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Abstract 

  The nursing profession has a rich history of nurse-nurse aggression. Despite three 

decades of examination, little is known about why the phenomenon exists.  

Understanding nurse-nurse aggression is imperative considering the impending nursing 

shortage and reports that fewer young people are pursuing nursing careers.  

Organizational change is a variable that has yet to be explored despite the constancy of 

change in the health care industry. This phenomenological study examined the 

experiences of registered nurses who had experienced a reorganization and downsizing 

while working at the bedside in a hospital setting.  The purpose of the study was to 

determine if lateral aggression was a theme that emerged from the interview texts of 

registered nurses who had experienced at least one reorganization and downsizing while 

working at the bedside.  To meet this objective, eight registered nurses with varying 

degrees of nursing and downsizing experience were interviewed.  Van Manen’s (2000) 

six activities of hermeneutic research were then used to analyze the data. The results of 

this study indicate novice nurses and seasoned nurses have different understandings of 

the reorganization and downsizing experience.  Furthermore, this study found  multiple 

forms of aggression are present during periods of reorganization and downsizing, 

including lateral aggression. The findings of this study add to what is known about the 

experiences of registered nurses during periods of reorganization and downsizing, in 

addition to adding to extent knowledge about aggression in the nursing profession. This 

study offers several recommendations to nurse leaders and hospital administrators, 

predominately with regard to effectively communicating and effectively managing 

through periods of reorganization and downsizing. 
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Introduction 

“Nurses eat their young.”  This phrase, imbued with irony, illustrates the essence 

of research examining lateral aggression in the nursing profession (Baltimore, 2006; 

Daiski, 2004; Davis & Bowen, 2005; Fletcher, 2006; Griffin, 2004; Longo, 2010; 

Meissner, 1986).  Lateral aggression is a form of workplace incivility characterized by 

repetitive interpersonal conflict between colleagues.  Lateral aggression can be succinctly 

defined as, “persistent, offensive, abusive, intimidating or insulting [behavior], abuse of 

power or unfair penal sanctions which makes the recipient feel upset, threatened, 

humiliated, or vulnerable, which undermines their self-confidence and which can cause 

them to suffer stress”(Mistry & Latoo, 2009, p. 23).  Though most lateral aggression is 

covert and psychological in nature (Baron & Neuman, 1998; Farrell, 1997, 1999; Khalil, 

2009; Lamontagne, 2010; Longo, 2010; McKenna, Smith, Poole, & Coverdale, 2003; 

Woelfle & McCaffrey, 2007), cases of high-intensity deviant behavior, such as assault, 

have been documented (Farrell, 1999). 

Ambiguous delineations and disparate typologies have made lateral aggression a 

difficult phenomenon to study (Jackson, Clare, & Mannix, 2002; Johnson, 2009; Stanley, 

Martin, Michel, Welton, & Nemeth, 2007; Vessey, DeMarco, & DiFazio, 2010).  For 

example, McKenna, et al. (2003) characterize lateral aggression as, “verbal abuse, 

threats, intimidation, humiliation, excessive criticism, innuendo, exclusion, denial of 

access to opportunity, disinterest, and the withholding of information” (p. 91).  Jackson, 

et al. (2002) assert that ridicule, excessive and impossible demands, inequitable rostering 

practices, removing responsibility, rumor mongering and misusing power to coerce others 

into subjugating or marginalizing an individual also constitute aggressive acts. 



Survival of the Fittest 

10 
 

 Farrell (1997) equates lateral aggression to “professional terrorism” and broadens the list 

of covert behaviors that typify aggression.  Failure to succinctly define lateral aggression 

has made the compilation of comparable and reliable data ineffectual (Embree & White, 

2010; Johnson, 2009; Stanley, et al., 2007; Vessey et al., 2010). 

Background 

The nursing profession has a rich history of accepting acts of lateral aggression as 

a rite of passage toward professional indoctrination (Bartholomew, 2006; Griffin, 2004; 

Embree & White, 2010; Farrell, 2001; Jackson et al., 2002; Taylor, 2001).  Studies on the 

prevalence of lateral aggression in nursing have populated domestic and international 

nursing journals for over two decades (Farrell, 1997; Griffin, 2004; Jackson et al., 2002; 

Johnson, 2009; Meisner, 1986; Roberts, 1983, 2000; Roberts, DeMarco, & Griffin, 2009; 

Sheridan-Leos, 2008; Woefle & McCaffrey, 2007).  Nurses concede “cannibalistic” 

behavior has long been an element of the nursing culture despite a palpable paradox to 

the culture of virtue, ministry, and servitude, the profession espouses (Alavi & Cattoni, 

1995; Davis & Bowen, 2005; Meisner, 1986). Rationalization of aggressive behavior has 

engendered a fragmented and dysfunctional culture that has become institutionalized and 

accepted (Duddle & Boughton, 2007; Hutchinson, Jackson, Vickers, & Wilkes, 2006a; 

Jackson et al., 2002; Kelly, 1996; Longo, 2010; Roberts, 2000). 

The study of lateral aggression in nursing has burgeoned in response to the 

profession’s failure to recruit and retain registered nurses at a critical juncture (Duchscher 

& Myrick, 2008; Duddle & Boughton, 2007; Jackson et al., 2002; Stanley et al., 2007).  

Presently, an aging and dissatisfied workforce threatens to produce the greatest nursing 

shortage in history at a time when health services are in great demand (King-Jones, 2011; 
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Janiszewski Gooden, 2003; Olender-Russo, 2009a).  Current estimates by the Heath 

Resources Administration (HRA) suggest the United States (US) will face a nursing 

shortage of 1 million registered nurses by the year 2020 (Cutruzzula & Cipriano, 2007).  

Occupational demographics reveal only ten percent of the nursing workforce is under 30 

years of age (Cherry & Jacob, 2006; Evans, 2006) and almost fifty percent is over 45 

years of age (Duchscher & Myrick, 2008).  The aging workforce is especially 

problematic because the number of young people opting to enter the nursing profession is 

decreasing (Dworkin, 2002; Halfer and Graf, 2006; Janiszewski-Goodin, 2003) at a time 

when nurse turnover is despairingly high (Bowles & Candela, 2005; Chan, McBey, 

Basset, O’Donnell, & Winter, 2004; Griffin, 2004; Halfer & Graf, 2006).  

 A recent survey by AMN Healthcare shows signs the nursing profession is losing 

ground when it comes to retaining registered nurses. In 2011, twenty five percent of 

survey participants expressed intent to seek new employment upon stabilization of the 

economy. This was a 10% increase from the prior year.  Additionally, one third of the 

nurses surveyed indicated they planned to leave the nursing profession in one to three 

years.  Included in this number were nurses who planned to retire, nurses who planned to 

seek employment in professions outside of nursing, and nurses looking for positions with 

fewer clinical hours.  In 2010, only 7% of nurses surveyed planned to leave the 

profession (AMN Healthcare, 2011).    

Though the number of nurses planning to change jobs or change careers is 

concerning, the feelings nurses have about the nursing profession are more worrisome.  

For example, when the AMN Healthcare survey asked nurses if they would recommend 

(or recommend with certainty) nursing as a career to younger generations, only 57% of 
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survey respondents responded that they would recommend nursing as a career.  In 

addition, 44% of the nurses surveyed were unsure they would select nursing as a career if 

they could go back and choose a career again (AMN Healthcare).  The number of nurses 

who are not content with the nursing role is alarming and may contribute to attrition in 

the nursing profession. 

Lateral aggression has been cited as a source of discontent and is positively 

correlated with attrition in the nursing profession (Davis & Bowen, 2005; Duchscher & 

Myrick, 2008; Duddle & Boughton, 2007; Farrell, 1997; Hutchinson, Wilkes, Vickers, & 

Jackson, 2008a; King-Jones, 2011; Meissner, 1986; Olender-Russo, 2009b; Stanley et al., 

2007).  This association is especially salient with regard to new nurses (Bowles & 

Candela, 2005; Griffin, 2004).  Griffin (2004), found the annual turnover rate for new 

nurses is 55-61% compared to 33-37% for all other nurses.  Research also indicates 

lateral aggression accounts for 60% of new nurses leaving their first job within the first 

six months of practice (Griffin, 2004), 57% of new nurses leaving their first job within 

the first two years of practice (Bowles & Candela, 2005), and 20% of new nurses 

permanently leaving the profession within the first three years of practice (Griffin, 2005).  

Remedy of the nursing shortage necessitates addressing lateral aggression in the 

workplace.  If steps are not taken to retain nurses in patient care settings, the nursing 

shortage will undoubtedly increase. 

There is little consensus about the source of lateral aggression in the nursing 

profession (Farrell, 2001; Hutchinson et al., 2006a; Leiper, 2005; Taylor, 2001).  Some of 

this dissension is due to the intricacy of the phenomenon; however, much of this 

dissension can be attributed to the censure scholars face by peers (Alavi & Cattoni, 1995; 
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Duchscher & Myrick, 2008; Sheridan-Leos, 2008) immersed in a professional culture 

that purports fallacious convictions of perfection and righteousness.  For this group, 

concession to the presence of lateral aggression is tantamount to conceding an insidious 

side of nursing exists.  Ironically, scholars’ capitulation to peer pressure to avoid 

ostracism by the nursing profession bears an uncanny semblance to nurses’ capitulation 

to lateral aggression to avoid ostracism by co-workers. 

Rationale 

There is a dearth of dispassionate research on the subject of lateral aggression.  

This is unfortunate because lateral aggression has been linked to numerous deleterious 

consequences including poorer patient outcomes (Duchscher  & Myrick, 2008; Duddle & 

Boughton, 2007; Jackson et al.,2002; Johnson, 2009; Vessey, DeMarco, Gaffney, & 

Budin, 2009; Vessey et al., 2010), increases in patient mortality (Duchscher & Myrick, 

2008; Farrell 200l), decreased patient satisfaction (Aiken, Clarke, Sochalski, & Silber, 

2002;  Duddle & Boughton, 2007; Matheson & Bobay, 2007), physical and/or 

psychological injury to both victims and observers of aggression (Duddle & Boughton, 

2007; Hauge, Skogstad, Einarsen, 2007; Johnson, 2009; Lewis, 2006; McVicar, 2003; 

Olender-Russo, 2009b; Randle, 2003), and tremendous organizational expenditure 

(Duchscher, & Cowen, 2004; Halfer & Graf, 2006; Jackson et al., 2002; Lewis, 2006; 

Rocker, 2008).  Olender-Russo (2009a) estimates workplace bullying costs organizations 

anywhere from $5-6 billion dollars annually.  

Studies directed toward explicating sources of lateral aggression in the nursing 

profession have been considerably confined to oppressed group and feminist 

epistemologies (Adamson, Kenny, & Wilson-Barnett, 1995; Farrell, 1997; Farrell, 1999; 
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Farrell, 2001; Freshwater, 2000; Quine, 1999; Roberts, 1983, 2000, 2009).  Though these 

theories offer a compelling and plausible interpretation of nurses’ reality, sole reliance on 

these theories has come at the expense of overlooking alternative explanations.  

Organizational change is a variable that has received little attention despite the constancy 

of change in the health care industry.   

 The delivery and reimbursement of healthcare has drastically changed over the 

last two decades. Movement toward a pay for performance model has forced the health 

care system to become accountable for providing high quality care in an efficient manner 

(Duchscher & Myrick, 2008; Dworkin, 2002; Gordon, 1995).   Fiscal dependence on 

reduced patient stays has mandated that the provision of nursing care be standardized and 

derived from evidence based practice (Janiszewski- Goodin, 2003).   Movement away 

from the traditional pay for service model partnered with a depressed economy has given 

rise to financial privation for many health care organizations (Gordon, 1995). To 

maintain an operable profit margin many organizations have opted to reorganize and 

downsize (Duffield, Kearin, Johnston, & Leonard, 2007; Young & Brown, 1998).  

The importance of studying lateral aggression in the nursing profession within the 

context of organizational change cannot be understated.  Salin (2003) found downsizing, 

reorganization, re-engineering, and cost-cutting beget stressful work conditions and can 

trigger acts of aggression.  Studies focused on restructuring and downsizing in nursing 

have found unstable work environments (Roche, Diers, Duffield,  & Catling-Paull, 2009), 

job insecurity (Baron & Neuman, 1998), and stressful work conditions can physically and 

psychologically affect victims and survivors of reorganization and downsizings.  The 

physical and psychological toll downsizing takes on nurses can be costly to healthcare 
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institutions on account of staff dissatisfaction, decreased staff morale, decreased staff 

trust, decreased productivity, decreased patient satisfaction, and higher mortality rates 

(Embree & White, 2010; Gordon, 1995; Young & Brown, 1998).   

Despite the constancy of organizational change in healthcare (Burke, 2003a, 

2005a; Duffield et al., 2007; Greenglass & Burke, 2002; Johnson, 2009), there is a gap 

between studies examining lateral aggression in nursing and studies examining the 

impact reorganization and downsizing has on the nursing profession. This gap is 

especially large in the US, where until recently lateral aggression garnered little attention 

(Vessey et al., 2010).  It is important to note most research on the subject of lateral 

aggression has come from Europe, Australia, and Canada (e.g., Adamson et al., 1995; 

Alavi & Cattoni, 1995; Chaboyer, Najman, & Dunn, 2001; Farrell, 1999; Farrell, 2001; 

Hutchinson et al., 2006a; Hutchinson, Wilkes, Vickers, & Jackson, 2008a; Jackson et al., 

2002; Lewis, 2006; Randle, 2003a,b; Rocker, 2008; Taylor, 2001). All of these countries 

have a socialized medical system, which is markedly different than privatized system in 

the US.  Furthermore, cultural differences between nurses within each country preclude 

generalizable results. 

Purpose 

Research in the field of nursing has failed to realize the merit of studying lateral 

aggression within the context of organizational change.  Though nursing scholars have 

postulated lateral aggression is related to organizational constructs (Embree & White, 

2011; Farrell, 2001; Hutchinson et al., 2006a, 2008a; Hutchinson, Vickers, Jackson, & 

Wilkes, 2010; Johnson, 2009), such as organizational change, very little research has 

directly examined the phenomenon of lateral aggression during periods of organizational 
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restructuring and downsizing.  Additional study is needed to determine the impact 

organizational restructuring and downsizing has on the nursing workforce and to find out 

if lateral aggression is a theme within the stories of nurses who have experienced 

reorganization and downsizing events.  The purpose of this phenomenological study is to 

understand what it is like to be a bedside nurse in a hospital setting during a period of 

reorganization and downsizing.  By studying a new dimension of organizational work life 

this research hopes to provide new insights for future research on lateral aggression in the 

nursing profession. 

Organization of the Study 

 This thesis is intended to present a comprehensive overview of the research topic 

under examination.  This thesis consists of five parts: the literature review, method, 

results, discussion, and conclusion. The remainder of this section offers a summary of 

each chapter. 

Chapter One:  The literature review explores the central themes of the study.   Research 

from the past and the present is examined as it relates to lateral aggression and 

reorganization and downsizing.  Specifically, the literature review addresses the history 

of lateral aggression in nursing, the theoretical underpinnings of lateral aggression in 

nursing, the impact reorganization and downsizing has on nurses, workplace incivility 

across occupations, and the role of motives. 

Chapter Two:  The method chapter outlines the research paradigm, the methodology, 

and the research design.  A constructivist paradigm is used to explore the experiences of 

registered nurses during periods of reorganization and downsizing.  These experiences 

are extracted via interviews and are interpreted using a hermeneutic approach. 
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 Chapter Three:  As the name implies, the results chapter presents the themes and 

subthemes extracted from the interview text. In the current study, the results section 

informs the reader of what it is like to be a novice nurse and/or a seasoned nurse during a 

period of reorganization and downsizing.  The chapter’s primary intent is to assimilate 

the reader to the problem.  Through assimilation, a fusion of horizons can occur thus 

allowing the reader to understand the experience as if he or she lived it. 

 Chapter Four:  The discussion chapter informs the reader of the researcher’s 

interpretation of the research results in relation to the research question(s).  The data of 

novice nurses is assembled with the data of seasoned nurses, allowing the themes to be 

explored in relation to each other and in relation to the whole experience.  The discussion 

section offers a forum for the researcher to engage with the reader to create a shared 

meaning of what it is like to be both a novice nurse and a seasoned nurse during a period 

of reorganization and downsizing. 

Chapter Five: The concluding chapter serves several purposes.  First, the conclusion 

provides a general summary of the research, with an emphasis on the study’s main 

findings.  Second the conclusion describes the limitations of the study.  Third, the 

conclusion suggests directions for future research.  Fourth, the conclusion offers 

recommendations for practitioners based on the study’s findings.    
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Literature Review 

Humans are remarkably adaptive to environmental change.  Adaptability gives 

humans the capacity to tolerate a great deal of stress.  At a time when frequent change 

permeates all aspects of life, adaptability is compulsory for survival. Unfortunately, 

humans cannot psychologically cope with all types of change equally well. Multiple 

changes over a short period of time and/or changes that significantly deviate from the 

norm disrupt the physiological equilibrium adaptability preserves. When this occurs, 

adaptability predisposes humans to a phenomenon called boiling frog syndrome.  

Boiling frog syndrome is a metaphor used to describe the human response to 

change.  The metaphor is derived from an anecdote claiming a frog placed into a pot of 

boiling water will immediately jump out.  On the contrary, a frog placed into a pot of 

cool water that is slowly heated to a boil will adapt to the incremental temperature change 

and remain in the pot until its demise (Laplante, 2004). Like the frog thrown into a pot of 

boiling water, humans will innately resist change that is sudden or extreme.  Conversely, 

humans are less likely to resist change that is small or gradual because change in this 

manner permits acclimation.   

 Acclimation to small and/or gradual change allows humans to survive changes in 

the environment regardless of whether the change is beneficial or detrimental. When 

change is gradual, acclimation breeds complacency and conceals the cumulative effect of 

individual changes.   Individuals can tolerate change that is harmful to the point of 

“boiling” (Laplante, 2004).  Once an individual’s boiling point is reached, compensatory 

mechanisms for maintaining equilibrium become ineffectual and render the individual 

incapable of enduring the work environment.  
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 For many new nurses, entering the nursing profession is analogous to being 

thrown into a pot of boiling water.  Consequently, many new nurses “jump out” of their 

first job or “jump out” of the nursing profession. For seasoned nurses, working in the 

nursing profession is analogous to being thrown into pot of cool water that is slowly 

heated to a boil.   Accordingly, seasoned nurses remain in their environment and adjust to 

change until additional stress can no longer be endured.   

When individuals reach their boiling point behaviors become focused on avoiding 

or resisting change.   Nurses who stay in harmful environments often experience burnout 

or severe psychological distress (Greenglass & Burke, 2002; Laplante, 2004; McVicar, 

2003).  Several studies have found the cost saving measures implemented by many health 

care organizations have ostensibly had a negative impact on the work environment of 

nurses. Reorganization, downsizing, mandatory overtime, human and technological 

resource reductions, higher nurse to patient ratios, higher expectations, and poor working 

conditions are have created an unstable and unhealthy work environment  (Bartholomew, 

2006; Duchscher & Myrick, 2008; Roche et al., 2009;  Rocker, 2008; Young & Brown, 

1998). 

  Studying lateral aggression within the context of organizational change is 

paramount to understanding why lateral aggression is widely recognized as a cultural 

staple in the nursing profession.  To date, lateral aggression is primarily understood 

through oppressed group and feminist epistemologies.  Though these theories have 

enhanced present day understanding of lateral aggression in the field of nursing, the 

theories do little to explain why lateral aggression is a cultural component of nursing but 

not a cultural component of other “oppressed” and predominately female occupations 
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(Hutchinson et al., 2006a).  The theories also fail to distinguish how workplace 

aggression in nursing differs from workplace aggression in other professions (Hutchinson 

et al., 2006a).  

 Health care is a unique service industry that is in constant flux. This may explain 

why the health care industry has more cases of bullying than any other industry (Johnson, 

2009) and has dominated the workplace psychology literature on bullying (Salin, 2001).  

Though lateral aggression has not been directly studied within the context of 

organizational change, there is sufficient evidence to suggest fallout from reorganization 

and downsizing processes may be a source of aggression in nursing (Johnson, 2009; 

Roche et al., 2009; Rocker, 2008; Salin, 2003; Vessey et al., 2009).   

Lateral aggression is an intricate phenomenon.  Though decades of study have 

provided some insight into the possible sources of aggression there are still many 

questions left unanswered.  This paper seeks to examine an understudied facet of lateral 

aggression.  Particularly, this paper seeks to understand the experience of being a bedside 

nurse in a hospital undergoing a reorganization and downsizing.  The following two 

sections explore the theoretical framework of lateral aggression and the theoretical 

framework of lateral aggression in nursing. 

The Origins of Lateral Aggression  

Lateral aggression is theoretically derived from Fanon (1963) and Freire’s (1971) 

work pertaining to colonized Africans and South Americans.  Fanon (1963), an Algerian 

psychiatrist, examined the psychological underpinnings of colonization from the 

perspective of a colonized individual. In his writings, Fanon declares colonization creates 

two heterogeneous worlds.  The first world is that of the oppressor, which is superfluous 
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because the oppressor has control over resources, knowledge, and information.   The 

second world is that of the oppressed, which is abominable and filled with hopelessness 

because the oppressed group lacks legitimate sources of power. 

Fanon (1963) contends dominant groups acquire power via subjugation, 

compartmentalization, and dehumanization.  Members of the oppressed class are 

categorized and dehumanized based on inherent characteristics that distinguish them from 

the dominant group (e.g., race, gender, economic class, education, profession, culture, 

etc.).  Attributes associated with the oppressed group become the antithesis of what is 

“right” and allow the dominant group to portray the oppressed as bad, evil, ugly, 

ignorant, and lacking values (Simmons, 2008).  The dehumanizing tactics of the 

oppressor incite feelings of anger and self-hatred within the oppressed class. This anger 

grows but remains internalized because fear dissuades the oppressed from acting out 

against the oppressor. Fanon claims oppressed groups direct aggression inward because 

they are unable to find an outlet to divest internalized anger.  

Freire (1971), a Brazilian educationalist, developed a model of oppressed group 

behavior after studying indigenous Brazilians colonized by the Portuguese. Freire found 

that over time the culture of the colonized indigenous population became lost in the 

process of internalizing the colonial culture (Matheson & Bobay, 2007).  Freire’s model 

of oppression outlines five salient dimensions of oppressed group behavior.  These 

dimensions are: 1) assimilation, 2) marginalization, 3) self-hatred and decreased self 

esteem, 4) submissive-aggressive syndrome, and 5) horizontal violence (Matheson & 

Bobay, 2007).   Freire presumes oppressed groups become self-hating because they do 

not possess the attributes valued by the dominant group.  Likewise, the oppressed group 
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resists liberating themselves from the dominant group because they want to identify with 

and be like the dominant group.   

Powerful groups often use cultural imperialism to exploit less powerful groups 

(Lee & Saeed, 2001).  Lee and Saeed (2001) define cultural imperialism as, “… an 

ideology that the dominant group is the norm, while those outside the group are viewed 

as inferior and abnormal” (p. 17).  To overcome feelings of inferiority, members of the 

oppressed group attempt to assimilate into the dominant group’s culture.  This entails 

imitating the dominant group’s behaviors, internalizing the dominant group’s norms and 

values, and masking the cultural attributes the dominant group reviles. 

Powerful groups also use marginalization to exploit oppressed groups (Lee & 

Saeed, 2001).   Lee and Saeed (2001) conceptualize marginalization as, “the process 

where a person or group is excluded from performing work or a societal role normally 

performed by people in that society…” (p. 16). Marginalization maintains subordination 

by compartmentalizing individuals into roles that limit the realization of power.  

Members who deny their own culture’s attributes are considered “marginal” because 

despite spurning their own culture they are still considered inferior by the dominant 

group (Matheson & Bobay, 2007; Roberts, 2000, 2009).  Members of the “marginal 

group” aspire to gain hierarchical power and status but find they can only attain limited 

power over the oppressed group.  

The power given to marginal leaders is rooted in nepotism and is contingent on 

the leader’s ability to maintain the status quo. Reward and promotion are based on 

affirmation of the dominant group’s values.   As the marginal leader begins to internalize 

the values of the dominate group they become alienated from both the dominant group 
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and the oppressed group.  Feelings of shame and self-hatred materialize as the marginal 

leader realizes they are perceived as corrupt by their own group and inferior by the 

dominant group (Matheson & Bobay, 2007; Roberts, 2000).  Dissonance within the 

leader grows as the leader works to maintain the oppressed status of their indigenous 

group for personal gain and promotion.   

Cultural imperialism and marginalization dehumanize the oppressed group and 

provoke feelings of anger.  The oppressed group keeps anger toward the dominant group 

suppressed while in the presence of the dominant group to gain acceptance and to avoid 

punishment.   Eventually this pent up anger must be released. Because members of the 

oppressed group cannot direct their anger toward the dominant group without 

consequence, anger is directed inward toward other members of the oppressed group.  

Submissive-aggressive syndrome develops as the group acts submissively around the 

oppressor and aggressively toward each other.   Horizontal violence becomes embedded 

in the oppressed group’s culture as incessant infighting for group dominance becomes a 

way of life (Matheson & Bobay, 2007; Roberts, 2000).   

Lateral Aggression in Nursing 

Lateral aggression in the field of nursing appears to be endemic. Existence of the 

phenomenon has been documented in studies conducted across the globe with the bulk of 

research emanating from Britain, Australia, and Canada (e.g., Adamson et al., 1995; 

Alavi & Cattoni, 1995; Chaboyer et al., 2001; Farrell, 1999; Farrell, 2001; Hutchinson et 

al., 2006a, 2008a; Jackson et al., 2002; Lewis, 2006; Randle, 2003a,b; Rocker, 2008; 

Taylor, 2001).   A review of published work indicates the study of lateral aggression 

appears to ebb and flow with changes in the health care economy (Stanley et al., 2007).  
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When changes in the economy yield workforce reductions or nursing shortages the study 

of lateral aggression proliferates (Stanley et al., 2007).  Research trends that parallel 

changes in the economy imply the stress associated with staff reductions, increased 

workloads, changes in the composition of work groups, job dissatisfaction, and/ or job 

insecurity, may precipitate workplace incivility in the form of lateral aggression. 

  Roberts (1983) was the first scholar to apply Freire’s (1971) model of oppressed 

group behaviors and lateral aggression to the nursing profession. At the time of 

publication, the nursing profession was experiencing a shortage attributable to nurses’ 

dissatisfaction with working conditions and deficient professional autonomy 

(Janiszewski- Goodin, 2003).  Nurses of this period were infuriated by a health care 

system that valued medicine over nursing.  Based on observations, Roberts (1983) 

discerned a parallelism between the plight faced by nurses and the plighted faced by 

Freire’s (1971) colonized ethnic groups (Vessey et al., 2010).  Roberts (1983) postulated 

lateral aggression in nursing was linked to the dual oppression nurses faced by a 

patriarchal system that valued medical ideology. 

In 1986, Meissner examined the phenomenon of “nurses eating their young.”   In 

the Professional Controversy section of Nursing magazine, Meissner accused nurse 

educators, nurse administrators, and nurse colleagues of committing “genocide” with 

regard to the treatment of new nurses.  Most of the blame was placed on nurse colleagues 

for not supporting the professional growth of new graduates; however, the author also 

charged nurse managers with expecting too much from new nurses.  The author warned 

that aggressive behavior at all levels of nursing posed a threat to the profession’s future.    

The study of lateral aggression began to wane in the early 1990’s when an 
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economic recession forced many nurses back to work (Buerhaus, 1995).  Study of the 

phenomenon resumed when care reforms in the mid-1990s produced widespread layoffs 

(Dworkin, 2002; Young & Brown, 1998).  As the number of nurses out of work 

increased, the number of students enrolled in nursing school decreased (Aiken, 2008; 

Dworkin, 2002; Janiszewski-Goodin, 2003). When the demand for nurses returned, the 

supply of nurses was inadequate (Dworkin, 2002).  A shortage of nurses in some health 

care facilities resulted in high nurse to patient ratios and mandatory overtime (Dworkin, 

2002; Gordon, 1995).  Prolonged exposure to these stressful working conditions spawned 

job dissatisfaction (Gordon, 1995; Janiszewski -Goodin, 2003; Young & Brown, 1998), 

increased turnover (Duchscher & Myrick, 2008; Salin, 2001; Vessey et al., 2009; Vessey 

et al., 2010), and a renewed interest in studying lateral aggression. 

In recent years, the study of lateral aggression has burgeoned.  Renewed efforts to 

understand sources of aggression in nursing include, an ominous nursing shortage 

(Duchscher & Myrick, 2008; Duddle & Boughton, 2007; Halfer & Graf, 2006; Jackson et 

al., 2002; Stanley et al., 2007), failed efforts to recruit and retain registered nurses 

(Dworkin, 2002; Griffin, 2004; Griffin, 2005), and findings that the presence of lateral 

aggression reduces the quality of patient care (Matheson & Bobay, 2007; Lamontagne, 

2010; Longo, 2010; Khalil, 2009; Roche et al., 2009; Vessey et al., 2009).   This paper 

has already addressed the nursing shortage as well as the profession’s failure to cultivate 

and retain younger nurses.  What remains to be described is the impact of lateral 

aggression on patient care and safety. 

