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Abstract 

Background and Purpose 

Background and Purpose 

With demand for aged care growing rapidly in Australia and globally, there is a 

concomitant growth in demand for an aged care workforce.   The Australian Royal 

Commission’s into Aged Care Quality and Safety handed down its final report in February 

and found significant issues in aged care, and many of the recommendations contained in 

the final report represent a failure of leadership.  The issues identified by the Royal 

Commission require well-trained and insightful leaders to deal with the funding system’s 

economic constraints, workforce shortages,  safety and quality issues with the care delivered, 

and the system’s ability to meet consumers’ expectations. For these reasons, it is critical to 

understand what makes an effective aged care leader through their followers’ eyes at all 

levels.  

Design Methodology and Approach 

This mixed-methods study sought to answer questions relating to leadership style and 

the constructs of organisational identification (OID) and job satisfaction (JS) to determine 

any associations between leadership style and the strategies deployed to increase OID and 

JS.  

Study 1 was quantitative in approach and examined differences in responses between 

the Leaders who self-rated and those who rated them in the quantitative study labelled as 

Raters in this study. The online questionnaire contained three prior validated tools of the 

MLQ5X[Short] (Bass & Avolio, 1993), the Identification with a Psychological Group Scale 

(Mael & Tetrick, 1992) that measured OID and the Measure of JS (Traynor & Wade, 1993).  

Study 2 employed the qualitative method of Interpretive Phenomenological Analysis 

(IPA) to better understand the Leaders and Raters’ lived experiences from transcripts of 

semi-structured interviews of semi-structured interviews designed around the areas of 

difference found in study 1 and provided a more granular understanding of the identified 

differences and why they occur.  

Results and Findings 

There were six areas of significant difference between the two groups that informed 

the semi-structured interview agenda.  The study found that OID was not evident among the 
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participants in both groups who were attracted to aged care because it was the type of work 

rather than the attractiveness of the employing organisation. Leadership style was not 

associated with promoting or inhibiting OID. Leadership style, however, did have a 

significant effect on JS and a greater depth of understanding of why this occurred.  

Participants demonstrated significant moral distress, role stress, and disengagement 

that the literature suggests can lead to job burnout resulting in increased workforce turnover 

and exacerbating workforce shortages and issues relating to the quality and safety of the care 

provided. The research also identified a disparity between leaders’ intentions in their 

leadership role and follower expectations.  The research concluded that the personal 

behaviours of leaders (PBoLs) that relate to self-development, developing positive 

interpersonal behaviours, developing authentic and ethical leadership practices, and 

developing others are required.  These PBoLs were central to leaders exhibiting the 

influencing functions of leaders (IFoLs) and informed the conceptual model developed to 

guide leadership training programs and performance assessment frameworks for aged care 

leaders.  

Implications 

The research contributes to developing training programs and performance assessment 

strategies for aged care leaders to narrow the intention-experience disparity. It will assist in 

improving the working lives of aged care employees, reduce staff turnover intentions and 

improve the quality and safety of care for elderly Australians. The research outcomes may 

also assist in making aged care more attractive as a career alternative for those considering 

entering employment and retaining those already working in aged care. 
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Chapter 1: Introduction and Background 

1.1 BACKGROUND 

Paralleling global trends, Australia’s population is rapidly ageing, resulting in burgeoning 

demand for aged care services.  There is an increasing requirement for aged care staff at all levels 

in a sector continues to experience workforce shortages (Temple & Mcdonald, 2017). The reasons 

for these workforce shortages are attributed to increased life expectancies and decreased fertility 

rates, the nature of the work itself, the aged care sector policy, and the regulatory environment 

(Hussein & Manthorpe, 2005). Additionally, there is a paucity of leaders with the required 

knowledge and skills to lead an interdisciplinary workforce comprised mainly of unregulated care 

workers (Jeon et al., 2013). 

There have been more than 20 aged care reviews in Australia over the last 22 years and a 

Royal Commission into the Safety and Quality of Aged Care in Australia (The Royal 

Commission) announced in 2018, with the final report released in February 2021. These reviews 

report systemic failures in the aged care system despite the aged care system in Australia being 

one of the most highly regulated complex care environments globally with government funding 

of aged care services linked to compliance. A significant issue for Australia is that there has been 

inadequate action to address the recommendations from these reviews, causing a perpetuation of 

concerning matters. The reason for this could be related to the reviews being too narrow in focus. 

