Participant 38) 

If you’re not resilient, you’re going to die. That’s basically it. (Participant 50) 

So many people say ‘how soon until someone dies in a corridor before they give us 

more staff?’, that’s what they feel like is going to happen. (Participant 18) 

Discussion 

Media reports and interviews with patient-facing staff indicated that a crisis had developed in 

the studied public hospital system. Together with analyses reported in Chapters 2, 3, and 4 of 

a prodromal crisis, these findings are consistent with crisis management theory, suggesting 

that the crisis’ development may have been predictable for a number of years.  
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The crisis was marked by repeated requests over several years, for management to 

address issues of understaffing and uncongenial work. Clinical staff discussed their concerns 

for patient safety on wards with insufficient numbers of experienced staff and high workload 

burden. Their relationships with middle management had become adversarial (Kendrick et. 

al., 2021) because of their perception that the health service’s management were not 

adequately responding to their warnings (Chapters 3 and 4).  

In 2021 a patient died in a WA health service, in circumstances similar to the 

preventable concerns (Mansfield & Perpitch, 2021) that study participants identified in 2019 

(Chapter 2). These included frequent reports of hospitals at capacity, and staff and patient 

dissatisfaction with the quality of care provided (Hastie, 2021b; Mansfield & Perpitch, 2021).  

This supported the propositions of Fink (1986) and Millar and Heath (2003) that few 

crises are a genuine surprise to the management of organisations. Often, the governance 

systems in place for co-ordination and communication of strategy will feedback the requisite 

information to intervene in a prodromal crisis situation (Bowie, 2010; Morag et al., 2012). 

However, action in response to this feedback is not frequent (Cleary & Duke, 2019; Millar & 

Heath, 2003). Our analysis identified the complex factors that may contribute to this 

phenomenon, such as inadequate managerial education and staff adaptation away from 

management influence in the workplace, which was reported in Kendrick et. al. (2021).  

Based on our analysis we hypothesise that the journey from a prodromal crisis, 

through a smouldering crisis to an acute crisis reported in the media, may have been 

influenced by a series of escalations. Figure 1 outlines this hypothesised escalation and is 

discussed in detail below. 
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Figure 1 – The Crisis Escalation Model 

WAI = Work-as-Imagined. WAD = Work-as-Done. 

 

Progression from Prodromal, to Smouldering, to an Acute Crisis 

1- Perceptions of an uncongenial workplace 

The prodromal factor that initiated the crisis in the health service involved staff 

experiences of a normal stress reaction to an uncongenial work environment. Stressors 

additional to routine clinical work, such as clerical burden (Shanafelt, Dyrbye, Sinsky, et 

al., 2016) or negative interpersonal interactions (Brown et al. 2021), can be endured 

short-term (Lipkin & Jr, 2002). However, when they are present for an extended period, 

they can cause uncongeniality to become embedded in the working environment. Staff 

then report a normal stress reaction to an uncongenial workplace (Kendrick et. al., 2020).  

This stress was most common among patient-facing staff in the middle of the hierarchy, 

and this was largely a consequence of their perceived inability to provide the quality of care 

they felt they should be providing. These findings are consistent with current research that 

has found a relationship between episodes of missed care and powerlessness and stress 

among nurses (Kalisch, Landstrom, & Hinshaw, 2009; Ronnie, 2019).   

Staff morale decreases 
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2- Middle management is informed of the uncongeniality 

Patient-facing staff indicated that they had attempted to communicate with their middle 

managers about the uncongeniality they experienced. As reported by Fink (1986) and 

Millar and Heath (2003), there are often clear warning signs at the prodromal crisis stage. 

It was apparent that the participating staff felt that they had offered the organisation 

advance warning of the crisis, but the managers were unwilling or unable to address the 

prodromal factors. These findings are consistent with a previous study that found a 

relationship between clinician perceptions of the lack of hospital management action, 

frustration among the clinicians, and a loss of management credibility (Moore & 

Buchanan, 2013). This lack of response was perceived to further add to the 

uncongeniality of the workplace.  

3- Staff perceive broken psychological contracts with middle management, who fail to 

address the reported uncongeniality.  

Patient-facing staff indicated that management did not respond to their communications 

as expected (Chapter 4). Middle management inaction following requests for assistance or 

resources was perceived to violate patient-facing staff psychological contracts. Hastie 

(2021b) suggested that communication is made with the expectation of a response to act 

and/or assist. Staff perceived that this lack of action limited their ability to provide patient 

care, and therefore was inconsistent with their psychological contract with the health 

service. This is consistent with studies which have identified that nurses experience major 

psychological contract breach with their organisation when overwhelmed by their 

workload (Pillay, 2009; Ronnie, 2019). Importantly, Ronnie (2019 p. 1435) found that 

these nurses reported that ‘their core purpose of serving the patient was undermined’ as a 

key aspect of their perceptions of broken psychological contracts. This is consistent with 

our findings that staff perceived that their middle managers did not support the provision 
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of safe, high-quality care, thereby violating their psychological contract with the 

organisation as outlined in Chapters 2, 3 and 4. 

4- Staff distrust influences adversarial relationships between clinicians and their managers.  

Following from the experience of management failing to act as expected on 

communicated warning signs, clinical staff reported the evolving hidden curriculums of 

their clinical teams (Kendrick et. al., 2021). This hidden curriculum comprised a general 

lack of respect for middle management, illustrated by the data outlining the perception 

that management was unwilling or unable to address the prodromal factors presented in 

this paper. Previous studies have suggested that employees make attributions about the 

cause of management inaction, deciding that management is either unwilling or unable to 

respond, and therefore cannot be trusted to do so in the future (Cole, Bruch, & Vogel, 

2006; Stanley, Meyer, & Topolnytsky, 2005). Our data confirmed that patient-facing staff 

believed their managers lacked the ability, and therefore did not fit with the needs of the 

health service.  

There is substantial evidence of adversarial relationships between clinicians and managers 

(Amos, 2019; Bunderson, 2001; McDermott & Keating, 2011). Our findings suggest that 

these relationship difficulties are related to a loss of trust, which has been similarly found 

by Donnelly (2012) and S. Hutchinson and Purcell (2010). It is at this point that the 

prodromal crisis began to smoulder, because of the growing staff distrust and lack of 

respect for middle management (Chapters 3 and 4).  

5- Staff begin autonomously adapting away from middle management. 

The phenomenon where clinical staff begin to autonomously adapt away from 

management is well evidenced in the literature (McDermott, Fitzgerald, Van Gestel, & 

Keating, 2015; McDermott & Keating, 2011; Uema et al., 2020). The establishment of 

self-directed clinical hierarchies, while helping to reduce staff stress from the perceived 
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uncongenialities, intensified the adversarial behaviour manifesting between clinicians and 

their middle managers (Kendrick et. al., 2021). Healthcare workers preferring to work to 

self-directed targets were similarly reported by Allard and Bleakley (2016) and Grima et 

al. (2020). Adaptation through self-directed hierarchies involved ignoring middle 

management communication, developing independent clinical protocols, and withholding 

information in the belief that focusing on patient care activity was the safest course of 

action amidst the experiences of uncongeniality (Kendrick et. al., 2021). Staff 

autonomous adaptation to focus on patient care activity to the exclusion of other 

organisational priorities may succeed for a time, fulfilling a Safety II approach 

(Hollnagel, 2017). However, as outlined below, this may increase the risk to safe patient 

care over time as frontline work deviates from expected policies and procedures.  

6 - Widening gaps between work-as-imagined (WAI) and work-as-done (WAD). 

Widening gaps between work-as-imagined by middle management that is informed by 

organisational policies and procedures, and work-as-done by patient-facing staff through 

their self-directed clinical hierarchies, can result in inappropriate decisions made by 

middle management. Furthermore, if staff practices become too distanced from 

organisational policies and procedures, patient-facing staff also risk inappropriate 

decision-making (Braithwaite, 2015; Kellogg & Fairbanks, 2018).   

Effective safety II and crisis management strategies require clear communication and 

middle management familiarity with frontline activity (Bowers et al., 2017; Einwiller, 

Laufer, & Ruppel, 2017; Fink, 2013; Stark, 2014). The adversarial nature of the clinician 

and manager communication blockage suggests that middle managers may not have the 

necessary information on how the work is being done. For example, middle managers 

may erroneously assume that frontline healthcare workers can repeatedly absorb 

additional workload at short notice (McCann, Hassard, et al., 2015; Soliman & Saurin, 
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2020). By not understanding WAD and relying on WAI, middle managers do not have the 

knowledge needed to make efficacious staffing decisions. In healthcare, clinical teams 

comprise a range of specialities and skillsets, which cannot always be redistributed after 

downsizing (Donnelly, 2012; McCann, Hassard, et al., 2015; Soliman & Saurin, 2020).  

As a consequence of this gap between WAI and WAD, middle managers may be 

perceived to make decisions without adequate consultation (Clay-Williams, Ludlow, 

Testa, Li, & Braithwaite, 2017; Jacob, Sanchez-Vazquez, & Ivory, 2020; Wade, Eliott, & 

Hiller, 2014). This may further alienate staff, particularly if management decisions are 

also perceived to exacerbate the uncongenialities causing stress (Donnelly, 2012; 

Khasawneh, Malkawi, Ababneh, Al-Araidah, & Kremer, 2021). This process intensifies 

patient-facing staff’s perception of their managers’ poor-fit with their needs. A feedback 

loop may then begin, whereby adversarial behaviour increases the more middle managers 

violate psychological contracts with staff and prevents middle managers from making 

informed decisions which impact the front lines (Chapters 2, 3 and 4). It is at this point 

where a smouldering crisis may become embedded and an iterative process may cycle 

through the first six stages, intensifying each time the experience is repeated. Fink and 

others warn that an embedded crisis is more difficult to resolve than a prodromal crisis 

(Boin & Lagadec, 2000; Christensen et al., 2016; Fink, 1986; Fink et al., 1971; Ketchen, 

2014; Marchal, Dedzo, & Kegels, 2010).  