 Lateral aggression breeds hostile and stressful work environments.  Long term 

exposure to hostile and stressful work environments can be traumatic and may result in 
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physical and/or psychological harm (Duddle & Boughton, 2007; Embree & White, 2010; 

Hutchinson et al., 2008a; Johnson, 2009; Kelly, 1996; Longo, 2010; Matthiesen & 

Einarsen, 2004; McVicar, 2003; Sheridan-Leos, 2008; Woelfle & McCaffrey, 2007).  

McVicar (2003) found distress is associated with numerous maladaptive physical and 

psychological symptoms including: persistently elevated blood pressure, indigestion, 

constipation or diarrhea, weight gain or loss, unease, apprehension, sadness, depression, 

pessimism, listlessness, lack of self esteem, negative attitudes short temper, fatigue, poor 

sleep, and increased smoking/alcohol consumption.  In severely distressed individuals 

these symptoms may worsen to clinical hypertension, coronary artery disease, gastric 

disorders, increased occurrences of ischemic attacks (in those with a history), emotional 

exhaustion, and disengagement (McVicar, 2003).  

Matthiesen and Einarsen (2004) studied the correlation between bullying and 

post-traumatic stress disorder (PTSD). Using participants from two associations 

organized for bullied victims, the authors found a correlation between seven different 

characteristics of bullying and PTSD.  The seven characteristics of bullying associated 

with PTSD included ridiculing, hostile attitudes, dismissive attitudes, ignoring, 

downgrading, declaring a person incapable due to age or gender, and 

exploitation/sanctions due to working style.  McKenna (2003) also found symptoms 

similar to PTSD in first year nurses while examining the most disturbing incidents that 

occurred to the nurses during their professional practice. 

Deteriorations in a nurse’s physical and/ or psychological health can adversely 

affect the care rendered to patients (Aiken et al., 2002; Duddle and Boughton, 2007; 

Embree & White, 2010; Farrell, 2006; Johnson, 2009; Lamontagne, 2010; Longo, 2010; 
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Olender-Russo, 2009a; Randle, 2003b; Vessey et al., 2009; Vessey et al., 2010).   In 

addition, lateral aggression increases the prevalence of errors (Duddle & Boughton, 2007; 

Lamontagne, 2010; Roche et al., 2009; Vessey et al, 2009), affects thought processes 

making it difficult to focus on the task at hand (Vessey et al., 2009), and obstructs 

effective communication between team members (Khalil, 2009; Longo, 2010; Vessey et 

al., 2009).  Lateral aggression toward newly licensed nurses can be especially detrimental 

(Lamontagne, 2010; Vessey et al., 2009) because aggression deters novice nurses from 

using seasoned nurses as resources and mentors.  Ineffective communication between 

team members accounts for 70% of all preventable medical errors and 98,000 deaths in 

the US each year (Lamontagne, 2010).   

Research has soundly established the human and organizational costs associated 

with workplace aggression.  Despite the importance of understanding lateral aggression, 

little is known about what triggers aggressive behavior and why lateral aggression 

appears to be a universal facet of professional nursing practice.  Although the former can 

be attributed to the complicity and unpredictability of human behavior, the later is a 

product of a research tradition plagued by a limited theoretical scope.  For the last twenty 

years, the theoretical framework of lateral aggression has been confined to the utilization 

of Oppressed Group Theory to study oppressed group behaviors (Roberts 1983, 2000).   

The insular focus of past research has inhibited exploration into organizational variables 

that may be a key source of aggressive behavior. 

Oppressed Group Theory 

  References to nurses as an oppressed group are ubiquitous in nursing discourse 

(Alavi & Cattoni, 1995; Adamson et al., 1995; Farrell, 1997; Farrell, 1999; Farrell, 2001; 
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Lee & Saeed, 2001; Simons, 2008; Taylor, 2001).  Studies rooted in Oppressed Group 

Theory frequently allude to Freire’s (1971) model of oppressed group behavior to argue 

lateral aggression stems from oppression (DeMarco & Roberts, 2003; Dunn, 2003; 

Farrell, 1997; Farrell, 1999; Griffin, 2004; Lee & Saeed, 2001; Roberts, 1983, 2000, 

2009).  Alavi and Cattoni (1995) likely provide the most eloquent summation of lateral 

aggression in nursing. Using Canetti’s metaphor of “stings”, Alavi and Cattoni (1995) 

contend, “When people are given commands and are subject to embarrassment, 

punishment, or degradation, a ‘sting’ becomes lodged within them.  This sting embeds 

itself within the person and the only way to be rid of it is to pass it on to someone else” 

(pp. 345-346).  Since nurses occupy the lower levels of organizational hierarchies, the 

only way nurses may divest themselves of “stings” (without fear of discipline or 

punishment) is to reenact the event with other nurses, nursing assistants, or student 

nurses.  

Research using Oppressed Group Theory has focused on discerning the way 

nurses are oppressed by socially constructed systems. Work in this area suggests nurses 

are dually oppressed by gender and medical imperialism (Dunn, 2003; Hutchinson et al., 

2006a; Stanley et al., 2007).  Adamson et al. (1995) contend nursing will always be 

oppressed by the medical hegemony (because nurses cannot legally work independently 

from physicians); however, most scholars believe the medical profession has 

systematically precluded the nursing profession from establishing an identity separate 

from medicine (Alavi & Cattoni, 1995; Dworkin, 2002; Freshwater, 2000; Roberts, 1983, 

2000, 2009). Scholarship from this camp suggests the seeds of nurse oppression were 

planted when the medical field developed formal education programs designed to teach 
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nurses to be “good” or subservient to physicians (Alavi & Cattoni, 1995) concomitant 

with nursing moving from the community to physician run hospitals (Roberts et al., 

2009). 

The underpinning of Western health care resides solely on medical paradigms. 

According to Matheson and Bobay (2007), “The medical model is viewed as exhibiting 

the ‘right’ values and norms for the health care system” (p. 226).  Physician supremacy is 

maintained in the current system because all societal and economic value is derived from 

medical diagnoses, medical knowledge, and medical discourse (Apker, Propp, & Zabava- 

Ford, 2005). Freshwater (2000) vehemently maintains the practice of nursing takes place 

in a culture of subordination that espouses and perpetuates lack of autonomy, lack of 

control, lack of self-esteem, subscription to submissive-aggressive syndrome, fear of 

success, and physician dominance. 

 The medical profession has fostered a culture of physician dominance by 

exploiting the nursing profession in several ways.  The strategy most frequently cited is 

the medical profession’s use of cultural imperialism to establish the ideology that nurses 

are inferior.  Physicians perceive nurses to be inferior because nurses are less educated 

(Adamson et al., 1995; Dworkin, 2002), nurses provide a caring instead of a curing role 

(Farrell, 2001; Sheridan-Leos, 2008; Woelfle & McCaffrey, 2007), nurses have less 

power and autonomy (Sheridan-Leos, 2008, Simmons, 2008; Woelfle & McCaffrey, 

2007), nurses are predominately women (Dunn, 2003; Sheridan-Leos, 2008), and nurses 

earn a lower wage (Adamson et al., 1995).  The medical profession also marginalizes the 

nursing profession by dictating the role of nursing (Adamson et al., 1995; Lee & Saeed, 

2001), by procuring power at the expense of nurse autonomy by way of requiring orders 
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for routine nursing tasks (Adamson et al., 1995; Dworkin, 2002; Duchscher & Myrick, 

2008), and by structuring the professional scope of nursing practice to include the work 

physicians do not want to perform (Adamson et al., 1995). 

The health care system’s fiscal dependence on physicians allows the medical 

profession to dominate organizational hierarchies (Adamson et al., 2005; DeMarco, 

Roberts, Norris, & McCurry, 2008).  Physician dominance limits the scope of nursing 

leadership and disallows nurses from being anything but “marginal” participants in 

hospital affairs.  Marginal nurse leaders who wish to keep their position must support the 

values of the dominant group and uphold the status quo by oppressing their own group 

(Chaboyer et al., 2001; Farrell, 1999; Roberts, 2000).  Roberts (2000) argues, “Nursing 

leaders often view themselves as better than their own group and support the work of the 

dominant group even if it means dependency for nurses” (p. 76).  Morgan (1997) 

maintains a similar attitude, arguing nurses align themselves with the medical hegemony 

to “feed off” the power of the dominate group. Dualisms between self-promotion and 

effective leadership provoke feelings of self-hatred within the marginalized leader 

(Farrell, 2001; Roberts, 2000).  These feelings ultimately get passed down to nurses 

lower in the nursing hierarchy. 

Though research suggests nurse leaders are the greatest perpetrators of lateral 

aggression (e.g. Curtis, Ball, & Kirkham, 2006; Hauge, Skogstad, &Einarsen, 2007; 

Long, 1996; Vessey, 2010), oppressed group behaviors are not limited to nurses 

occupying positions of authority.  Nurses as a collective demonstrate oppressed group 

behaviors and pass these behaviors down to younger generations (Farrell, 2001; King-

Jones, 2011).  According to Farrell (2001), “…abuse occurs when nurse leaders have an 
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attitude of ‘receiver’, that is those who self-righteously believe that they have earned the 

right to be served, and because they were treated badly as beginning level nurses they see 

it as their right to do the same to juniors” (p. 28).  Kohnke (1981) poignantly compares 

the unending abuse of novice nurses at the hands of seasoned nurses to the generational 

nature of child abuse.  

The cycle of horizontal violence is outlined in Figure 1.  The cycle revolves 

around the disenfranchising practices of physicians and hospital administration. The 

disenfranchised status of nursing evokes feelings of disdain and inferiority within nurses.   

Feelings of inferiority diminish self-esteem and create feelings self-hatred (Dunn, 2003; 

Hutchinson et al., 2006a; Randle, 2003a,b; Roberts 1983).   Nurses do not want to be 

aligned with nursing because nursing is powerless.  To gain power, nurses align their 

beliefs and values with the dominant group in order to become more like the dominant 

group. 

Nurses capable of maintaining the status quo and supporting the ideologies of the 

dominant group are promoted to leadership positions.  Once in leadership positions 

nurses must conform to the dominant group’s ideology at the expense of the oppressed 

group they lead.  Nurse leaders are considered marginal because despite devaluing their 

own group to assimilate into the dominant group, nurse leaders are still not recognized as 

part of the dominant group (Chaboyer et al., 2001; Farrell, 1999; Roberts, 1983, 2000).  

As a result, nurses at all levels develop passive-aggressive syndrome (Hutchinson et al., 

2006a).  When nursing leaders act submissively around physicians and more senior 

administrators to avoid demotion or termination and when staff nurses avoid confronting 

physicians and hospital leadership to avoid punishment; the needs of nurses go unmet. As 
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the work environment becomes abominable and feelings of hopelessness increase, nurses 

take their aggression out on those who cannot or will not punish them.   

 

     Figure 1: The cycle of horizontal violence in nursing 

Nurse-nurse aggression can be vertical or horizontal (Baron & Neuman, 1998; 

Khalil, 2009; Thomas, 2009).  Horizontal violence occurs when an individual acts 

aggressively toward another individual with equal power.  Vertical aggression occurs 

when there is a power disparity between individuals (Thomas, 2009).  Unlike horizontal 

violence, which is unilateral, vertical aggression is bidirectional and can be directed 

downward (e.g., nurse manager to nurse, nurse to student nurse, nurse to nursing 

assistant) or upward (e.g., nurse to nurse manager). 
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disenfranchising practices have been studied by several scholars.  Randle (2003a,b) 

studied the self-esteem of nurses over a three year period using a mixed method 

approach.  Using the Professional Self-Concept Nursing Inventory, the Tennessee Self-

Concept Scale, and interviews; Randle (2003a) found nursing students entered the 

nursing program with normal self-esteem but left the nursing program with below 

average self-esteem and a low professional self esteem. 

Randle (2003b) used in-depth interviews to study the self-esteem of nursing 

students over a three year period.  Interviews from 39 nursing students revealed 

socialization practices by registered nurses encouraged students to engage in bullying 

behaviors to “fit in” and maintain the status quo.  Nursing students who did not conform 

to the culture of bullying did not elicit a positive response from the nurses they worked 

with.   Randle (2003b) also found students perceived power to be essential for performing 

in their role and exerted power on whomever they could.  Since student nurses occupied 

the lowest levels of the organizational hierarchy, students usually exerted power over 

patients.  

 Randle (2003b) concluded socialization tactics such as bullying, “tribal tests”, 

and in some cases “brainwashing” reduce overall self-esteem and teach nursing students 

to assimilate bullying into their own practice.  Randle (2003b) also concluded a low self-

concept develops as students exert power over others, particularly patients, in negative 

ways.  The act of exerting power over patients lowered student’s professional self-esteem 

because the students realized they could not be the consummate nurse they wished to be 

without facing bullying from more senior nurses.    

Using Freire’s (1971) model of oppressed group behaviors, Roberts (2000) 
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theorized feelings of inferiority ignite the self-hatred that fuels the cycle of lateral 

aggression.  Based on the assumption liberation can only come through awareness and 

enlightenment, Roberts (2000) created a model of positive identity for nurses.  The model 

was based on previously established models for women and African Americans.  An 

abbreviated version of Roberts (2000) model is illustrated in Figure 2.  

In a similar vein, Taylor (2001) used action based research to trail the efficacy of 

reflective practice.  The purpose of the study was to identify practice issues and empower 

nurses to change the culture within their workplace.  Dysfunctional nurse-nurse 

relationships were found to be a significant practice issue and became the source of the 

action based study.  Nurses in the study discussed nurse-nurse relationships and found, 

“the common issues and feelings were all of a negative, unfair, unprofessional, and 

disempowering nature” (Taylor, 2001, p. 410).  The nurses also discerned potential 

sources of dysfunctional nurse-nurse relationships (e.g., historical context, cultural norms 

and values, political and interpersonal encounters) and collaborated to develop an action 

plan for managing relationships.   

The results of Taylor’s (2001) study were mixed.  After using the strategies within 

the action plan some participants experienced positive outcomes while others experienced 

negative outcomes.  Nurses who benefitted from the strategies felt being non- reactive to 

the behaviors of others created a more positive culture and a sense of personal well-

being.   Failed attempts at mending relationships taught nurses the impracticality of trying 

please everyone and also taught nurses that complexity within relationships can make 

them unsustainable. Taylor concluded cultural change through reflective practice and 

collaboration is an effective tool for minimizing aggression. 
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Figure 2:  Stages of identity development for nurses (Adapted from Roberts, 2000) 

Research by Griffin (2004) also supports education as a means of breaking the 

cycle of aggression in nursing.  Griffin (2004) studied the use of education and cognitive 

rehearsal amongst novice students undergoing orientation.  Participating nurses were 

given a lecture that conceptualized lateral aggression, addressed vulnerable groups, and 

discussed professional behaviors and the impact lateral aggression had on professional 

nursing practice.  Following the lecture new nurses took part in an interactive training 

module utilizing cognitive rehearsal.  The purpose of the interactive module was to teach 
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new nurses to become skilled at responding to the most common types of lateral 

aggression. At the end of the session, each participant was given a reference card 

describing professional behaviors and appropriate responses to lateral aggression. 

Twelve of the twenty-six participants in Griffin’s (2004) study reported being the 

victim of lateral aggression.  All twelve participants reported the behavior stopped after 

they confronted the aggressor. Though this finding is encouraging, it appears 

confrontation does not always result in positive outcomes.  For instance, three of the 

twelve participants reported residual unprofessional behavior after the initial 

confrontation and four of the twelve participants felt they needed to “walk on egg shells” 

after the confrontation.  In the latter case, all four nurses who confronted the aggressor 

were transferred to another floor.  This suggests leaders may avoid confronting difficult 

employees by removing the victim from the environment instead of removing the 

perpetrator. 

Other studies have found the social climate on the unit greatly affects the success 

of new nurses.  Citing past research on the connection between social climate and nurse 

retention Kelly (1996) notes, “Nurses who scored high on ‘conflict with other nurses’ 

measure were not expected to stay on the unit for another year” (p. 1064).  In addition, 

many nurse managers fail to support new nurses because they don’t understand the 

challenges new nurses face entering the profession (Kelly, 1996).  Cox (1991) found 

nurse-nurse conflict and nurse-manager conflict were the primary reasons nurses 

resigned.  This suggests organizational factors and the organizational culture may sustain 

nurse-nurse aggression. 

In sum, research advocating the use of Oppressed Group Theory maintains lateral 
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aggression has protracted the nursing profession’s plight by creating professional 

divisions and diminishing the nursing profession’s collective’s power (Roberts, 2000, 

2009; Sieloff, 2004).  Although scholarship based on the principles of Oppressed Group 

Theory have populated nursing journals for decades, a smaller number of scholars have 

challenged the assertion that horizontal violence is a consequence of oppression. The 

following section offers a critical review of Oppressed Group Theory in nursing. 

Critical Assessments of Oppressed Group Theory 

Though Oppressed Group Theory proffers a persuasive argument for the presence 

of lateral aggression in the nursing profession, questions about the theory’s applicability 

have been raised.  For instance, while trying to establish the validity of Robert’s (1983) 

claim that the behaviors of nurses parallel the behaviors of Freire’s oppressed groups; 

Matheson and Bobay (2007) found a model of oppressed group behaviors has never been 

developed or validated in nursing.  Matheson and Bobay (2007) also found evidence that 

research is moving away from validating a model of oppressed group behaviors. Though 

the authors do not discredit the value of utilizing Oppressed Group Theory in the study of 

lateral aggression, the authors do believe current research is “inadequate”, “inconsistent” 

and does not substantiate the application of Freire’s model to nursing or the presence of 

oppressed group behaviors in nursing. 

Roberts et al. (2009) responded to Matheson and Bobay’s (2007) article by 

endorsing Roberts’s (1983) inaugural work.   Citing Matheson and Bobay’s (2007) 

findings the authors claim , “…but research has supported parts of the original analysis 

and has suggested interventions that may be important for nursing practice, especially in 

retaining nurses in the workforce” (p. 289).  Despite defending the applicability of the 
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oppressed group behaviors in nursing, the authors only review two of the five oppressed 

group behaviors (silencing and lateral violence).  The authors conclude by suggesting the 

plethora of documented oppressed group behaviors in nursing proffers sufficient evidence 

that oppressed group behaviors are a component of today’s nursing culture. 

 Critiques about the use of oppressed group theory in nursing extend beyond 

utilization of an invalid model.  For instance, studies using oppressed group theory have 

studied both the phenomenon of lateral aggression and the phenomenon of bullying in 

nursing. More often than not, studies have focused on bullying (e.g. Duffy, 1995; 

Hutchinson et al., 2006a; Hutchinson, Vickers, Jackson, & Wilkes, 2006b; Hutchinson, 

Vickers, Jackson, & Wilkes, 2006c; 2008a; Hutchinson et al., 2010).   By definition 

lateral aggression occurs between peers with equal power.   Bullying on the other hand is 

not delineated by organizational position and can occur between anyone in the 

organization. 

 Using oppressed group theory to study bullying is problematic because bullying 

is not a behavior associated with oppressed groups. Freire developed the concept of 

horizontal violence to demarcate bullying from the unique phenomenon of oppressed 

groups acting aggressively toward each other instead of liberating themselves from the 

oppressor.    To ensure oppressed behaviors are a consequence of oppression, studies 

utilizing Oppressed Group Theory should only study lateral aggression between peers 

with equal power. 

 Using Oppressed Group Theory to study bullying has also yielded inconsistent 

sample populations and hindered the generalization of results. For instance, some studies 

have included management or supervisors (e.g. Lewis, 2006; McKenna, 2003; McMillan, 
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1995; Quine, 2001) while others generalized bullying behaviors noted while studying the 

experiences of student nurses (e.g., Randle, 2006a,b; Farrell, 1997).  Since the role of 

manager, supervisor, administrator, head nurse, charge nurse, and even “nurse” is subject 

to organization, region, and country; limiting the study of lateral aggression in “nursing” 

to solely bedside registered nurses would make the comparison of data more reliable. 

Sample inconsistency is especially problematic when nursing management is 

included.  The inclusion of management introduces some unique problems. Most notably, 

including leaders with formal authority obscures the delineation between vertical 

aggression and lateral aggression. To date, research has largely ignored vertical 

aggression from subordinate to superior.  This is to be expected because aggression of 

this nature does not complement the oppressed group behavior model.  

Including nursing leadership in the study of lateral aggression may also 

contaminate results by introducing occupational bias (Loosemore & Tan, 2009).  

Although nurse leaders and staff nurses are all credentialed registered nurses, the roles 

are notably different. Loosemore and Tan (2009) argue that humans by nature associate 

stereotypical traits with certain professions. According to the authors, “[there is] a natural 

tendency for different occupations to judge, evaluate and categorize each other into 

distinct social groups and to generalize about their distinguishing traits” (p. 758).   

Research that includes nurse leaders in the study of lateral aggression may be prone to 

more reports of lateral aggression if nurses perceive management negatively. 

Few studies have examined aggression from subordinate to manager.  Studies 

noting the phenomenon have found it is relatively common. Lewis (2006) identified 

managers as being the victims of aggression from both subordinates and supervisors. 
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Astonishingly, Lewis (2006)  claims, “…and even more prevalent [is] subordinate 

bullying from nursing teams or staff groups, particularly if decisions are unpopular or the 

manager is new” (p. 55). Although the study of upward aggression does not compliment 

Oppressed Group Theory, understanding the full extent of aggression in nursing is 

important and may uncover or explain common sources or triggers of aggression. 

Within the field of nursing Farrell (2001) found the presence of actor observer 

effects.  Farrell (2001) describes actor observer effects as, “the tendency for each of us to 

view our own negative behavior as a result of factors beyond our control and another’s on 

account of her/his personal dispositions” (p. 29).  Farrell (2001) maintains individuals 

naturally perceive themselves to be in the right even when they are acting in ways that 

others would perceive to be wrong.  Acting aggressively is one such example.  When 

individuals are made aware that their behavior is aggressive, a term with negative 

connotations, they often re-label the behavior with terms that have positive connotations 

such as passionate or assertive (Farrell, 2001).   

 Outside the spectrum of nursing Baron and Neuman (1998) found participants 

reported being the victim of aggression from subordinates and supervisors more often 

than they reported being the perpetrator of aggression.  This was true regardless of status.  

Furthermore, participants perceived their own acts of aggression to be more reasonable 

than the acts of others.  The authors concluded “self serving bias” is a powerful cognitive 

function that allows individuals to create a reality where their actions are positive and 

complementary to a cause, while the behaviors of others are negative. Likewise, when 

one’s behaviors are evaluated negatively by others or when one’s behaviors produce a 

tangible negative outcome for others; individuals are prone to blame the environment, not 
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themselves, for their behaviors (Farrell, 2001).  Since most studies on lateral aggression 

are based on self-reports, it is plausible participants perceive themselves to be the victims 

of aggression when they are also perpetrators of aggression. 

In sum, nursing research has focused almost exclusively on the cultural and 

psychological aspects of lateral aggression.  Failure to move away from Oppressed Group 

Theory as the overarching theoretical framework in the study of lateral aggression has 

limited current understanding of the phenomenon. In addition, the application of 

Oppressed Group Theory to the nursing profession has been contentious for several 

reasons including an inconsistent definition of lateral aggression, an inconsistent 

definition of “nurse”, and a failure validate the use of Oppressed Group Theory in the 

study of nursing. 

An Organizational Approach to Understanding Lateral Aggression 

  Though most studies on lateral aggression have been rooted in Oppressed Group 

Theory, studies utilizing organizational and management theories, particularly systems 

theory, are emerging. Bradbury-Jones (2008), conceptualizes organizational theory in the 

following way, “…[organizational theories are] concerned with the distribution of power 

in organizations and particularly how this occurs from the top down” (p. 260).  Though 

Oppressed Group Theory and organizational theories both study power, Oppressed Group 

Theory interprets power negatively as a means of coercion and domination; whereas 

organizational theories interpret power as being equally capable of producing positive 

effects like liberation and freedom (Kuokkanen & Leino-Kilpi, 2000).   

Farrell (2001) was the one of the first scholars to begin examining lateral 

aggression using organizational theory.  Farrell (2001) maintains there are three levels of 
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explanation that can be used to describe ineffective interpersonal relationships between 

nurses.  These levels are the macrolevel, the mesolevel, and the microlevel. Each level 

examines lateral aggression from a different vantage point.  

The macrolevel consists of examining lateral aggression from the perspective of 

nurses as an oppressed group.  Little attention will be given to the macrolevel as the prior 

section provided a thorough analysis of studying lateral aggression from the perspective 

of Oppressed Group Theory.  Farrell (2001) argues research needs to penetrate the 

macrolevel and begin studying horizontal violence at the meso and microlevels.  Farrell 

(2001) substantiates this claim by citing generational and hierarchical abuse in the 

medical profession, by describing feelings of oppression within the male nurse 

population, and by affirming lateral aggression is not confined to nursing. 

 Examining lateral aggression at the mesolevel involves studying organizational 

structure and workplace practices.  Farrell (2001) asserts the very nature of how nurses 

organize and construct their work is disempowering and contributes to ineffective nurse-

nurse relationships.  For instance, task/time imperatives have reduced the work of nursing 

to a series of tasks that must be completed within a specified period of time.  Nurses who 

are unable to complete their work by the end of their shift are censured by their peers.  

For this reason, nurses often forgo breaks and stay after their shift to complete unfinished 

work. 

Task/time imperatives have become a fundamental component of the nursing 

culture.  As a result, nurses have become engrossed with completing all applicable orders.  

Individual autonomy is sacrificed at the expense of strict timelines and patients are 

reduced to a series of tasks that must be completed by the end of the shift (Farrell, 2001). 
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In a culture that demands work be complete and not carried over into the next shift, 

pressure to complete assigned tasks within a given period of time, and/or the failure to 

complete assigned tasks within a given period may set the stage for ineffective 

relationships between nurses. 

 Generational abuse, hierarchical abuse, and cliques are also described as 

mesolevel variables that fuel conflict.  Nursing has a long tradition of generational and 

hierarchical abuse (Bartholomew, 2006; Griffin, 2004; Embree & White, 2010; Farrell, 

2001; Jackson et al., 2002; Taylor, 2001).  As described in the prior section, seasoned 

nurses often perceive lateral aggression as a rite of passage toward professional 

indoctrination.  The cycle continues generation after generation as seasoned nurses who 

were abused do the same to novice nurses.  Farrell (2001) maintains lateral aggression 

sustains nursing hierarchies and promotes adherence to the status quo. 

 Hierarchies and the status quo are also maintained by cliques (Farrell, 2001).  

Cliques are described as subgroups that withdraw from interacting with the main group 

and marginalize individuals who are perceived as different or threatening.  Cliques derive 

power by member support and by resisting organizational changes that threaten the 

group’s power.  Hierarchical abuse can occur when management colludes with members 

of the clique or when management ignores or denies abusive behaviors enacted by 

members of the clique.   

Finally, Farrell (2001) endorses the study of lateral at the microlevel.  Studying 

lateral aggression at the microlevel involves studying the interplay between an individual 

and the environment. Farrell (2001) calls this the “person-environment” duet.  The 

premise of the person-environment duet is, “that we shape our environment and are 
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shaped by it” (Farrell, 2001, p. 31).  Farrell (2001) describes four microlevel variables 

that may explain lateral aggression in nursing.  These variables are self-esteem, 

aggression breeding aggression, actor-observer effects, and the “response” of nurse 

managers.  Since the prior section described actor-observer effects and also described 

how the perceived low-status of nursing coupled with the exigency to align values with 

the medical hegemony contribute to the formation of a low self-esteem, this section will 

only discuss aggression breeding aggression. 

The fundamental premise of aggression breeding aggression is aggression thrives 

when aggression is not managed.  Farrell (2001) provides three explanations for the self-

perpetual nature of aggression.  First, aggression inculcates anger within the victim of 

aggression.  As Alavi and Cattoni (1995) described in the metaphor of stings, the only 

way to divest oneself of anger is to pass the anger on to someone else.  This demonstrates 

the interactional nature of lateral aggression at the microlevel. 

Second, when acting aggressively results in the perpetrator obtaining what she or 

she wants or being rewarded, the behavior is likely to be repeated.   Behaviorism studies 

on personal motives and motivation have demonstrated that positively reinforcing a 

behavior encourages the behavior to be reproduced.  This will be discussed in more detail 

later in this chapter.  Third and already discussed, novice nurses exposed to aggressive 

behavior are more likely to emulate aggressive behaviors to avoid the negative responses 

associated with not fitting in. 

Embree and White (2010) also found three systemic explanations for lateral 

aggression.   After an extensive literature review the authors found lateral aggression may 

be sparked by organizational antecedents, personal antecedents, and cultural antecedents.  
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Each antecedent was associated with a set of consequences.  Embree and White (2010) 

developed a concept map to illustrate the antecedents and consequences of lateral 

aggression described in nursing studies.  An adaptation of Embree and White’s Concept 

Map of Nurse-to-Nurse Lateral Violence is presented in Figure 3.   