It is difficult to separate the various elements of the system such as financing, regulation, quality 

of care and workforce. These areas are so interrelated that making changes in one section may 

deliver negative results in other areas. Many of these reviews are critical of the leadership of aged 

care services at a government and an organisational level. 

A significant contributor to the poor outcomes identified over multiple reviews spanning 

decades is the large numbers of unregulated workers in aged care, which create concerns 

regarding the quality and safety of services (Duffield et al., 2014; Murray-Parahi et al., 2017; 

Nhongo et al., 2018). In contrast to the abundant use of unregulated workers, this otherwise highly 

regulated industry requires dynamic, insightful and expert leaders in times of significant systems 

changes and challenges. Leadership is a critical component of any enterprise and is a primary 

driver for growth, development and innovation and is distinct from management or 

administration. A leadership approach guides a leader’s behaviour for use in various environments 

or situations, particularly in settings that are in constant change, burgeoning demand, suffering 

workforce shortages and have an insufficient evidence-base on which to guide practice. Hence, 

understanding the effects of Organisational Identification (OID), Job Satisfaction (JS) and 
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leadership style on the aged care workforce may be crucial in developing a sustainable aged care 

workforce and building highly reliable and better performing aged care services (Hodgkin et al., 

2017). OID, or how employees perceive themselves within an organisation, affects JS and 

promotes workforce stability.  

There is a positive relationship between strong OID and improved organisational 

performance (Carmeli et al., 2007; Chan et al., 2018). Across a range of business sectors, there is 

evidence that increased JS reduces employee turnover intentions and may increase employee 

engagement (Bacaksiz et al., 2017). JS has a significant impact on staff retention. Hence, the 

workforce shortages in the aged care sector, some of which relate to turnover, may be improved 

by understanding the effects of OID and JS . 

The leadership literature is voluminous, however, there is a paucity of leadership research 

that has the aged care sector as a focus. The study of leadership in aged care is vital to fostering 

leaders who will grow and develop aged care services. Understanding the association between 

leadership style and OID may help aged care organisations tailor programs to develop leadership 

skills and attributes that will engage staff and strengthen the synergy between organisational 

mission and employee values.  

To date, the relationships between leadership style, OID, and JS have not been thoroughly 

studied, especially in the aged care sector. Hence, this research will explore the interaction 

between these three critical concepts, OID, JS and Leadership Style (LS) and consider their 

potential role in Aged Care leadership training and building workforce capacity. 

The Royal Commission into Aged Care Quality and Safety signals a landmark for 

Australian residential and community-based aged care. The interim report released on 31 October 

2019 found that the aged care system fails to meet vulnerable older Australians' needs. The power 

imbalances inherent within the aged care sector have contributed to the neglect of aged care 

residents. According to the Interim Report of the Royal Commission, the Australian Aged Care 

System in its present form “does not deliver uniformly safe and quality care, is unkind and 

uncaring towards older people and, in too many instances, neglects them” (Royal Commission 

into Aged Care & Safety., 2019, p. 2). 

There is an acknowledgement that there are many reasons for this systemic failure, 

including complex and inadequate funding mechanisms (Chan et al., 2014), the methods for 

measuring quality and safety (Baldwin et al., 2015), the availability of an appropriately educated 

workforce (Duffield et al., 2014), including the training and development of aged care leaders 

(Jeon et al., 2013; Jeon et al., 2015). Therefore, this research provides a timely focus on the 

training and development of aged care sector leaders as now, more than ever, we need competent, 
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trustworthy, and capable leaders at the forefront of our shared societal and moral obligation to 

care for our elderly.  

The Ageing Population 

As a result of an increasing life expectancy (Australian Bureau of Statistics, 2019) and the 

decreasing birth rate in Australia (Australian Bureau of Statistics, 2019), it is apparent that at the 

time of writing, from the latest available data from the Australian Bureau of Statistics (ABS) that, 

as in other developed countries, Australia's population is ageing. There is a concomitant expected 

increase in the prevalence of chronic disease and this trend is evident in Australia. The population 

structure shows a significant increase in males and females over 60 years of age in the last 20 

years, demonstrated in Figure 1. (Australian Bureau of Statistics, 2019). 