7- External forces add strain to the system, weakening staff ability to adapt. 

When external forces add strain on the system, staff adaptations begin to falter 

(Kakemam, Chegini, Rouhi, Ahmadi, & Majidi, 2021; O'Donovan & McAuliffe, 2020; 

Shanafelt, Ripp, & Trockel, 2020; Shepherd, 2020). In the case of hospital systems in 

2021, this strain took the form of an additional workload as the result of a global 

pandemic, and the additional understaffing arising from a loss of international workers 
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(Holton et al., 2021; Lasater et al., 2020; Man et al., 2020). This external stress has the 

potential to negatively impact any organisation, but likely had greater impact because of 

the existing prodromal crisis.  

External forces do not have to be outside the organisation. They can be any force external 

to the self-directed hierarchy at the frontline, such as management-led change strategies 

(Basu, Harris, Mason, & Norman, 2019; DesRoches, Worzala, Joshi, Kralovec, & Jha, 

2012). Teams or groups of employees create a local working environment, which can 

become destabilised by external forces (Becker, 2013; Hallier & Leopold, 1996). These 

external forces add stressors to those who attempt to adapt around existing 

uncongenialities.  

8- Staff morale decreases.  

As reported in Chapters 3 and 4 the perceptions of poor-fit management, stress from the 

perceived uncongenial workplace, and increased strain from the external forces, erodes 

the morale of staff. Lowered morale exhibits in increased turnover and rates of sick leave 

(Bunderson, 2001; Frederiksen, 2017; Pierce & Snyder, 2015; Shacklock et al., 2014). 

Following the intensification of work strains, understaffing, and lowered morale, 

warnings of the risk to staff and patients are often escalated (Cleary & Duke, 2019; 

Kesselheim et al., 2011; Newdick & Danbury, 2015). Despite staff preference to work in 

self-directed clinical hierarchies that limit management communication (Kendrick et. al., 

2021), as outlined in the data related to the escalating risk of patient and staff harm above, 

clinicians understand the risks of the situation and continued communicating warnings to 

middle management. Participants suggested these warnings were also a protective 

measure against blame from management if risk intensification later resulted in harm. 

Clinicians spoke as if they had lost faith in management’s ability to respond in a way that 

would prevent patient harm (Chapter 4) and wanted a record of their attempts to address 
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the risk. Concerns such as ’how soon until someone dies in a corridor before they give us 

more staff?’, become more frequent.  

To reiterate the points of Fink (1986) and Millar and Heath (2003), crises are never 

unexpected, but often present with numerous warning signs. The media reported that this 

stage took the form of senior clinicians meeting directly with their hospital executive, 

which can be a means of last resort after extended periods of management inaction 

(Garvey, 2021).  

9- The smouldering crisis ‘ignites’, becoming acute. 

Without the requisite response from the executive to mitigate the uncongenialities causing 

risk to staff and patients, harm is likely to occur. This was exemplified in May 2021 

when, in the months following the senior clinicians’ reports to their executive, staffing 

levels were not improved (Hastie, 2021b). Unsupported junior staff were then unable to 

properly attend to a patient who rapidly deteriorated in an Emergency department 

(Mansfield & Perpitch, 2021). This is the acute crisis identified by loss of life, media 

scrutiny, and damage to reputation as per the indicators of a crisis written by Fink (1986).  

10-  Reputation loss requiring crisis resolution effort from State government and hospital 

leadership 

Once a crisis situation escalates beyond local control, higher level leadership is required 

to intervene (Marchal et al., 2010; Pearson et al., 2007; Topper & Lagadec, 2013; 

Vanvactor, 2011). With similar issues identified by corroborating evidence across the 

State (Hastie, 2021a, 2021b), it is reasonable to categorise this crisis as beyond local 

control. In 2021 the State Minister for Health, the Premier, and the executives of the 

hospital made public statements responding to staff and union criticism of their 

leadership. Public criticism of their work during the smouldering stage of the crisis 

emphasised its preventable nature, and the community demands for its quick resolution 
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(Cross, 2021; Hastie & Cross, 2021; National Indigenous Times Editorial Team, 2021; 

Perpitch, 2021). The community and unions demanded immediate responses, requiring a 

quick response from State leadership. Fink (1986, 2013) has stressed that there is plenty 

of time for action at the prodromal stages, but this time is reduced once a crisis becomes 

acute.  

Implications for Public Management 

In response to the research question, this study suggests that the WA health system has not 

been effective in managing the crisis of patient-facing staff stress reactions to an uncongenial 

workplace. Of concern, the study has identified, from the perspectives of the frontline staff, 

the role the managers played in exacerbating the prodromal crisis. It would be difficult for 

managers to address the risks of patient and staff harm in their organisation when an 

antecedent factor concerns some of their own influences in the workplace. To address this 

antecedent factor, resilience engineering could be adopted as a management strategy 

(Anderson et al., 2020; Hollnagel, 2017), ensuring appropriate support for frontline staff 

within a complex adaptive system (Fink, 1986; Sujan et al., 2017). This involves active 

monitoring of frontline conditions, to reduce gaps between work-as-imaged and work-as-

done, a no-blame safety culture for reporting incidents and near-misses, and pro-active 

intervention against prodromal crises before they escalate (Al‐Dabbagh, 2020; Boin & 

Lagadec, 2000; Christensen et al., 2016; Kapucu & Ustun, 2018; Lalonde & Roux-Dufort, 

2010). The model included in this article offers six points where a manager can intervene to 

stop the iterative cycles within a prodromal crisis to prevent escalation to a smouldering 

crisis. One such point potentially involves management comparing the data outlined in 

organisational performance and risk reports with the warnings of staff, to appropriately 

respond to their communications of risk. Intervening at this early stage of a crisis is consistent 

with other authors’ perspectives, who have stressed the need for healthcare managers to 



116 

 

respond appropriately to communications made by their staff (Cleary & Duke, 2019; McCabe 

& Sambrook, 2013). A second example involves closing the gap between work-as-imagined 

and work-as-done, through clear consultation with frontline staff using activities such as 

effective ‘rounding’ exercises (Kelly, 1996).  

The more a crisis situation escalates, the more challenging and therefore expensive it 

will be to resolve. If hospital leaders attempt to downplay or ignore an acute crisis, it can 

progress further to a chronic crisis, as defined by Fink (1986). The further the crisis is 

allowed to escalate, the greater the damage will be to the health service’s reputation, media 

presence, staff, and patients, than if addressed at any earlier point (Allen, 2011; Boin & 

Lagadec, 2000; Boin & McConnell, 2007; Christensen et al., 2016; Coombs & Laufer, 2018; 

Drennan, 2014; Erkens, Hung, & Matos, 2012). The crisis escalation model offers healthcare 

managers a reference to recognise, monitor and intervene to control a prodromal crisis in 

their organisations. With greater awareness of how a prodromal crisis may manifest, 

healthcare managers can take steps towards timely mitigation.  

Limitations to this study concern the lack of a manager’s perspective towards the 

issues discussed in the paper. Thus, a key part of analysis which was based on patient-facing 

staff perceptions could be subject to bias. However, the use of secondary media sources 

triangulated with the qualitative findings increased the trustworthiness of the results. The 

components of our analysis are consistent with reports for health systems around the world, 

assisting with the generalisability of the results from a single public health system.  

Conclusion 

The WA public health system is reported to be in a crisis that has escalated over an 

extended period of time, marked by frontline staff warnings and management inaction. 

Although exacerbated by a global pandemic, data gathered in 2018 and 2019 identified a 
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prodromal crisis which suggested that the crisis of patient-facing staff stress reactions to an 

uncongenial workplace has not been effectively managed. The authors have developed an 

evidence-based crisis escalation model for identification of the stages of a developing crisis 

in public healthcare to assist in mitigating crises before they escalate. This model may help 

prevent future incidents of patient harm and improve staff morale through understanding the 

stages that lead to adversarial relationships between clinicians and managers, widening gaps 

between work-as-imagined and work-as-done, and the point where a smouldering crisis can 

ignite.   
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Chapter 6 Discussion 

6.1 Key Findings 

The project underpinning this thesis aimed to address the following research question: 

How do Australian public health organisations handle the systemic crisis of burnout? 

To develop the response to the main research question, three sub-questions were: 

1 - What are patient-facing hospital staff experiences of burnout?  

As outlined in Chapter 2, the analysis suggested staff were not suffering from burnout, but a 

normal stress reaction to their perceptions of an uncongenial workplace. As a result, the 

remaining research questions were revised to replace ‘burnout’ with ‘employee stress 

reaction to a perceived uncongenial workplace’.  

2 - What are clinical hospital staff experiences of their interactions with management 

and their perceptions of workplace uncongeniality? 

and 

3 - How effectively are Australian public health organisations managing the systemic 

crisis of employee stress reaction to a perceived uncongenial workplace? 

Seventy-three participants were interviewed from one Australian public health 

service, with data from sub-groups of these interviewees contributing to the article findings. 

Article 1 (Chapter 2) addressed research question 1, finding that staff rarely described 

burnout, but stress borne of experiences of a perceived uncongenial workplace. Articles 2 and 

3 (Chapters 3 and 4, respectively) addressed question 2, whereby management-implemented 

strategies that included both management and governing board activity were criticised by 

study participants for perceived ineffectiveness. The health service’s middle management and 

board were perceived as unable to meaningfully address issues related to the identified 

uncongenial workplace that had been communicated by patient-facing staff to their managers. 

Consistent with autonomous adaptation in complex adaptive systems (McDaniel et al., 2009; 
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Pype et al., 2017), patient-facing staff widened the gap between work-as-imagined by 

managers and work-as-done by patient-facing staff. The fourth article (Chapter 5) contributed 

insight into question 3. Using crisis management theory, this article explained the escalation 

of the crisis of a perceived uncongenial workplace to an issue of public interest to the media.  