Though Embree and White’s (2010) three antecedents of lateral aggression are 

similar to Farrell’s (2001) three structural layers, the model is significantly different in 

one essential way.  Specifically, Embree and White (2010) do not consider oppressed 

group behaviors as a unique category.  Instead, the oppressed group framework 

permeates the entire model.  Although this finding is disappointing given the alternative 

antecedents identified, it is not unexpected given the abundance of literary works using 

Oppressed Group Theory to study lateral aggression. 

Over the course of several years, Hutchinson and colleagues also examined 

aggression in the nursing profession (e.g., Hutchinson et al., 2006b,c; Hutchinson, 

Vickers, Jackson, & Wilkes, 2006d; Hutchinson et al., 2008a, 2010).  In a three phase, 

sequential mixed methods study; the authors explored bullying in the nursing profession, 

developed a tool for measuring bullying in the nursing profession, and created a 

multidimensional model of bullying.  The first phase of the study used in-depth 

interviews to explore the experiences of 26 nurses who had experienced bullying in the 

workplace.  The studies that were derived from the interviews (e.g., Hutchinson et al., 

2006b,c,d) established the existence of informal bully networks; the normalization of 

bullying in work teams; organizational tolerance of bullying; and the preservation of 

organizational bullying through the use of legitimate organizational authority, processes, 

and procedures.  
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Figure 3: Adapted from Embree and White’s (2010) Concept Map of Nurse-to-Nurse 

Lateral Violence. 
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Participant responses revealed bullies used a process of “ritual indoctrination” 

consisting of “emotional abuse” and “psychological violence”.  This allowed bullies to 

enforce cultural rules, control care team roles and tasks, and damage the self-confidence 

and self-image of other nurses to force compliance with the bullies’ rules.  Nurses who 

were bullied suffered from feelings of hurt, lowered self-esteem, anxiety, sleeplessness, 

depression, demoralization, elevated blood pressure, panic attacks, feelings of 

vulnerability, and colleague suicides.  The study highlighted the covert nature of bullying 

and the need for managers to assess superior-subordinate relationships and the degree to 

which these relationships reward bullies. 

Hutchinson et al. (2006a) delved further into how the operation of power within 

organizations establishes and maintains a culture of aggression using Clegg’s ‘circuits of 

power model.  Based on the work of Foucault, Callon, and Lockwood, Clegg’s model 

identifies three structural sources of power within the organization. The first source of 

power, agency, is the power that makes individuals ‘obey’, or as Hutchinson et al. 

(2006a) describe, “do what they would not otherwise do” (p. 121).  The second source of 

power, social integration, establishes the rules of practice and norms that delineate group 

membership. The third source of power, system integration, establishes order through 

discipline or punishment.   

Different organizations focus on different circuits of power. The nature of the 

organization and the organization’s goals determine which circuit is emphasized.  

Hutchinson et al. (2006a) exemplify healthcare organizations as being focused on the 

system integration circuit and note the emphasis on quality management, productivity, 

performance management, and industry benchmarking amongst others.   Hutchinson et al. 
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(2006a) contend, “On a daily basis nurses are faced with the reality of caring in a 

‘corporate context’  These technical manipulations of nursing activity and systems of 

surveillance have changed the meaning of ‘care’ to one often not recognizable by nurses” 

(p. 121).   The administrative and bureaucratic processes of health care organizations, 

especially after reorganization and downsizing events, have been the subject of much 

research and will be discussed in the following section. 

Hutchinson et al. (2006a) argue the administrative and bureaucratic focus within 

healthcare is a source of aggression and violence in the workplace. According to the 

authors, “Performance is judged by those who have power and in the terms they describe. 

The intense scrutiny of resources compounds the stressors experienced in the day-to-day 

work of nurses, increasing exposure to aggression and violence” (Hutchinson et al., 

2006a,  p. 121).  Since the nursing profession is not well represented in high ranking 

administrative positions, nurses are at the mercy of those with power.  Often times these 

individuals lack awareness and compassion for the needs of nurses because the needs of 

nursing are often at odds with the financial goals of administration. 

The second phase of the study utilized data from the previous phase to create an 

instrument for measuring workplace bullying in nursing.  The final instrument contained 

23 bullying behaviors.  After establishing the instrument’s construct and content validity, 

a survey was mailed out to 500 nurses employed in New Whales, Australia.  Of the 500 

surveys mailed, 102 were returned.   A factor analysis of the survey responses yielded 

three factors including “attack upon competence and reputation”, “personal attack”, and 

“attack through work tasks” (Hutchinson et al., 2008a).   

Hutchinson et al.’s (2008a) inventory of bullying behaviors, which was found to 
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have internal consistency and a high level of reliability, indicated nurses are likely to 

attack competence and reputation before attacking the individual or attacking through 

work tasks.  According to Hutchinson et al. (2008a), “it is feasible that attack upon 

reputation may be used as a strategy to render an individual ‘deserving’ of more overt 

forms of bullying.  Attack upon professional competence and reputation may be a 

strategy to reduce those targeted to a state of powerlessness and worthlessness, having 

been identified as little importance or use to the organization” (p. 27).  This challenges 

Einarsen’s (1999) theory that bullies attack through work tasks and personal attacks 

before choosing progressively aggressive modes of attack such as verbal abuse and attack 

on reputation and competence.  Hutchinson et al.’s (2008a) finding is important because 

it precludes interpersonal conflict as a necessary component of bullying. 

The third phase of the study involved testing a multidimensional model of 

bullying (Hutchinson et al., 2010) that was developed in a prior study (see Hutchinson; 

Hutchinson, Jackson, Wilkes, & Vickers, 2008b).   The authors mailed 500 surveys that 

contained questions about bullying behaviors, features of the organizational climate, and 

the consequences of bullying.  Of the 500 surveys mailed, 370 were returned and 369 

were used in the analysis.  The authors hypothesized bullying was supported by informal 

organizational alliances, organizational tolerance and reward of bullying, and the misuse 

of organizational processes and procedures.  The authors also hypothesized the outcome 

of bullying was avoidance and withdrawal at work, work and career interruption, 

negative health effects, and the normalization of bullying behaviors in nursing teams.   

Structural equation modeling (SEM) and confirmatory factor analysis (CFA) 

methods were used to test the hypothesis (Hutchinson et al., 2010).    The author’s initial 
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model did not adequately fit the data.  To remedy this problem the authors reconfigured 

the model while maintaining consistency with their past research. After revising the 

model, the authors were able to obtain a satisfactory model fit.  Figure 4 depicts 

Hutchinson et al.’s (2010) final model of antecedents and consequences of workplace 

bullying. 

Hutchinson et al.’s (2010) model illustrates how organizational factors support 

and sustain bullying and the consequences of bullying.  Interestingly, data indicates 

informal organizational alliances mediate group acts of bullying by influencing 

organizational tolerance and reward in addition to influencing the misuse of legitimate 

authority, processes, and procedures (Hutchinson et al., 2010).  According to Hutchinson 

et al. (2010), “It is feasible that, through association with other actors who are willing to 

tolerate or engage in bullying, individuals may be socialized into norms tolerant of the 

behavior” (p. 177)   Hutchinson et al.’s (2010) findings parallel many of the findings by 

Farrell (2010). 

To conclude, the prior sections described the theoretical underpinning of lateral 

aggression as it applies to nursing.  Though studies utilizing Oppressed Group Theory 

pervade nursing journals, research exploring alternative perspectives has been emerging.  

Change in the workplace is a variable that has yet to be thoroughly examined in nursing 

literature.  Despite the paucity of literature concerning lateral aggression during 

reorganization and downsizing, a considerable amount of data has been collected on the 

impact reorganization and downsizing has on the nursing profession.  The following 

section offers a review of literature within this area of study. 
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Figure 4: Model of antecedents and consequences (Hutchinson et.al, 2010). 
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Restructuring and Downsizing in Health Care  

Since the mid-1990s most health care organizations in developed countries have 

had to implement reorganization and downsizing initiatives to reduce costs while 

improving efficiency and functionality (Burke 2003b).   Burke (2003b) describes 

downsizing in the health care industry as, “a massive experiment [that] was implemented 

with no precedent as to how to proceed and what the likely outcomes would be for 

hospital functioning and effectiveness and staff” (p. 1638).  As a result, numerous studies 

have been conducted to better understand the effect reorganization and downsizing has on 

health care organizations and staff.  Research has also explored best practices for 

reorganization and downsizing in the health care industry (Mishra, Spreitzer, & Mishra, 

1998; Rondeau, 2002). 

Before exploring reorganization and downsizing in the health care industry it is 

important to understand why such initiatives have become commonplace worldwide.   In 

some ways the widespread nature of restructuring and downsizing in the health care 

industry is universal.  For instance, developing countries around the world are all facing 

the challenge of nursing shortages, the cost of rapidly changing technology, changing 

consumer expectations, and new regulations and competition that have increased the 

demand for efficient, low cost, care (Duffield et al, 2007).  In other cases, reorganization 

and downsizing is a product of the economies and the health care systems. 

In the US, where health care is privatized, the competition created by insurance 

companies and Health Maintenance Organizations (H.M.O.s) has produced market 

pressures that have forced health care organizations to lower fees for service.  Although 

dated, Gordon (1995) coherently explains how privatized health care affects hospital 

 



Survival of the Fittest 

53 
 

functioning.  According to Gordon (1995), “By pitting hospitals against one another in 

the bidding for managed-care contracts the new lords of the health care market- insurers 

and H.M.O.s- are winning drastic discounts, often below the hospital’s actual costs.  To 

make up their losses, hospitals are cutting their nursing staffs…” (p. 199).    In addition to 

losing money for certain services paid by private insurers, hospitals are also losing money 

on reimbursements from Medicare and Medicaid which pay a fixed amount based on a 

patient’s diagnosis on admission.  Factor in the current economic recession which has 

increased the number of individuals without health insurance and it becomes clear that 

making money in the health care industry is difficult and complicated. 

To remain viable, organizations have opted to replicate process improvement 

methodologies made popular by the manufacturing industry (Duffield et al., 2007).  

Continual process improvement has changed the climate of healthcare by shifting 

organizational objectives to efficiency, productivity, and cost containment (Bushnell & 

Shelest, 2002; Duffield et al., 2007; Hutchinson et al., 2006a).  Achieving these 

objectives has required organizations to standardize and optimize processes to eliminate 

waste (Duffield et al., 2007, Gordon, 1995).  Regrettably, nursing labor expenditures 

comprise a large portion of hospital operating costs. Without inclusion in the 

improvement process or representation in the decision making process, nursing work 

often encompasses much of the “waste” that is restructured or eliminated (Duffield et. al, 

2007).   

Paradoxically, as hospitals cut nursing resources to meet financial goals 

productivity goals remain unchanged or may increase.  As hospitals try to increase profit 

margins by reducing the length of stay and decreasing per case expenses (Hutchinson et 
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al., 2006a), nurses are expected to complete the same amount of work in fewer hours 

without accruing overtime. To survive, nurses must adapt to an increasingly hectic and 

stressful work environment. Stanley et al. (2007) found horizontal violence fluctuates 

with nursing shortages and during organizational restructurings. Others have reached 

similar conclusions and have attributed increased aggression and violence to the stress 

elicited when time and resource constraints create heavier workloads (Johnson, 2009; 

Rocker, 2008).    

The impact restructuring, work re-design, and downsizing has on staff nurses is 

often lost when health care organizations focus attention on reducing costs and improving 

efficiency (Duffield et al., 2007).  Though organizations frequently lose sight of how 

reorganization and downsizing impacts nurses, research focused on health care 

management and human resources has not.  The following section provides a review of 

studies examining reorganization and downsizing in nursing. 

The Impact of Organizational Restructuring and Downsizing on Nurses 

 Though the nursing profession has not studied lateral aggression within the 

context of reorganization and downsizing, it has studied the impact of reorganization and 

downsizing on nursing staff.  Duffield et al. (2007) investigated how hospital structure 

and restructuring impacts nursing.  The authors found nurses lost support as hospitals 

moved toward business and industrial approaches (e.g., process reengineering, total 

quality management, decentralization of services, etc.) because these approaches 

flattened nursing hierarchies.  In many organizations flatter hierarchies have come at the 

expense of middle managers.   

Reductions to mid-level manager positions have negatively impacted nursing.  
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With fewer managers, the organization must increase the number of direct reports each 

manager is responsible for.   This results in managers spending more time on 

administrative functions and less time mentoring and supporting staff (Duffield et al., 

2007).   The upshot of this structure is bedside nurses must fill the void of supervising, 

mentoring, and supporting staff, while simultaneously performing their own role 

(Duffield et al., 2007).  For new nurses, the transition can be traumatic and stressful 

(Duchscher & Cowin, 2004).  

  Concomitant to organizations moving to flatter nursing hierarchies, the role of 

nursing executives has also changed.  Duffield et al. (2007) report nursing executives 

have maintained accountability over nursing function and strategies, but have lost 

authority over these processes.  In addition, many nursing executives have been charged 

with other administrative functions outside of nursing.  Consequently, nursing executives 

have less influence over the priority of nursing within the institution, have less influence 

in operational decisions, and do not have strong connections with clinical staff and 

managers (Duffield et al., 2007). 

In the US, where organizations have moved toward increasing non-clinical 

administrators at the expense of bedside nurses, the effect has been detrimental.  Non-

clinical administrators lack the knowledge and experience necessary to identify with, 

empathize with, and support beside nurses (Duffield et al., 2007; Kelly, 1996).  When 

nurses lack support from administration, changes that impede nursing practice are 

promoted to support short sighted cost cutting efforts.  Rondeau and Wagar (2002) and 

Burke (2003a, 2005b) found most reorganization and downsizing processes in health care 

are implemented without a clear vision.  According to Burke (2003a), “Most hospital 
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employees, regardless of job title or organizational level, have little or no objective 

knowledge of the outcomes of their hospital change efforts” (p. 1533).  Rondeau and 

Wagar (2002) reports most change initiatives in health care fail because organizations 

mismanage the downsizing process and undesirable outcomes that come with the process.  

Reorganization and downsizing efforts also fail to accomplish intended cost 

savings and financial goals about 50% of the time (Burke, 2003a; Mishra, Spreitzer, & 

Mishra, 2008).  According to Mishra et al. (1998), “…10 percent reduction in people 

resulted in only a 1.5 percent reduction in costs [and] the average downsized firm’s stock 

price rose 4.7 percent over three years compared to 34.3 percent for matched firms that 

did not downsizing” (p. 1). In the US, 67% of organizations that downsize have a 

subsequent downsizing the following year (Mishra et al., 1998). Failure to accomplish 

intended goals and cost savings occurs because organizations frequently make drastic 

staffing cuts to realize immediate gains. When this occurs in nursing, overtime and/or 

double-time shifts are often used to fill staffing holes (Burke, 2003b).  Consistently 

working longer shifts or working back to back shifts contributes to burnout and poorer 

patient outcomes (Burke, 2005b). 

Failure to realize cost savings and financial gains can hinder an organization’s 

ability to function; however, the effect reorganization and downsizing has on nurses (who 

are a scarce resource) may be a greater setback for the organization. Burke (2005a) found 

survivor sickness is a universal component of reorganization and downsizing in the health 

care industry.  Burke (2005a) defines survivor sickness as, “a constellation of attitudes 

and behaviors including low morale, diminished commitment, heightened cynicism and 

mistrust, and increased anger” (p. 21).  Survivor sickness is a negative reaction to 
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organizational change and is associated with higher levels of organizational dysfunction 

(Burke, 2001; Burke, 2002). Duffield et al. (2007) found newer nurses are especially 

prone to feelings of distrust and low morale after a restructuring and downsizing because 

they come to believe years of dedicated service are meaningless. Novice nurses who 

conceptualize the organization as not caring may be more prone to leave the organization 

for other opportunities.  

Staff nurses and administration often have conflicting responses to reorganization 

and downsizing efforts.  In addition, feelings of anger and distrust within nursing staff 

often intensify over time. Burke (2003a) found managers perceive reorganization and 

downsizing events more positively over time while nurses perceive the reorganization 

and/or downsizing events more negatively over time (Burke, 2003a).  This may produce 

discord between nurses and administration. 

Research suggests there may be a correlation between organizational change and 

lateral aggression.  Burke and Greenglass (2001) postulate job insecurity breeds anger, 

hostility, anxiety, and turmoil. Many changes, both human and organizational, occur 

when reorganization and downsizing events occur.  To better understand the impact 

reorganization and downsizing has on hospitals and nurses, Burke (2003a,b,  2005a,b) 

conducted a longitudinal study to explore several aspects of reorganization and 

downsizing including nurses’ perceptions of hospital effectiveness after experiencing 

reorganization and downsizing (Burke 2005a), survivor responses three years after a 

reorganization and downsizing (Burke 2005b), and the relationship between work shifts, 

work outcomes, psychological well-being, and perceptions of hospital functioning 

(Burke, 2003b). The remainder of this section is dedicated to reviewing Burke’s 
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longitudinal study. 

The impact of restructuring and downsizing on unit functioning. 

As part of a longitudinal study, Burke (2003a) studied the effects of hospital 

restructuring and downsizing on hospital-based nurses. Burke’s study sought to examine 

how individual demographics, work situation characteristics, restructuring stressors, and 

support affected unit and hospital functioning.  Questionnaires were mailed to 3,892 

members of the Ontario Nurses’ Association.  A total of 1,363 questionnaires (35%) were 

returned. Burke (2003a) found job satisfaction and psychological well being were 

inversely related to restructuring stressors.  Burke (2003a) also found perceptions of 

hospital effectiveness decreased as restructuring stressors increased. 

Three years after the initial questionnaire was mailed, Burke (2003b; 2005a; 

2005b) mailed a second questionnaire to the original 3, 892 nurses.  A total of 925 

questionnaires (27%) were returned.  The sample size was reduced to 744 after excluding 

nurses who were not employed and nurses who were not employed as hospital-based 

nurses.  This data was used to study several aspects of reorganization and downsizing 

including nurses’ perceptions of unit and hospital functioning three years after the 

reorganization and downsizing event.  Burke hypothesized unit functioning could not 

effectively occur in the presence of negative perceptions (Burke 2005a). 

 Burke (2005a) found reducing stressors and providing adequate support after the 

downsizing event are crucial for reducing survivor sickness and fostering positive 

perceptions of unit functioning. Nurses who experienced higher levels of stress had less 

job satisfaction, poorer psychological well-being, and lower perceptions of hospital 

effectiveness.  Nurses who did not receive adequate support had lower morale, less 
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motivation, more cynicism, and more distrust.  Nurses who did not experience a 

reduction in stressors and who did not receive adequate support perceived unit and 

hospital function more negatively three years after the downsizing. 

The impact of restructuring and downsizing on survivor responses. 

The way employees respond to reorganization and downsizing events is highly 

dependent on the individual.  Some employees respond to the change positively, while 

other employees respond negatively.  Mishra and Spreitzer (1998) cogently captured this 

dualism while creating a typology of survivor responses.  After reviewing literature on 

reorganization and downsizing, Mishra and Spreitzer (1998) identified four ways 

individuals respond to change following an organizational restructuring and downsizing.  

These responses include fearful, cynical, obliging, and hopeful.  Fearful and cynical 

responses are considered negative responses while obliging and hopeful responses are 

considered positive. 

Each of the four response types is two dimensional.  The first dimension consists 

of individual beliefs concerning coping. Within this dimension lies the dualism of active 

beliefs and passive beliefs.  Individuals with active beliefs believe they can cope with the 

reorganization and downsizing.  Individuals with passive beliefs do not believe they can 

cope with the downsizing. 

The second dimension consists of individual perceptions about the threat for 

harm.  Within this dimension lies the dualism of constructive beliefs and destructive 

beliefs.  Individuals with constructive beliefs are not threatened by the potential for harm 

in the aftermath of the restructuring and downsizing.  Individuals with destructive beliefs 

do feel threatened by the potential for harm following the reorganization and downsizing. 
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A summary of Mishra and Spreitzer’s (1998) survivor response typologies is provided in 

Table 1. 

Mishra and Spreitzer (1998) theorized certain variables created stress and 

influenced perceptions of harm (constructive or destructive beliefs).  The degree to which 

employees trusted management and the degree to which employees perceived the 

reorganization and downsizing to be just were thought to be most influential.  Other 

variables theorized to influence the formation of constructive or destructive beliefs 

included empowerment, task variety, and role overload. 

Table 1: Mishra and Spreitzer’s (1998) Survivor Response Typologies 

Survivor 
Response 

Perceptions of the 
downsizing 

Perceptions 
of coping 

ability 

Beliefs Nickname 

Fearful Threatened by the 
potential for harm. 

Unable to 
cope 

Passive and 
Destructive 

Walking 
Wounded 

Cynical Threatened by the 
potential for harm 

Able to cope Active and 
Destructive 

Carping Critics 

Obliging Somewhat threatened by 
the potential for harm 

Unable to 
cope 

Passive and 
Constructive  

 

Faithful 
Followers 

Hopeful Not threatened by the 
potential for harm  

Able to cope Active and 
Constructive  

 

Active 
Advocates 

 

Spreitzer and Mishra (2000) empirically tested the relationship between the 

aforementioned variables and survivor responses one month after a multi-step downsizing 

in the aerospace industry.  Data from the study supported the four survivor responses and 

delineated relationships between the variables and survivor responses.  Specifically, the 

authors found perceived justice was positively related to constructive survivor responses 

and negatively related to cynicism.  Empowerment was positively related to hopeful 

responses, role overload was positively related to fearful responses, and task variety was 



Survival of the Fittest 

61 
 

related to lower levels of cynicism. Overall, the authors found participants most 

commonly exhibited hopeful responses followed by obliging responses, cynical 

responses, and fearful responses. 

Burke (2005b) reproduced Spreitzer and Mishra (2000) study in the health care 

setting.  The purpose of Burke’s (2005b) study was to validate the presence of the four 

survivor responses in the health care setting while also studying long-term survivor 

responses. Using questionnaires mailed out as part of a larger longitudinal study on the 

effects of hospital restructuring and downsizing on the experiences of hospital nurses, 

Burke (2005b) examined the survivor responses of 744 registered nurses. Burke’s 

(2005b) findings mirrored Spreitzer and Mishra’s (2000) findings in all but one area. 

Unlike Spreitzer and Mishra (2000), Burke (2005b) found fearful and cynical responses 

were more common than hopeful and obliging responses. Burke (2005b) theorized 

survival responses were not generalizable because the variables that influenced survivor 

responses were site specific. 

Burke (2005b) also examined the relationship between survivor responses, 

personal demographics, work situation characteristics, hospital stressors, and hospital 

support.  Burke (2005b) found survivor responses were not strongly related to personal 

demographics or work situation but were strongly related to restructuring stressors and 

hospital support.  Burke (2005b) hypothesized nurses who perceived less hospital 

support, more restructuring stressors, and poor implementation and management of the 

restructuring and downsizing process were most likely to exhibit destructive responses.   

Destructive responses are common when organizations fail to effectively 

communicate during the reorganization and downsizing process (Burke, 2003a).  Most of 
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the participants in Burke’s (2005b) study reported a top-down approach to the 

restructuring and downsizing process.  Many felt this process lacked vision and a plan for 

remedying unwanted consequences such as low morale and ineffective teamwork. This is 

consistent with the findings of earlier research focusing on downsizing in the hospital 

setting which has found top-down approaches negatively impact hospital functioning and 

the health of nurses by producing emotional exhaustion and psychosomatic symptoms.  

Burke (2003a, 2005a) maintains about half of the hospitals that attempt to realize gains 

by reducing staff end up with a “demoralized” and “short staffed” workforce. 

Burke’s longitudinal study highlights the need for hospitals to implement 

downsizings in a way that reduce destructive responses, particularly cynicism.  The active 

and destructive beliefs held by the “carping critics” can undermine hospital efforts to 

support nurses during the reorganization process while hindering unit functioning for 

years to come. The following passage from Greenglass and Burke (2002) explicates this 

point, “When individuals are cynical about changes occurring in their hospitals during 

restructuring, they may not believe their hospital administration when it tries to inform 

the employees about the restructuring initiative” (p 108).  When employees are cynical 

about organizational leadership the motives of leaders will always be in question, 

affecting unit and hospital effectiveness for years.  

The impact of restructuring and downsizing on shift length. 

Burke (2003b) examined the relationship between work shift characteristics, work 

outcomes, psychological well-being, and perceptions of hospital functioning.  Three work 

shift characteristics were examined including shift length, working more than eight hours, 

and working double shifts.  Studying the effect of shift-length is important because it 
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accounts for a unique facet of hospital work. Unlike most organizations hospitals cannot 

function without appropriate staffing levels 24 hours per day, seven days per week. The 

number of nurses needed is dependent on the unit census, which can throughout the day. 

   When hospitals do not have enough nurses to meet patient to nurse ratios, 

nurses are expected to fill staffing needs. In some organizations mandatory overtime is 

enforced if staffing shortages preclude meeting mandatory patient to nurse ratios.  

Though mandatory overtime is a reality for some nurses, many nurses feel obligated to 

stay for a second shift to ensure their patients are cared for (Burke, 2003b).  Burke 

(2003b) wanted to understand how working more than eight hours affected the care 

rendered to patients, hospital functioning, and the psychological well-being of nurses. 

Most nurses today work 8 or 12 hour shifts. The impact 12 hour shifts have on 

nurses is not clearly understood.  Most nurses prefer to work 12 hour shifts because doing 

so results in fewer work days (Burke, 2003b).  Because most nurses are female, and many 

nurses have families, being able to work a full-time schedule in three days is appealing.  

Furthermore, nurses who work 12 hour shifts usually work fewer weekends which is 

appealing to the younger generations of nurses. 

Hospitals also support 12 hour shifts.  Having nurses work 12 hour shifts reduces 

the number of nurses need to staff the unit each day.  Decreasing headcounts decreases 

benefit expenditures.  Though 12 hour shifts appear to offer a win-win staffing solution to 

hospitals and nurses, Burke (2003b) contends 12 hour shifts may not be beneficial to 

either party given the climate of health care, particularly after a reorganization and 

downsizing. 

As noted earlier in this section the reorganization and downsizing plans of many 
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organizations include deskilling the workforce.  When hospitals replace nurses with 

unskilled labor the workload of nurses increases (Burke, 2003b; Burke, 2005a).  

Additionally, the patients admitted to the hospital in today’s health care economy are 

much sicker and require more care than patient’s admitted a decade ago (Burke, 2001, 

2003b).  This also increases the workload of nurses. Both of these factors coupled with 

the declines in morale and psychological well-being that typically follow reorganization 

and downsizing events may exacerbate negative work outcomes and further declines in 

psychological well-being when nurses work more than eight hours (Burke, 2003b).  

The results of Burke’s (2003b) study revealed nurses who worked more than eight 

hours had more emotional exhaustion and psychosomatic symptoms.  The nurses also 

reported more errors and more patient injuries.  Interestingly, younger and less tenured 

nurses tended to work longer shifts, worked eight hours or more, and worked more back-

to-back shifts.  Understanding the correlation between shift length and emotional 

exhaustion and/or burnout is important in a time when organizations are reducing nursing 

staff to levels that cannot handle census fluctuations. 

Organizational restructuring, downsizing, and burnout. 

Greenglass and Burke (2002) studied the factors positively related to burnout, also 

known as caregiver fatigue during a hospital restructuring.  According to the authors, 

burnout is comprised of three elements: 1) emotional exhaustion, 2) depersonalization, 

and 3) reduced personal accomplishment. Taylor and Barling (2004) poignantly liken 

burnout to the “hemorrhaging of yourself for others” (p.117). Burnout can result from 

excessive stress, role overload, and hospital cutbacks (Greenglass & Burke, 2002).  

Hertting et al. (2004) also studied nurse burnout following an organizational downsizing.  
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Hertting et al. (2004) found burnout occurs when nurses “perceive an imbalance” 

between effort and reward.  The authors also found nurses felt exploited when increased 

job demands went unrewarded.   

Research examining the impact organizational restructuring and downsizing has 

on nurses suggests increased workloads are the primary source of excessive stress 

(Burke, 2005a; Hertting et al., 2004).  Other stressors associated with reorganization 

include working more hours, missing breaks, and dealing with patient and family 

concerns (Greenglass and Burke, 2002).  When increased workloads become work 

overload, burnout is imminent.  Job dissatisfaction, mood disturbances, mental 

exhaustion, and psychological distress are all signs of burnout (Greenglass &Burke, 

2002; Hertting et al., 2004).  If the distress is great enough, nurses may develop mental 

illness. Greenglass and Burke (2002) found nurses who experienced burnout due to 

ineffective coping developed depression, anxiety, somatization, and drug problems.   

In conclusion, restructuring and downsizing can have detrimental effects on the 

work of nurses.  Focusing on cost containment and work redesign often increases the 

workload for nurses at the expense of patient centered care.  The result is nurse 

dissatisfaction, patient dissatisfaction, negative patient outcomes, and staff burnout.  

Though cutbacks in nursing often occur because nursing comprises the greatest 

operational expenditure in the hospital settings, there is not sufficient evidence to suggest 

cutbacks to nursing garner any additional savings (Duffield et al., 2007).  In fact nursing 

cutbacks may increase the overall cost of providing care because staffing shortages may 

result in hospitals paying nurses premium pay for overtime shifts, high turnover rates 

may result in increased training and orientation costs, and increased nurse to patient ratios 
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may result in costly adverse events.   