 

Source: ABS 3101.0 Australian Demographic Statistics, June 2019 

Figure 1. Australia’s Population Growth 1999-2019 

The Australian Institute of Health and Welfare (AIHW) (2019) defines total fertility rates 

as the number of live births per 1,000 females aged 15-49 years of age, continue to be low, as 

demonstrated in the Australian Bureau of Statistics (ABS), (2019) Figure 2. Australia is barely 

replacing its population, which has downstream effects on workforce availability when demand 

increases (Australian Institute of Health and Welfare, 2018). 
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Figure 2. Total Fertility Rate (TFR) in Australia 1935–2019. 

Source: (Australian Bureau of Statistics, 2019) 

Together, Figures 1 and 2 demonstrate more people in the middle to older brackets, 

fewer in the younger brackets, and a falling fertility rate, leading to the Australian population's 

overall ageing and lower workforce availability as one outcome to these demographic result.  

Using Australian Bureau of Statistics (ABS) data, the percentage of the population 

aged 65 years and over in 2019 represented 15% of the Australian population, with 64.8% in 

the 15- to 64-year-old group (Australian Bureau of Statistics, 2019). The ABS data 

demonstrate that in the 20 years between 1999 and 2019, the population aged 65 years and 

over increased from 11.9% to 15.92%. This group will grow even more rapidly over the next 

decade as further cohorts of people born between 1946 and 1964 (the baby boomers) turn 65 

(Australian Bureau of Statistics, 2019). 

As a result of increased longevity, a further two groups are becoming important in 

population studies that inform aged care workforce planning. These groups are those:  

1. Aged 85 years and over, a group increased in number by 148% in the ten years to 2019 

compared with the total population growth of 32.1% over the same period (Australian 

Bureau of Statistics, 2019). 

2. Aged 100+ years have increased by 254%, reflecting an increasing life expectancy for 

both males and females during the same period (Australian Bureau of Statistics, 2019).  

Figure 3 demonstrates the increased longevity and emergence of those 85+ years. 
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Figure 3. Population changes by age group 1998-2018 

Source: Australian Bureau of Statistics (2019) 

 

While living longer is regarded as a positive population measure, providing social 

support and healthcare to the increasing population of the elderly is an ongoing weighty 

concern for successive governments, and society in general (Nusem et al., 2017). Most of 

this concern relates to numerical data which refers to the absolute increase in the number 

of people aged over 65  (Australian Bureau of Statistics, 2019). However, there an increased 

concern about structural ageing which is the relative increase in a growing proportion of 

older people within the total population. Numerical and structural ageing measurements 

demonstrate a rapidly ageing population in absolute and relative terms (Australian Bureau 

of Statistics, 2019). 

Population ageing has significant ramifications for the country’s ability to fund 

services to older Australians and to ensure an available workforce to provide those services. 

Older Australians are high-end users of the health and social care systems and are now 

enjoying the benefits of Australia’s social care system in increasing numbers.  At the time 

of writing, the Australian Bureau of Statistics last released 2019 information  which shows 

a continuation of this trend (Australian Bureau of Statistics, 2019). The outcome of this is 

that there will be sustained increasing growth in demand for residential and community 

based aged care services in Australia, with a diminishing available workforce due to 

population ageing. 

The Healthy Ageing agenda 

The number of people who require ongoing care to maintain their health as they age 

continues to increase along with the need for aged care workers to provide the care. Successive 

government reports such as Caring for Older Australians by the (Australian Productivity 
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Commission, 2011), 2012 National Aged Care Workforce Census and Survey – The Aged Care 

Workforce, 2012 – Final Report (King, 2012) and The 2016 National Aged Care Workforce 

Census and Survey – The Aged Care Workforce (Mavromaras et al., 2017) substantiate this 

problem. These publications independently concluded that Australia lacks a sufficient workforce 

supply to meet current and future aged care worker demand. 