Overall, this thesis, presented as four articles, suggested middle manager behaviours 

in the public healthcare organisation studied were seen to be a poor fit for the needs of 

patient-facing staff which contributed to reported staff experiences of workplace 

uncongeniality and stress. The perceptions of poor fit were grounded in repeated experiences 

whereby middle managers failed to meet staff expectations. Staff reported adaptation away 

from formal governance hierarchies within the hospital. This suggested a prodromal crisis, as 

defined by Fink (1986). The flow-on effects of this situation, and avenues to rectify it, could 

be conceptualised with crisis management theory (Blecher et al., 2020; Boin & Lagadec, 

2000; Christensen et al., 2016; Drennan, 2014; Fink, 1986; Fink et al., 1971). Each research 

question, and implications of the project’s findings related to wider scholarship, are discussed 

in detail in the rest of this chapter. 

6.2 Hospital Staff Report It’s Not Burnout, but a Normal Stress Reaction to an 

Uncongenial Work Environment 

Previous studies have reported a high prevalence of burnout among healthcare 

workers (Amiri et al., 2016; Bartholomew et al., 2018; Beckman, Reed, Shanafelt, & West, 

2010; Cooke et al., 2013), yet few of the individual anecdotes in participant interviews 

matched descriptions of burnout. Instead, participants described feeling ‘stressed’ and 

‘fatigued’ instead of Maslach’s (1981) burnout indicators of ‘depersonalisation’ or ‘emotional 

exhaustion’. These findings represent a contribution to the literature addressing the health of 

healthcare workers.  



130 

 

These findings are consistent with the perspective of psychiatric researchers who posit 

that burnout might be a mis-labelled phenomenon (Bianchi, Schonfeld, & Laurent, 2014; 

Coulehan, 2003; Danhof-Pont et al., 2011; Sandström, Rhodin, Lundberg, Olsson, & Nyberg, 

2005; Sigsbee & Bernat, 2014) that is actually a sub-type of depression (Bianchi et al., 

2015a). Researchers outside the psychiatric field are likely unaware of the similarities 

between depression and burnout (Bianchi, Schonfeld, & Laurent, 2015c), with psychiatrists 

suggesting that the popularity of the term burnout may be partially attributed to non-

psychiatric perspectives on mental health in the workplace (Bianchi, Schonfeld, & Laurent, 

2015b; Bianchi et al., 2021). Bianchi et al. (2014) argue that burnout should be labelled as a 

sub-type of atypical depression, after identifying similarities between the two conditions in 

clinical diagnosis and treatment:  

We found that 90% of the teachers identified as burned out met diagnostic criteria for 

depression. Among them, 92% scored 15 or higher on the PHQ-9, a threshold at 

which active treatment with pharmacotherapy and/or psychotherapy is recommended 

(Bianchi et al., 2014 p. 307).  

Bianchi et al. (2015a) and Kristensen et al. (2005) have hypothesised that the Maslach 

Burnout Inventory (Maslach, 1981) might not be sufficient to describe the variety of 

experiences impacting worker wellbeing. In consideration of this point, Bianchi et al. (2014) 

advocate for greater psychiatric involvement in burnout assessments to properly include 

atypical depression measures. Additionally, Kristensen et al. (2005) recommend culturally 

adapted burnout measures to reflect manifestations of burnout beyond a Western-centric lens. 

The lack of burnout identified in our study may support the inclusion of measures of stress 

for studies of staff experiences in the workplace, in addition to the recommendations of 

Bianchi et al. (2014) for the inclusion of atypical depression and Kristensen et al. (2005) for 

culturally adapted measures.  



131 

 

The perception of an uncongenial workplace (Chapter 2) was a key difference 

between our findings and the existing literature on burnout but may be consistent with some 

other papers (Bianchi et al., 2014; Brown, Couser, Morrison, & Agarwal, 2021; Lamontagne, 

Keegel, & Vallance, 2007). Issues discussed in the literature (such as physical workplace 

layout and administrative challenges that obstruct the capacity to effectively perform work) 

do not always include the word ‘uncongenial’. Instead, workers may describe obstructions 

(Dadich, Collier, Hodgins, & Crawford, 2018), discomfort (Montero-Marín et al., 2013), and 

stressors that are secondary to the pressures of the work itself, such as interpersonal 

relationships (Hartin, Birks, & Lindsay, 2020; Hutchinson & Jackson, 2013). This suggests 

that uncongenialities in the workplace, while not widely discussed using the label 

uncongenial, may be common.  

Uncongenialities related to the physical structure of the working environment have 

been discussed as ergonomic factors (Arman, 2019). Human-factors ergonomics that focuses 

on interactions among humans and the systems in which they work, is considered to be a 

separate yet related field (Carayon, Wooldridge, Hose, Salwei, & Benneyan, 2018; 

Fernandes, Portela, Rotenberg, & Griep, 2013; Spurgeon, Sujan, Cross, & Flanagan, 2019). 

Human resource factors appeared to best fit the influences discussed by participants of this 

study. Psychological safety, staff engagement and motivation, workplace culture, and 

interpersonal relationships, which were described by our study participants, are examples of 

factors that fall into the domain of human resources management (Lengnick-Hall, Lengnick-

Hall, Andrade, & Drake, 2009).  

The degree to which an uncongeniality impacts a worker’s mental and physical 

wellbeing appears to depend on how quickly it can be resolved. The literature on the 

resilience of individuals suggests that short-term uncongenialities in the workplace can be 

accepted (Lipkin & Jr, 2002). One example is disaster medicine (Pruginin, Findley, 
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Isralowitz, & Reznik, 2017), where hospitals are equipped to handle large-scale trauma 

events, such as natural disasters, at short notice, (Espana-Schmidt, Ong, Frishman, Bergasa, 

& Chaudhari, 2013; Lipkin & Jr, 2002; Nebil, Masakatsu, Federica, & Andrew, 2014; 

O'Sullivan et al., 2013; Verni, 2012). Thus, a temporary surge of higher-acuity clinical work 

is considered within the bounds of acceptable additional uncongeniality accepted by 

healthcare workers. However, when exceptionally challenging circumstances become 

chronic, absorption of the strain can become unfeasible (Kalisch, Muller, & Tuscher, 2015; 

Taku, 2014). The expectation that workers can endure long periods of chronic stressors, such 

as those triggered by uncongenial work experiences in an already high-stress environment, 

results in a predictable strain on an individual’s wellbeing (Brown et al., 2021; Lasater et al., 

2020).  

Although not often named as such, healthcare-specific uncongenialities with a human 

resource origin have been reported, such as long working hours and little opportunity for rest 

during shifts (Fernandes et al., 2013). These uncongenialities have existed for decades with 

marginal improvements made through legislation and professional advocacy activity 

(Australian Medical Association, 2016; Fernandes et al., 2013; Rosen et al., 2006; Veazey 

Brooks & Bosk, 2012). Stressors that are inherent to clinical work concern high-acuity 

patient care, such as emergency medicine and psychiatric crises (Berger, 2013; Larsen, Beier-

Holgersen, Dieckmann, & Østergaard, 2018). Healthcare workers often report that additional 

stressors are the ones that cause the most psychological strain (Basu et al., 2019; Farquhar, 

2017; Hart, 2015; Rosen et al., 2006; Shanafelt et al., 2020). Stressors additional to those 

inherent in clinical work include clerical burden (Shanafelt, Dyrbye, Sinsky, et al., 2016) and 

patient violence (Price, Baker, Bee, & Lovell, 2015). The more stressors and uncongenialities 

experienced by a healthcare worker, the higher the expected risk of burnout (Berger, 2013; 

Brewer et al., 2019; Chuang et al., 2016; West et al., 2016; West, Shanafelt, & Kolars, 2011). 
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However, burnout is not always experienced by healthcare workers, such as those sampled in 

this study. In fact, it is possible for practitioners in clinical specialties considered high-risk for 

burnout to experience career longevity (Alexander, Diefenbeck, & Brown, 2015; Ros & 

Scheper, 2009; Volpe et al., 2014). The attributes that allow individuals in careers at high risk 

of burnout to experience career longevity remain a gap in the literature.  

The findings and analyses presented in Chapter 2 reinforce the perspective that future 

burnout research should assess the contributions of the workplace on worker stress, that is, 

considering the workplace as a social determinant of health. The benefits of reducing 

workplace uncongenialities are numerous, exhibited in private organisations that attract and 

develop in-demand talent through attractive employment benefits (Productivity Commission, 

1999; Society for Human Resource Management, 2017). In industries that experience worker 

shortages and challenges with employee retention, workplace congeniality assessment may 

offer insight into the reasons behind employee turnover and lowered performance 

(Bunderson, 2001; Frederiksen, 2017; Kundu & Gahlawat, 2015; Wernick et al., 2016).  

Response to research sub-question 1 – What are participant experiences of burnout? 

In summary, the majority of patient-facing staff interviewed did not express burnout. 

Only three individuals in the sample described their experiences in a way that was consistent 

with the burnout criteria set by Maslach (1981) and Maslach and Leiter (2008). As the 

majority of participants described experiences of a normal stress reaction to a perceived 

uncongenial workplace instead of burnout, this became the focus of the research.  

6.3 Hospital Clinical Staff Perceive Middle Management and Governing Board 

Activities Do Not Live Up to Expectations 

The specific mix of skills and training required for healthcare management is 

supported by empirical evidence (Leggat, Liang, & Howard, 2020; Liang, Leggat, Howard, & 

Koh, 2013), yet how to achieve such a mix of skills in practice is still to be demonstrated.  
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Taking into consideration management specialisations, such as healthcare management, this 

topic is contextualised in the potential benefit to patient outcomes (West, Guthrie, Dawson, 

Borrill, & Carter, 2006).  