Research exploring how reorganization and downsizing impacts registered nurses 

in the hospital setting is robust and continually growing.  Surprisingly, few studies have 

noted a change in the relationships of nurses during periods of reorganization and 

downsizing. Though Burke and Greenglass (2001) noted job insecurity can bring about 

anger and hostile behaviors, the authors did not expand on this point.  The purpose of the 

following section is to review literature on workplace incivility during periods of 

reorganization and downsizing. 

Incivility in the Workplace during Periods of Organizational Change 

   Despite contentions that organizational change and aggression are linked, there 

is a paucity of literature supporting this fact.   Work on the psychology of organizational 

change has focused on the personal changes employees undergo when faced with job 

insecurity and perceived injustice (Bryant and Cox, 2003). This has left a significant void 

in the workplace psychology literature.  The following section provides an overview of 

literature on workplace incivility during periods of organizational change.  

Recognizing the need for scholarship on the subject of organizational change, 

Bryant and Cox (2003) examined workplace violence in the context of large-scale 

industry changes in Latrobe Valley, Australia.  The industries examined included, 

electricity supply, paper manufacturing, health care, water, and education. Violence was 

defined as, “any harassing or threatening behavior sent by employee or employer, 

physical or psychological, that involves elements of fear, isolation and exclusion, 

intimidation, assault or abuse” (p. 567).  Bryant and Cox (2003) found a positive 

relationship between levels of fear and uncertainty and instances of vertical aggression. 
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As uncertainty and fear associated with organizational change increased, acts of violence 

escalated from managers isolating employees and excluding employees from the decision 

making process to managers engaging in acts of violence.  

Baron and Neuman (1996) studied the relationship between different types of 

workplace change and the prevalence of perceived aggression.  The authors found a 

positive relationship between aggression and the perceived impact the change had on the 

employee’s work. Changes that increased incidents of workplace aggression included: 

using part-time employees, changing management, increasing diversity, monitoring 

employee performance with computers, reengineering work, and reducing budgets.  

Despite downsizing being the second most frequently experienced change, downsizing 

was not significantly correlated to changes in reported aggression. 

  Salin (2003) found high levels of stress derived from high workloads, time 

pressures, and hectic work environments encourage bullying in the workplace.  The 

author also found bullying is endorsed when high levels of internal competition and a 

politicized climate exist.  An interview excerpt from Bryant and Cox’s (2003) study 

substantiates this point, “The situation was created where people were…manipulated into 

competing for the same positions…and that created problems…The whole process 

facilitated some people taking camps, looking after themselves, and making decisions 

that hurt others” (p. 576). The study concluded by noting downsizing is an organizational 

process that motivates aggression.  

Though the findings by Salin (2003), Hauge, Skogstad, and Einarsen (1997), and 

Bryant and Cox (2003) appear to challenge Baron and Neuman’s (1996) claim that 

downsizing is not strongly correlated to acts of aggression, there may be times when 
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downsizing does not ignite aggression.  For instance, not all downsizings result in higher 

workloads, time pressures, and a hectic work environment.  In some organizations 

seasonal hiring and layoffs are expected (e.g., retail, farming, and construction).  In these 

organizations downsizings are an expected part of the job.   

Second, organizational downsizings do not always affect everyone in the 

organization.  It is plausible that some of the subjects in Baron and Neuman’s (1996) 

study experienced working in an organization that went through a downsizing but were 

not part of a group whose job was at risk.  This may explain why the subjects in Baron 

and Neuman’s (1996) study did correlate job restructuring to acts of workplace 

aggression but not to downsizing. 

The Role of Personal Motives during Periods of Reorganization and Downsizing 

  Personal motives have not been directly examined in the study of workplace 

aggression. This is unfortunate because understanding personal motives is likely a key 

component of understanding nursing aggression within organizations undergoing 

structural change. The definition of motive varies by discipline.   From the field of 

psychology; Bernard, Mills, Swenson, and Walsh (2005) conceptualize motives as 

cognitive structures that guide behaviors and interests.  Mills (1940), a Sociologist, 

defines motives linguistically as, “imputed or avowed answers to questions concerning 

conduct” (p.905).  Motives help explain or justify a person’s behavior. 

Although motives can help explain an individual’s behavior, they do little to 

explain why an individual chooses to persistently engage in certain behaviors over other 

behaviors (Bernard et al., 2005).    Understanding why individuals choose to behave in a 

certain way requires examining motivation.  According to Bernard et al. (2005), 
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motivation guides purposeful action and behavior over time for the purpose of reaching a 

future goal.  

Scholarship on motivation has been studied from three perspectives.  These 

perspectives are the biological, behavioral, and cognitive.  Biological perspectives 

maintain motivation is genetically driven by instinct and need (Bernard et al., 2005).  

Biological perspectives do not consider motivation to be a conscious or cognitive 

function nor do they associate behavior with environmental variables. Since cognitive 

and mental processes precede behavioral responses and because cognitive and behavioral 

responses affect behavior over time, the biological perspective has a very limited reach 

and little application in the study of nurse-nurse aggression.   Studies using the biological 

models have focused on understanding aggression from a physiological perspective (e.g., 

the role of genetics (temperament) and hormone levels in the expression of aggression) 

(Vessey et al., 2010). 

 Behavioral perspectives maintain a causal relationship exists between motives 

and the environment. According to Bernard et al. (2005), “…behavior followed by a 

satisfying state or reward is more likely to be repeated, whereas behavior that is followed 

by an unsatisfying state or punishment is less likely to be repeated” (p. 132).    

Hutchinson et al., (2010) found lateral aggression is sustained when individuals who 

engage in aggressive acts are either rewarded through favoritism and/or promotion or 

encouraged through lack of disciplinary action.  Taylor (2001) asserts aggression has 

been normalized as an effective method of management and promotion in the nursing 

profession. Since power and promotion are both strong motivators, behavioral 

perspectives may help explain why nurses engage in aggressive behavior. 
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The cognitive perspective consists of two schools, cognitive- behavioral and 

cognition.    Cognitive perspectives focus on mental processes and assume humans are 

rational beings capable of consciously making decisions based on intrinsic motivation 

and anticipated outcomes (Bernard et al., 2005).  Bernard et al. (2005) contend cognitive 

perspectives are best equipped to analyze thought processes and the outcomes that result 

from these processes.  Although the cognitive perspective could help deepen the 

profession’s understanding of how nurses think and behave so as to better understand 

what it is like to be a nurse, the cognitive perspective can do little to explain why nurses 

think and behave the way they do (Bernard et al., 2005). 

The second school, the cognitive-behavioral perspective is an amalgamation of 

the behavioral perspective and the cognitive perspective with a focus on behaviors.  

Lateral aggression is a conscious process deliberately carried out by rationale individuals 

to achieve a specific outcome (e.g., power, promotion, fitting in, etc.).  Though much of 

the work on lateral aggression could be analyzed from the cognitive perspective, few 

studies have tried to understand the underlying motivation for aggressive behavior.  By 

failing to explore the motives behind destructive behavior, nursing research may be 

overlooking an important aspect of nurse-nurse aggression. 

Summary 

During the time of this study the economy was in a recession. Poor economic 

conditions coupled with healthcare reforms have produced financial privation for many 

organizations in the health care industry. To meet financial goals, many organizations 

have opted to restructuring and downsizing their workforce. Research in the field of 

nursing suggests reorganization and downsizing are antecedents to lateral aggression.  
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These findings support this paper’s presumption that the prevalence of organizational 

restructuring and downsizing in healthcare may contribute to the prevalence of lateral  

aggression in the nursing profession.  

The purpose of this study is to understand what it is like to be a bedside nurse in a 

hospital setting during an organizational restructuring and downsizing. To meet this 

purpose, this study will answer the following research questions: 

RQ1:  What is it like to be a registered nurse in a hospital setting during 

reorganization and/or downsizing? 

RQ2: How do registered nurses who have experienced a reorganization and/or 

downsizing in a hospital setting construct and understand the nature of 

interpersonal relationships during the restructuring? 

RQ3: How do registered nurses, who have experienced a reorganization and/or 

downsizing in a hospital setting, construct and understand the behaviors of 

themselves and their co-workers during the restructuring? 
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Method 

Numerous studies have examined lateral aggression in the nursing profession 

(Farrell, 1997; Farrell, 1999; Freshwater, 2000; Jackson et al., 2002; Lewis, 2006; 

Meissner, 1986; Roberts; 1983; Roberts, 2000; Roberts, 2009).  In the last decade, study 

of the phenomenon has proliferated in response to a nursing shortage (Stanley et al., 

2007) and evidence that lateral aggression reduces the quality of care rendered to 

hospitalized patients.  Research has linked the prevalence of lateral aggression in the 

nursing profession to oppressed group behaviors (Dunn, 2003; Farrell, 1997; Farrell, 

1999; Freshwater, 2000; Griffin, 2004; Roberts, 2003; Roberts, 2000; Roberts, 2009; 

Taylor, 2001), structural variables within organizations (DeMarco et al., 2008; Embree & 

White, 2010; Farrell, 2001; Hutchinson et al, 2006a; Hutchinson et al., 2006b; 

Hutchinson et al., 2006c; Hutchinson et al., 2008a; Hutchinson et al., 2008b; Hutchinson 

et al., 2010) and organizational changes such as downsizing and reorganization (Bryant 

and Cox, 2003; Greenglass & Burke, 2001;  Hauge et al., 1997; Salin, 2003). 

The purpose of this chapter is to describe the research paradigm, methodology, 

and methods used to collect data for the current study.  This study employed a qualitative 

research design to examine the experiences of registered nurses working at the bedside 

during a period of reorganization and downsizing. Specifically, this study selected a 

constructivist paradigm to understand the phenomenon of reorganization and downsizing 

as lived by nurses.  The following section offers an overview of the specific research 

paradigm, methodology, and methods used to complete this study; and the rationale for 

each selection. 
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Purpose of the Study 

Research exploring lateral aggression in the nursing profession has yet to explore 

the possible connection between lateral aggression and organizational change.  The 

purpose of this study was to understand the nature of what it is like to be a registered 

nurse working at the bedside in a hospital undergoing a reorganization and downsizing to 

see if lateral aggression was a theme that emerged from the data. To realize this 

objective, this study asked the principal question, “What is it like to be a registered nurse 

in a hospital setting during reorganization and/or downsizing?” 

Lateral aggression is a complex and multi-dimensional phenomenon. The 

principal question alone lacks the depth needed to fully realize and understand the 

presence of lateral aggression during periods of reorganization and downsizing.  Lateral 

aggression is both a behavioral phenomenon and a relational phenomenon.  Therefore 

two supporting questions were also investigated.  These questions included: 

1. How do registered nurses who have experienced a reorganization and/or 

downsizing in a hospital setting construct and understand the nature of 

interpersonal relationships during the restructuring? 

2.  How do registered nurses, who have experienced a reorganization and/or 

downsizing in a hospital setting, construct and understand the behaviors of 

themselves and their co-workers during the restructuring? 

Research Paradigm 
 

All good qualitative studies begin with a problem of interest and a high level 

concept of the most appropriate philosophical paradigm (Creswell, 1998).   A paradigm is 

a core set of beliefs and basic assumptions that influence the way an object, thought, or 
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experience is perceived, interpreted, and understood. Gruba and Lincoln (1994) add to 

this conceptualization by noting, “[A paradigm] represents a worldview that defines, for 

its holder, the nature of the ‘world,’ the individual’s place in it, and the number of 

possible relationships to that world and its parts…” (p. 107).   Gruba and Lincoln (1994) 

maintain there are three fundamental questions that define research paradigms.  These 

questions are the ontological question, the epistemological question, and the 

methodological question.   

Each defining question establishes the nature of truth.  Specifically, ontological 

questions define the truth of reality, epistemological questions define the truth of how we 

know what we know, and methodological questions define the truth of how the problem 

should be studied (Heron & Reason, 1997).  The follow section explores these three 

questions with regard to the current study.    

The first vital question a researcher must address is the ontological question 

(Gruba & Lincoln, 1994). The ontological question asks, “What is the nature of reality?” 

(Creswell, 1998, p. 75).  Discernment of reality is the logical first step in determining the 

most appropriate research paradigm.  Reality is defined by a research endeavor’s goals 

and research questions. The goal of the current study was to understand, through the 

experiences of those who have lived it, what it is like to be a registered nurse working at 

the bedside during a period of reorganization and downsizing.  Because the goal of this 

study was to create a subjective understanding of reality, a constructivist paradigm was 

selected.  

Ontologically, constructivism refutes the idea of one true reality in favor of 

believing reality is a constantly evolving way of knowing.  The constructivist paradigm 
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maintains reality cannot be right or wrong, just more or less informed (Van Manen, 

1990).  Gruba and Lincoln (1994) describe the ontological underpinning of 

constructivism in the following way, “Realities are apprehendable in the form of 

multiple, intangible, mental constructions, socially and experientially based, local and 

specific in nature, and dependent for their form and content on the individual persons or 

groups holding their contents” (pp. 110-111).  Because reality is experientially based, it 

can change over time as individuals learn through new experiences (Gruba & Lincoln, 

1994). 

Constructivism also complements the study of lateral aggression because lateral 

aggression is a socially and cognitively constructed phenomenon.  Studying lateral 

aggression is difficult because it is context specific.  The same actions that may be 

construed as lateral aggression in one interaction may not be construed as lateral 

aggression in another interaction.  The study of lateral aggression warrants the use of a 

paradigm capable of exploring a complex, multi-dimensional, phenomenon that can 

simultaneously be true or untrue based on embedded perceptual and contextual meanings. 

The second question is the epistemological question (Gruba & Lincoln, 1994).  

The epistemological question asks, “What is the relationship between the researcher and 

that being researched?” (Creswell, 1998, p. 75). Constructivism maintains knowledge is 

derived from interactions between the researcher and the participant. Gruba and Lincoln 

(1994) note, “The investigator and the object of investigation are assumed to be 

interactively linked so that the ‘findings’ are literally created as the investigation 

proceeds” (p.111).  Epistemologically, constructivism was selected because allows for 

heuristic research.  
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Heuristic research is a form of phenomenological inquiry that incorporates the 

experience and knowledge of the researcher.  According to Patton (2002), “The 

uniqueness of heuristic inquiry is the extent to which it legitimizes and places at the fore 

these personal experiences, reflections, and insights of the researcher” (p.108).  Though 

personal experience can be a source of bias, discarding personal experience can result in 

important data being overlooked, misunderstood, or misinterpreted.  This may be 

especially true when the meaning is embedded in context, as is often the case with lateral 

aggression.  

The third question is the methodological question (Gruba & Lincoln, 1994).  The 

methodological question asks, “What is the process of research?” (Creswell, 1998, p.75). 

Constructivist paradigms, which are derived from phenomenological philosophies, are 

best studied using hermeneutic approaches because the purpose of inquiry is to 

reconstruct the understandings that people hold about the nature of an experience (Gruba 

& Lincoln, 1994).  In the current study constructivism will be used as part of a 

hermeneutic study examining how nurses with different frames of reference and ways of 

knowing construct and interpret the reality of reorganization and downsizing.  The 

following section provides an overview of the research methodology used to frame this 

study.  

Methodology 

Phenomenology is a philosophical methodology, positioned within the sphere of 

interpretive/constructivist paradigms, which seek to understand the structures or essences 

of an experience without reducing the experience to an explanation, theorem, assumption, 

or generalization.  Put simply, phenomenology is the study of lived experiences as we 



Survival of the Fittest 

77 
 

live them (Van Manen, 1990).  According to Van Manen (1990), “Phenomenology asks 

for the very nature of a phenomenon, for that which makes some “thing” what it is- and 

without which it could not be what it is” (p. 9).  By subjectively examining the nature of 

reality, phenomenology seeks to understand the “life-world” of human beings.   

 Phenomenological inquiry is comprised of two research traditions, descriptive 

phenomenology and interpretive phenomenology.  As the name implies, descriptive 

phenomenology seeks to describe the lifeworld as it appears in the conscious without 

interpretation or imposed meaning. Because descriptive phenomenology tries to 

objectively realize the essences of an experience, as the experience occurs in the mind of 

the creator, researchers must transcend or bracket past experiences, judgments, and 

biases (Laverty, 2003).  

Interpretive phenomenology, which includes hermeneutic phenomenology, seeks 

a “mediated description” of the lifeworld (Van Manen, 1990) to understand how past 

experiences cumulatively effect individuals and microcosms (Laverty, 2003). The 

interpretive tradition recognizes the way a researcher interprets the lifeworld of a second 

person is subject to the researcher’s orientation to the phenomenon. Instead of bracketing 

or transcending judgments and prejudice, researchers are encouraged to reflect on their 

orientation to the phenomenon and use this orientation throughout the analysis process to 

clarify understanding and derive meaning. 

Hermeneutics, as it is practiced today, was influenced principally by the 

philosophies of Martin Heidegger and Hans-Georg Gadamer (Laverty, 2003).  Heidegger 

is often given credited for developing the philosophy of modern hermeneutics.  

Heidegger’s work marked the departure from descriptive phenomenology toward a new 
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way of knowing, founded on the premise that humans are incapable of bracketing 

historical understandings, prejudice, and judgment.  (Laverty, 2003).   

Heidegger believed humans are in a perpetual interpretive state, deriving meaning 

from the world as the world is created through meaning.  The world an individual creates 

is dependent on the individual’s background and prior understanding. Heidegger referred 

to background knowledge and understanding as pre-understanding (Laverty, 2003).  In 

Laverty’s (2003) words, pre-understanding consists of: 

… the meanings or organization of a culture that are present 
before we understand and become part of our historicality of 
background. Pre-understanding is not something a person can 
step outside of or put aside, as it is understood as already being 
with us in the world. 
 

Heidegger conceptualized interpretive phenomenology as the study of how people are 

situated in the world and how this position influences interpretations of reality.   

Heidegger’s focus on historical meanings and the influence these meanings have on the 

interpretation of reality shifted the philosophical paradigm of phenomenology from an 

epistemological paradigm of what people know and how they know it, to an ontological 

paradigm examining how individuals create and understand their reality (Laverty, 2003). 

 Hans- Georg Gadamer, a student of Heidegger, is often described as the most 

influential philosopher in the field of hermeneutics (Malpas, 2009). Gadamer expanded 

Heidegger’s work to explore the nature of understanding.  For Gadamer, understanding 

begins with the assumption that individuals wanting to understand a given phenomenon 

already have a connection to the phenomenon (Laverty, 2003). Stated otherwise, 

individuals are impelled to explore unknown phenomena, when the nature of such a 

phenomena touches their lives (Rees, 2003).  According Rees (2003) the purpose of 



Survival of the Fittest 

79 
 

hermeneutics is to “encounter” and “deal with” these unknown phenomena. 

 Gadamer uses the concept of horizons to conceptualize the construction of 

understanding.  A horizon is everything visible from a particular point of view or vantage 

point (Gadamer, 1998/1960).  Horizons can consist of tangible objects or worldviews and 

can change over time.  The breadth of an individual’s horizon is dependent on the 

individual’s experiences with the world.  Individuals who live a relatively isolated life 

and do not interact with the world have a more limited perspective than individuals who 

actively seek out opportunities to challenge their worldviews and broaden their horizons 

(Rees, 2003). 

Horizons dictate how individuals experience life by either expanding or limiting 

interpretations of the world. Understanding and interpretation influence each other as one 

and therefore an individual’s perspective is only as broad as their horizon (Rees, 2003).  

For those who question the unknown, the opportunities for growth are limitless.  As Van 

Manen (1990) notes, “…no single interpretation of human experience will ever exhaust 

the possibility of yet another complimentary, or even potentially richer or deeper 

description” (p.32).  Those who do not question reality remain limited in what they can 

see and value only that which is explicitly given to them. 

Understanding does not take place in the presence of certainty and thus horizons 

cannot expand without engaging in dialogue with the world.  As the individual 

participates in a dialogue with the world, his or her perceptions are influenced by the 

contributions of others.  As he or she questions assumptions and interpretations derived 

from these interactions, new ideas come forth that further influence interpretations of the 

world.  What evolves is a meaning that is much deeper and richer than any meaning that 
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would have evolved in isolation. In Gadamer’s (1960/1998) words: 

Understanding is always more than merely re-creating someone 
else’s meaning. Questioning opens up possibilities of meaning, 
and thus what is meaningful passes into one’s own thinking on 
the subject...To reach an understanding in a dialogue is not 
merely a matter of putting oneself forward and successfully 
asserting one’s own point of view, but being transformed into a 
communion in which we do not remain what we were. (pg. 375) 
 

When something that was once alien becomes known and comfortable, and when 

participation in a dialogue with the world produces a richer, more complete 

understanding of a phenomenon, then a fusion of horizons has occurred.  

Phenomenological studies seek to fuse the horizons of readers engaged in the study’s 

text. 

The methodology of this study was guided by Gadamer’s hermeneutic approach. 

Based on the goals of this study, a hermeneutic phenomenological approach was 

considered most appropriate.  Phenomenological studies seek to understand the nature of 

a phenomenon.  The phenomenon this paper aims to explore is the experiences of 

registered nurses during periods of reorganization and downsizing.    

Understanding the phenomenon of reorganization and downsizing as fully as 

possible at this moment in time requires a methodology capable of extracting rich, 

detailed data.   Hermeneutic phenomenology complements these needs in addition to 

allowing additional interpretation by the researcher based on experiential knowledge.  

This is especially important in the current study. 

Research Design 

Participants. 

Eight registered nurses were interviewed for this study.  Each nurse had 
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undergone a prior reorganization and downsizing while working at the bedside in a 

hospital setting. Interviews were audio recorded and transcribed by the researcher.  The 

decision to transcribe interview data was based on several considerations including the 

desire to extract rich, detailed data; and the desire to not add additional researcher bias.    

Transcripts were reviewed while listening to the audio recordings to ensure accurate 

transcription.  Table 2 summarizes the characteristics of the participant group.  A more 

detailed description of each participant can be found in Appendix A. 

Interviews. 

 Interviews can be described as a conversation between a researcher and an 

informant (Berger, 2000).  In hermeneutic phenomenology, interviews serve two 

purposes.  First, interviews are a method of extracting experiential data.  Second, 

interviews support the development of an effective conversational relationship with the 

participant (Van Manen, 1990). Each interview was opened with a series of demographic 

questions.  Demographic questions helped ease the interview into a conversational state 

and also provided background data to contextualize the experiences of each nurse. 

After moving through the demographic questions, the interview transitioned to a 

series of semi-structured interview questions designed to inform the three main questions 

of this study.  A list of interview questions is contained in Appendix B.  A semi-

structured interview format was selected for two reasons.   

First, the use of semi-structured interview questions directed participants to the 

phenomenon being studied without placing constrains on how the participants described 

their experience.  All eight interviews started with the broad question, “Describe what it 

was like to be a registered nurse during a time of reorganization and/or downsizing”.  
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This open ended question allowed nurses to tell their story or stories without being led in 

a particular direction by the researcher.  Inevitably there were times responses digressed. 

When this occurred participants were brought back to the subject with more direct 

questions. 

Table 2: Description of the Respondents 

 

Second, semi-structured interviews allowed each participant to tell their unique 

story in their own way, while also making sure certain important questions were 

consistently answered.  Structuring the interview around specific questions helped ensure 

Part. 

Years of 
Experience 
Practicing in 
Bedside RN 

role 

Specialty Area 

Experience with 
Reorganization 

and 
Downsizing as a 

RN 

More than one 
Reorganization 

and Downsizing? 

In a 
Hospital 
Setting? 

As a RN? 
 
 

Union Nurse at 
Time of 

Reorganization 
and 

Downsizing 

RN 
Management 
Experience? 

A 2 Cardiac Yes Yes No No Yes No 

B 2 Labor and 
Delivery 

Yes Yes No No Yes No 

C 12 Cardiac, 
Med.-Surg. 
Orthopedic 

Yes Yes Yes  
Yes 

No Yes 

D 20 
Emergency 

Room 
 

Yes Yes Yes  
Yes 

No Yes 

E 43 Med.-Surg. 
Cardiac 
Rehab 

Yes Yes Yes Yes No Yes 

F 34 Critical care, 
Orthopedic, 
Float Pool 

Yes Yes Yes Yes Yes No 

G 25 Emergency 
Room 

Yes Yes Yes  
Yes 

No No 

H 15 Med.-Surg. Yes Yes Yes Yes No Yes 
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the attainment of comparable data.  Having pre-determined interview questions also 

ensured all the questions were asked, which was useful during the longer interview 

sessions.   

Individual interviews varied in length based on the participant’s responses. 

Interviews were conducted until the point of saturation.  According to Laverty (2003), 

saturation occurs when, “a clearer understanding will not be found through further 

discussion” (p. 18).   The average interview lasted just over an hour.  Overall interview 

times ranged from thirty minutes to two hours.  

Sampling technique. 

 Participants were recruited using purposeful sampling. Purposeful sampling was 

deemed most appropriate because participants needed to be selected based on their 

knowledge of what is like to be a bedside nurse during a period of reorganization and 

downsizing (Babbie, 2004).  The use of purposeful sampling is requisite in 

phenomenological inquiries because participants need to have “lived” the experience 

being examined (Creswell, 1998).   

The recruitment process commenced with phone calls to six of the researcher’s 

former co-workers.   Five of the researcher’s former co-workers initially agreed to 

participate in the study; however, two decided to opt out prior to their scheduled 

interview.  Phone calls were placed to personal contacts including the director of a 

university nursing program to solicit potential participants.   This approach yielded three 

additional participants.     

After exhausting person contacts, recruitment turned to snowball sampling and 

online nursing forums.  Snowball sampling is a term used to describe the process of 
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asking study participants to refer acquaintances who meet the study’s inclusion criteria 

and who may be interested in becoming a participant (Babbie, 2004).  In the current 

study, snowball sampling yielded two additional participants. 

Recruitment also took place online.  Requests to participate in the study were 

placed in two high traffic nursing forums and on an online classroom forum at a local 

university.  Two participants were obtained via online recruitment; however, both 

participants were unwilling to use WebEx (an online teleconferencing tool) and opted out 

of the study prior to their interview.  

Inclusion criteria. 

 Inclusion criteria are requisite for purposeful sampling.  In the current study, 

inclusion criteria consisted of being a licensed registered nurse, who experienced a 

reorganization and downsizing, while working at the bedside in a hospital setting.  As 

noted in the literature review a deficiency in current research is inconsistently sampling 

bedside “nurses”. To avoid replicating this problem, the current study only included 

registered nurses who had experienced a reorganization and downsizing while working as 

a bedside nurse. 

Sample size. 

Phenomenological studies provide a comprehensive, first person, account of an 

individual’s life-world.  Van Manen (2007) articulately describes the purpose of 

phenomenology in the following way, “phenomenology is, in a broad sense, a philosophy 

or theory of the unique; it is interested in what is essentially not replaceable” (p.6).  The 

purpose of engaging in hermeneutic inquiry is to obtain a contextually rich description of 

what is like to live an experience. Phenomenology sacrifices statistical validity for detail 
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rich data that cannot be generalized beyond the individual or group of individuals for the 

purpose of finding broad essential themes that may be a component of the phenomenon 

irrespective of person or organization. 

The ideal sample size for phenomenological studies varies.  Creswell (1998) 

endorses a sample size of three to ten participants. Cohen, Kahn, and Steeves (2000), 

contend sample size should be based on the intensity of the subject matter.  Intensity is 

determined by measuring the duration of the event and frequency of contact with 

participants.  The authors maintain the measurement of intensity should be based on 

findings within literature reviews and personal experience with the phenomenon. 

This study consisted of a sample of eight nurses. A smaller sample size was 

selected on account of the detail this study sought to obtain and the intricacy of the 

phenomenon.  Prior to this study, research had not explored the experiences of nurses 

during periods of reorganization and downsizing for the purpose of exploring lateral 

aggression.  Lateral aggression is a complex structure with roots in several other 

phenomena.  In order to thoroughly explore the interconnectedness of the experience and 

lateral aggression, this study opted to study a smaller sample.   

Sample demographics.  

Eight nurses who had experienced a reorganization and downsizing while 

working at the bedside in a hospital setting were interviewed.   Of the participants 

interviewed, six were female (75%) and two were male (25%).  Years of nursing 

experience varied significantly.  Two of the participants (25%) were novice nurses with 

only two years of experience and six of the participants (75%) were seasoned nurses with 

12 to 43 years of bedside experience.  Table 2 provides a summary of the participant 
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demographics.  Although this study set out to have an equal number of seasoned and 

novice nurses, the novice nurse sample became disproportionately low after two novice 

nurses opted out of the study.  

Participants represented a wide range of specialty areas including the emergency 

room (25%), labor and delivery (12.5%), cardiac telemetry/intermediate care (25%), 

medical-surgical (12.5%), cardiac rehabilitation (12.5%), and float pool (12.5%).  Since 

experience as a bedside registered nurse during a period of reorganization and 

downsizing was compulsory for participation in the study, all of the registered nurses 

interviewed had experienced an organizational downsizing and restructuring as an 

registered nurse.   