These projected changes to the aged care workforce are occurring in the context of changes 

in societal views on the nature of active and healthy ageing. Promoting healthy ageing continues 

to be a significant social challenge globally (Rechel et al., 2013), with considerable focus on the 

relationship between healthy biological ageing and wellbeing. Wellbeing is a holistic term 

capturing the multiple layers of a person’s life, incorporating consideration of the gender, 

sexuality, ethnocultural factors, biological and social determinants of health for the elderly, and 

family and social inclusiveness (Rodriguez-Manas & Fried, 2015; Suzman et al., 2015). 

Extensive literature exists on the overlap between healthy ageing and the differences in the 

quality of health and social care across different populations, often referred to as health equity. 

The available evidence from 2005 to 2015 in 194 low, middle, and high-income countries 

highlighted the differences in older adults’ health (Sadana et al., 2016) and concluded that, apart 

from the need to strengthen research efforts to investigate the distinct context in which older 

people live, there is also a need to enhance health policy to acknowledge, appreciate, and support 

diverse contexts that promote healthy ageing. Additionally, there is the need to strengthening 

research efforts to investigate the distinct context in which older people live. Health policy must 

acknowledge, appreciate, and support the diverse range of contexts that promote healthy ageing. 

Many seniors are trying to engage in health-protective behaviours (Sadana et al., 2016). 

Moreover, Seniors often fall short of personal health goals due to a lack of health and aged care 

system infrastructure, including access and support (Gordon, 2013).  In this evolving context with 

a greater consumer-driven focus on healthy ageing, independence, choice, and informed decision-

making relating to aged care (Fetherstonhaugh et al., 2014), the aged care system requires leaders 

who can implement the significant system changes required now and into the future and build 

evidence-based care models.  

Over the past five years, in response to these changing demands, residential aged care and 

home aged care systems have continued to expand (Australian Bureau of Statistics, 2019; Hillen 

et al., 2016), offering different lifestyle accommodation options and aged-care services and 

creating a corresponding increase in demand for workforce and leadership. 

Australian federal funding policy now also reflects the increasing focus on consumer-

controlled healthy ageing, independence, choice, and informed decision making relating to aged 

care (Gill et al., 2017). The changing policy landscape understandably impacts regulation and 
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funding in the aged care sector, including workforce implications, as aged care service 

organisations pivot to deliver consumer choice, safety, quality, and quantity of services. 

Aged care consumers are demanding greater choice and flexibility to pursue healthy ageing 

(Mcstay, 2018; National Seniors Australia, 2020). Service planning, funding, and practice are 

lagging in this societal shift. In this context, greater leadership training is required to prepare aged 

care leaders to move the aged care sector forward in keeping with consumer expectations. 

Aged Care Sector Growth 

The aged care sector within the Australian economy will grow substantially into the future 

(Deloitte Access Economics, 2016). With this growth, there has been an additional capital 

investment in residential aged care of $1.7 billion in 2014–15 (Deloitte Access Economics, 2016), 

creating further recurrent funding requirements for aged care services from government subsidies 

to support access to aged care services. The 2019-2020 Commonwealth Budget invested $21.6 

billion to support aged care services (Australian Treasury, 2020), in line with Treasury’s 2015 

Intergenerational Report forecast that public expenditure on aged care will double as a share of 

the economy by 2055 (Australian Treasury, 2015). For residential aged care, this translates into 

an increase in available aged care beds. The Australian Aged Care Financing Authority (2015) 

reported that an additional 74,000 residential aged care beds would be needed across Australia 

over the next decade. At the time of writing, the Federal Government has recently announced a 

further and substantial increase of $17.7 billion as a direct response to the the findings and 

recommendations of the Royal Commission. 