Healthcare management has a relatively brief and tense history compared to the 

centuries-old discipline of medicine (Ackroyd, 1996). First perceived as interlopers 

(Ackroyd, 1996; Garrick & Jeffery, 1987; Tevis & Kennedy, 2020), healthcare managers 

have evolved to become a necessary layer in the public hospital hierarchy for co-ordination 

and oversight of multiple clinical teams within a larger healthcare organisation (Caffrey, 

Ferlie, & McKevitt, 2019; Tevis & Kennedy, 2020; Verbeeten & Speklé, 2015). Yet, despite 

the acceptance of their place in healthcare, the evolution of the role of management appears 

to have progressed slowly. An example of this is found in articles discussing how evidence-

based practice is rarely used by managers to inform decisions (Hamet & Maurer, 2017; 

Matter, 2006; Wright, Middleton, Greenfield, Williams, & Brazil, 2016).  

The articles declaring gaps in knowledge to improve healthcare management capacity 

in practice suggests similar issues in healthcare organisations around the world (Baluch et al., 

2013; Bartram, Stanton, Leggat, Casimir, & Fraser, 2007; Currie et al., 2015). While these 

findings are not new (McDermott & Keating, 2011), the implications are just beginning to be 

understood. For example, new public management (NPM) involves top-down communication 

to patient-facing staff (Verbeeten & Speklé, 2015). Yet, one of the adaptations made by 

patient-facing staff was the reduction of communication by ignoring management emails and 

announcements. As the adaptive behaviours of patient-facing staff away from management 

were covert, the adversarial nature of their activity might have escaped the notice of middle 

managers who were often described as absent, or physically removed from clinical areas. 

This emphasises the relevance of basic management theory, such as ‘management by walking 
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around’ (or ‘rounding’, as it is colloquially known by healthcare workers) (Davis, 1991; 

Hutton, 1841; Kelly, 1996; Tucker & Singer, 2015).  

Managing staff psychological contracts through communication and fulfilment of 

expectations has implications for morale, trust, and turnover in the organisation (Bunderson, 

2001; McCabe & Sambrook, 2013; McDermott, Conway, Rosseau, & Flood, 2013; Morgan 

& King, 2012). This is particularly the case in healthcare, where psychological contracts for 

the support of patient care involve the expectation of safety (Boland, 2013; Bowie, 2010; 

Burke et al., 2011; Cleary & Duke, 2019; Durani, Dias, Singh, & Taub, 2013; Hall et al., 

2016; Mazurenko, Richter, Kazley, & Ford, 2019). Perceived violations of psychological 

contracts and repetition of negatively perceived experiences with middle managers appeared 

to be a direct contributor to the perceived uncongeniality described in Chapter 2. Similar 

issues were observed by De Jager (2003) for the information technology industry.  

As outlined above, managers are often criticised for their lack of evidence-based 

practice (Hamet & Maurer, 2017; Martins & Isouard, 2015; Wright et al., 2016). An example 

of this criticism involves managers’ reliance on readily accessible blog articles and news 

media promoting the benefits of wellness initiatives (McCartney, 2015; Modi, 2018) instead 

of empirical evidence (Hamet & Maurer, 2017). Studies on worker productivity have 

identified the flaws in popular wellness initiatives, identifying that stress management 

techniques were less effective than structural improvements such as employing adequate 

numbers of staff to handle an increased workload (Aherne et al., 2016; Shanafelt, Dyrbye, 

Sinsky, et al., 2016; Shanafelt, Dyrbye, & West, 2017; Thomas et al., 2018; West et al., 2014; 

West et al., 2020). The focus on wellness and resilience puts the onus of burnout and stress 

prevention on the individual rather than the systems or organisations that are often the 

perpetrators of stressful environments (Lo, Wu, Chan, Chu, & Li, 2018; Montgomery, 

Panagopoulou, Esmail, Richards, & Maslach, 2019; Montgomery et al., 2011). Yet without 
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knowledge of the research of authors such as Lo et al. (2018) and Montgomery et al. (2011) 

that recommend organisational solutions, managers are unlikely to meaningfully address the 

issue.  

Middle managers were viewed as culturally distinct from frontline management, such 

as clinical leaders and nurse unit-managers, even if they were promoted from a patient-facing 

role. Following their promotion to hybrid clinician-manager, clinicians may have difficulty 

assuming their management role because of insufficient management education and training 

(Gerard, 2019; Kreindler, Dowd, Star, & Gottschalk, 2012; McGivern, Currie, Ferlie,  

Fitzgerald, & Waring, 2015b). In lieu of management education, failed hybrid managers may 

attempt to absorb the ‘hidden curriculum’ of their new position. The hidden curriculum of 

management, while not often studied (Ottewill, McKenzie, & Leah, 2005), includes a focus 

on financial profit over humanistic measures of performance (Higgins, 2014; Jacobs, Swink, 

& Linderman, 2015; Sinaiko & Toloui, 2007). One example of a humanistic performance 

measure is staff perceptions of their wellbeing that has been linked to performance and 

intention to leave (Ang, Bartram, McNeil, Leggat, & Stanton, 2013; Bryson et al., 2017). 

Prioritising financial profit over humanistic measures may produce disappointing results, 

such as an over-reliance on key performance indicators (KPIs) without the understanding of 

how KPIs affect staff performance (McCann, Granter, et al., 2015; McCann, Hassard, et al., 

2015). The lack of prioritisation of humanistic principles conflicts with the values of clinical 

work (Bourne, Pavlov, Franco-Santos, Lucianetti, & Mura, 2013; Burks & Kobus, 2012) and 

is a regularly criticised element of new public management that is perceived to negatively 

impact the congeniality of healthcare organisations for patient-facing staff (Grima et al., 

2020; Newman & Lawler, 2009).  

New public management, which aims to maximise efficiency (Shaw, 2012), 

intensifies managerialism in public service organisations such as hospitals (Dadich et al., 
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2018; Newman & Lawler, 2009). Healthcare managers without management education and 

training may, “pretend to have advanced knowledge and know-how deemed necessary to the 

efficient running of organisations” (Klikauer, 2013 p. 1104). The management activities 

witnessed by the patient-facing staff in the thesis were perceived to be incongruent with their 

values and expectations of competence to support patient care. This is consistent with 

previous studies on the lack of education of healthcare managers (Leggat et al., 2020; Liang, 

2008; Liang et al., 2018; Liang et al., 2013), and the limited humanistic principles exhibited 

in new public management organisations (Carney, 2011; Deshpande & Deshpande, 2014; 

Islam, Khan, Khawaja, & Ahmad, 2017; Khanna, Montgomery, & Klyushnenkova, 2020).  

There are no formal standards of practice for healthcare management enforced in 

Australia (Australasian College of Health Service Management, 2021). There is no 

expectation of demonstrable competency, nor mandatory registration for healthcare managers 

with a governing agency to maintain quality of practice. This creates inconsistency, with no 

benchmarking or standards to place healthcare managers on equal professional footing with 

their clinical counterparts. In short, healthcare management lacks the necessary prerequisites 

to classify as a profession (Cruess, Johnston, & Cruess, 2004).  

However, there is precedent for improving the healthcare management profession. 

The relatively recent development of psychologists as professionals (Bingham, 2015; 

Sutherland & Sharp, 1980) illustrates that the process of professionalising an industry of 

practitioners requires public advocacy, tertiary education, and professional registration with a 

governing body (Bingham, 2015; Gerard, 2019). Similar tasks would be required for 

healthcare managers to realise greater professional legitimacy. Evolving management to 

similar demonstrable standards of competency as clinical practitioners may reduce the 

likelihood of poor inter-professional relationships contributing to patient risk and staff stress 

(Agarwal, Green, Agarwal, & Randhawa, 2016b; Carlson & Greeley, 2010; Carney, 2004; 
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Donnelly, 2012; Kellner, Townsend, Wilkinson, Lawrence, & Greenfield, 2016; Veronesi, 

Kirkpatrick, & Vallascas, 2014). Clinicians in the thesis were highly educated. An 

undergraduate degree in a clinical field, with clinical experience, and professional registration 

are minimum requirements for employment that facilitates the expertise and autonomy 

expected of healthcare professionals (AHPRA, 2020; Australian Medical Association, 2011). 

Hybrid clinician-managers need management training to augment their clinical knowledge to 

effectively manage (McGivern et al., 2015b; Townsend, Wilkinson, & Bartram, 2011). If 

clinicians witnessed their middle managers engaging in evidence-based practice, this may 

improve the cohesion between clinical and middle management staff (Martins & Isouard, 

2015; Matter, 2006; Millenson, 2013; Pielach & Schubert, 2018; Rapp et al., 2010; Wright et 

al., 2016).  

Response to research sub question 2 - What are patient-facing hospital staff 

experiences of management-implemented strategies addressing the issue of employee 

stress reaction to a perceived uncongenial workplace?  

Middle management and governing board activities were criticised by participants for 

their perceived ineffectiveness. Participants suggested there had been few management-

implemented strategies aimed at addressing the issue of staff stress and general staff 

wellbeing. Those activities that were witnessed or experienced by the interview participants 

were described as failing to meaningfully address the issues directly communicated to 

management. 

6.4 The Escalation from a Prodromal Crisis to an Acute Crisis 

A prodromal crisis in a public health service can exist in a smouldering state for an 

extended period (Lalonde & Roux-Dufort, 2010; Nemeth et al., 2011; Sheaffer, Richardson, 

& Rosenblatt, 1998) that theoretically affords management time to successfully intervene 

(Al‐Dabbagh, 2020; Boin & Lagadec, 2000; Bowers et al., 2017; Christensen et al., 2016; 
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Drennan, 2014; Einwiller et al., 2017). If a prodromal crisis is left to smoulder without 

intervention, it will eventually escalate to an acute crisis (Fink, 1986). If not addressed, an 

acute crisis can become embedded in a system (Cleary & Duke, 2019; Millar & Heath, 2003; 

Yang, 2012), that is, a systemic crisis (Kotz, 2009; Zattoni & Pugliese, 2021). Furthermore, 

addressing an acute crisis is more difficult and expensive than addressing the issue at its 

prodromal stage (Fletcher, Buffington, & Overcash, 2020; Lasater et al., 2020).  