All six of the seasoned nurses had experienced multiple restructurings and 

downsizings while working as a bedside nurse in a hospital setting.  In contrast, the 

novice nurses had just experienced their first reorganization and downsizing as a bedside 

nurse.  Though both novice nurses had just recently experienced the phenomenon of 

reorganization and downsizing as a bedside registered nurse, both had experienced 

reorganizations and downsizings in other professions.  Specifically, Participant A had 

experienced a reorganization and downsizing as a licensed practical nurse (LPN) and 

Participant B had experienced reorganization and downsizing in the construction 

industry.  

Unions are a structural component of organizations.  Unions can affect the 

restructuring and downsizing process by influencing the succession of reorganization and 

downsizing events.  Union contracts frequently contain provisions that seek to orchestrate 

the reorganization and downsizing of union members.  Typically, the process set forth in 
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the labor contract favors union members with the most seniority.  Union propaganda can 

also influence how union members make sense of the restructuring and downsizing 

process and consequently can affect the creation of reality.  In the current study, three of 

the eight participants experienced a reorganization and downsizing as a union nurse. 

 Finally, since past experiences and meanings are added to current understanding, 

it is important to consider the historical context that may affect retrospective 

sensemaking.  Experiences in management are salient because such experiences 

introduce an added dimension of insight.  In the current study, four of the eight 

participants had experience directly managing bedside nurses during an organizational 

reorganization and downsizing.  Participant D also had experience managing the staffing 

department and house supervisors (registered nurses who coordinate patient flow, 

respond to patient and staff emergencies, and oversee staff nurses but do not always work 

at the bedside).  Although this study is not concerned with the experiences of nurses in 

management, these experiences do shape the way nurses retrospectively make sense of 

prior reorganizations and downsizings. 

Role of the Researcher 

Self-reflection is an important part of the hermeneutic process. According to Van 

Manen (1990), “The problem of phenomenological inquiry is not always that we know 

too little about the phenomenon we wish to investigate, but that we know too much” 

(p.47).  Prior knowledge is a source of bias and prejudice.  It is important to address these 

biases and prejudices up front so they are not taken for granted while interpreting the 

data. 

As noted prior, we are inseparable from our backgrounds and pre-understandings.  
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From a research perspective this has traditionally been viewed as problematic because 

background and pre-understanding produce prejudice and bias. Because it is impossible 

to transcend these constructs, it is important to call attention to them.  By making sources 

of prejudice explicit, the researcher helps the reader contextualize interpretations of the 

data.  The following section elucidates pertinent sources of prejudice that subsequently 

influenced my interpretation of data.  

I became interested in studying the experience of being a bedside nurse during a 

period of reorganization and downsizing while working as a bedside nurse during a 

period of reorganization and downsizing. In addition to experiencing reorganization and 

downsizing as a bedside nurse, I have also experienced the phenomenon in a management 

role. My own personal experience with reorganization and downsizing has fueled my 

passion for learning more about the phenomenon. 

 As a registered nurse with experience working at the bedside during a period of 

reorganization and downsizing, I had an emic, or insider, perspective of what it is like to 

live the phenomenon being examined.  This insider perspective allowed me to have a 

personal connection with the nurses interviewed and a linguistic connection to the 

nursing terminology used throughout the interviews.  This connection was advantageous 

because the nurses felt comfortable discussing subject matter that was personal and 

emotional.  On the other hand, the professional connections that helped create a bond also 

created unique challenges. 

I had formerly worked with three of the participants for a year and a half.  After 

leaving the organization I remained connected to these individuals in addition to other 

staff within the organization. Having connections with the participants and other 
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organizational members in my personal life meant I was privy to stories and numerous 

interpretations of events occurring within the organization.  Stories and interpretations 

from sources outside of the study were a source of bias and prejudice.  Having an 

awareness of this bias and being conscious of it while interpreting interview data was 

important to maintain the integrity and meaning of the responses that were captured in a 

different period of time.  

My familiarity with the participants added an element of complexity to the 

interviews.  Nurses I had close relationships with had a tendency to abbreviate answers as 

they knew I had some background knowledge.  Answers that lacked depth required 

additional follow up questions.  In addition I found I had to go back and ask additional 

questions after realizing I had taken certain things within answers for granted. 

The timing of the interviews was also a source of bias.  During the time of this 

study I was in a management position in the field of nursing. In the month leading up to 

my meetings with the interviewees, a prominent nursing union had organized city-wide 

work stoppages.  As a result, relationships between nurses and nursing administration 

were unpleasant at best.  Although it is impossible to completely free oneself of judgment 

and subjectivity and prejudice, the analysis and interpretation of interview data was 

delayed for several months after the work stoppage to allow negative feelings about the 

professionalism of nurses to subside.  

  Finally as noted earlier, my interest in examining this phenomenon stemmed 

from my personal experience.  As part of conducting this research I completed a thorough 

literature review on reorganization and downsizing in the health care industry and lateral 

aggression in the nursing profession. Gaining background information for this study by 
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reading an array of literary works exposed me to new ideas and ways of thinking.  

Though these new ideas have expanded my horizon of understanding, they are also a 

source of prejudice and bias. 

Data Analysis and Interpretation 

 Unlike other methodologies, phenomenology does not recognize a specific step-

by-step procedure for analyzing data.  This lack of structure can be frustrating, especially 

for researchers who are unfamiliar with conducting research in this tradition.  Authors 

like Creswell (1998) outline the basic tenets of data analysis and coding within the 

tradition of phenomenology; however, these guides are informed by the philosophies of 

the descriptive traditions and provide little guidance for those wishing to conduct 

research in the interpretive tradition. 

 In his book Researching Lived Experience; Van Manen (1990) outlines six 

research activities that comprise the methodological structure of hermeneutics. The six 

research activities as noted on page 30 of Van Manen (1990) are: 

1) turning to a phenomenon which seriously interests us and commits us to the 

world; 

2) investigating experience as we live it rather than as we conceptualize it; 

3) reflecting on the essential themes which characterize the phenomenon; 

4) describing the phenomenon through the art of writing and rewriting; 

5) maintaining a strong and oriented relation to the phenomenon; 

6) balancing the research context by considering parts and whole 

 Although the numbering implies a natural order, the numbering serves only to 

delineate the different activities.  Each of the activities can occur in any order and 
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some may be completed simultaneously (Van Manen, 1990).  

Van Manen’s (1990) six research activities informed the way data was analyzed 

and interpreted in the current study.  Van Manen’s (1990) approach was selected over 

other approaches for two reasons.  First, Van Manen’s six activities are consistent 

with Gadamer’s philosophy of hermeneutics and understanding.  Second, Van 

Manen’s six activities are specific to studying phenomena in the hermeneutic 

tradition. The following offers a review of each activity and a description of how each 

activity was performed in the current study. 

Step one: Turning to the nature of lived experience.   

Phenomenology is concerned with making sense of everyday experiences in the 

lifeworld.  Van Manen (1990) assumes there is always someone interested in capturing 

and exposing some aspect of human existence.  In this case, I as the researcher am 

interested in understanding the experience of undergoing a reorganization and 

downsizing as a registered nurse.   To understand this experience I must turn to those 

who have lived it. 

Identifying a topic of interest is the first step in the process of formulating a 

research question (Van Manen, 1990).  My interest in understanding the experience of 

being a bedside nurse during a period of reorganization and downsizing stemmed from 

my own personal experience.  The desire to more fully understand the experience 

prompted me to formulate the research question, “What is it like to be a registered nurse 

in a hospital setting during a period of reorganization and downsizing?”   

Step two: Investigating experience as we live it. 

The purpose of phenomenological research is to retrospectively reconnect with a 
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prior experience to gain clarity and understanding about the nature the experience.   Van 

Manen (1990) notes, “The point of phenomenological research is to “borrow” other 

people’s experiences and their reflections on their experiences in order to better be able to 

come to an understanding of the deeper meaning or significance of an aspect of human 

experience in the context of the whole of human experience” (p. 62).  In order to 

“borrow” other people’s experiences I had to find people who had experienced working 

as a registered nurse in a hospital undergoing a reorganization and downsizing and who 

were willing to share this experience. 

After finding eight registered nurses who were willing to allow me into their 

world, I needed a way to extract these experiences.  The world of others can only be 

experienced through language. This language can be communicated textually or 

linguistically.  This study opted to use interviews to gather the experiences of 

participants.  Semi-structured interviews were used to explore the principal and 

supporting research questions.   The data from these interviews provided rich, detail 

laden descriptions of the thoughts, rationalizations, and experiences of nurses who had 

experienced a reorganization and downsizing while working as a registered nurse. 

Step three: Reflecting on the essential themes which characterize the 
phenomenon. 
 
Van Manen (1990) outlines three approaches to mine themes from data.  These 

three approaches are the sententious approach (wholistic), the highlighting approach 

(selective), and the line-by line approach (detailed).  This study utilized all three 

approaches. A description theme determination in the current study follows. 

The first stage of analyzing the data involved reading through each of the texts in 

their entirety (wholistic approach). Transcripts were read in two separate readings.  The 
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initial reading involved reading through all interview data in order.  The purpose of this 

reading was to gain a general understanding of all the data collected.  The second reading 

was more thorough and involved carefully reading through each interview one at a time 

 After completing the two initial readings, I began a third reading for the purpose 

of selecting text (selective approach).  This reading was completed in NVIVO9 to 

simplify the process of selecting and categorizing text.  As I read through the texts, I 

highlighted phrases that stood out as characterizing the experience.  Phrases that convey a 

specific theme have been referred to by other scholars as natural meaning units.  Selected 

phrases should be complete and thorough enough to allow for subsequent analysis while 

also maintaining relevance to the research questions (Lee, 1999).   

After highlighting the text, I used the selective approach to isolate specific 

themes.  The line by line technique involves reading all highlighted sentences and phrases 

and asking what the nature of each sentence cluster means about the nature of the 

phenomenon (Van Manen, 1990).  The nature of each sentence defined the theme and 

provided clarity for the successful characterization of subsequent phrases.  

Upon being classified, highlighted sentences in NVIVO9 were moved into 

“nodes” that conceptualized the theme.  This step was followed by analyzing how each 

natural meaning unit associated with the theme, fit with the research question (Lee, 

1999).  Meaning units that were not deemed an appropriate fit with the research question 

were removed from the node.  

Step four: Describing the phenomenon through the art of writing and 
rewriting. 
 
Writing is an important component of phenomenological research.  Written words 

allow hidden meanings and assumptions to be revealed and assigned significance.  It is 



Survival of the Fittest 

94 
 

through writing that the nature of human experience as observed and interpreted is 

communicated.  It is also through writing that the unnoticed nature of human experience 

is communicated.  In Van Manen’s (1990) words, “ Writing shows that we can now see 

something and at the same time it shows the limits of boundaries of our sightedness” (p. 

129).  Our capacity to “see” depends on our orientation to the phenomenon and the span 

of our horizon.  One human cannot identify all of the possible meanings or interpretations 

of another human’s experience.  Thus phenomenological studies present a unique 

interpretation of a human experience which may be deepened and refined as others study 

the experience. 

Writing also serves another important purpose.  Specifically, writing allows the 

author to share a particular experience with individuals who may never have the 

opportunity to live the experience. Though writing has a tendency to separate the 

researcher from the lived world it can also recreate the experience of living in a way that 

is more moving and more intriguing than actually living the experience (Van Manen, 

1990).  As Van Manen (1990) notes, “The narrative power of story is that sometimes it 

can be more compelling, more moving, more physically and emotionally stirring than 

lived-life itself” (p.129).  Writing is powerful to the point it can take a reader from a 

position of not being familiar with a phenomenon to feeling so familiar with the 

phenomenon they feel they have lived it.  

Rewriting is a significant part of the writing process. Van Manen (1990) contends 

rewriting allows for a deeper analysis of the phenomenon.  Each time the author rereads 

what he or she has written, new thoughts and ideas surface.  The author may find new 

ways that the parts connect to the whole, or may find the portrayal of the parts is so great 
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the whole cannot be seen. 

The results section of this study was revised multiple times.  With each revision 

new ideas and ways of describing the experience emerged.  Ideas that did not address the 

nature of what it was like to be a nurse in a hospital undergoing a downsizing or 

reorganization were eliminated while ideas that were too ambiguous to derive meaning 

were clarified.   Themes and their related subthemes were analyzed and questioned 

during each revision to determine if the themes were an essential component of the 

phenomenon. 

Step five: Maintaining a strong and oriented relation to the phenomenon.  

Maintaining orientation to the research questions is important.  Due to the 

immense amount of data collected for phenomenological studies, it is normal to wander 

off point.  In the present study there were many instances where my writing became 

distracted from the purpose of the study, became unfocused from trying to fit in all the 

data, and became overly attentive to some points while overly inattentive to other point.  

To make matters worse, my attempts to reveal every experience of every person in 

relation to the whole, the whole became lost in the parts. There was no mediation 

between the parts and the whole, a balance that phenomenology seeks (Van Manen, 

1990).   

To correct detractions from the purpose of the study, it was important to seek 

feedback from my thesis chair.  Multiple revisions were submitted in an effort to 

accurately and concisely report only the data that applied to the study.  I also elicited 

feedback from individuals not familiar with the phenomenon.  This allowed me to 

understand how individuals, who have never experienced the phenomenon, understood 



Survival of the Fittest 

96 
 

the phenomenon after engaging with the text. 

Step six: Balancing the research context by considering parts and whole.   

 Phenomenology seeks a balance between the described experience as a whole and 

the described experience of individual. The hermeneutic circle offers a way for scholars 

to move back and forth between the whole and the part and subsequently derive an 

understanding influenced by both.   Littlejohn (2002) describes the hermeneutic circle in 

the following way: 

You interpret something by going from general to specific and 
from specific to general. You look at a specific text in terms of a 
general idea of what that text may mean, then modify the general 
idea based on the examination of the specifics of the text.  Your 
interpretation is ongoing as you move back and forth between 
specific and general.  Within the circle you always relate what is 
seen in the object to what you already know. You then alternate 
between a familiar set of concepts and the unfamiliar until the 
two merge in a tentative interpretation (p. 188). 
 

To be biased is human nature.  It is common for researchers to have a high 

level conception of what they might find prior to reviewing the data and 

conceptualizing the results. This expectation of what will likely transpire is 

based on our knowledge going into the study.   

 Hermeneutic phenomenology recognizes and values the inherent 

nature of human bias.  What the researcher knows is melded with what the 

participants know to create a new horizon (Laverty, 2003).  Though 

phenomenology values the perspective of the researcher, the researcher must 

be open to revising beliefs and prejudices based on the information presented 

in the texts of participants.  Hence as the researcher moves from the 

participant’s experience to his or her own experience and then back to the 
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participant’s experience; the researcher remain vulnerable to the idea that 

what was known before examining the phenomena was not a complete 

understanding and remains an incomplete understanding. 

Ethical Considerations 

 Voluntary participation. 

 Portraying what it is like to live a particular phenomenon entails gathering rich, 

detail laden data.  Babbie (2004) contends, “Social research, moreover, often requires that 

people reveal personal information about themselves-information that may be unknown 

to their friends and associates.  And social research often requires that such information 

be revealed to strangers” (p. 63).  Although the information disclosed by participants is 

valuable for discovering new ideas and advancing the public’s understanding of a 

phenomenon, the participants do not gain anything in exchange for the information.   

 The imbalanced nature of researcher-participant relationship makes it important 

for the researcher to inform participants that their participation in the study is voluntary 

(Babbie, 2004).  In the current study, the voluntary nature of the study was discussed 

prior to each interview.  This involved informing participants of the imbalanced 

relationship (i.e., they would not be compensated in any way for participation in the 

study) and by informing participants they had the right to opt out of the study at any time.  

Several of the participants exercised this option.  The voluntary nature of the study was 

also disclosed in the consent form that each participant signed.  A copy of the consent for 

is located in Appendix C. 

 No harm to participants. 

 Participants should not be harmed during the research process.  The harm most 
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frequently realized in social science research is psychological harm. This occurs when 

questions posed by the researcher result in the participant revisiting painful experiences 

or result in the participant retrospectively questioning their behaviors or morals (Babbie, 

2004).  Participants may also suffer pain and injury to self-image if they are able to 

identify themselves within the data analysis and discussion sections.   

Anonymity and confidentiality. 

Maintaining the anonymity and confidentiality of research participants is of 

utmost importance in social science research.  Studies using phenomenology as a method 

of inquiry seek detailed descriptions of what it is like to experience a specific 

phenomenon.  The goal of this intensive inquiry is to understand what it is like to live the 

experience.  Though phenomenology offers a unique voyeuristic look into the life of 

another, it is important the identity of the individual involved remain masked.  

The importance of maintaining participants’ privacy rights cannot be understated.  

Depending on the subject matter a lapse in anonymity or confidentiality can cause 

significant harm to participants.  Anonymity is achieved when the researcher cannot 

associate a given response with a specific respondent.  Unfortunately, in the case of face 

to face interviews complete anonymity is not possible because the researcher can 

associate certain responses to specific participants (Babbie, 2004).   

When anonymity is not possible, researchers should strive for confidentiality.  

Confidentiality is achieved when the researcher can associate specific responses to a 

participant but the association between the responses and the participant is not made 

public (Babbie, 2004). Given the nature of the interviews in the current study, anonymity 

was not possible; however, participants were guaranteed confidentiality.  The agreement 
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to keep information confidential was placed on the consent form that each participant 

signed.   

To maintain confidentiality, each participant was assigned an alphabetical 

identifier (e.g., A, B, C, etc.) prior to their interview beginning.   These alphabetical 

identifiers were used during the coding process and were carried over into the results. 

All materials associated with a specific participant (e.g., audio files, transcript files, etc.) 

were labeled or saved by using the alphabetical identifier.  Information was secured by 

password protecting all documents and storing the audio tapes in a place only accessible 

to the researcher.   

  Finally, confidentiality was maintained by conducting the interviews in a place 

the participants felt safe.  Each interview took place in a location chosen by the 

participant.  Participants who felt more comfortable participating from home via phone 

were allowed to do so.  Participants were given the option to change locations prior to the 

start of the interview if they did not feel comfortable discussing the subject matter at the 

selected location. 

   Institutional Review Board. 

  Permission to conduct this study was obtained from the Internal Review Board 

(IRB) prior to commencement of the study.  The IRB reviewed the research proposal 

and the consent form to ensure the rights and interests of the participants were protected 

(Babbie, 2004).   As a standard practice, each participant was given a consent form to 

sign prior to commencement of the interview.  Interviews did not occur until the consent 

form was signed.  A copy of the consent form was given to each participant.  

Participants were instructed to contact the IRB, via the contact information provided on 
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the consent form, if they had any concerns about the study of if they felt they were 

harmed during the course of the study. 
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Results 
 

The purpose of this chapter is to present the research data and central themes that 

emerged from interviews with eight registered nurses who experienced a reorganization 

and downsizing while working as a bedside nurse in a hospital setting.  How one makes 

sense of or understands their experience depends on the individual’s background, pre-

assumptions, prejudices, and personal history.  Consequently, reality is not an absolute 

construct but rather a unique blueprint drawn from distinct experiences with the world.  

  During the data analysis process it became apparent that the personal histories of 

the seasoned nurses resulted in the formation of a reality that was much different than the 

reality of novice nurses. Seasoned nurses had experienced multiple reorganizations and 

downsizings, some of which had occurred years ago.  Seasoned nurses seemed to have a 

deeper understanding of what it was like to live through reorganization and downsizing, 

the type of understanding that comes through self-reflection and thought.  The novice 

nurses on the other hand had only recently experienced their first reorganization and 

downsizing in the hospital setting and thus novice nurses had yet to deeply reflect on the 

experience. 

A thematic analysis of the novice nurse transcripts resulted in one theme and eight 

subthemes.  The same analysis of seasoned nurse transcripts yielded two themes and 

eight subthemes.  Although the subthemes of the novice and seasoned nurses were almost 

identical, the context in which the subthemes occurred was quite different.  For seasoned 

nurses, the subthemes were the product of an unsupportive leadership structure.  For 

novice nurses, the subthemes were a product of the overarching theme “navigating a 

world of uncertainty.”   Table 3 provides a summary of the themes and subthemes that 
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emerged from the participant accounts. 

Ultimately, the different levels of understanding resulted in the decision to divide 

the analysis section into two parts.  The first part explores what it is like to be a seasoned 

registered nurse during a reorganization and downsizing.  The second part explores what 

it is like to be a novice registered nurse during a reorganization and downsizing. 

Table 3: Themes and Subthemes Identified From the Texts of Novice and Seasoned 
Nurses 
 

Novice  Nurse Seasoned  Nurse 

Navigating a world of uncertainty 
• Psychological responses to 

organizational change 
• Management Motives 
• Competing goals, unrealistic 

expectations, and disenfranchising 
work practices 

• Union Support 
• Workload 
• Unit culture 
• Nurse-Nurse relationships 
• Unprofessional practice environments 

Lack of Support from hospital 
administration and nursing leadership 
• Questionable motives 

• Physical and psychological responses to 
organizational change 

• Competing goals, unrealistic 
expectations, and disenfranchising 
work practices 

• Communication from administration 

• Workload 
• Organizational and unit culture 
• Nurse-Nurse relationships 
• Unprofessional practice environments 

 
Individual Characteristics 

 

Reorganization and Downsizing from the Perspective of a Seasoned Bedside Nurse 

“It’s always the same thing, how are they going to save money and who are they going 
to take it from while management gets raises” (Participant F). 
 

Seasoned nurses described the experience of enduring an organizational 

restructuring and downsizing as a unique, individual experience, largely contingent on 

individual characteristics such as personality and financial independence.  As Participant 
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C explained, “I think it ultimately comes down to whatever that individual has to do from 

a personal perspective in terms of financial solvency.”  Anecdotes by each participant 

revealed individual characteristics, particularly financial circumstance, governed how 

nurses reacted to the organizational change.  Although individual characteristics were 

important enough to be considered a theme, this study will abstain from a lengthy 

discussion about the role of individual traits because individual traits (e.g., financial 

circumstance) can change overtime and therefore do not capture the structural essence of 

experiencing a reorganization and downsizing.  

The individual experiences of seasoned nurses were strongly influenced by the 

actions of hospital administration and nursing leadership.  Narratives by the seasoned 

nurses provided insight into how the organization’s communication and implementation 

strategies shaped the way nurses understood and subsequently reacted to the 

reorganization and downsizing event.  Additionally, decisions made by hospital 

administration and leadership affected the workload of nurses, the environment of nurses, 

the culture of professional nursing, and also the psychological and physical well-being of 

nurse.  Figure 5 conceptualizes the themes and subthemes within the seasoned nurse 

texts.  The following section explores what it is like to be a seasoned nurse during a 

period of reorganization and downsizing. 
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Figure 5: A conceptualization of subthemes as described by seasoned nurses. 

Lack of Support from Hospital Administration and Nursing Leadership 

 Questionable motives. 

All six of the seasoned nurses questioned the motives of hospital administration 

and nursing leadership during the period of reorganization and downsizing. Participant E 

noted, “I see more politics in medicine and things like downsizing than ever before.”  

Participant F felt the politics of downsizing resulted in nurse managers not supporting the 
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needs of nursing.  Specifically, nurse managers did not help nurses obtain the tools and 

resources needed to do their jobs; but expected unit functionality to remain unchanged. In 

Participant F’s words 

I said so do they really want us to do our jobs?  If I put all these 
department things and all these other things in a row the sum total 
of it is no.  They want to be able to blame us for not being able to 
do our jobs at all odds.  And they prey on our guilt and 
perfectionism, and make us feel about this small.  And if we 
don’t get [things] done you just slap us up instead of saying how 
can we help you so that you can get this done.  We are being 
systematically undermined.   
 

Participant G believed upper administration’s incapacity to understand the experience of 

being a bedside nurse resulted in unforeseen consequences after the reorganization and 

downsizing. According to Participant G: 

Patients are frustrated in not being taken care of in a timely 
manner and then we staff are additionally criticized for our 
numbers looking bad. Why aren’t you getting these patients in, 
why aren’t you getting them out?  Well probably because you 
can’t work any faster or any harder, despite lean six sigma 
projects and everything else. They cut back too much and then 
they become so focused on the numbers that it’s [as if] they 
convince themselves that patients are widgets and all widgets are 
in a factory respond the same and take the exact same amount of 
time, patients do not. 

 
Participant G felt the individuals given control over the decision making process were too 

far removed from nursing practice.  As a result, theorized improvement plans that 

involved cutting resources failed to yield desired outcomes after implementation. 

Participant G’s sentiments were shared by other seasoned nurses.  In addition to 

questioning upper administration’s rationale for the reorganization and downsizing, 

seasoned nurses questioned whether hospital administration had a clear plan for how the 

organization would achieve desired cost savings and/or improvements.  Participant F 
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portrayed hospital administration as only caring about saving money to the detriment of 

patient care.  “We’re definitely not being set up for success.  Not with our patients and 

not with each other.  And the fact that they want to cut us even further?  It’s like yeah you 

guys really don’t have any interest in your patients” (Participant F).  Contradictory 

practices during and after the downsizing were noted by other participants as well.  

Participant C noted, “It is such a weird balance. We were downsizing and then they 

rehired.”  Participant D recalled nurses being hired into the organization after the 

organization announced plans to reduce nursing hours. 

 After two consecutive downsizings, Participant G felt her organization 

implemented the second downsizing without sufficient time to evaluate the first 

downsizing.  As maintained by Participant G, “Then the next downsizing occurred and 

people would quit for various reasons and they would say they would replace them but 

then drag their feet. I think because one followed the other it kept being an additive 

effect.”  While recalling a large scale reorganization and downsizing that included 

merging several nursing units, participant E noted, “….they did it and it only lasted two 

years.  And then they separated everything out again.”   Impulsive department 

amalgamations in the presence of new leadership visions appeared to be a common 

theme.  Participant C, Participant F, and Participant H also experienced the consolidation 

of units to reduce human resources.  Sometimes these merges were successful and 

achieved the organization’s desired outcome, while others failed resulting in subsequent 

restructurings to return the units to their original state. 

Though nurses had reservations about nursing administration’s plans or perceived 

lack of workable plans, nurses were circumspect about bringing concerns forward 
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because they did not feel supported.  Two nurses described attempts to inform the 

decisions of hospital administration. In both cases, the nurses alluded to the danger of not 

fully supporting hospital administration. 

 Participant F maintains her job was targeted after she questioned the data hospital 

administration presented to validate the reduction of nursing hours and resources.  

According to Participant F, the organization had asked nurses to help collect data to 

assess the need for nursing resources.  After the data was collected the organization 

realized the data did not support its plan to reduce nursing hours and nursing resources.  

Per Participant F, the organization remedied the problem by changing the original 

research questions. Participant F questioned administration’s tactics in a meeting held to 

announce the decision to restructure and downsize inpatient nursing.  After the meeting 

Participant F’s behavior was reported to her leader for the purpose of discipline. 

In addition to questioning the practices of upper administration, nurses also 

questioned the leadership abilities of lower ranking nurse leaders.  Participant F fervently 

believed nurse leaders strategically created and fostered a chaotic environment to 

maintain power over their subordinates during the vulnerable time of change.  In the 

words of Participant F, “[Managing through chaos] keeps everybody else off balance, and 

then you are in control.”  Participant F experienced this first hand during her most recent 

reorganization and downsizing.  On the other hand Participant C and Participant E 

believed many nurse leaders simply did not have the skills to lead and support the unit 

because many were promoted based on their performance as a staff nurse and not on their 

skill or qualifications to fill an administrative position. 

 Effectual leadership was also hindered by excluding floor nurses from the 
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decision making process.  Bedside nurses did not feel represented in the decision making 

process because their leaders, motivated to sustain their position, were inclined to make 

decisions in the best interest of senior administration. Detachment from the experience of 

being a floor nurse did not give management the capacity to understand the extent to 

which their decisions impacted the work of nurses.  As stated by Participant F,  

It’s like what the hell do you think we do all day?  Seriously.  
And the fact that our nurse managers say oh the nurses can do it; 
oh the nurses can do it.  Rubber stamp yes, rubber stamp yes, 
rubber stamp yes.  It’s like, okay let me talk.  No.  I will do what 
I can and then I pass it on, but I’m not owning it.  And just 
because they want to be seen as perfect, they take on things in our 
name because they don’t want to seem inadequate.   They never 
do a reality check.  

 
Participant F felt the egocentric decisions made by management to appease 

the organization served to pit managers and nurses against each other at the 

expense of supporting nurses through the change.   

Competing goals, unrealistic expectations, and disenfranchising work 
practices. 
 
Nurse leadership also failed to support nurses by creating competing goals, 

unrealistic expectations, and disenfranchising work practices.  Four of the six seasoned 

nurses described such practices.  Conflicting expectations placed nurses in a quandary 

and set nurses up to fail.  Nurses that described the presence of conflicting expectations 

felt they could not win or attain the outcomes desired by nursing leadership and hospital 

administration. Failure to appease nursing leadership and hospital administration induced 

feelings of inadequacy, stress, and anxiety.  The following narrative by Participant F 

articulates point: 

 The one factor keeping us off balance is pressure to tend our 
computers.  The patients don’t get the care because they want us 
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to pay attention to the computers.  And if we’re paying attention 
to the computers they want us to take care of the patient.  Take 
care of the patient, they want us to take care of the computers.  I 
think it’s really stressful for people to be in a double bind like 
that. 