Residential Aged Care 

The Aged Care Approvals Round (ACAR) is the funding mechanism for aged care in 

Australia. The Australian Government manages the ACAR process for the allocation of new aged 

care places and capital grants. This process is highly regulated, as detailed in the Aged Care Act 

1997. It operates according to Part 2.2 of the Act and the Allocation Principles 2014 (Allocation 

Principles) for residential care places and short-term restorative care (STRC) places and Part 5 of 

the Act and the Grant Principles 2014 (The Grant Principles) for capital grants. This prescribed 

grant process enables new and existing Approved Providers of aged care to apply for new 

subsidised aged care places and Australian Government aged care capital grants in a transparent, 

competitive and equitable way. In the 2018-19 ACAR, nationally, applicants can apply for 13,500 

residential care places 775 Short-Term Restorative Care (STRC) places of 350 for the 2018-19 

and 425 for 2019-20 allocation of up to $60 million in capital grants. 

It is difficult to assess the effect of the allocated funds and additional places delivered. 

While there are population-based formulae to calculate the number of aged care places in the 
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report of the Royal Commission into Aged Care Quality and Safety (2019), indicates that demand 

had outstripped the supply of aged care packages for some time. The government announced a 

further increase of $1 Billion in their Mid-year Economic and Fiscal Outlook statement (MYEFO) 

in December 2020, ahead of the Royal Commission's final report released in February 2021. 

Further breakdown of the significant increase to aged care funding previously referred to is not 

available but a substantial increase to home care packages is anticipated. 

The tight government controls surrounding the industry, including those controlling the 

supply of residential aged-care places, pose significant barriers to entry to those seeking aged care 

services. The Australian aged care residential care sector is one of the most tightly controlled 

globally (Baldwin et al., 2015; Kaine, 2012), with regulations governing facility accreditation, 

building certification, reporting requirements, and accommodation bonds fees. However, the 

damning interim report of the Royal Commission into Aged Care Safety and Quality titled 

“Neglect” (Royal Commission into Aged Care & Safety., 2019) provides evidence that in some 

cases, these controls do not safeguard the interests of the vulnerable older person in care. The 

final report of the Royal Commission further elaborated on the parlous state of Australia's aged 

care system. 

The regulatory system in aged care is a regulatory pyramid (Australian Law Dictionary, 

2010) attempting to induce and educate providers of aged care into compliance with standards 

through the industry accreditation process (Braithwaite, 1998). Such regulatory oversight also 

detects and requires providers to rectify any deviation from the Aged Care Standards that form 

part of the Aged Care Act, 1997. The regulatory processes use a system of formal Notices of 

Required Action and Sanctions issued by the Regulator. There is a statutory requirement for 

ongoing regulatory compliance, including the requirement to maintain the approved provider's 

accreditation (Aged Care Act, 1997 (Cth)), (The Act). 

Insightful leadership is required to navigate a complex and demanding regulatory system 

while maintaining a consumer focus and a sustainable workforce. Leaders in the aged care sector 

must juggle very tight fiscal environments (Mcstay, 2015), burgeoning demand for services 

(Productivity Commission, 2020) and increased consumer expectations (Davis et al., 2016; 

Mcstay, 2015) while competing for competent staff inside and outside the sector.  

The increasing demand further underpins the need for leadership in the aged care sector to 

ensure high-quality care in a safe environment. Effective leadership is particularly vital in the 

aged care sector because many unregulated (unlicensed) care staff are employed to deliver care 

with limited supervision by licensed health professionals (Baldwin, 2013). The complexities of 

the aged care workforce are explored further in the next section. 
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The Aged Care Workforce 

In addition to the increasing demand for aged care services already described, there is an 

imbalance in the supply of available and qualified aged care staff to provide those services. The 

education and training needs of our aged care workforce, and importantly, the education and 

development of emerging leaders in the aged care sector are also critical considerations in 

building a sustainable aged care workforce into the future.  

Workforce Shortages 

As previously demonstrated, shortages in the aged care workforce are a real and worsening 

problem. Increasing demand for services (Baldwin et al., 2015; Ergas & Paolucci, 2011) and 

rising consumer expectations (Higgs et al., 2009) creates an imperative for providers of aged care 

services to design services with an increased value offering (Nusem et al., 2015). Support for the 

redesign is derived from the Australian Government's policy position relating to consumer-

directed care. Consumer-directed care requires that consumers be offered choice and control, 

recognition for aged care consumer rights, a respectful and balanced partnership aimed at 

wellness, reablement, and transparency in dealings with the consumer (Bulamu et al., 2017; Gill 

et al., 2017).  