The thesis data suggested that the crisis had been prodromal since at least 2017, if not 

earlier (Kendrick et al., 2017). In addition, issues of morale and poor relationships between 

patient-facing staff and hospital executives in the Western Australian public health system 

have been reported in the news for a number of years (Hastie, 2021b; Sparvell, 2016).  

This thesis’ findings suggested that the prodromal crisis of perceived workplace 

uncongeniality included broken communication channels, adversarial clinician-middle 

manager relationships, and clinical staff autonomous adaptation into self-directed clinical 

hierarchies (Kendrick et. al., 2021). Based on previous research these circumstances are 

likely to lead to increasing gaps between work-as-imagined by managers, and work-as-done 

at the frontline (Anderson. et al., 2017; Kellogg & Fairbanks, 2018; Sujan et al., 2017), 

difficulty retaining and attracting staff (Shacklock et al., 2014), and poor staff wellbeing 

(Newdick & Danbury, 2015; Roch, Dubois, & Clarke, 2014). These would present as human 

resource outcomes such as unwanted turnover, staffing shortages, workloads for individual 

staff members increasing beyond their daily capacity and increased sick leave (Grima et al., 

2020). As illustrated in Chapter 5, the prodromal phase becomes an acute crisis when these 

factors culminate in preventable harm, either to a staff member or to a patient, such as the 

recent case of a child’s death in an understaffed children’s Emergency department (Mansfield 

& Perpitch, 2021).  
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As outlined in Chapter 3, patient-facing staff developed a hidden curriculum within 

their teams that was covertly adversarial towards management but was perceived by them to 

be a correct course of action in the interest of preserving staff and patient safety. Sujan et al. 

(2017) wrote that: 

 An alternative, or complementary, way of thinking about safety is to regard safety not 

as the absence of something (i.e. incidents), but rather as the presence of something – 

the ability to make dynamic trade-offs and to adjust performance in order to meet 

changing demands and deal with disturbances and surprises (p. 118).  

Interview participants explained their use of dynamic trade-offs, omitting 

communication with middle management and prioritising patient care through the 

establishment of their own clinical guidelines (Chapter 3). Notably, Leggat et al. (2021) 

recently reported similar findings, with a large gap between management expectations for 

quality and safety and patient-facing staff actions in a large sample of Australian health 

services.  

There are limits to individual’s reserves of personal resilience, and capacity to adapt 

(Aburn, Hoare, Adams, & Gott, 2020; Kalisch et al., 2015; Pruginin et al., 2017). This was 

discussed in Chapter 5, whereby participants began to withdraw from engagement in the 

workplace for self-preservation. Consistent with these findings, news reports presented 

anecdotes of clinical teams who were unable to focus on patient care due to the lack of senior 

clinicians available to provide a leadership role in the Emergency department (Garvey, 2021; 

Mansfield & Perpitch, 2021).  

The unusual circumstance of four doctors in one team calling in sick on one shift 

reported in the news (Perpitch, 2021) might be associated with the thesis’ findings of the 

prodromal crisis of an uncongenial workplace. To protect themselves from the 

uncongeniality, patient-facing staff began making adaptations for their self-preservation, such 
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as work-refusal as identified by other authors (Beardwood & Kainer, 2015; Juanola, 2021). 

Unfortunately, as predicted by Perpitch (2019), this adaptation intensified the effects of 

understaffing and may escalate the prodromal crisis (Chapter 5).  

Response to sub-question 3 - How effectively are Australian public health 

organisations managing the systemic crisis of employee stress reaction to a perceived 

uncongenial workplace?  

The prodromal crisis of an employee stress reaction to perceived workplace 

uncongeniality in Western Australian public services appears to have escalated to an acute 

crisis, risking patient and staff safety. The acute crisis was reported in news media in 2020 

and 2021. Fink (1986) Millar and Heath (2003) promote the need for management 

intervention to mitigate a prodromal crisis before it becomes acute. The health service 

management did not intervene at the prodromal stage. Middle managers were perceived to 

have failed to fulfil staff psychological contract expectations for safe patient care. 

Additionally, both management and the health service board were perceived to have ignored 

the warnings of patient-facing staff at the prodromal stage (Chapters 3 and 4). This suggests 

that the systemic crisis of employee stress as a result of an uncongenial workplace had not 

been managed effectively. 

6.5 Overall Implications  

This section focuses on the overarching research question, ‘How do Australian public 

health organisations handle the systemic crisis of burnout?’, or as our findings suggested, 

‘…the systemic crisis of the normal stress reaction to a perceived uncongenial workplace?’ 

Both theoretical and practical implications are discussed. 

6.5.1 Theoretical Implications 

6.5.1.1 Crisis Management Theory. The situation illustrated in the sampled public 

health service matched the descriptors of a prodromal crisis as defined by Fink (1986). In 

Chapter 1 a systemic crisis was defined as one which is embedded into a system (Kotz, 2009; 
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Zattoni & Pugliese, 2021). This definition applies to a crisis that spans multiple health 

services and hospitals in the same State health system, such as those identified in this thesis. 

Crisis management theory (CMT) can be used to identify potential solutions to a systemic 

crisis (Bowers et al., 2017; Christensen et al., 2016; Drennan, 2014; Einwiller et al., 2017; 

Fink, 2013).  

CMT is rarely used in healthcare management research. This is because the theory is 

not well known, due in part to the development of the theory in non-English publications 

(Zubareva, 2018; Журавлев et al., 2020; Мерзликина et al., 2018)), and because managers 

often lack the requisite skills to handle unpredictable changes (Cleary & Duke, 2019; Topper 

& Lagadec, 2013). Furthermore, the term ‘crisis’ carries negative social and political 

connotations, making it less appealing than alternate approaches, such as risk management 

(Aven & Krohn, 2014; Drennan, 2014).  

CMT is a useful framework for understanding staff perspectives on management 

described in this thesis. Even without the formal knowledge of crisis management theory, the 

practice and actions of patient-facing staff were aimed at preventing a crisis (Chapters 3 and 

5). Risk monitoring, and rapidly adapting to changing conditions before they escalate is a 

skill of frontline clinicians (Drennan, 2014; Paccione-Dyszlewski et al., 2012). When 

managers, particularly hybrid clinical managers, fail to demonstrate these skills staff perceive 

a broken psychological contract (Kendrick et. al., 2021), as also found by (Bunderson, 2001). 

Patient-facing staff, including frontline managers, engaged in the vigilance, proactivity, and 

involvement that researchers have suggested are required for effective crisis management 

(Christensen et al., 2016; Drennan, 2014; Einwiller et al., 2017; Flanagan, 2012), in the 

context of patient care in their self-directed clinical hierarchies. Thus, patient-facing staff 

appeared to view their workplace consistent with a crisis management theory paradigm (Fink, 

1986; Topper & Lagadec, 2013). However, without the intervention of management the crisis 
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management activities of patient-facing staff were not enough to circumvent the escalation of 

the prodromal crisis.  

CMT can be used to explain a prodromal crisis that became smouldering, and then 

escalated to an acute crisis. Prodromal crises escalate slowly but may be missed due to the 

lack of perceived risk (Millar & Heath, 2003; Topper & Lagadec, 2013). The ability to 

identify the factors behind an issue that escalates over a prolonged period of time before 

igniting is a worthwhile contribution to CMT.  

This thesis shows that CMT can be applied to address the gaps in risk management 

theory and practice, such as activities for monitoring and adapting to risks that could not be 

foreseen (Topper & Lagadec, 2013), or risks that escalate so slowly that they would not 

ordinarily prompt a managerial response (Millar & Heath, 2003). An example of this is the 

risk of stressed workers reacting to their perceptions of an uncongenial workplace. 

Workplace uncongeniality may be considered a minor risk under risk management principles 

in that work that is a bit stressful to do may not be inherently risky. However, these risk 

management principles do not account for smouldering conditions that can ignite later. 

In future research CMT could be used to understand the cultural differences between 

patient-facing clinicians and their middle managers. In particular, CMT can be used to 

identify issues and suggest interventions that may have escaped the notice of middle 

management, executives, and state government that are prodromal crises.  

6.5.1.2 Complex Adaptive Systems. Complex adaptive systems (CAS) theory has 

recognised the need for worker adaptations because of the complex nature of the work 

(Lawton et al., 2014; Nugus et al., 2010). The findings of this thesis lend support to CAS 

theory by illustrating how patient-facing staff adjust to workplace uncongeniality while 

maintaining patient safety. In fact, recent research has suggested that CAS, such as hospitals, 

require rethinking about how high quality, safe care is delivered (Braithwaite, Wears, & 
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Hollnagel, 2017; Hollnagel, 2017; Leggat et al., 2021; McDaniel et al., 2009; Sujan et al., 

2017; Uema et al., 2020). A Safety I approach that counts mistakes has not led to the 

expected improvements in patient safety given the resources involved (Leggat et al., 2021). 

Safety II requires a change in focus towards ensuring how care is delivered correctly and 

consistently, including the ability to recognise mistakes averted (Hollnagel, 2017; Sujan et 

al., 2017). This thesis has shown how CMT can assist understanding of how Safety II activity 

is implemented on the frontlines of a hospital CAS.   

CAS theory suggests that in hospitals, managers need to understand how care is 

delivered (Anderson. et al., 2017; Hollnagel, 2017; Wears, 2015). This does not happen when 

clinical staff do not respect their managers (McDermott & Keating, 2011) and reduce their 

communication as illustrated in this thesis. How managers manage impacts frontline work 

(Hamet & Maurer, 2017) and therefore, managers need to be aware of how their actions 

influence the delivery of patient care (Agarwal et al., 2016a; Bartram et al., 2007; Carlson & 

Greeley, 2010). CMT can be used to bridge the gap between work-as-imagined and work-as-

done in CAS by promoting a management paradigm-shift away from absentee managers 

(Klikauer, 2013) towards genuine knowledge of organisational needs through direct 

monitoring of frontline conditions.  