 
Feelings of powerlessness emerged as nurses tried to determine which actions would 

have the least negative outcome.  Participant E noted: 

It’s been very challenging to do the customer service that they 
want us to give within the given hours.  Now I don’t mind 
working late, but they bellyache when you have overtime.  And 
then they want better customer service.  You want your cake and 
eat it too.  It’s not fair as an employee to have to justify both 
ways.  I’d like to see administration do all that. 

 
Participant F summed up the no-win situation nurses are often placed in due to competing 

goals and time constraints in the following way,  “They’re using the personality profile 

that nurses are generally givers or care takers.  They [think] they can rile up guilt feelings 

[about] all the stuff they want us to take care of. They want our souls to substitute for 

time.” 

Ineffective communication. 

 Ineffective communication also fostered an unsupportive environment during the 

reorganization and downsizing process.  Four of the six participants felt reorganization 

and downsizing plans were poorly communicated by hospital administration and nursing 

leadership.  Participant G recalled, “It just happened, you were informed of it at a 

meeting that it would be happening now”. Participants E and F also experienced hasty 

implementations.  Participant F stated,  

It was literally just an announcement and not a whole lot of 
headway time given affording people to even adjust to the 
transition.  [It felt like] one week you come to work everything’s 
cool, next week you come to work [and] ‘oh by the way next 
Monday we’re moving all the stuff. 
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Rumors explicating the details of administration’s restructuring plans were 

rampant prior to and during the reorganization and downsizing.  Two participants 

commented on the rumors that circulated prior to the reorganization and downsizing.  In 

both cases rumors were fueled by the organization’s failure to communicate 

reorganization and downsizing plans.  For instance, Participant E recalled learning about 

the organization’s plans to reorganize and downsize through another department and 

through email.  According to Participant E, “I knew the people in the print shop [and] 

they were told a month ahead.  But unless you talked to that group you’d get an email 

saying goodbye and say what!? They’ve done away with that department now too?” As a 

way of coping, Participant E came to expect news about departments or people being 

downsized.  

Nursing workload. 

 All six nurses described heavier workloads after surviving the reorganization and 

downsizing.   Participant F stated, “Half of us, we don’t get breaks anymore.  We have so 

much to do we don’t take breaks.  Some people beat themselves up because oh I didn’t 

get this done or I didn’t get that done.”  Heavier workloads were exacerbated by time 

constraints and demands to not accrue overtime. Participant G provided a detail rich 

account of workloads increasing concomitant with tightening time constraints:  

In triage they keep adding the number of items that they want you 
to have completed before the patient comes into a room, but they 
have also decreased the amount of time that they want you to 
complete it by.  So if the doctor is ready to see the patient in 
fifteen minutes then you really have less than ten to get them 
back into the room.  So that [involves] getting their chief 
complaint, data to support your triage level, complete vital signs, 
past medical history, meds at home, allergies, last tetanus if there 
is a break in skin, weight if it’s a kid, safety at home assessments, 
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suicide risk assessment, fall assessment, all that has to be asked.  
So imagine asking that of someone who is older, hard of hearing, 
or someone who says I take whatever my doctor gives me or it’s 
in the computer not realizing that all computer systems in the 
world aren’t linked yet.   

 
 Nurses felt torn between finishing tasks on time, establishing a caring 

relationship with the patient, providing good hands on patient care, and 

offering the customer service the organization expected.   

Increased workloads were the result of staffing cuts and structural inefficiencies. 

Participant E and Participant G described the impact nursing cuts had on the workload of 

survivors.  Participant G noticed shifts that were short staffed became more common after 

the hospital cut nursing hours.  The workloads were not only higher due to the emergency 

department being short staffed, but also due to the inpatient units being short staffed.  

Nurses in the emergency department could not transfer patients to the inpatient units if 

the inpatient units did not have enough nurses to care for the patients.  As a result, the 

emergency department either held patients or transferred patients to other hospitals. In 

Participant G’s words, “The floors will say we don’t have staff for that but on the first 

shift they have more nurses than we do.  We only have two and sometimes three and now 

you expect us to run a sixteen bed ER and take care of inpatients.”  Participant G’s 

anecdote shows the impact workloads and staffing have on the coordination of care 

between units. 

After the reorganization and downsizing process, reductions to nursing resources 

and nursing support increased the amount of work nurses had to complete within their 

shift. Nurses were not supportive of nurses who handed off work to the next shift and 

nursing leaders were not supportive of nurses who stayed past the end of their shift to 
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finish work.  Staying past of the end of the shift meant nurses received premium pay and 

mitigated the gains associated with the restructuring and downsizing. 

Pressure to reduce overtime in the wake of the reorganization and downsizing was 

described by Participant F, Participant E, and Participant G.  Most did what they thought 

was in the professional best interest of themselves and in the best interest of their 

patients. In Participant F’s words, “You can yell at me all day long and it’s going to go in 

one ear and out the other.   You know if you want me to get out on time then give me the 

help.”   

Nursing cuts were not the only source of heavier workloads.  Structural 

inefficiencies also contributed to increased workloads.  Participant F likely provides the 

most poignant example of how structural inefficiencies contributed to higher workloads: 

It’s very hard to get a balance because the next thing you know 
they’ve come up with something else that you’re going to 
stumble over.  Half of our phones are on one system, half of ‘em 
are on another system.  And these one phones don’t ring and 
they’re in the places that count, that are convenient, but the 
phones [we are supposed to use] are in inconvenient places.  Half 
the printers at work don’t work, half the [desktop] computers and 
computers on wheels at work don’t work…(Participant F). 

 
Participant F maintained decisions by leadership that resulted in detrimental changes to 

practice environment of nursing set nurses up to fail just as much as changes to the 

workload of nurses. 

Psychological and physiological responses to organizational change. 

Prior to the hospital implementing the restructuring and downsizing plan, stress 

and tension grew from the unknown.  As nurses began thinking about the restructuring 

and downsizing they wondered how they would be impacted.  Would they lose their job?  

Would they be forced to transfer to a different unit?     Having been through multiple 
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downsizings, many felt uncertain about their future with the organization.  Participant E, 

who worked for an organization that implemented a multi-step downsizing initiative 

noted, “There is zero security.  Zero.”  Although seasoned nurses described feeling 

anxious and insecure about their future with the organization, none of the seasoned nurses 

mentioned wanting to leave the organization. 

The stress and tension of the reorganization and downsizing process, coupled with 

structural changes that changed the work and working environment of nurses resulted in 

burnout.  Four nurses described experiencing burnout and observing signs of burnout in 

their peers. Participant E cogently noted, “After the very first downsizing I personally 

went through burnout big time because I didn’t care anymore.” Participant G observed 

signs of burnout, disengagement, and decreased work ethic increase as staff picked up 

extra shifts but also faced higher workloads on account of being short handed.  

Participant H and Participant F found burnout caused complacency and inattentiveness 

which strained relationships in an already stressful and unsupportive work environment. 

Narratives by all of the seasoned nurses revealed the reorganization and 

downsizing process influenced morale, work ethic, and attitudes about the organization.  

Changes implemented by the organization made nurses feel insignificant and devalued.  

These feelings were captured in statements like, “They want the new malleable ones 

cause they’re cheaper” (Participant F); and “You know people say oh you’ve been there 

43 years, they’re not going to get rid of you.  You wanna bet?  I’m a high priced 

employee because I’ve been here 43 years” (Participant E).  Nurses who described 

hospital administration as indifferent to retaining experienced nurses also felt 

administration was apathetic to retaining anyone who voiced dissatisfaction.  
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Participant G summed up her organization’s attitude in one line, “If you don’t like it, 

leave.” 

Morale was also impacted by the leadership style modeled by hospital 

administration and nursing leadership. Two nurses described hospital administration and 

nursing leadership as patronizing. Participant F proclaimed, “… our job is by nature 

stressful and we really don’t need the pushing, and hammering, and whipping that the 

administration does.  And the way that they do it is disrespectful...if you look at the 

language they use, it’s patronizing.”  Participant G provided the following vignette to 

illustrate the condescending nature of hospital administration and nursing leadership: 

[Medicare Patients] skew your numbers. When you have so many 
elderly  who don’t process things as quickly, who have hearing 
problems , who have med lists as long as the length of your arm, 
who have medical problems to go along with it, it skews the 
numbers. But, they don’t see that, they just say why aren’t you 
doing it faster. Well I can talk faster and I can write faster but 
they can’t answer faster. 
 

Nurses felt administration’s lack of clinical experience resulted in nurses being belittled 

and chastised for failing to meet unrealistic expectations. 

Morale continued to decline as nurses experienced the loss of co-workers while 

they continued to work in an unsupportive environment that devalued and disempowered 

nurses.  Survivor sickness resulted in nurses personifying the organization as the enemy.   

This paradigm shift created a paradox where nurses were faced with supporting their co-

workers at the expense of helping the “enemy”.   In Participant G’s hospital an 

undercurrent of “underlying resentment” formed when the hospital eliminated nursing 

hours, eliminated nursing positions, and eliminated bonus shifts to reduce the costs 

associated with salaries, benefits, and overtime pay.  Participant G described the 



Survival of the Fittest 

115 
 

dissonance she felt on days the hospital was short-staffed and she was called to come in.  

On the one hand she wanted to help her co-workers, but on the other hand she wanted to 

impact organization’s ability to function to let the organization “see” reducing nursing 

hours and benefits for the sake of profit was not the right decision.   

The desire to negatively impact the organization’s ability to function was echoed 

by other nurse participants.  Nurses were angry that their top heavy organizations were 

most concerned about profit margins and least concerned about the working conditions of 

nurses.  As nurses came to see themselves as devalued members of the organization, 

loyalty to the organization dissolved. This point was elucidated by Participant C who 

described nurses choosing to pick up higher paying shifts at competing hospitals even 

when their own organization was short-staffed and in need of help. 

Responses from five of the six seasoned nurses indicated nurses were aware their 

organization had been over zealous with staff nurse reductions.  As a result, the 

organization did not have enough nurses to cover fluctuations in the census.  Three of the 

nurses employed by hospitals offering bonus shifts described nurses manipulating the 

organization’s bonus shift policy to capitalize on short-sighted cuts. For example, 

Participant C and Participant D found nurses were not interested in picking up shifts that 

did not pay an incentive bonus.  In Participant C’s words, “People would look at their 

calendar and see [which] shifts were three and four people short. They would absolutely 

refuse to sign up for an extra shift until four hours before the shift starts [to] get paid that 

bonus.”   In line with Participant C, Participant D noted,“ They wouldn’t sign up for a 

shift because they knew there was a pretty good chance that if they waited it out they’d 

get paged on the pager system and they could make a lot more money.” 
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Nurses who were not employed by hospitals that offered bonuses for unfilled 

shifts also tried to impact organizational functioning and the bottom line. Participant E, 

who worked in cardiac rehab, refused to fit patient’s into appointments if it meant she 

would have to miss a break or stay past her scheduled shift. Having been performance 

managed for staying overtime in the past, Participant E did not perceive any benefit 

associated with helping the organization.  In Participant E’s words:  

You know they aren’t giving us the staff we need to get the job 
done so I’m gonna have to say ‘no’ when they call and say they 
want a stress test, [even]an urgent stress test.  And ordinarily I’d 
give up my lunch and go do it.  But you know I get grouchy when 
I don’t eat so if they the institution are doing that to me, am I 
gonna go out of my way? I think not.  I mean I would for many 
years have done anything for this place. 
 

For the patient this meant having to go to another hospital.  For the hospital it meant lost 

revenues and possibly lost future revenues.   Though these behaviors seem contradictory 

to the caring behaviors nurses are supposed to exemplify, Participant G believed this was 

the only way for nurses to get back needed resources.  “The longer staff pick up and fill 

those holes the less need in [administration’s] minds there is to fill it because we are 

managing and they save money on benefits and salaries.” 

Despite all six seasoned nurses experiencing a reorganization and downsizing 

while working at the bedside, only two participants described how this past experience 

helped them cope with the uncertainty of subsequent structural changes.    Participant D 

stated, “I think the nurses with the most years of experience [had] kind of lived through 

all if it [and had] seen it all.”  Likewise, Participant E (who has been employed at the 

same hospital for over 40 years) stated, “In the more recent ones I think it’s just 

something we’ve come to expect, where years ago it was a surprise.”  Some nurses did 
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not cope with the change.  Three of the six seasoned nurses provided examples of nurses 

unsuccessfully coping with organizational change following a restructuring and 

downsizing.  In each case the nurses who were unable to cope left the organization to 

pursue other opportunities. 

Organizational culture. 

 Structural changes within the organization propagated an unsupportive practice 

environment.  Participant D noticed seasoned nurses were unwelcoming to new nurses 

after learning about the organization’s intent to reduce nursing hours.  Even though the 

established nurses on the unit knew resources and help were needed to meet patient care 

needs, they were also aware of the organization’s plan to cut back staffing.  Nurses 

struggled to understand why the organization was hiring nurses after announcing plans to 

reduce nursing hours. 

The addition of new nurses prior to the reorganization and downsizing made 

established nurses feel “threatened” and created a toxic work environment that was not 

conducive to nurturing new nurses.  Three of the six seasoned nurses provided accounts 

of how changes to the nursing structure impacted the support and development of new 

nurses.  For instance, Participant D discerned heavier workloads and time constraints 

gave nurses less time to effectively teach and mentor new nurses.  Participant D 

explained, 

“[Nurses] need a lot more time to nurture [new nurses].  You 
gotta give ‘em the support, you gotta let ‘em take risks and fail, 
and you gotta be careful in how you do it.  I saw that whole 
tolerance change [when nursing hours and resources were cut].  
When there is enough time and enough people [nurses] actually 
like that teaching relationship with people.  But as [cuts] started 
to squeeze them it started to affect their staffing and I saw that 
[teaching relationship] begin to change.  
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Time constraints did not allow seasoned nurses to support new nurses.  In 

addition, new nurses were expected to do things correctly or were expected to 

do things the mentor’s way because there wasn’t time to fix mistakes.  

Unit culture. 

 Reorganization and downsizing events altered the organizational and unit culture.  

Five participants described cultural changes on the unit following the reorganization and 

downsizing.   Participant F noted, “You just learned more about each other as human 

beings”.  Some units fostered a supportive work environment throughout the 

reorganization and downsizing process.  Participant D described the obstetrics unit as one 

such group. “They seemed to stick together and didn’t socialize as much.  They tended to 

be a little more private about all of it or they discussed it amongst themselves and didn’t 

bring it out to everybody” (Participant D).  Participant D did not observe this same sense 

of cohesion on the medical-surgical units.  

On the contrary Participant E, who worked on a medical-surgical floor during a 

reorganization and downsizing, described a similar camaraderie.  In Participant E’s 

words, “They were as upset as I was.  So there was no animosity actually except toward 

the institution for doing what they did”.  Participant E also felt that staff on the unit 

“gelled” and were a “very cohesive group”.  Participant H, who worked with Participant 

E on the medical-surgical floor during the reorganization and downsizing, provided a 

slightly different account.   

Interestingly Participant H, who worked with Participant E during the medical-

surgical restructuring and downsizing, described the medical surgical nurses as a tight 

knit group that fell apart.  According to Participant H, the nurses on the medical-surgical 
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unit were cohesive until the reorganization and downsizing started happening.   As 

structural changes to the unit commenced, tension on the unit increased and relationships 

were strained.  As Participant H understood the experience, nurses initially pulled 

together but ultimately “fell apart” as the stress and tension became too much to 

surmount.   

Sometimes restructurings were not limited to the confines of a single 

organization.  Participant F experienced working though a merger with another large 

hospital.  After the merge, nurses from each hospital formed a camp. Friendships between 

the nurses of each camp started to become strained when nurses within both camps tried 

to respectfully work together as a team.  Seventeen years later, Participant F can still 

identify the two camps. 

Nurse- nurse relationships. 

All six nurses described changes to nurse-nurse relationships during and after the 

reorganization and downsizing process.  After experiencing the amalgamation of two 

hospitals, Participant F experienced hazing.  During her most recent reorganization and 

downsizing Participant F both experienced and observed “backstabbing”, “tearing down”, 

“out and out rudeness”, and “ostracizing.”  Participant F also found that people who in 

the past were kind and patient became “snippy”, “frustrated”, and had short tempers.  In 

one case a colleague attacked her professional competence.  “He told me I was a lousy 

nurse, that I should not be involved in direct patient care, and that I was an 

embarrassment to the profession” (Participant F).  Participant D believed most of the 

animosity between nurses was related to fear and job insecurity. In Participant D’s words, 

“I think it comes back to basic survival”. On the other hand, Participant G observed 
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nurses taking their anger out on each other because they did not have access to the 

individuals making decisions.  

 Participant C found nurses who were savvy with the technical aspects of nursing 

were permitted to act more abrasively toward other nurses, and through positive 

reinforcement were encouraged to act abrasively.  In Participant C’s words, “When a new 

nurse came into the picture those technically savvy nurses tended to be very non-

welcoming to that person and it was difficult for people to come in and try to help with 

the situation.” The abrasive behaviors of technically proficient nurses was not addressed 

or managed because these nurses were high performers with regard to nursing cares and 

irreplaceable resources for less technically skilled workers. 

As workloads increased nurses became less tolerant of each other.  Participant F 

provided the following description, “We are open 24/7, but each shift that comes on is 

always picking on the previous shift for not getting stuff done.  Every shift does it. 

They’ll complain about the other person and then they’ll dump on the next shift.  So it’s 

just a perpetual cycle that people get involved in”.  Participant G found nurses became 

less tolerant of each other when collectives goals did not meet individual needs.  For 

example, as a collective the nurses at participant G’s hospital did not want to help the 

hospital by picking up shifts.  However, when nurses were faced with higher workloads 

due to being shorthanded, the nurses who experienced heavy workloads became abrasive 

toward those who had passed up picking up open shifts.  

Unprofessional nursing practice. 

Personal stress, organizational stress, and cultural stress all culminated in 

unprofessional nursing practices.  Unprofessional nursing practices were defined as 
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neglecting nursing duties.  Three participants directly associated unprofessional nursing 

practices with the personal, organizational, and cultural changes that followed the 

organizational restructuring and downsizing.   These unprofessional practices reduced the 

quality of patient care and placed patients at risk for adverse health events. 

Participant G noticed staff became burnt out and apathetic to patient needs after 

working extra to fill open shifts.  Participant G described behaviors such as not answering 

call lights to avoid dealing with patient and family demands.  To avoid meeting the needs 

of patients nurses would work on checking emails or take snack breaks.  By neglecting 

patient needs, nurses jeopardized patient safety. 

Participant F described several unprofessional practices that became engrained in 

her unit’s culture following several organizational restructurings.  For example, after 

merging with another organization Participant F described a new culture of unsafe patient 

care.  In the new culture, the needs of patients were considered less important than 

making nursing work easier. This point was elucidated in the following story: 

I remember the very first shift I worked over there… I had six 
patients and one was a trach that was farthest away from the 
nursing station. His trach hadn’t been cleaned in two days [and] I 
remember I was very unkind to the nurse who gave up that 
assignment. I said the least you could do is put this individual in 
the room that he needs to be and not [put him farthest from the 
nursing station] because he’s making too much noise with his 
machines. I got ‘well that’s just the way it is and you’re going to 
have to deal with it’” (Participant F).   

 
Despite the effects of time and subsequent structural changes, the hospital unit has 

maintained a culture of placing nursing convenience over patient needs.  
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Reorganization and Downsizing from the Perspective of a Novice Nurse 
 
Coming into an environment like that, you just don’t even want to walk into work 
because the stress level is so high.  You actually develop like anxiety type symptoms 
coming to work” (Participant A). 
 

Both novice nurses worked in a union hospital undergoing a reorganization and 

downsizing.  The hospital was reducing nursing hours and positions. In accordance with 

the union contract, the hospital was required to repost all available jobs and nurses could 

then bid on the open jobs. Nurses with the highest number of seniority hours were 

allowed to bid first.  Nurses with the lowest number of seniority hours would bid last if 

jobs were still available.   

  To prevent unqualified nurses from applying to specialty areas, the hospital had 

nurses bid on jobs within “pods”.  Nurses within the medical-surgical pod bid on 

positions in the medical-surgical and medical specialty areas.  Nurses within the obstetric 

pod bid on positions within the obstetric unit.  Nurses within the critical care pod bid on 

critical care, burn unit, and emergency department positions. The following section 

provides examines what is like to be a novice nurse during a period of reorganization and 

downsizing. 

Stress, tension, and anxiety were the underpinning of the downsizing and 

reorganization process for novice nurses. Narratives from the two novice nurses revealed 

the categories within each of the major themes produced stress, tension, and anxiety.  

Figure 6 conceptualizes the reorganization and downsizing process from the perspective 

of the novice nurse.  

For some nurses the threat of job loss or a reduction in hours was too much.  

Participant A confided that at least six different nurses he worked with had sought 
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medical treatment for anxiety.  Participant A also recalled an incident of a young, novice 

nurse having a panic attack in the parking ramp upon arriving to work due to the stress 

she was experiencing working on her unit.  During this time Participant A also noted 

people, including himself, did not feel well due to work stress and anxiety about the job 

rebidding process.  Nurses coped with these feelings by calling in sick. 

 

    Figure 6: Novice nurse conceptualization of the reorganization and downsizing                        
                    process. 

 

 Other nurses turned against their co-workers because they feared being reduced to 

part-time or becoming unemployed.  Participant A described many of the nurses he 

worked with as younger, single mothers.  Prior to the reorganization and downsizing 

nurses had entered positions that were compatible with their family life and financial 
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needs.  Having to rebid for jobs based on seniority meant some nurses might be forced to 

take jobs that were not compatible with their home life or financial needs.  At the time 

these interviews took place, many of the hospitals in Participant A and Participant B’s 

city had instituted hiring freezes, meaning nurses could not readily find jobs in the 

hospital setting.  As a single parent, Participant A was worried about how the rebid would 

impact his ability to support his family. 

 Participant A provided a moving story of nurses turning against each other for 

their own self-interest.  In the story, a clique of less senior nurses targeted a more senior 

nurse who was interested in taking the only full time, eight hour, straight evening 

position.   Interested in getting one of their own into the position, the nurses began telling 

the more senior nurse how awful the evening shift was.  As a single parent, the more 

senior nurse faced a difficult decision.  She needed the full time hours but was worried 

about working on the evening shift because of the clique’s stories.  

Believing the nurses on her team had her best interest in mind, the more senior 

nurse took a part-time, 12 hour, day shift position.  After she took the position a member 

of the clique took the straight evening position. Due to her part-time status, the more 

senior nurse had to find a second job to support her family. 

Nurses also used retaliation and harassment in an effort to force their co-workers 

out of desirable positions.  Retaliation and harassment took the form of not helping the 

target, making negative comments about the target’s performance, and threatening to 

report the target to administration for making mistakes.  When seasoned nurses were 

discouraged from taking desirable positions by unit management, the seasoned nurses 

retaliated in an against the novice nurses who applied for the positions. 
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As the reorganization and downsizing came to an end, Participant A found the 

stress and tension derived from job insecurity shifted to stress and tension derived from 

schedule changes, shift changes, and higher workloads.  Participant A observed the 

following:  

And now after we’ve been done with this whole process one of 
the after effects is people are still not happy.  The situation with 
their job performance and the lack of professionalism has kind of 
gone back to normal but the stress level in the job environment 
hasn’t.”   
 

Participant A felt stress and tension was greatest on the busy day and evening shifts and 

negligible on the night shift.  Participant A shared that he and many of his colleagues 

called in sick for scheduled shifts to cope with the stress and anxiety associated with 

coming to work.  

Lack of support from nursing leadership. 

 Novice nurses spent very little time discussing leadership, and when leadership 

was discussed the conversation was contained to local nurse leaders.  Overall both novice 

nurses felt unsupported by local leadership.  Participant A described his manager as being 

determined to manage certain individuals out of the organization prior to the 

reorganization and downsizing.  This not only bred distrust but also stimulated feelings of 

stress and anxiety. 

Novice nurses also seemed to be less informed about the hierarchically low status 

local nursing leaders held.  For instance, Participant B described feelings of anger toward 

her nurse manager because the nurse manager had asked everyone what positions they 

would like posted during the rebid.  Nurses requested more 12 hour shifts, and according 

to Participant B her manager promised this would happen. When the jobs were posted the 
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number total number of 12 hour positions remained the same, but all had been changed to 

part-time positions.  Changing the 12 hour positions to part-time positions infuriated the 

obstetric nurses because many were younger women planning families.  Taking a part-

time position meant losing short-term disability benefits in addition to earning less 

money. 

Union support. 

Union presence fueled tension and anxiety in the novice nurse population.  

Language within the union contract stipulated job rebidding would be based on seniority 

hours. Participant A noted, “My stress level alone as well as my caring nature was 

affected during [the downsizing] because I did not know where I was going to end up in 

my own personal financial situation”.   Bidding for jobs by seniority meant nurses with 

the least seniority would have their position chosen for them.   

Despite the presence of union nurses in both the novice nurse and seasoned nurse 

sample, only novice nurses mentioned the union.  Novice nurses did not feel supported by 

the union.  The union’s contract language afforded job security and desirable positions to 

the nurses with the most seniority hours.   Participant B complacently questioned the 

union’s contract language while commenting, “I don’t know which is better.  Would you 

rather keep somebody who sucks but who’s been there for 15 years or someone who is 

awesome and has been there for three?”    With only two years of experience neither of 

novice nurses had earned their stay. 

The union’s lack of support and poor communication exacerbated stress and 

anxiety in the novice nurse population.  Prior to the reorganization and downsizing, both 

the hospital and the union disseminated information. Contradictory information between 
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the two sources fueled rumors and intensified feelings of stress and anxiety.  These 

feelings increased when the union could not answer the questions about the information 

that was disseminated.   

As a novice nurse with relatively little seniority, Participant A was eager for 

information and answers.  As a single parent Participant A wanted to better understand 

the size, the scope, and the organization’s plan for how the reorganization and 

downsizing would occur. Unfortunately, the union could not and did not answer any of 

these questions.  As stated by Participant A, “Our union did not have the answers that the 

RNs and everybody else needed.  And so people were making assumptions and with 

assumptions came a lot more aggressive nature [and the] verbalization of disgruntled 

comments.”   As rumors spread it became difficult to discern fact from fiction.  

Workload. 

 Both participants described increased workloads following the reorganization and 

downsizing.  Workloads increased due to cuts in non-nursing support staff hours (nursing 

assistants and clerical workers) and staffing shortages that created open shifts. Charge 

nurses also faced increased workloads, which allowed them less time to help support 

staff.  Participant A recognized the charge nurse had a larger role with more 

responsibilities following the reorganization and downsizing.  The upshot of charge 

nurses having more responsibilities was nurses had less support.  Participant A discerned 

younger nurses who still needed support were most affected by the charge nurse not 

being as available on the floor. 

Unit culture. 

Unlike seasoned nurses who identified cultural changes at both the hospital and 
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unit levels, the novice nurses focused only on changes at the unit level.  The subcategory 

“unit cohesion” emerged from the narratives of both Participant A and Participant B.   

Participant A observed a decrease in unit cohesion leading up to and following the 

reorganization and downsizing.  Per Participant A, nurses were less willing to help each 

other, were less willing to collaborate, were less collegial, and were more critical of each 

other.   Conversely, Participant B described increased levels of unit support leading up to 

and shortly after the reorganization and downsizing (Participant B transferred to another 

unit as part of the restructuring). Participant B felt this unity stemmed from the strong 

relationships between nurses who had worked together for 10-30 years. 

 Nurse-nurse relationships. 

Interpersonal relationships between nurses on the unit changed throughout the 

reorganization and downsizing process.  Following the announcement that the 

organization had a concrete plan for the reorganization and downsizing, the environment 

became competitive and unsupportive. According to Participant A, “[Prior to the 

reorganization and downsizing being announced] they would say, ‘well we have care 7 

days a week, 24 hours a day’.  Most RNs would go, ‘okay ya had a bad shift’”.  

Following the announcement Participant A described nurses becoming “nitpicky” about 

the work the prior shift completed, ridiculing nurses who handed off work to the next 

shift, and talking publically with other nurses about the nurse’s perceived professional 

weaknesses.   

 The environment remained unsupportive after the reorganization and downsizing.  

The organization had reduced non-nursing support (nursing assistants and unit 

secretaries) and had changed matrixes to utilize fewer nurses at certain census points. 
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Fewer nurses meant nurses would have to take a patient over the patient to nurse ratio 

they were accustomed to or the charge nurse would have to start taking patients.  The 

stress and decreased satisfaction that resulted from heavier workloads disallowed the 

mending of relationships and cultivated a culture that allowed nurses to be verbally 

disrespectful to their co-workers.   

Shift change was a particularly tense time as it was during this time that nurses 

reported the work that was complete and the work that still needed to be completed. 

Nurses became vocal and sometimes violently angry when work was handed off.  For 

example, Participant A described nurses going to the medication room or the store room 

after the change of shift to release anger by throwing things around the room.    

Even informal leaders struggled to effectively manage stress.  Participant A 

described incidents of charge nurses becoming short-tempered and angry with staff.  At 

one point Participant A recalled a charge nurse saying, “You need to stop being so 

disorganized and get yourself together or leave. I cannot handle my responsibilities as 

well as trying to babysit you.”  As nurses became more self-absorbed and focused on 

completing their own tasks, cohesion and camaraderie on the unit diminished. 