Financial constraints within the aged care system have also led to growth in unlicensed care 

support workers and a shortage of licensed health care professionals working in the sector 

(Baldwin et al., 2015; Chan et al., 2014; Ergas & Paolucci, 2011; Hamilton & Menezes, 2011). 

This is partly due to demand for licensed health professionals in aged care outstripping supply 

(Aged Care Workforce Strategy Task Force 2018), with funding constraints also driving 

workforce demand due to the imperative to reduce staffing costs within meagre financial 

resources. The Australian Government report from the Aged Care Workforce Strategy Taskforce 

(2018) titled “A matter of care – A strategy for Australia’s aged care workforce” has provided 

new levels of understanding about the shortages in the aged care workforce. The report sets out 

14 actions for the industry to change attitudes to caring, attract and retain a skilled aged care 

workforce, and ensure the workforce can meet aged care needs now and into the future. However, 

there is scant evidence to show implementation at a systemic level of any recommendation made. 

Unregulated Aged Care Workers 

Identifying unregulated aged care staff as a potential contributor to poor care is described 

by Fedele (2015), who asserts that globally the aged care sector relies on unregulated care 

workers. The volume and use of unregulated workers have raised discussion in the industry about 

whether it is time to consider regulating care support workers to define their role and scope of 

practice better. The role of the unregulated care workers should be complementary rather than 

substitutive providers of healthcare (Duffield et al., 2014). 
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A Delphi study found that assistants in nursing or personal care workers provide 70% of 

the care in residential aged care facilities and these workers are unregulated (Bonner, 2017). 

Registered nurses provided only 15% of care, with the other 15% made up of enrolled nurses. The 

research recommended that registered nurses form 30% of the nursing team, enrolled nurses 20%, 

and assistant in nursing (AIN)/personal care workers (PCW) 50% to ensure sufficient expertise 

in managing the increasingly complex clinical needs of aged care residents (Bonner, 2017). 

There have been ongoing debates in print and electronic media about neglectful or 

understaffed care. However, there has been no verifiable improvement in standards of care despite 

multiple inquiries and recommendations. After an Australian Broadcasting Commission program, 

“Four Corners” released an investigative report on a series of assaults and other forms of abuse 

and neglect and including interviews aged care workers in 2018, the Australian Government 

issued Letters Patent for a Royal Commission into Aged Care Quality and Safety producing an 

interim report in October 2019 entitled “Neglect”.  

Issues such as high staff attrition and turnover rates (Howe et al., 2012; Jeon et al., 2015) 

and perceived lower status of aged care work than the acute and primary care sector (Jeon et al., 

2013) continue to confound efforts to maintain workforce numbers. Together, these complex 

issues of workforce management and compositions highlight the need for competent and 

transformational leaders to address many of the problems identified above (Best et al., 2012).  

1.2 RESEARCH PURPOSE AND QUESTIONS 

The aged care system is vital to providing care for our elders and protecting the vulnerable 

who need services funded by the Federal Government, which requires a large, interdisciplinary 

workforce in a sector with an ongoing and increasing demand, in an ageing population. There is 

a need for well-trained and insightful leaders to deal with the funding system's economic 

constraints, workforce shortages, achieving the delivery of an acceptable level of safety and 

quality of care, and consumers' expectations. it is critical to understand what makes an effective 

at all levels of the aged care system.  

This research examined the constructs of OID and JS and the associations between them 

and the leadership style of aged care leaders to determine what effect each has on the other. This 

research aims to inform the criteria for performance assessment and leadership development of 

aged care leaders to improve aged care service delivery. 

This mixed-methods research project aims to answer the following questions: 

1. Is there an association between leadership style and organisational 

identification? 



 

Introduction and Background 13 

2. Is there an association between leadership style and employee job satisfaction 

in the aged care sector? 

3. What strategies promote or inhibit higher levels of organisational identification 

in aged care employees? 

4. What promotes or inhibits job satisfaction in aged employees? 

5. What are the implications of research questions 1-4 on the content of aged care 

leadership development programs and leadership performance assessment? 