Industrial production methods advocated by new public management (Newman & 

Lawler, 2009; Shaw, 2012; Siltala, 2013), such as checklists and audits, may not work in 

CAS organisations with craft production (Leggat, Bartram, Stanton, Bamber, & Sohal, 2015). 

Managers may experience difficulties matching the variability of daily clinical practice with 

the expectations of new public management (McCann, Granter, et al., 2015; Shanafelt, 

Dyrbye, Sinsky, et al., 2016), despite medicine’s highly regulated and standardised approach 

to patient care (Aburn et al., 2020; Allard & Bleakley, 2016; Avgar, Givan, & Liu, 2011; 

Bates, 2005; Clay-Williams et al., 2017; Fukuda, Okuma, & Imanaka, 2014; Ginsburg & 
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Phillips, 2018). The ability to balance standardised clinical practice with patient-centred 

clinical craft practices in a CAS require managers to know when to apply a checklist, and 

when to use discretion (Finkelstein & Hambrick, 1990; Offstein, Harrell-Cook, & 

Tootoonchi, 2005). This requirement echoes the earlier point recommending greater 

management competency, which would facilitate managers’ agility in using approaches best 

suited for the situations they experience. 

6.5.1.3 Stress and the Social Determinants of Health.  Social determinants of 

health have been recognised as non-medical factors, such as housing, education and working 

life conditions, that have a large influence on the health of individuals and populations 

(World Health Organization (WHO), 2021). One of the social determinants of health 

recognised by the World Health Organization is working life conditions that directly relate to 

work congeniality, associated with factors such as relationships with management, stress, and 

safety (World Health Organization (WHO), 2016). Workplaces that are stressful, perceived to 

be unsafe, and contain poor relationships with management, are uncongenial (Badayai, 2012) 

(Chapter 2). The World Health Organization has suggested there is insufficient evidence on 

how best to address the social determinants of health (World Health Organization (WHO), 

2021). This thesis adds to the theory of the workplace as a social determinant of health by 

illustrating how workplace uncongeniality can impact staff stress and patient care.  

A workplace that supports worker health and long-term wellbeing contributes to 

career longevity (Alexander et al., 2015; Bartram et al., 2020; Ros & Scheper, 2009), as well 

as safe healthcare delivery. This thesis provides in-depth information to assist healthcare 

managers to understand how patient-facing staff perceive their workplace and their 

experiences with management. Our findings support previous research that has confirmed 

workplace health has to be expanded beyond individually focused resilience-building 

programs, towards integrative workplace health promotion (Pham et al., 2020). As outlined 
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by the World Health Organization (WHO) (2010), integrative workplace health promotion 

requires equal attention not only to individual worker characteristics but also to the physical 

work environment, the psychological work environment, and the community involvement of 

the organisation. Studies on the mitigation of stress in other contexts, such as aged care and 

childcare, identified the importance of an individual’s social network and the community 

around them (Gyasi, Phillips, & Abass, 2019; Han, Li, & Whetung, 2021; Small, Jacobs, & 

Massengill, 2008). As in the context of childcare provision and the provision of aged care, 

socialisation and access to necessary resources has a significant impact on an individual’s 

wellbeing in the workplace (Berlin, Shdaimah, Goodman, & Slopen, 2020; Corvo, 

Fontefrancesco, & Matacena, 2020; Georganta & Montgomery, 2016). Looking beyond the 

physical work environment to the impacts of an employee’s social environment may allow 

for improved approaches to integrative workplace health promotion.  

6.5.2 Implications for Management Practice  

Important findings of the thesis included participant perceptions of the incompetence 

of middle management, and the lack of fit with their clinical needs. The lack of requirements 

for healthcare managers to achieve or maintain competency in Australia should be addressed 

with mandatory registration with an association such as Australasian College of Health 

Service Management (ACHSM), or the Royal Australasian College of Medical 

Administrators (RACMA). The recommendations outlined in Chapters 3 and 5, involving 

professional registration and closer monitoring of work-as-done, should be a foundational 

step towards greater capacity and legitimacy for managers, and could also improve their 

influence on Australian public health organisations. The research described in this thesis 

suggests that there is a need for healthcare managers, especially hybrid clinical managers, to 

have management education focused on managing the craft production that characterises 

clinical care in a highly regulated CAS. Craft production management is a major gap in 
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management literature that requires further study. Craft production is described as, “a 

process, the quality of whose result is always at risk”, with craftspeople needing to respond to 

“variability rather than uniformity” (Dornan & Nestel, 2013 p. 35). Dornan and Nestel (2013) 

describe medicine as a ‘craft’ because each patient has different needs, and adjustments to 

treatment are required as a result. They argue that the routine training of clinicians, such as 

surgeons, overlooks this variability, focusing instead on uniformity as a means of quality 

control. Clinical uniformity, while evidence-based (Fukuda et al., 2014; Sackett, Rosenberg, 

Gray, Haynes, & Richardson, 1996), can miss the soft skills of patient interaction which are 

also required in healthcare (sometimes referred to as ‘bedside manner’) (Abuqayyas, 

Yurosko, Ali, Rymer, & Stoller, 2021; Benatar & Daneman, 2020). The deficit in social skills 

also appear to be shared by healthcare managers (Gibiino, Rugo, Maffoni, & Giardini, 2020). 

Derived from industrial revolution factories and workhouses which sought to maximise the 

efficiency of mass production techniques (Jervis, 1974; Ottaway, 2020), modern management 

focus on the financial ‘bottom line’ may skew management away from humanistic principles 

(Pirson, 2017). Further research on craft production techniques and management in 

healthcare may shed some light on this phenomenon, and its remedy, for the development of 

healthcare management theory.  

Clinical staff care deeply about their work and workplace, and will try to work with 

management to fix it (Chapter 3) – but at some point may give up and withdraw for their 

wellbeing (Chapter 5). Management needs to address perceived uncongenialities in the 

workplace to prevent staff from withdrawing. This suggests the need for greater focus on 

effective people management by middle managers. The thesis suggested that little appears to 

have been done to make the workplace more congenial within the controls of middle 

management. There are strategies recommended by participants, such as: listening to staff 

feedback and communicating truthfully about whether feedback is being incorporated 
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(Chapter 4); ensuring that staff get access to their leave entitlements (Chapter 2); middle 

managers working with patient-facing staff to ensure that risk reports are adequately 

escalated for executive/state-level attention (Chapters 3 and 5) and understanding work-as-

done (Chapters 3 and 4). The combination of these strategies would contribute to improved 

congeniality of the clinical workplace for patient-facing staff. Thus, these strategies could 

assist with ensuring that senior clinicians are retained until junior clinicians can be trained.  

Healthcare organisations should also ensure an integrated health promotion 

organisational response (World Health Organization (WHO), 2010) to stress as a workplace 

social determinant of health. This would include a focus on the physical work environment, 

such as reasonable shift length and the provision of adequate staffing to ensure breaks; the 

psychological work environment, such as honouring psychological contracts, and the 

community, such as facilitating patient and community feedback. Achievement of the WHO 

recommendations for integrated workplace health promotion (World Health Organization 

(WHO), 2010) would be in addition to existing approaches that rely on increasing the 

resilience of individuals working in the system.  

One element of the integrated health promotion organisational response recommended 

by the WHO (2021) is workplace safety. Making the healthcare workplace safer for workers 

is a challenge, given the many factors involved. These factors include adequate staffing 

(Hudson & Shen, 2015; Weigl, Schmuck, Heiden, Angerer, & Müller, 2019), adequate rest 

(Farquhar, 2017; Fletcher et al., 2020), and positive interpersonal relationships (Liao, Hu, 

Chung, & Chen, 2017; Stinglhamber et al., 2015; Zhong, Lam, & Chen, 2011). With regards 

to ensuring adequate staffing and rest, a hospital cannot simply hire more nurses, as newly-

graduated nursing staff are not experienced enough to take on the full responsibility of their 

job immediately (Larsen et al., 2018; Price et al., 2015; Spivak, Smith, & Logsdon, 2011). 

Time to train junior staff is required before those workers can safely fill patient-facing roles 
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(Altmiller, 2011; Benatar & Daneman, 2020; Durani et al., 2013; Hunter & Cook, 2018). The 

constant evolution of juniors to trained staff is required to ensure continuity of the workforce 

(Barrette, 2015; Janes, 2014). However, training junior staff temporarily places increased 

strain on experienced workers who are expected to maintain patient care activity in addition 

to providing practical education (Armstrong et al., 2010). Improper management of the 

balance between junior and senior staff has negative impacts on both employee groups. A 

lack of adequate clinical supervision can cause stress among junior staff in situations that 

places them and their patients at risk (Gander, Purnell, Garden, & Woodward, 2007; Lawton 

et al., 2019). The strains of a high workload burden, including the need to supervise juniors, 

has been found to increase the fatigue of supervisors regardless of organisational context 

(Åkerstedt et al., 2004). Furthermore, working in situations that create moral injury, such as a 

consistent experience of shifts with inadequate staffing ratios put patients and staff at risk, is 

linked with increased burnout (Khandelwal, Mehta, Lilly, & Velagapudi, 2020). Thus, 

managers in the workplace need to be aware of the impact of the workplace as a social 

determinant of health to prevent experienced staff being lost faster than they can be replaced 

(Day et al., 2007; Frederiksen, 2017; McHugh et al., 2011; Pierce & Snyder, 2015; Wernick 

et al., 2016; Yanchus, Carameli, Ramsel, & Osatuke, 2020). 