 Unprofessional nursing practice. 

 Participant A was the only participant to describe unprofessional practices 

throughout the process of organizational restructuring and downsizing.  As stress 

increased, the propensity for errors also increased.  Participant A described nurses, 

himself included, losing concentration and focus following news the organization would 

be reorganizing and downsizing.  As a result, the number of medication errors increased.  

Participant A admitted to making more medication errors than usual because he was more 
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focused on the financial implications of possibly losing his job. 

 Although inadvertently making a medication error is not an unprofessional 

practice, knowingly lying about making a medication error is.  According to Participant 

A the unit’s actual medication error rate was much higher than the reported medication 

error rate because nurses wittingly did not report medication errors. The rationale for not 

reporting errors was fear of job loss.  Nurses had a feeling local leadership was targeting 

certain individuals prior to the reorganization and downsizing and no one wanted to be 

reprimanded or let go on account of performance.  As fears of job loss grew, a new and 

toxic professional culture formed whereby nurses became more concerned about their 

own personal well being than well being of their patients. 

Summary 

 This chapter presented the data acquired through interviews with each of the 

participants.  The purpose of the chapter was to describe the lived experiences of 

seasoned and novice bedside nurses during a period of reorganization and downsizing.  

The results of this study indicate the experiences of novice and seasoned nurses are 

similar, in that they share many core essences, yet distinct.   The following chapter will 

further analyze the essence of being a bedside nurse during a period of reorganization and 

downsizing.
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Discussion 

The purpose of this chapter is to analyze and discuss the findings reported in the 

previous chapter.  Hermeneutic phenomenological studies are designed to explore the 

structural components of an experience in such a way that even a person who has never 

experienced a particular phenomenon can imagine what it is like to live through it.  

Unlike most methods of inquiry, hermeneutic studies are not intended to generalize or 

reduce collective experiences to a theory about human behavior. Instead, hermeneutic 

investigations are intended to increase our knowledge about what it is like to be a person 

in a particular moment of interest.  In the current study, the subject of interest is the 

experience of being a registered nurse working in a hospital undergoing a reorganization 

and downsizing.  To understand this experience the current study posed the following 

questions: 

• What is it like to be a registered nurse in a hospital setting during reorganization 

and/or downsizing? 

• How do registered nurses who have experienced a reorganization and/or 

downsizing in a hospital setting construct and understand the nature of 

interpersonal relationships during the hospital reorganization and downsizing? 

• How do registered nurses, who have experienced a reorganization and/or 

downsizing in a hospital setting, construct and understand the behaviors of 

themselves and their co-workers during the hospital reorganization and 

downsizing? 

Research questions articulate the focus of a study while also guiding the selection 

and presentation of data.  In the current study, it was recognized the differences between 



Survival of the Fittest 

132 
 

how novice nurses and seasoned nurses understood the experience of reorganization and 

downsizing became evident during the data analysis phase.  As a result, the data was 

reported separately to allow the reader to fully understand the experiential knowledge 

difference.   This section draws all the findings together so the whole experience can be 

understood.  This section is divided into three parts, each of which is associated with a 

research question.  

The Experience of Being a Bedside Nurse during Reorganization and Downsizing 

Seasoned nurses and novice nurses had different conceptualizations of what it was 

like to live through a reorganization and downsizing. For novice nurses the experience of 

being a bedside nurse was characterized by the emotional strain that stemmed from 

having to make sense of a new experience.  Job insecurity coupled with incongruous 

messages roused feelings of stress, tension, and anxiety.  Though novice nurses were 

perceptive to the cultural, environmental, and interpersonal changes that occurred during 

the reorganization and downsizing they lacked the time needed to reflect more deeply on 

what the changes meant. 

On the other hand, seasoned nurses had experienced multiple reorganization and 

downsizing events over the course of many years.  Some had experienced the 

reorganization and downsizing process as a bedside nurse in multiple organizations, 

while others had experienced the reorganization and downsizing process in multiple 

roles.  The unique perspectives derived from past experiences influenced how events 

from the past were interpreted in the present. The detail laden and analytical narratives 

offered by seasoned nurses not only conveyed individual meanings of the reorganization 

and downsizing process but also imparted knowledge about how each reorganization and 
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downsizing shaped and reshaped how nurses understood and made sense of the world. 

Each of the seasoned nurses had experienced multiple reorganization and 

downsizing events.   With each experience seasoned nurses became more informed and 

more capable of developing sophisticated interpretations of what the phenomenon meant. 

Seasoned nurses did not conceptualize the experience of undergoing a reorganization and 

downsizing as fearful or uncertain, but instead conceptualized the event as highly 

personal and filled with structural ineptitude.  Two themes characterized the experience 

of being a seasoned bedside nurse during a period of reorganization and downsizing.  

These themes were lack of support from hospital administration and nursing leadership 

and personal circumstance.   

The first theme, lack of support from hospital administration and nursing 

leadership, was the primary theme woven within the narrative texts of seasoned nurses.  

Seasoned nurses described how ineffectual decisions, inadequate support, questionable 

motives, and insufficient communication from hospital administration and nursing 

leadership affected morale, work ethic, psychological well-being, nurse-nurse 

relationships, and the culture in which nursing practice took place. Contrary to novice 

nurses, the experience of seasoned nurses allowed for a more informed construction of 

reality.  This finding was expected given the underlying tenets of constructivism which 

proclaim over time everyone develops more informed constructions of reality. Bedside 

nurses with management experience had the most sophisticated construction of reality 

and for the most part constructed a reality that was less cynical with regard to the 

reorganization and downsizing process and less critical of nurse managers. 

The second theme, personal circumstance, was not addressed in the current study.  
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Individual characteristics were not described in the current study for two reasons.  First, 

the purpose of this study was to explore the structural antecedents of lateral aggression at 

the organizational level.  Personal circumstance is an individual characteristic, not a 

structural characteristic. Second, phenomenology seeks to explore the core essences of a 

phenomenon.  The essences that form the structural framework of a phenomenon should 

persist even with change.  Personal circumstance is not only highly specific to a 

particular individual, but it is also subject to change.  With changes in personal 

circumstance the meaning of the phenomenon changes.  For this reason, personal 

circumstance was not deemed a core structural essence of the phenomenon. 

Survivor responses following the reorganization and downsizing. 

The narratives of all eight nurses indicated survivor sickness was a component of 

the organizational restructuring and downsizing process. Survivor sickness consists of an 

amalgamation of attitudes including low morale, cynicism, distrust, and anger (Burke 

2005a).  Prior research by Burke (2005a) identified survivor sickness as a component of 

all downsizing initiatives in the health care setting.  This study adds credence to these 

findings. 

Though survivor sickness is a component of all reorganization and downsizing 

events, not all employees suffer from survivor sickness.  Research over the last two 

decades has empirically proven that multiple, and sometimes conflicting, survivor 

responses exist following downsizing initiatives. Mishra and Spreitzer (1998), Spreitzer 

and Mishra (2000), and Burke (2005b) found employee responses to downsizing events 

are dependent on the individual’s perception of the event.  For some, the downsizing 

event is perceived positively, while for others the downsizing event is perceived 
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negatively. With regard to survivor responses, the findings of this study are not 

exceptional. 

Each of the nurses in the current study lived through a unique organizational 

change experience.  This study captured interpretations of these crystallized experiences 

at a particular moment in time.  The way nurses interpreted and subsequently described 

their experience of being a bedside nurse during a period of reorganization and 

downsizing denoted their survival response.  In the current study, the survivor responses 

of novice nurses differed from the survivor responses of seasoned nurses.  Specifically, 

each of the novice nurses responded fearfully to the reorganization and downsizing, while 

seasoned nurses exhibited multiple and conflicting survivor responses.   

 Seasoned nurses exhibited both positive and negative responses to the 

organizational change.  Most of the seasoned nurses responded cynically to the changes 

implemented by the organization.  Four of the six seasoned nurses (Participants E, F, G, 

and H) did not agree with the structural changes enacted by the organization and were 

skeptical of hospital administration and nursing leadership’s motives and behaviors.   The 

remaining two nurses exhibited positive responses to the restructuring and downsizing 

initiatives within their organization.  Participant C displayed an obliging response, while 

Participant D displayed a hopeful response.  It is important to note that Participants C and 

D spent more time in management roles than any of the other seasoned nurses.   

As noted prior, each of the seasoned nurses had experienced multiple 

restructuring and downsizing events.  The chronological description of each event 

proffered a method of tracing the historical origins of cynicism within this group.  An 

examination of each nurse’s experiences revealed nurses who were not supported during 
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their first reorganization and downsizing, nurses who experienced negative work 

outcomes following their first reorganization and downsizing, nurses who felt betrayed 

and/or misled following their first reorganization and downsizing, and nurses who felt the 

organization did not have a logical and/or sustainable plan prior to the reorganization and 

downsizing became skeptical of all future change initiatives.  

 Most of the nurses in the current study experienced hasty implementations with 

little communication prior to the structural change taking place.  When nurses were not 

informed of reorganization and downsizing plans in advance, nurses were unable to get 

the answers and support they were looking for.  This explains the large number of 

negative responses in the current study. 

Nurses felt unsupported by hospital administration and nursing leadership.  

Perceptions of not being supported persisted long after the initial downsizing experience.  

This finding is consistent with Burke (2005b) and Burke (2003a).  Burke (2005b) found 

nurses who did not feel adequately supported responded negatively (either fearfully or 

cynically) to downsizing events.  Burke (2003a) found nurses perceived reorganization 

and downsizing events more negatively over time while managers perceived 

reorganization and downsizing events more positively over time.  This may explain why 

the seasoned nurses with little or no management experience were cynical about the 

motives and actions of hospital leadership; while those who spent significant portions of 

their career in management roles had more positive responses. 

The survivor responses of both groups were tied to organizational support and 

reorganization and downsizing stressors.  This finding is consistent with Burke (2005a).  

What this study adds is the possibility that a relationship may exist between the variables 
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that most strongly affect survivor responses and years of experience.  For instance, 

novice nurses punctuated the emotional nature of the reorganization and downsizing 

process.  To novice nurses the process was stressful and anxiety provoking.  Conversely, 

seasoned nurses highlighted insufficient support from hospital administration and nursing 

leadership. 

Burke (2005a) found nurses who did not receive adequate levels of organizational 

support had lower morale, less motivation, more cynicism, and more distrust.   Nurses 

who experienced higher levels of stress had less job satisfaction and poorer psychological 

well-being.  In the current study, seasoned nurses spent significant amounts of time 

describing how the voracious, often unattainable, goals of leadership negatively impacted 

the work of nurses and subsequently morale.  On the contrary, novice nurses spent a 

significant amount of time describing the psychological strain brought about by heavier 

workloads and relationship changes following the reorganization and downsizing.  

Although it is interesting to compare the survivor responses of novice nurses to 

the survivor responses of seasoned nurses, when the two groups are examined together a 

new perspective emerges.  When the aggregate is considered, cynical and fearful 

responses become the two most common survivor responses.  Fearful and cynical 

responses are both destructive responses characterized by the individual feeling 

threatened by the potential for harm.  Past studies by Burke (2005b) and Greenglass and 

Burke (2002) indicate cynical responses are dangerous, particularly during periods of 

organizational change, because individuals with cynical beliefs can impede 

organizational functioning and undermine organizational strategies for supporting staff. 

To date, Burke (2005b) provides the only examination of survivor responses 
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amongst nurses in the aftermath of a reorganization and downsizing.  In Burke’s (2005b) 

study, fearful and cynical responses were most common followed by obliging and 

hopeful responses. Burke (2005b) qualified his concluding remarks by asserting the 

potential for variation between studies due to differences in how organizations implement 

and support the reorganization and downsizing process.  The findings in this study are 

similar to the findings noted by Burke (2005b).  In both cases negative survivor responses 

were most common, though Burke found fearful responses were more prevalent than 

cynical responses. 

Despite similarities between the findings of this study and the findings of Burke 

(2005b), there is one significant difference.  Burke’s (2005b) findings were empirically 

derived using a reliable and valid instrument.  The results of this study were not 

empirically derived and cannot be validated because the survivor responses were 

subjectively ascribed based on the researcher’s interpretation of participant texts.  

Furthermore, although these findings lend support to the idea that negative survivor 

responses may be indicative of how health care organizations carry out downsizings; the 

small sample size of this study precludes generalization. 

Although the findings of this study are not generalizable, the findings do suggest 

there may be a relationship between years of nursing experience, prior downsizing 

experience, and survivor responses. Prior studies have not delved into this relationship; 

however, differences between the survivor responses of novice nurses and the survivor 

responses of seasoned nurses insinuates experiential knowledge may change the way one 

thinks about and therefore responds to reorganization and downsizing events.  In the 

current study novice nurses only demonstrated fearful responses, while seasoned nurses 
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demonstrated every response but the fearful response.     

The lone finding of fearful responses amongst novice nurses can be partially 

explained by the presence of a union. Each of the novice nurses commented on how their 

short tenure placed them at risk for either not having a job or not having a job that 

accommodated their home-life needs. Prior research by Burke (2001) established less 

tenured nurses perceive less job security than more senior nurses.  In a union setting this 

feeling may be more profound due to contract language that favors nurses with the most 

seniority hours. 

 Fearful responses may also be the product of role overload.  Spreitzer and Mishra 

(2000) and Burke and Greenglass (2001) found role overload was positively associated 

with fearful responses.  Novice nurses are more likely to experience role overload than 

seasoned nurses because novice nurses tend to be less skilled and less efficient.  In the 

current study novice nurses experienced the loss of support staff and a reduction in 

charge nurse support during a period of time when nurses felt managers were looking for 

reasons to terminate nurses.  Given the circumstances, novice nurses may have had 

misgivings about their ability to perform with fewer resources which in turn may have 

prompted fearful responses. 

The outcomes of reorganization and downsizing. 

 All eight nurses described money as the impetus for reorganization and 

downsizing efforts.  As a result, nursing hours, nursing positions, and/or nursing support 

were curtailed in an attempt quickly reduce deficits.  The outcome of reorganization and 

downsizing was heavier workloads. Heavier workloads generated stress, tension, and 

anxiety as nurses struggled to care for more acutely ill patients, with fewer resources, in 
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the same amount of time.   

 Despite being responsible for more work, nursing expectations remained the same 

and often increased.  Nurses were expected to perform nursing roles, support roles, and 

supervisory roles while caring for sicker patients, with fewer resources, without accruing 

overtime. Nurses who were unable meet these expectations were reprimanded.  The 

negative outcomes associated with not completing work and/or accumulating overtime 

placed nurses in a quandary. Nurses became less willing to help co-workers on the prior 

shift because they did not want to fall behind on their own work. 

Research has examined how time/task imperatives impact the working 

relationships of nurses.  Farrell (2001) believed ineffective nurse-nurse relationships 

flourished in cultures that value time/task imperatives because nurses who are unable to 

complete tasks are censured by their peers regardless of the involvedness of their patients.  

As a result, many nurses forgo breaks to ensure their work is completed in a timely 

manner.    

The findings of within this study depict a similar reality. Prior to the 

reorganization and downsizing nurses held the philosophy that caring was everyone’s 

responsibility 24 hours per day, 7 days per week.   Following the reorganization and 

downsizing nurses became self-interested.  Self-interest manifested as doing what was in 

one’s own best interest, placing nursing convenience above patient need, and being 

indifferent to the treatment of others.   Nurses became intolerant of nurses who did not 

finish all assigned tasks within the confines of their shift, and nurses who feared negative 

responses with regards to not finishing tasks missed breaks to get everything done. 

The responsibilities of nurses filling quasi management roles (e.g., charge nurses) 
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also increased.  Higher workloads for nurses in these positions brought about an 

unsupportive practice environment, particularly for new graduate nurses and nurses who 

were new to the unit.  Traditionally the role of the charge nurse involved helping to 

support the more intensive needs of this nursing population.  With the responsibilities of 

charge nurses and floor nurses being increased, nurses new to the unit and nurses new to 

nursing were provided little support.        

 Ultimately, the experience of being a registered nurse during a period of 

reorganization and downsizing was distressing.  Nurses were not given power or control 

over their work but were held accountable for the outcomes.  In many cases, nurses were 

presented with conflicting and sometimes impossible demands.  These lose-lose 

situations placed nurses in a position of being managed regardless what decision they 

made.  With administration micromanaging all aspects of nursing, the patient became 

lost.  Nurses fought viewing their jobs as a series of tasks aimed at getting the patient out 

quickly and efficiently to meet organizational goals. 

  Higher workloads, higher and sometimes impossible expectations, long shifts 

without breaks, conflicting demands, consistent disapproval, and little outward 

appreciation for extra efforts that helped the organization gave rise to burnout.  Seasoned 

nurses were the only nurses to describe feelings of burnout and ascribed these feelings to 

picking up extra shifts, working short staffed, and being chastised for sincere efforts to 

help the organization.  A poignant example of this is being managed for accruing 

overtime despite skipping breaks to provide the care and customer service expected by 

the organization.  Nurses who worked hard to meet the expectations of the organization 

without recognition felt exhausted and used. 
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Burnout in the health care industry is rampant; and structural changes, such as 

reorganization and downsizing, exacerbate the problem.  Past research has found 

increased workloads are the primary cause of burnout after a reorganization and 

downsizing incident. Studies in the nursing discipline have found the reorganization and 

downsizing of hospitals often results in nurses working more hours and missing breaks.  

The stress associated with work intensity coupled with the emotional stresses associated 

with handling patient and family demands can give rise to burnout. The descriptions of 

burnout and the sources of burnout in the current study are in line with prior research. 

When the morale of nursing staff is low in the presence of extensive burnout, the 

priorities and behaviors of nurses can change.  Nurses provided several examples of 

unprofessional practices that flourished in the presence of emotional exhaustion, 

depersonalization, and reduced personal accomplishment. The following section 

addresses behavioral changes during times of reorganization and downsizing. 

Conceptualizing the Nature of Relationships during Reorganization and Downsizing 

 Relationships are an important aspect of organizational work life.  In the nursing 

profession relationships are especially important because nursing takes place in a team 

environment. Literature in the field of nursing suggests lateral aggression is a relational 

issue that pervades the nursing profession.  Lateral aggression is characterized by 

repetitive interpersonal conflict between individuals of an equal status.  The second 

question of this study explored the nature of relationships during periods of 

reorganization and downsizing to discern the presence or absence of lateral aggression 

during periods of organizational change. 

 Research in the field of workplace psychology has found a correlation between 
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downsizing outcomes and aggressive behaviors.  Specifically, research in this area has 

found the stress derived from larger workloads, time pressures, and a hectic work 

environment all contribute to acts of aggression (Salin, 2003). Bryant and Cox (2003) 

found downsizing initiatives breed competitive behaviors which contribute to aggression  

in several ways including, encouraging individuals to look out for their own self-interest,  

encouraging individuals to begin taking sides to gain power or an advantage, and 

encouraging individuals to engage in behaviors aimed at intentionally hurting others.  In 

the current study, the nature of aggression was related to the size of the downsizing, the 

scope of the downsizing, and outcomes or perceived justice of the downsizing.   

 All eight nurses described relationship changes following the organization’s 

announcement to reorganize and downsize.   The magnitude of relationship change was 

dependent on the size, the scope, and the design of the downsizing. Modest restructuring 

and downsizing initiatives affected relationships differently than large scale restructuring 

and downsizing initiatives.  Nurses who experienced modest structural changes described 

nurses initially coming together following the organization’s announcement of 

restructuring plans.  Relationships between nurses remained harmonious until the 

implementation phase. 

During the implementation phase relationships between nurses began to 

deteriorate.   Stress and anxiety heightened as nurses coped with the loss of co-workers 

while concomitantly managing heavier workloads.  Aggressive reductions to nursing 

hours left many units understaffed.  Staffing shortages coupled with pressures to 

complete assigned tasks without accumulating overtime resulted in burnout. As burnout 

increased morale and work ethic decreased, prompting nurses to act aggressively toward 



Survival of the Fittest 

144 
 

one another.   

 Relationship changes were especially noticeable in organizations implementing 

large scale change initiatives.  Large scale change initiatives with uncertain outcomes 

impelled nurses to compete against each other for survival.  Unlike the experiences of 

nurses involved in modest restructurings, nurses involved in large scale change initiatives 

described nurses immediately dissociating from one another.   The establishment of a 

competitive culture encouraged nurses to put their own needs before the needs of their 

co-workers, encouraged nurses to not help or support their co-workers, and encouraged 

nurses to act aggressively toward one another. 

The corrosion of nurse-nurse relationships affected all aspects of nursing. Nurses 

who were once patient and kind became impatient and callous. In addition, nurses were 

no longer inspired to care for and support each other. Instead, nurses turned inward and 

focused on their own needs. Interestingly, nurses spent relatively little time discussing the 

relational aspects of reorganization and downsizing when cohesion on the unit was 

depicted as the same or stronger.  In such cases nurses spent most of the interview 

describing workloads and expectation changes. 

  On the other hand, when cohesion was described as declining nurses spent a 

significant portion of the interview describing relationship issues, even in the presence of 

higher workloads.  This finding highlights the importance of support, both from the 

organization and from co-workers, during the reorganization and downsizing process. As 

mentioned earlier, the importance of support has been thoroughly examined in 

longitudinal studies by Burke (2003a, 2003b, 2005a, 2005b). 

Nurse-nurse relationships were not the only relationships affected during the 
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reorganization and downsizing process.  Relationships between nurses and nursing 

leadership also changed. These changes were chronicled most thoroughly by the seasoned 

nurses who seemed to have a stronger grasp on conflict that extended beyond nurse dyads 

or groups.   

Conflict between nurses and nurse leaders often stemmed from misaligned goals.  

Nurses wanted to spend more time at the bedside building relationships, while 

administrators seemed more concerned about the financial aspects of nursing care.  

Nurses wanted to spend more time on the art of nursing, while administrators seemed 

more concerned about documentation to maximize reimbursement. As administrators and 

nursing leadership worked to “mistake- proof” nursing work to realize patient care 

improvements on paper; nurses resisted on the belief that these decisions, touted as 

improving patient care, actually erected barriers that precluded the provision of high 

quality nursing care.  

  Nurses with management experience were especially attuned to how 

relationships changed following the reorganization and downsizing.  Participant C and 

Participant D described nurses as being suspicious of organizational communication 

about reorganization and downsizing plans.  In addition, nurses seemed to think local 

leaders had access to and participated in high level meetings.  Nurses became distrustful 

of leaders when leaders provided conflicting information or did not provide information 

in a timely manner.   

In the current study several nurses described not supporting nursing leaders.  

Those that described not supporting nursing leadership had negative fearful or cynical 

responses following the reorganization and downsizing.  In addition, those that described 
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not supporting nursing leaders described an absence of nurse-nurse aggression and the 

present of nurse-manager aggression.  As nurses described “mob-like” attempts to take 

back control they seemed to exude a sense of pride and accomplishment. 

Though sparse, nursing literature has described vertical aggression from staff 

nurses to nursing leadership.   Some scholars assert this phenomenon is common. For 

instance, Lewis (2006) found the bullying of nurse managers by staff nurses is more 

common that nurse-nurse bullying, especially if the manager’s decisions are unpopular.  

In the current study several instances of vertical aggression were noted including, 

intentionally not picking up shifts “to make a statement”, secretly keeping track of 

disagreeable practices to bring to the union, taking out frustrations on leaders (e.g., “So 

we’re really hostile with our manager.”) and acting rudely or abrasively toward leaders.  

The following section further explores the behaviors of nurses during the reorganization 

and downsizing process. 

Conceptualizing the Nature of Behaviors during Reorganization and Downsizing 

 The behavioral aspect of reorganization and downsizing received little attention 

within nurses’ experiential accounts.  Descriptions of personal behaviors and behavioral 

motivators were especially scant. Nurses were more apt to discuss the behaviors and 

speculated motivators of others.  This finding suggests nurses either lacked awareness of 

their own behaviors or were uncomfortable discussing behaviors that may be construed 

negatively. 

 As noted in the prior section, relationships between nurses changed after the 

organization announced plans to reorganize and downsize.  Suspicions, speculations, 

uncertainty, and distrust all culminated in nurse-nurse aggression and nurse-nurse 
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leadership aggression. Surprisingly, nurses described very little aggression from nursing-

leadership to nurses.  Though nurses felt belittled by nursing administration as a whole, 

only one nurse described abusive top-down behavior. 

The mode of nurse-nurse aggression varied. Some nurses attacked personal 

competence while others resorted to backstabbing, tearing down, ostracizing, and 

behaving rudely.  In competitive environments aggressive behaviors and/or retaliatory 

acts were more blatant, and the behavioral motivators were known.  Harassment before 

the reorganization and downsizing was aimed at coercing individuals to take positions 

elsewhere.  Harassment and retaliation after the reorganization and downsizing was 

aimed at bullying individuals out of desirable positions, particularly if the individual was 

suspected of unfairly or unjustly receiving the position. 

The account of nurses trying to discourage other nurses from staying in a 

desirable position through harassment and/or retaliation was the most poignant example 

of lateral aggression.  Other examples included nurses who were allowed to be abrasive 

on account of having excellent technical skills, cliques of nurses made insulting 

comments about specific nurses perceived to be weak and seasoned nurses who 

intentionally intimidated novice nurses.  Prior research on lateral aggression in nursing 

has noted the propensity for generational abuse in the nursing profession given the 

profession’s roots in medicine and has also addressed leadership’s failure to discipline 

technically strong nurses and cliques for inappropriate behavior. 

In the current study nurse-nurse aggression seemed more situational than target 

specificity.  For example, nurse-nurse aggression appeared to be exaggerated at the 

change of shift.  Nurses described nurses on the on-coming shift becoming verbally angry 
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when work was handed off.  It appeared this anger was not person specific but situation 

specific.  Also, many nurses described single instances of abusive, insulting, or 

intimidating behavior that had left a strong impression.  Though these behaviors 

highlighted the presence of aggressive interpersonal interactions, the behaviors were not 

demonstrative of lateral aggression because they were not persistent. 

During and after the reorganization and downsizing nurses described an 

intensification of egocentric behaviors. Nurses became indifferent to helping the 

organization in times of need unless additional compensation was offered.  In 

organizations where bonus programs were in place, nurses intentionally manipulated 

staffing policies to receive extra shift bonuses.  Nurses refused to pick up shifts unless a 

bonus was paid and opted to pick up shifts at competing hospitals if doing so resulted in 

more money.   

The magnitude of disengagement and egocentrism was more far reaching than 

manipulating organizational policies.  As nurses became apathetic to the organization’s 

plight, they also seemed to become negligent in their practice.   The narratives of both 

seasoned and novice nurses revealed unprofessional behaviors that placed patients at risk 

for harm.  Behaviors with the most serious consequences included not reporting 

medication errors and neglecting patient call lights.   

Summary 

In sum, this chapter examined the study’s findings using a constructivist 

framework.  Ontologically, constructivist theories refute the existence of a single, 

objective reality.  Instead, constructivists believe reality is a unique construct created in 

the minds of individuals. There is no true reality, just more or less informed realities Van 
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Manen, 1990).  Consistent with the objectives of hermeneutic phenomenology, this 

chapter did not attempt to reduce the understanding of nurse’s experiences to a set of 

rules or theory of human behavior.  Instead, this chapter accomplished the goal set forth 

beginning of this study.  Specifically, this chapter articulated what it was like to be a 

registered nurse during a period of reorganization and downsizing. 

Informed by the constructivist paradigm, this study found novice nurses and 

seasoned nurses envisage the reality of reorganization and downsizing differently.  

Likewise, members within each group conceptualize the reality of reorganization and 

downsizing differently depending on experiential knowledge.  The following chapter 

offers a more formal conclusion and summary of main findings.  
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Conclusion 

The study of lateral aggression in nursing has a rich history.  Roberts (1983) 

provided the first account of the phenomenon in 1983.  Since Roberts’s (1983) inaugural 

work, the study of lateral aggression has waxed and waned with changes in the health 

care economy and the supply of nurses.  Astoundingly, despite nearly three decades of 

research, very little new or original research has materialized.  Recently, scholars have 

called out the condemnation faced by researchers who refute the use of Oppressed Group 

Theory as a pretext for nursing behaviors (Duchscher &Myrick, 2008; Sheridan-Leos, 

2008).  Regrettably, the institutionalization of Oppressed Group Theory has protracted 

the paradigm shift requisite for new ideas and understandings to emerge. 

Oppressed Group Theory maintains the plight of nurses is socially constructed 

through gender and organizational classes.  Given the history of nursing, the 

demographics of nursing, and the position of nursing within the organizational hierarchy; 

oppressed group theory proffers a simple and transfixing explanation as to why lateral 

aggression exists. Unfortunately, the premises of Oppressed Group Theory, as applied to 

nursing, are limiting and plagued with inconsistencies. 

First, scholars touting Oppressed Group Theory as the preeminent paradigm for 

examining lateral aggression have given the impression that lateral aggression is unique 

to nursing. Research in the field of workplace psychology confirms this is not the case.  

Workplace incivility between members of the same working class transcends gender and 

occupational boundaries.  Likewise, oppression is a natural state within organizations.  

Structured hierarchies ascribe legitimate power to some while subordinating others.   
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Though power imbalances within organizations are omnipresent the negative 

characteristics are often highlighted while positive characteristics are discounted. 