1.3 JUSTIFICATION FOR THE RESEARCH 

There is growing acknowledgement of leadership's importance to sound clinical risk 

management, including quality of care outcomes for the elderly (Ferguson et al., 2014; O'connor 

& Carlson, 2016; Phillips & Byrne, 2013). This research examines a possible association between 

leadership style on the one hand and the constructs of OID and JS on the other. This project aims 

to improve elder care through an increased understanding of leadership and its effect on aged care 

employees.  

The impact of leadership style on JS and OID may impact workforce recruitment and 

retention, and there may be a  directly affect on the quality of care and lives of our elderly. 

Increased understanding of this dynamic may be critical to equipping future sector leaders to 

address society’s needs regarding quality, compassionate, and respectful aged care services. This 

research is situated in the broader context of an aging population, changing societal expectations 

regarding autonomy and healthy aging, and a time of significant change over the past two decades 

in the delivery of aged care services, with increased complexity in the workforce concerning 

regulation and training. 

1.4 THESIS OUTLINE 

Chapter 1 – Introduction and Background 

Chapter 1 outlines the complex and multifaceted context of aged care in Australia. It 

explores the rapidly ageing population and the increasing demand for residential and in-home 

aged care. The chapter discusses the need for agile and well-prepared leaders to deal with 

consumer expectations, safety and quality of care delivery, unmet workforce demand, and 

complicated funding and budgeting arrangements. There is discussion on the role of leaders in 

maintaining and increasing JS and the importance of determining leadership style on OID and JS. 
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Chapter 2 – Literature Review 

The literature review examines the emergence of OID from a wider theory of social 

identification, along with theories relating to JS. The chapter examines the available leadership 

literature in five theory groups, emphasising power and influence theories related to the link to 

the MLQ5X [Short] leadership assessment tool. The inter-relation and measurement of the 

constructs of leadership style, OID and JS are also discussed. 

Chapter 3 – Methodology and Research Design 

Chapter 3 discusses the strengths of a mixed methods research design for this research, a 

cross-sectional observational study. The quantitative approach was correlational using data 

retrieved from an online questionnaire containing the three evidence-based tools used for data 

collection. The chapter reports on the lived experience of members of two groups (leaders and 

raters) using interpretive phenomenological analysis (IPA). 

Chapter 4 – Study 1 Quantitative Results and Discussion 

Chapter 4 provides the results of the statistical measurements undertaken from the online 

questionnaire data, including discussion on the sample size and composition, sample reliability, 

correlations, and an analysis of the significant differences found between the leaders and raters in 

the sample. 

Chapter 5 – Study 2 Qualitative Findings 

This chapter also reports on the qualitative findings of the research. Coding outcomes, the 

themes, and the multiple threads that emerged in the coding of the semi-structured interview data 

from interviews with leaders and raters are described. 

Chapter 6 – Qualitative Synthesis 

This chapter discusses the qualitative findings and their implications relating to the 

participant's experiences and the outcomes of their experiences. 

Chapter 7 – Conclusions, Limitations, Recommendations and Impact 

Chapter 7 contains the conclusions drawn from the analysis of results, the study's impact, 

limitations, and future research recommendations. 
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Chapter 2: Literature Review 

2.1 OVERVIEW 

This chapter examines leadership theories by grouping them into four contemporary 

groups.  These groups are trait theory, behavioural theories, contingency theories, and power and 

influence theories. It also outlines the literature on organisational identification (OID) and job 

satisfaction (JS) to consider potential links between the three constructs (LS, OID, and JS) and 

how they may relate to leadership.  The literature review is targeted (focussed). It relates to all 

three constructs (leadership style, OID and JS) based on the five research questions posed and 

used to identify, select, critically appraise and qualitatively analyse and interpret key relevant 

research on each construct. 

The literature review touches on the Great Man theory but does not classify this theory for 

reasons discussed in the section related to those theories. There is a discussion of other theories 

of trait, behavioural, continency and power and influence theories. The section on OID discusses 

the evolution and relevance of this construct to workforce development and leadership behaviour. 

Finally, a description of JS and consideration of how it might inform workforce and leadership 

engagement and effectiveness, along with options for measuring it, are provided. The implications 

of the literature are discussed, including how these constructs relate to the critical research 

questions for this study, which may help inform a conceptual model for leadership development 

and training. 