With regards to the need for positive interpersonal relationships, it has been suggested 

that new public management in Australian public hospitals takes the form of management-at-

arm’s-length that does not suit the humanistic requirements of healthcare (Benatar & 

Daneman, 2020; Karimi et al., 2019; Pirson, 2017; Rider et al., 2018), and does not enable 

managers to understand how care is delivered. Effective new public management approaches 

could achieve cost efficiency without sacrificing humanistic management through the use of 

evidence-based-management practice, with management-by-walking-around as one example 

(Kelly, 1996; Tucker & Singer, 2015). By reducing the physical and power distance between 
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managers and their patient-facing staff, managers can increase the direct consultation and 

first-hand familiarity with the working environment necessary for effective management in 

CAS (Kelly, 1996; Tucker & Singer, 2015).  

CMT calls users to be vigilant, proactive, and involved in frontline activity to 

circumvent issues before they escalate (Fink, 1986; Flanagan, 2012). This conflicts with the 

current, managerialist, new public management approaches for healthcare performance 

monitoring (Donnelly, 2012; Verbeeten & Speklé, 2015) that focuses on monitoring activity 

using organisational data, that by definition is out-of-date, instead of incorporating temporal 

first-hand experiences (Grima et al., 2020; Mills, Bradley, & Keast, 2021; Patrick, Helen, 

Simon, & Jane, 2006; Verbeeten & Speklé, 2015). While healthcare managers may use 

activity data (Almunawar, Anshari, Younis, & Kisa, 2015; Aragon Penoyer et al., 2014; 

Barbieri & Bolin, 2017; Bonnet, 2010), knowledge of how to gather contextual evidence in-

person, and why this information is useful, may be lacking (Klikauer, 2013). In essence, the 

use of CMT requires managers to increase their skills in identifying prodromal crises through 

proven management practices such as management-by-walking-around (Tucker & Singer, 

2015) and greater use of evidence-based practice (Liang, Leggat, Howard, & Koh, 2013; 

Martins & Isouard, 2015).  

6.6 Strengths and Limitations 

6.6.1 Limitations 

6.6.1.1 Sampling and bias. The thesis experienced limitations that are common in 

voluntary research populations, such as the potential for self-selection bias. There was the 

risk of disgruntled, unhappy employees being the overwhelming majority of those who 

consented to participate. The risk of a skewed sample was partially mitigated by the dual-

approach snowball and direct purposive sampling aimed at entire patient care teams. There 

was also a similar number of volunteers who participated across two separate clinical 
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departments, and across clinical professions. While middle and executive managers were 

invited to participate, they chose not to, which limited the sample to patient-facing staff and 

managers.  

The perspective of patient-facing staff addressed a gap identified in the literature. 

Management studies in healthcare settings currently under-represents patient-facing staff 

experiences in their healthcare organisations. As the lynch pins of the health care system – 

the providers of clinical care, and the human interface between management and patients – 

patient-facing staff experience the healthcare organisation distinctly from managers and 

patients. The thesis’ focus on patient-facing staff provided useful data but including middle 

and executive managers and patients could have added different perspectives for analysis. 

The addition of these viewpoints could have afforded the opportunity to triangulate data for 

deeper insights into the subjective experiences of patient-facing staff, as well as the impacts 

of patient-facing staff activity on patient wellbeing and safety. The limitation of the study 

sample also extends to the generalisability of the study, which may be impacted by drawing 

the sample from two clinical departments.  

By the close of data collection, at least two entire patient-care teams from Psychiatry 

and Emergency had been interviewed providing trustworthy data. The volunteer response rate 

was lower for those who worked in Surgery, limiting the trustworthiness of the Surgery 

department data. The Pharmacy and Geriatrics departments were also approached but 

declined to participate. Replication of this study could benefit from a broader range of 

clinical departments for analysis. 

6.6.1.2 Limitations of conducting research in the field. There is a known 

challenge involved with fieldwork, such as the ever-changing environment beyond the 

control of the researcher (Furniss, 2014). An example of this involves the potential 

introduction of new legislation and healthcare policy during the collection of the data. There 
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were no identified major changes during the data collection, but shortly after the completion 

of the data collection the health system was negatively affected by a global pandemic.   

6.6.1.3 Personal reflections on the challenge of working as an independent 

researcher in a hospital. A challenge experienced during the study involved the author’s 

relationship as a researcher with the health service’s middle and senior managers over the 

course of the study. Despite both organisational human research ethics approval and 

organisational approval to conduct the study, over time it became more difficult to engage 

with middle and senior managers. They chose not to participate in the study but did not 

communicate why.  

The author’s professional relationship with the health service executive managers 

deteriorated over the course of the research project, particularly once the research findings 

began to point towards an issue with middle management fit with staff needs. At first, the 

author was invited to meet with the health service’s Chief Executive Officer (CEO) at regular 

intervals throughout the research project to discuss progress and publications (approximately 

every 6 months). Both the CEO and an Executive Director discussed their interest in an 

empirical project addressing burnout in their service, as media and union reports were 

perceived to be negatively biased against the health service. In response to this interest, the 

author communicated the research activity and progress throughout the project. As the author 

began to discuss early manuscript drafts, which identified patterns and trends based on early 

analyses, emails to the CEO no longer resulted in invitations to meet. Analysis such as the 

patient-facing staff perception that middle management contributed to the uncongeniality of 

the workplace, and staff stress, conflicted with the perspective of the CEO from earlier 

conversations where the CEO had dismissed union publications reporting similar findings 

(AMA, 2017). As requested by the organisation, draft articles were provided for review 
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before publication at which time the organisation requested that it not be identified in 

publications.  

It was through the CEO that the author gained consent to conduct the research project, 

and personal introduction to the members of the health service executive. The CEO consented 

for research to be conducted with staff at the hospitals outlined in the ethics application, on 

the premise that the heads of each department also provided their consent for access to those 

staff. As the CEO was the head of the executive, the author enquired whether the executive 

staff could be approached for interview. This was not allowed. The Head of Department for 

the Surgery, Emergency, and Psychiatry departments gave their consent for research activity, 

including participation by the Surgical and Emergency Clinical Directors. The Psychiatry 

Clinical Director did not participate in the study. 

6.6.2 Strengths 

6.6.2.1 Strengths of qualitative research. The thesis has limitations inherent to 

qualitative research, such as the inability to confirm causative relationships. However, the 

key benefit of qualitative research, particularly exploratory research, is the ability to explain 

‘how’ and ‘why’ associated with earlier statistical reports of empirical phenomena. In the 

case of this thesis, quantitative investigations of burnout (Dyrbye et al., 2013) structured the 

author’s initial interest in exploring the topic. However, when asking participants about their 

workplace experiences, the author was given more complex, richer descriptions than burnout. 

The author was able to learn about the factors staff perceived led to their stress reaction to an 

uncongenial workplace. This nuance might have been missed with quantitative methods.  

To the author’s knowledge, this study is one of the largest healthcare qualitative 

studies, consisting of 73 interviews each averaging 45 minutes. Collecting large amounts of 

data ensured that clear themes emerged, and that data saturation was achieved. The 

comparative breadth of the sample and richness of the data, including junior and senior 



154 

 

clinicians, and a range of clinical professionals, offered variety for direct comparison and 

contrast during coding and analysis. 

An added strength of the thesis was the ethnographic approach to project design and 

analysis. Ethnographic approaches to research design by a researcher who is outside the 

studied community are uncommon (Creswell, 2018; Dadich et al., 2018; Lassiter, 2005; 

Pozzebon, 2017). However, research on healthcare organisations by non-healthcare 

researchers may miss cultural nuances and insights if it is not conducted with cultural 

humility (de Koning, Meyer, Moors, & Pels, 2019; Lassiter, 2005). An important 

consideration for the thesis’ success in collecting honest and open anecdotes was to ensure 

that participants trusted the researcher. This involved processes to embed the researcher in the 

research site. To achieve embeddedness, the author participated in shared routines around the 

hospital to become a familiar face, and someone who looked like they fit the environment. 

These shared routines often took the form of casual interactions, such as having lunch in the 

staff break room between interviews, which also afforded the opportunity to recruit potential 

participants. Gaining trust also required stringent ethical conduct. The author’s ethical 

conduct was demonstrated through their adherence to participant confidentiality during the 

interview transcription process, using professional discretion to avoid interrupting patient 

care activity, and preventing conflicts of interest. Clinical stakeholders were consulted at 

every stage of the project to mitigate researcher bias and promote reflexivity. This process 

was part of the ethnographic approach used to guide the thesis’ direction during its design 

stage. Methods that enabled the thesis to be guided by those in the healthcare community, 

instead of the more traditional approach whereby an academic set the focus of the project 

(Tucker & Parker, 2014), contributed to the robustness and validity of the findings.  

The strengths of the thesis extended to various types of generalisabilities applicable to 

qualitative research. To quote Guenther and Falk (2019) on the subject: 
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…the iterative nature of qualitative research lends itself well to theory development, 

and confirmation or rejection of normative truth statements-and the more this occurs, 

the greater the probability that those truth statements will hold generally, not just to 

the particular. (p. 1028) 

Through the collection and recording of patient-facing staff experiences, this thesis’ 

data contributes to the international dialogue on healthcare workplace experiences for the 

development of future theory. While this thesis may not have generated theory itself, its place 

in the growing literature on stress, workplace uncongeniality, and crises in healthcare can add 

to the foundation on which other scholars may build.  

The perspective of Guenther and Falk (2019) mirror the statements of Smith (2018), 

who discussed how generalisability in qualitative research can present, “…when the research 

resonates with the reader’s personal engagement in life’s affairs or vicarious, often tacit, 

experiences” (p. 140), in the form of naturalistic generalisability. As suggested by Smith 

(2018) the discovery of anecdotes in public news media which echoed the sentiments of the 

study participants, and the literature, supported the generalisability of the analysis. Both 

Smith (2018) and Guenther & Falk (2019) counter the concerns of quantitative researchers by 

arguing that qualitative research can be generalised (Smith, 2018), and used to support a 

generalisable theory (Guenther & Falk, 2019). As illustrated in Chapter 5, the analysis 

confirmed consistency among patient-facing staff experiences, and secondary data sources 

that can inform more robust approaches to staff wellbeing and the prevention of stress. 