Second, studies utilizing Oppressed Group Theory often assert nurses are 

oppressed by gender and the medical hegemony, but rarely revisit the former to address 

findings that male nurses also experience lateral aggression.  Gender provides a weak 

explanation for the behavior of nurses.  Research outside the health care setting has found 

lateral aggression is prevalent in several male dominated professions including fire and 

rescue and law enforcement.  Although the nursing profession is almost exclusively 

comprised of females, other female dominated professions with power disparities have 

received little or no attention by the academic community.  This suggests the 

phenomenon is either less common in these professions or that conflict between co-

workers in these settings lacks the compelling quality of nurse-nurse dramas. 

Third, and finally, Oppressed Group Theory cannot explain the traditions of 

lateral aggression within the medical profession.   Oppressed Group Theory maintains 

nurses exhibit oppressed group behaviors, including lateral aggression, because they are 

dominated and marginalized by the dominant physician group.  If lateral aggression is a 

consequence of being oppressed, then logically the oppressor should not experience the 

same phenomenon.   

Studies utilizing alternative methods are beginning to gain recognition (Embree & 

White, 2010; Farrell, 2001; Hutchinson et al., 2006a, 2010).  Several published works 

over the last ten years have used organizational and management theories to frame and 

explicate the prevalence of lateral aggression in nursing. Research in this area has 

empirically demonstrated a correlation between lateral aggression and structural variables 
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that mediate power.  What remains unclear is the relationship between lateral aggression 

and tangible changes to the organization’s structure. 

The constancy of change in the health care setting validates the need for research 

exploring the relationship between organizational change and nurse-nurse aggression.  

Past research has suggested the stressors associated with reorganization and downsizing 

may provide the impetus for aggression to thrive (Salin, 2003).  Little is known about 

lateral aggression during periods of reorganization and downsizing.  The purpose of the 

present study was to fill this void by exploring the experiences of registered nurses to see 

if lateral aggression emerged as a theme.  

Limitations  

This study has several limitations, most of which are related to the research 

design.  One limitation is the small number of novice nurses. This study used purposeful 

sampling to recruit nurses who had experienced a reorganization and downsizing while 

working at the bedside.  Unfortunately, despite trying to obtain an equal sample of novice 

and seasoned nurses, two of the novice nurses opted out of the study prior to scheduled 

interviews. The limited number of novice nurses, coupled with less sophisticated 

narratives, resulted in an incomplete understanding of what it is like to be a novice nurse 

during a period of reorganization and downsizing.  Future research should obtain a more 

proportionate sample of novice and seasoned nurses. 

Second, this study is limited by a selection bias and a small sample.  Selection 

biases are always a problem in studies with a low n-number and non-random sampling 

techniques.  Participants were selected via purposeful sampling.  Purposeful sampling 

began with the researcher contacting personal connections and progressed to snowball 
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sampling and advertising the study in several forums.  Those who chose to participate 

had a motive for doing so. Because this motive is unknown, it is unknown how their 

motives influenced their responses. 

The small n-size also precludes generalization to other nurses and other hospitals.  

In the current study a small n-size was intentional due to the methodology implemented 

and the intensity of the subject.  Phenomenological studies do not seek to generalize 

results to a larger population and therefore within the paradigm of phenomenology the 

sample size of this study is not a weakness or a limitation. In the future, research should 

consider utilizing larger samples capable of being generalized to a larger population. 

A third limitation is the disparity between novice nurse’s years of experience and 

seasoned nurse’s years of experience.  Both novice nurses had two years of experience.  

All six of the experienced nurses had more than 10 years of experience and three had 

over 20 years. This variation is significant and likely exaggerated the differences between 

the experiences of seasoned and novice nurses.  Future studies should strive to recruit 

nurses with varying degrees of experience.  Having less deviation between nurse’s years 

of experience will allow research to examine the relationship between experience and a 

myriad of outcomes including survivor responses. 

 A fourth limitation is the disproportionate distribution of union nurses.  In the 

current study, both novice nurses were employed in a union hospital.  Within the 

seasoned nurse sample, only one nurse was employed in a union hospital.  Balancing the 

distribution of contract and non-contract nurses is imperative to mediate the effects of 

union bylaws that govern the reorganization and downsizing process.  In the current study 

fearful responses were partially the product of union rules that protected the interests of 
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more senior nurses.  Future studies should aim to recruit a proportionate number of union 

and non-union nurses; keeping in mind the practice environment within union hospitals is 

much different than the practice environment within non-union hospitals. 

The labor market and, in some areas, the political climate served as an 

uncontrollable limitation.  Specifically, at the time of this study the labor market was 

highly competitive.  Nursing positions in the hospital setting were difficult to find 

because of wide-spread labor reductions and hiring freezes. The competitive job market 

may have exaggerated negative responses to the reorganization and downsizing. 

In addition, city-wide work stoppages in one of the research areas damaged 

relationships between nurses and leadership. The contempt for hospital administration 

and nursing leadership following the work stoppage was palpable and behaviors that were 

encouraged from members of both sides leading up to the work stoppage had a lasting 

impact on relationships and trust. Since the work stoppage occurred only weeks before 

the data for this study was collected, it is plausible that some perceptions of hospital 

administration and nursing leadership were overstated. 

Implications for Future Research 

The current study adds to what is known about the experiences of registered 

nurses during periods of reorganization and downsizing.  Prior research on the subject has 

been informed mainly by quantitative research designs.  The qualitative research designs 

of the current study complement the quantitative approaches of past studies by adding 

rich data and participant (versus researcher) constructed themes. Though the findings of 

this study are not generalizable, they have enlightened areas for future research. 
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First, this study found novice nurses understand the experience of going through a 

reorganization and downsizing differently than seasoned nurses.  As  health care reform 

and the economy continue to force organizations to do more with less, understanding the 

impact such changes have on specific nurse demographics will be important.  To date, 

research has done little to examine the relationship between years of experience and 

survivor response.  Given the profession’s current recruitment and retention problems, 

particularly with respect to younger nurses, understanding the influence reorganization 

and downsizing has on specific groups of nurses may help organizations better 

understand the support and resources these nurses need to stay in the organization or in 

the nursing profession following a reorganization and downsizing.  

Second, this study found nurses’ responses to the reorganization and downsizing 

process were mainly negative.  Research by Burke (2003a) suggests perceptions of 

reorganization and downsizing typically become more negative over time.  

Unfortunately, this study was not designed to adequately measure survivor responses, let 

alone measure such responses longitudinally.  Future research should consider 

empirically exploring the survivor responses of novice nurses and seasoned nurses over 

the duration of several years, similar to Burke (2003a,b, 2005a,b).   

 Third, future research should move toward studying the relationship between 

timing and aggression.  This study found vertical aggression was more common before 

the reorganization and downsizing and lateral aggression was more common after the 

reorganization and downsizing, except in organizations exhibiting a highly competitive 

environment. The motives for this behavior are unknown but may be an important 

component of understanding aggression in nursing.  



Survival of the Fittest 

156 
 

 Fourth, future research should examine the prevalence of horizontal violence 

using a mixed methods approach. The use of mixed methods is encouraged because 

mixed methods can both measure and describe.  In the current study, nurses described 

aggressive behaviors but the selected methodology limited the measurement of these 

behaviors.  It was uncertain if nurses were describing persistent behaviors or a sole 

occurrence that left a lasting impression. Understanding the frequency of aggression is 

important because lateral aggression is defined by persistence. 

 In addition to understanding the frequency of aggressive behaviors, research 

needs to ascertain if aggressive behaviors are being enacted by the same person or the 

same group of people versus single behavioral instances from different individuals over 

time.  In the current study, nurses were exposed to an array of aggressive behaviors, but 

most behaviors consisted of an isolated event enacted by different individuals that were 

in turn over generalized by the participant.  Lateral aggression is defined as, “persistent 

offensive, abusive, intimidating, or insulting behavior…” (Mistry &  Latoo, 2009, p. 9), 

but by who?  Is it persistent behavior enacted by a single individual or the persistent 

experience of a behavior originating from anyone within the same occupational class? 

And what is persistent?  These are all important questions that need to be clarified by 

future research. 

Advice for Practitioners  

 The findings of this study have several important implications for nurse managers 

and hospital administrators. First, the seasoned nurses in this study did not trust hospital 

administration or nursing leadership.  Distrust was the fallout from prior reorganization 

and downsizing events.  Nurses who felt unsupported, betrayed/misled, or nurses who 
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experienced negative work outcomes as a result previous downsizings all developed 

cynical survivor responses that stayed with them through subsequent downsizings. 

 Narratives by each of the nurses revealed communication breakdowns were the 

crux of ineffective relationships between nurse managers and staff.   Nurses were not part 

of the planning or decision making process, nor were they given advance notice of the 

organization’s plans to downsize.  Not having awareness of the downsizing until just 

before the downsizing was to occur gave nurses the impression that the downsizing was 

hasty, was poorly planned, and was poorly communicated.  This description was found 

throughout the reorganization and downsizing accounts of each seasoned nurse 

participant, suggesting just in time education about downsizing plans is a common 

strategy employed by hospitals. 

Hospitals may make the case that upfront communication may instigate fear and 

result in a high volume of nurses voluntarily leaving; however, nurses in the current study 

wanted the organization to be open about plans to reorganize and downsize.  In addition, 

several nurses perceived the hospital to be withholding information when the hospital put 

our ambiguous communication or when the hospital put out conflicting information 

without clarification.  This increased skepticism and fueled rumors creating 

psychological distress, especially amongst novice nurses who had not experienced a 

reorganization and downsizing in the hospital setting as a nurse. 

 Leadership throughout the organizational structure should actively seek out trust 

building opportunities during and after the reorganization and downsizing process.  Prior 

to making the decision to reorganize and downsize, hospital administration and nursing 

leadership should meet with staff to come up with alternate solutions.  For example, one 
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of the participants in the current study mentioned being willing to cut back her hours or 

job share if it meant “saving” a co-worker.  Early retirement and severance packages are 

also ways to increase voluntary turnover without downsizing. 

In addition effective communication is imperative throughout all phases of the 

reorganization and downsizing process. Effective communication can take many forms, 

and partnering should occur between leaders throughout the organization to ensure a 

consistent message is spread via multiple channels (Mishra et al., 1998).  For instance, 

local leaders should hold staff meetings and offer times for one on one meetings.  

Likewise, individuals from senior leadership and finance should hold open forums to 

answer more technical questions.  Modern technologies, such as blogs, can also be used 

to communicate information to a large number of people working variable hours.  In any 

case timely, consistent, and open communication will minimize feelings of cynicism and 

anxiety.  

In addition to effectively communicating reorganization and downsizing plans in 

meetings and forums, organizations should also provide a comprehensive educational 

briefing to all employees that addresses the rationale for the reorganization and 

downsizing, data supporting the reorganization and downsizing, and national patient care 

and health organization trends.  Nurses often do not understand the challenges health care 

organizations face in the current economy.  Providing nurses with education on topics 

such as health care reimbursement, value based purchasing, health care expenditures, and 

the organization’s current financial state may make nurses feel like the organization is 

being transparent while also helping nurses understand why the hospital needs to 

reorganize and downsize (Mishra et al., 1998). If nurses understand what the 
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reorganization and downsizing will do for the organization, it may make nurses less 

cynical about the change.  In the current study the only nurse who had a hopeful response 

explicitly articulated the need for his organization to change with the changing healthcare 

economy. 

Second, this study found the perceived lack of support from hospital 

administration and nursing leadership resulted low morale, decreased work ethic, and 

poorer patient outcomes.  Hospital administration and nursing leadership need to 

implement reductions in a way that do place staff at risk for increased burnout and that do 

not place patient’s in danger.  Care giver fatigue is already a serious problem in health 

care organizations, and the extra shifts nurses may be forced to pick up as a result of the 

organization being short staff following the reorganization and downsizing may 

exacerbate this problem.  Nurses in this study described serious behaviors that could 

harm patients and be costly to the organization. 

In addition to placing patients in danger, care giver fatigue will soon affect 

hospital reimbursements.  In 2012, value based purchasing will take effect, meaning 30% 

of a hospital’s reimbursement from Medicare and Medicaid will be based on patient 

satisfaction scores.  Hospitals that do not meet the performance requirements of 

established quality and outcome measures will lose 1% on each Medicare or Medicaid 

patient until the next measuring period.  This percentage will increase up to 2% in 2017.   

Similarly, organizations that exceed the quality and outcome measures will earn an 

additional 1% on each Medicare or Medicaid patient until the next measuring period.  

New reimbursement guidelines will make it imperative that organizations support the 
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needs of nurses and that organizations consider cutting frivolous purchases and/or 

unnecessary administrative support in lieu of downsizing nursing staff. 

 Third, the narratives of nurses suggest hospitals over react to financial reports 

depicting declining patient volumes and/or poor financial performance.  This is evidenced 

by hospitals making aggressive staffing cuts to nursing only to face staffing crises and 

rehiring expenses.  Burke (2003a) maintains over half of all reorganizations and 

downsizings fail to reach their intended goals.  This statistic was anecdotally supported in 

the current study as many participants described the organization downsizing and then 

rehiring shortly after, downsizing and then being short staffed, and downsizing and then 

reversing the changes. 

The low morale that resulted from the reorganization and downsizing process 

mitigated the realization of reorganization and downsizing objectives.  As morale 

declined employees no longer felt obligated to do what was in the organization’s best 

interest.  Consequently, some nurses took advantage of the organization’s position and 

refused to pick up shifts unless the shift was a bonus shift.  Some nurses even went as far 

as working for the competition during times of need if doing so meant earning more 

money. 

Past research indicates organizations need to account for the cost of the negative 

attitudes that arise following reorganization and downsizings.  Rondeau and Wagar 

(2002) assert, “Many change initiatives fail because they do not account for the attitudes 

and actions of people who are affected by the change” (p. 172). This was certainly the 

case in the current study.  Based on this finding, this study recommends that 

organizations not implement aggressive nursing cuts to realize short-sighted financial 
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gains. Instead organizations should create plans with long-term sustainability.  If labor 

reductions are needed, hospitals should look for signs of a top heavy administration or 

excessive administrative support and start by making cuts in these areas. 

Conclusion   

This study examined the experiences of registered nurses who had undergone a 

reorganization and downsizing while working as a bedside nurse in a hospital setting. The 

study’s inclusion criteria allowed registered nurses of all experience levels to participate; 

however, the final sample of eight nurses was comprised mostly of seasoned nurses.  

Each nurse was interviewed using open- ended, semi-structured interview questions.  

There was a palpable difference between the responses of novice nurses and the 

responses of seasoned nurses.  Novice nurses had a less informed and less sophisticated 

understanding about the reorganization and downsizing they had recently experienced.  In 

contrast, seasoned nurses had experienced multiple reorganization and downsizing events 

throughout their career. With each new reorganization and downsizing, seasoned nurses 

used their experiential knowledge to make sense of the event. Prior reflection, 

interpretation, and sensemaking were communicated through lengthy, detail rich, 

analytical accounts of the experience. 

 Hermeneutic phenomenology assumes our past experiences expand our horizons 

and shape the way we see and understand the world.  In the current study, seasoned 

nurses had a much more expansive horizon than novice nurses. Similarly, nurses with 

extensive management experience had more expansive horizons than nurses who had not 

held management positions.  Though the experiences of each nurse were unique, there 

were common themes and shared meanings. 
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The narratives of both novice nurses captured the emotional and psychologically 

distressing nature of the reorganization and downsizing processes.  Each novice nurse 

described the fear and uncertainty associated with experiencing this new phenomenon in 

a union setting.  Novice nurses characterized the experience as stressful, tense, and 

anxiety provoking.  The emotions of novice nurses were exaggerated due to contract 

language that stipulated the bidding for jobs would be based on seniority hours.  Both 

nurses worried they would either not have a job or would be forced to take a position that 

did not work with their family-life. 

 Seasoned nurses had a different perspective of the reorganization and downsizing 

experience.  Each of the seasoned nurses had over ten years of experience and had been 

through multiple reorganization and downsizing events.  Fear and anxiety were replaced 

with cynicism as seasoned nurses described the competing interests held by nurses and 

administration.  The narratives of seasoned nurses illustrated the passion nurses had for 

their roles as caregivers.  The narratives also depicted the anger nurses had toward 

management for placing the burden of financial solvency on nurses, while concomitantly 

earning a bonus for meeting expense targets.  Consequently, seasoned nurses emphasized 

the low morale, negative outcomes, and burnout that transpired from an unsupportive 

work environment. 

Horizons also influence how individuals respond to reality.  This study found 

novice and seasoned nurses exhibited different survivor responses following the 

reorganization and downsizing.  Novice nurses responded to the reorganization and 

downsizing fearfully while the responses of seasoned nurses varied. Most of the seasoned 

nurses responded cynically to the reorganization and downsizing; however, participants 
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with considerable management experience demonstrated hopeful and obliging responses.  

 This study also found relationships between nurses changed throughout the 

reorganization and downsizing process.  The extent of relationship changes varied with 

the size of the downsizing, the scope of the downsizing, and the outcomes or perceived 

justice of the downsizing.  Nurses who worked for organizations that were able to 

mitigate downsizing causalities by not hiring into open positions described an initial 

increase in cohesion.  This cohesion deteriorated as heavier workloads materialized 

following the reorganization and downsizing. 

 In contrast, nurses who worked for organizations implementing large scale change 

initiatives portrayed an immediate dissociation of nurses due to the formation of a 

cutthroat environment.  This competitive environment allowed aggression to flourish. As 

a consequence, nurses described acts of harassment and retaliation during and after the 

reorganizing and downsizing process.  Prior to the reorganization and downsizing, 

harassment was intended to coerce other nurses into taking positions elsewhere. After the 

reorganization and downsizing, harassment and retaliation were intended to force nurses 

out of desirable positions, particularly if it was believed the nurse unfairly or unjustly 

received the position.  

 Sometimes a study’s most important can be inferred from what is not reported.  

Nurses in this study described perceptions of increased aggression during and after the 

reorganization and downsizing.  Though some of this aggression appeared consistent with 

the definition of lateral aggression, much of it was not.  Examples of behaviors that did fit 

the definition of lateral aggression included, harassing and/or retaliating against nurses to 

coerce them out of their positions, persistently ostracizing and  insulting the competence 



Survival of the Fittest 

164 
 

of specific nurses, and allowing technically skilled nurses to consistently intimidate and 

belittle less skilled nurses. 

 Though this study found evidence of lateral aggression it did not find evidence 

that the behaviors of nurses fit the oppressed group behavior model. In fact lateral 

aggression and the presence of marginal leaders were the only oppressed group 

characteristics realized.  Though the nurses felt disenfranchised by nursing 

administration, nurses did not describe feelings of disdain or inferiority toward the 

profession of nursing.  Instead, nurses expressed disdain for their colleagues who did not 

embody good nursing practice and for nursing administration and hospital administration. 

 Responses by both seasoned and novice nurses also suggested nurses did not want 

to be like the dominant group.  Several spoke ill of those who left the bedside to pursue 

management positions and others declined management positions because they did not 

want to be like senior administration.  Furthermore, the nurses expressed disinterest in 

pursuing leadership careers, and those who had leadership experience were disinterested 

in returning to this role.  These behaviors are not consistent with oppressed group theory, 

which contends the oppressed want to be like the oppressor. 

 Finally, the nurses in this study did not describe submissive-aggressive behavior.  

Nurse aggression was directed at both nurses and nurse leadership. The prevalence of 

each seemed to be connected to the phase of reorganization and downsizing.  Though 

nurses did not describe aggression toward senior leadership, one of the participants 

commented that this was because nurses did not have access to senior leadership. 

 Though this study was able to ascertain the presence of lateral aggression during 

periods of reorganization and downsizing, there is still much to know.  The study’s intent 
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was to explore, in-detail, the experiences of registered nurses to inform future studies and 

find anecdotal support for past studies.  This study adds to what is known about the 

experiences of nurses during periods of reorganization and downsizing in the US.  This 

study also adds to what is known about lateral aggression from a perspective other than 

Oppressed Group Theory. 
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 Appendix A  

Description of Respondents 

Participants A, B, and F. 

Participant A, Participant B, and Participant F worked in a large Midwestern 

metropolitan hospital.  Because of state budget cuts, the hospital needed to reduce the 

number of nursing full time equivalencies (FTEs)1

Reorganization and downsizing at the hospital also resulted in nursing support 

positions being cut.  A second round of nursing assistant and unit secretary layoffs 

resulted in nurses performing the roles of non-professional staff in addition to performing 

nursing roles.   

 and some nursing positions.  By 

reducing the number of nursing FTEs, the hospital could save a significant amount of 

money on salaries and benefits.  The number of FTEs needed to be eliminated was not 

communicated to nursing staff.  

Nurses at this facility were unionized.  Consequently, the reorganization and 

downsizing was highly structured and favored more senior nurses.  The reorganization 

and downsizing took place within “pods” based on specialty (e.g., critical care, 

emergency room, medical-surgical, and obstetrics).  Nurses within each pod “bid” on a 

position within their assigned pod.  All positions within a specific pod were posted on the 

same day and nurses applied for available positions in the order of seniority.  Nurses who 

were cross-trained in multiple areas could apply for positions outside their assigned pod 

if they met the job requirements.   

                                                 
1  The number of hours a nurse works per pay period (typically every two weeks) is called a full time 
equivalency (FTE).  In most hospital settings, nurses are hired to work a .9 FTE (72 hours every two weeks) 
or less. 
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During the rebid process Participant A was part of the medical-surgical pod.  The 

medical surgical pod was the largest pod with the most available positions.  Since most 

new nurses start on medical-surgical units and since turnover tended to be higher on the 

medical-surgical units, Participant A had a relatively good standing with the hours he had 

accumulated over the prior two years.  Although Participant A knew how many seniority 

hours he had accumulated and how he ranked amongst other nurses, he did not know how 

many available positions were available.   

Participant B was part of the obstetrics pod.  The obstetrics pod was comprised of 

a single unit.  Many of the nurses on the obstetric nurses were seasoned nurses with many 

years of experience. With only two years of experience Participant B was the third least 

senior employee.  As a result, Participant B would be one of the last individuals to bid for 

a job within the obstetrics pod. 

  Participant F was a medical-surgical float pool nurse who had worked for the 

within her organization since the 1980s.  As a float pool nurse, Participant F worked on 

all the medical-surgical units.  Participant F’s tenure allowed her to have her pick of any 

position within the float pool unit or on a medical-surgical unit. 

Participant F also went through several other restructuring and downsizing events. 

In the late 1980s, Participant F experienced the amalgamation of two hospitals on two 

separate occasions.  In the early 1990s, Participant F experienced reorganization as a 

reservist when she was activated for duty during Operation Desert Storm.  During this 

time Participant F was assigned to work at a hospital on a military base that had lost 

health care personnel on account of deployments. 
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Participant C. 

Participant C experienced two restructuring and downsizing events while 

employed as a bedside nurse in an urban hospital.  During the first reorganization, the 

hospital changed care delivery models.  Care delivery models determine how care is 

organized (e.g., the skill mix of the team) and structured (e.g., the role of each care team 

member).  Participant C’s hospital shifted from a team based model to a primary care 

model. 

In a team-based model, an RN coordinates the care for a group of patients.  He or 

she delegates appropriate tasks to other team members (e.g., licensed practical nurses or 

nursing assistants) and performs all other tasks that must be completed by a registered 

nurse.  This is much different from a primary nursing model where a nurse plans and 

coordinates all care for a patient.  Patients are assigned to a primary nurse who completes 

and coordinates all care tasks.  When the primary nurse is no on duty, another nurse 

assumes care carries out the primary nurse’s care plan. 

  The primary nursing model gives nurses a higher level autonomy over patient 

care, but also requires more nurses.  Unfortunately, when organization decided to 

transition back to the team-model there were more nurses than needed.  The primary 

nursing model also requires nurses to carry out many of the tasks traditionally completed 

by unskilled workers.  The remaining unskilled staff members are relegated to tasks that 

are not focused on patient care (e.g., changing bed linens). 

Following the reorganization and eventual downsizing that occurred when the 

organization changed care models, Participant C experienced a second reorganization and 

downsizing.  The second downsizing involved the amalgamation of a merged a surgical 
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telemetry unit and an orthopedic unit.  The outcome was a new specialty step-down unit.  

The new patient population meant nurses had to be proficient at providing care to a new 

range of conditions.  The organization reorganized staff, pulling orthopedic and cardiac 

nurses to the unit for help thus displacing other nurses. 

Participant D. 

Participant D worked at a rural Midwestern hospital and experienced a 

restructuring of FTEs.  By controlling position hours, the hospital hoped to come up with 

a combination of positions that would create an ideal staffing pattern for the anticipated 

daily census.  The goal was to avoid being over or understaffed on any given day.  

Restructuring also meant positions could be lost or position hours could be reduced.  

Nurses who feared ending up in positions with too few hours asked to be cross-trained to 

other specialty areas.  This would allow additional hours to be picked up when other the 

specialty units were in need.   

Cross-training nurses to specialty areas created anxiety amongst nurses in the 

specialty areas.  Prior to nurses being cross-trained, the specialty area nurses were the 

only nurses who could pick shifts when there was a need.  As new nurses became trained 

into the specialty areas, specialty nurses began to worry about the fate of their own 

positions and hours.   

Participants E, G, and H.   

Participants E, G, and H all worked for a rural Midwestern hospital that had 

undergone multiple restructurings and downsizings.  Participants E and H both worked 

on the same medical-surgical unit during the first restructuring and downsizing.  The unit 

was combined with several other units to reduce personnel.  Although the nurses on the 
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unit knew a change was coming, the nurses did not know how large the change would be.  

Two years after the units merged, the change was reversed. 

In 2001, the hospital was bought out by a larger healthcare system.  Since the 

buyout, numerous downsizings have occurred throughout the organization. In the ER, 

where participant G is employed, restructuring and downsizing has involved staff 

reductions and not rehiring into open positions.  In Cardiac Rehab, where participant E is 

employed, restructuring and downsizing has involved staff reductions and combining 

departments. 
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Appendix B 

Interview Questions 

Demographic data: 

Participant Identifier: _____________________ 

Gender: ____ 

Area of nursing practice during change: _________________ 

Years of experience during time of change:  ___________ 

How long have you been a registered nurse? 

Describe what it was like to be a registered nurse during a time of reorganization and 
downsizing. 
 
Did the work climate change during reorganization/downsizing event?  If so, how did it 
change? 
 
What stood out to you most about the behaviors of registered nurses during this time of 
change? 
 
Have you experienced any other reorganization/downsizing events?  If yes, did you 
notice any similarities and differences between the events? 
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Appendix C 

You are invited to be in a research study of lateral aggression in the nursing profession 
during times of organizational reorganization and downsizing. You were selected as a 
possible participant because you have identified yourself as registered nurse who has 
experienced organizational downsizing or reorganization. We ask that you read this form 
and ask any questions you may have before agreeing to be in the study. 
 
This study is being conducted by: Jennifer Ott, University of Wisconsin Stevens-Point 
student. 

Background Information 

The purpose of this study is: To understand nurses’ experiences of lateral aggression 
during organizational downsizing and/or reorganization. 
 
Procedures: 

If you agree to be in this study, we would ask you to do the following things: 

• Partake in an audio taped interview.  The interview will be approximately one 
hour in length. 

• Be willing to answer follow up questions or questions to clarify data to ensure 
accuracy if needed. 

Risks and Benefits of being in the Study 

There is little to no risk associated with the study.   If at any time you as a participant are 
uncomfortable discussing the events of a downsizing or reorganization or if you no 
longer want to participate, please notify the researcher and the interview will cease. 
The benefits to participation are: 

• Contributing to the general knowledge on the subject of lateral aggression in 
nursing. 

 
Compensation: 
You will not receive payment for participation.  

Confidentiality: 

The records of this study will be kept private. In any sort of report we might publish, we 
will not include any information that will make it possible to identify a subject. Research 
records will be stored securely and only researchers will have access to the records. Tape 
recordings will only be accessible by the researcher and will be stored in a safe, private 
location.  All audio tapes will be erased upon completion of the study.  
Voluntary Nature of the Study: 

--
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Participation in this study is voluntary. Your decision whether or not to participate will 
not affect your current or future relations with the University of Wisconsin-Stevens Point, 
or any other institutions. If you decide to participate, you are free to not answer any 
question or withdraw at any time without affecting those relationships.  
 
Contacts and Questions: 

 
The researcher conducting this study is: Jennifer Ott. You may ask any questions you 
have now. If you have questions later, you are encouraged to contact her via cell phone 
(715.630.7393) or email (jenni.l.ott@gmail.com).  You may also contact Jason Davis, the 
Institutional Review Board (IRB) chair, by phone (715.346.4598) or email 
(jdavis@uwsp.edu). 

 
You will be given a copy of this information to keep for your records. 
 
Statement of Consent: 
I understand that if I choose to participate in this study my interview will be audio taped.  
By signing below I consent to having my interview audio taped. 

 

Signature: ____________________________________________          Date: ________ 

I have read the above information. I have asked questions and have received answers. I 

consent to participate in the study. 

Signature: ____________________________________________ Date: _________ 

Signature of Investigator__________________________________ Date: _________ 
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