The effectiveness of the semi-structured interview schedule was demonstrated when 

participants would pre-empt researcher questions through their own, unprompted discussion. 

This was how the study was able to reach data saturation within the first 10 participants and 

succeeded in exploring topics not explicitly planned for analysis.  
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An added strength of the study was the interdisciplinary nature of the research team, 

enabling reflexive and thoughtful analysis of phenomena. The addition of a consultant 

psychiatrist, a clinical research assistant, and two professors with clinical and academic 

backgrounds and experience in qualitative research afforded a cross-disciplinary perspective. 

Without the guidance and assistance of these professionals, this thesis may have risked 

researcher bias and inaccurate interpretation of clinician anecdotes from a management 

background.   

6.7 Future Research 

The articles included in this thesis and the key points discussed in this chapter offer many 

avenues for further study. Avenues for future projects involve the exploration of our finding 

that staff were not reporting burnout and the perspectives of Bianchi et al. (2014), to identify 

whether the focus of burnout research could be adjusted to assess the overlap with 

depression. Additionally, addressing workplace uncongeniality and its impact on workers, 

developing a psycho-social model of workplace congeniality in healthcare, using a healthcare 

management competency framework to explore an uncongenial workplace, and 

implementation studies based on patient-facing staff feedback on ideal healthcare 

management activity, are some examples.  

As this thesis was qualitative in nature, future projects could build on the study’s 

foundations with other methods such as quantitative analysis, or mixed methods research into 

work-related stress responses. The next steps for advancement in CMT, and research into 

managing a healthcare CAS, would be to expand on this research. Identifying different 

methods of crisis management in a variety of healthcare contexts could add greater nuance to 

the discussion presented in this thesis. An example of this research could involve a project 

which studies the public health organisations that successfully retained staff during and after 
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the COVID-19 pandemic, or studies capturing the patient perspective on staffing and 

workplace congeniality for clinicians. 

Furthermore, additional exploration of topics that could not be fully addressed by this 

study would be useful. Some of these topics involve the working culture and hidden 

curriculum of healthcare management, existing barriers to middle management education and 

professional registration, and healthcare workforce planning to ensure adequate staffing at all 

levels of the patient-facing layer of the public hospital hierarchy. Case studies of successful 

hybrid management and feedback from their staff would also benefit the profession.  

6.8 Conclusion 

This thesis did not find a systemic crisis of burnout. Instead, analysis identified that 

patient-facing staff perceived an uncongenial workplace that resulted in normal stress 

reactions.   

One of the largest contributors to patient-facing staff experiences of workplace 

uncongeniality and stress was their perceptions of the poor fit of their middle managers for 

patient care. Staff perceptions of poor fit were grounded in repeated experiences whereby 

hospital leaders failed to meet staff expectations. Staff adapted to this by ignoring 

management communication and constructing self-directed clinical hierarchies, disrupting the 

governance capacity of new public management in this Australian public health organisation. 

Patient-facing staff made these adaptations due to the perceived safety benefit it created for 

themselves, and their patients.  

The slow-developing, internal situation of poor manager fit and covert adversarial 

relationships between clinicians and managers is a prodromal crisis. The flow-on effects of 

this situation, and avenues to rectify it, could therefore be conceptualised with crisis 

management theory. Staff perceived the managers were unable to respond to the prodromal 

warning signs, enabling the prodromal crisis to smoulder in an intensifying, iterative cycle. A 
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substantial external force was instrumental in igniting the smouldering crisis, with a health 

system crisis linked to a severe adverse event identified in the news, demanding attention 

from the State health department. Management had the opportunity to intervene at the 

prodromal and smouldering stages of the crisis, but did not, which made the resolution of the 

acute crisis more difficult and may have contributed to preventable patient harm.  
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Appendix 3 Data Collection Tools 

Interview Schedule – Frontline Patient-Facing Staff 

Approx. 45 minutes to enable participant availability 

>Check consent form, verbal consent, start recording if able 

 

Q1: How do you feel when you’re at work? (RQ2&3)  

> How is this different to how you feel when not at work?  

Why?  

 

Q2: How does your emotional and physical wellbeing change as the work day 

progresses? (RQ2) 

> Why? 

 

Q3: Can you recall how work used to be when you first started your career? (Your 

early days as [current role]) (RQ 1, 2 & 3) 

> How is it different now?  

> Why might things have changed since you began? 

 

Q4: Please describe your workload. (RQ2) 

> How reasonable is it? 

> How often do you have to ‘stay back’ or bring work home to complete it?  

> If you can’t finish your tasks at work, what happens? 

 

Q5: How would you describe the culture of your team? (RQ 1 & 3) (Positive? Collegial? 

Cameraderie? Feel valued? Team = immediate circle of professionals that the participant 

works with daily).  

> How was your team culture created?  

> How does your team culture impact your work?  

> How does the team culture impact safety at work? (Safe to report dangers)  

> Is your team culture the same as the culture in the rest of the hospital?  

> > Why?  

 

Q6: What experiences have you had with burnout? (Yourself or in others?) (RQ 2 & 3) 

> Do you consider yourself to be burnt-out? (Prompt participant to explain how they know 

they’re burnt out if they respond ‘yes’ – describe how they feel, etc) 

> What impact do you think burnout has on performance (or patient care, if the employee is 

in a patient-care role)? 

 

Q7: What activities do hospital management undertake that impacts your wellbeing, 

positively or negatively? (RQ 1,2 & 3) 
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> Make sure that you focus on positive AND negative. Let the participant lead their 

preference, but check for positive if only negative was provided, etc. 

 

Q8: Are there any things that hospital management has done that positively or 

negatively impacts your ability to do your job? (RQ 1 & 3) 

> How effective are those activities? (RQ 1&3) 

 

Q9: Please describe what occurred during the most recent interaction you had with 

hospital management/leadership. (RQ 1 & 3) 

(Most recent interaction – the last time you interacted with management personnel) 

> what was your most recent interaction with hospital management/leadership?  

>When was this? How did it make you feel? 

(Any email communication that had significant effects?) 

Q10: Do you believe your current job has changed your ability to adapt to stress and 

crises? (RQ 1, 2 & 3) 

> Do you think your medical specialty is more or less stressful than other medical specialties? 

(If you’re in Surgery, would you suppose Psychiatry is different? etc) 

>> Why?  

 

Q11: What is your experience with hospital-sponsored wellness programs/employee 

support, if any? (RQ 1, 2 & 3) 

> Has it helped you? 

 

Q12: What are the main changes you feel management could make to create a better 

working environment for hospital staff? (RQ 1 &3) 

 

Q13: The last time you were under significant workplace stress, what methods did you 

use to cope? (RQ 2) 

> What are your coping strategies after work? How do you 'decompress' at the end of the 

day? How many of your coping strategies do you think are healthy? 

 

Q14: The last time you were under significant workplace stress, what methods did you 

use to recover? (RW 2) 

> What resources and/or social supports do you have to better handle issues in the future? 

 

Q15: What is the main cause of fatigue, emotional or physical, at your workplace? (RQ 

1, 2 & 3) 

> Do you know of any policies/programs in place that address fatigue and staff wellbeing in 

your hospital? 
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Q16: How important is team camaraderie to you in coping with stress and your 

workload? (RQ 1, 2 & 3) 

> Does your boss/team members make your workload easier/easier to handle?  

 

Q17: How important is the role of senior leadership, as opposed to management, in 

maintaining the work environment? (Senior leadership = consultant clinician and/or head 

of service) (RQ 1 & 3)  

Q18: What strategies does the [Service] have for improving quality of patient care? (RQ 

1&3) 
> Can you list any strategies that the Health Service has? 
> Are you ever consulted or been able to comment on strategies set by the health system for 

your service? 
> Do you know how the Board prioritises staff wellbeing? 

> Have you seen any emails, notices, flyers, pamphlets, handouts or meetings about staff 

wellbeing? 

Q19: What does personal resilience mean to you? (RQ 2) 

Q20: If you were to suffer from a significant loss of resilience, how much would this 

affect patient care? (RQ 2) 

> What support networks are available to you, should you need them? (RQ 1 & 3) 

 

Q21: What are your personal experiences with senior leadership and/or management? 

(RQ 1 & 3) 

> Ask about the Executive 

> Do you feel that they care about your wellbeing?  

> Do you feel that their role/activities are effective?  

> How often do you interact with hospital management (formal management/HR training, 

access to holiday leave and/or benefits, professional development, roster changes) 

Prompt the participant to contribute any additional information that they feel would be 

relevant to the topics just discussed. Example prompt; 

“Do you feel that I’ve missed anything that you would like to comment on today?” or 

“That’s all the questions I have for you, do you have anything that you would like to add?” 

Notes for the interviewer: 

Provide a safe space for participants in distress to regulate before they’re expected to leave 

the room. Offer to stop the recording if they wish to debrief off-the-record.  

If audio recording, try to keep note-taking to a minimum. Sit facing the participant directly, 

with minimal furniture between you (unless the participant seems more comfortable with a 

table or desk in between). Provide water and tissues if necessary. Use silence to prompt the 

participant filling the space with information.  

If the participant appears distressed mid-interview, offer to stop the recording. Participant 

wellbeing is more important than a data point – keep the withdrawal of consent form on the 
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table throughout the interview so participants feel safe to change their mind at any point. 

Ensure the participant takes the withdrawal of consent form with them when they leave.  

Notes on protecting participant confidentiality 

Try to space interviews at least two hours apart so that transcription can begin immediately. 

De-identify all names and identifying details during transcription. Offer for the participant to 

review the transcript before use. Delete the audio recording as soon as approval is provided 

for the transcript.  

Use the clinical document shredder at the hospital to dispose of participant signatures made in 

error, and identifying documents not related to the study. Do not keep participant consent 

forms in the folder beyond the day they were collected – deposit immediately into personal 

office for filing and storage. Ensure that the signed consent form folder is visible during on-

site data collection at all times. Explain the study protocol to participants on request.  
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