2.2 LEADERSHIP THEORIES 

Leadership is an individual’s ability to influence, motivate, and enable others to contribute 

to its effectiveness and success (House et al., 1999). The researcher chose this definition because, 

at its’ core, is the relationship between a leader, the followers, and a process of influence. More 

recently Day and Antonakis (2012) emphasised the importance of developing leadership 

capabilities in organisations and the emergence of positive leadership models relating to 

responsible and positive leadership described by Voegtlin et al. (2019) have emerged. 

Grouping the more contemporary theories in Table 4 provides a short explanation of the 

notable researchers who developed and explained them, with a timeline showing the associated 

theory development and notable contributing researchers. 
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was a male attribute and roles often associated with military service (Mouton, 2017). Thomas 

Carlyle popularised this thinking during the 19th century and may have been the starting point for 

identifying the human traits that make great leaders (Spector, 2016). These theories suggest that 

leadership practice occurs in a restricted community; however, empirical evidence to support 

them is not apparent. “Great man” is included here for completeness rather than to develop any 

further discussion. 

Trait Theories 

Trait theories originated in the middle of the 20th Century (Stogdill, 1959). They 

experienced a resurgence in the early 1990s (Bass & Stogdill, 1990), with six leadership traits 

identified; drive, motivation to lead, honesty and integrity, self-confidence, cognitive ability, and 

business knowledge (Kirkpatrick & Locke, 1991). Trait leadership theories identify individuals' 

personality traits considered as linked to successful leadership that remain constant in various 

situations (Stogdill, 1959).  

Traits are enduring and stable physical and personality characteristics. Attempts to identify 

those traits conducive to leadership formed one of the earliest approaches to studying leadership 

(Derue et al., 2011). These attempts were based on a nature-nurture premise that leadership is 

mostly innate rather than developed through learning (Mann, 1959, p. 241). An example of the 

application and measurement of trait theory is the Myers-Brigg Personality Inventory (Myers & 

Briggs, 1962) which relies on self-reporting, using an inventory designed to identify an 

individual’s most dominant personality type. Further, it describes individuals' strengths and 

preferences in their response to the inventory questions. The test, developed by Myers and Briggs, 

is based on the Jungian theory of personality types and is one of the most widely used 

psychometric tests in use globally. 

Criticisms of personality tests include that they are often too general to fully understand the 

person and their traits (Van Seters & Field, 1990). Moreover, the strategy of judging an individual 

in comparison to an aggregated “norm” can cause misunderstanding of the individual's strengths 

(Riaz et al., 2012). Finally, as traits are mostly subjective and often only generalisations, reliance 

on trait theory as the basis for employment or fostering leadership potential has been heavily 

criticised (Van Seters & Field, 1990). 

While trait theories may help recruit and select people who could be successful as leaders, 

they do not identify the traits required in specific situations or how much of each trait is required 

to be a good leader (Lyons et al., 2015). A further criticism is that they may lead to an elitist 

conception of leadership, which discourages people who do not self-identify as possessing those 

leadership traits identified as desirable from seeking leadership positions (Dubrin et al., 2006). 
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Behavioural Theories 

In contrast to trait theories, behavioural leadership theories focus on the observable actions 

and reactions of leaders and followers in specific situations and concentrate on developing leader 

behaviours in contrast to leadership being an innate quality (Denison et al., 1995). For 

behaviourists, successful leadership is based on definable, learnable behaviour. The leader's 

behaviour is the best predictor of leadership influences, making up the best determinant of 

leadership success (Westaby et al., 2010). Early research examined the structure and considered 

traits as predictors of leadership behaviour (Coons & Stogdill, 1957; Stogdill, 1963) and 

established the behaviour paradigm of leadership research.  

Behavioural leadership theories promote the value of leadership styles, emphasising 

concern for people and collaboration, participative decision-making, and team development. They 

help leaders evaluate and understand how their behavioural style affects their relationship with 

the team and promote commitment and contribution towards organisational goals (Zhang et al., 

2019). Proponents of behavioural leadership theories assert that they help managers find the right 

balance between different leadership styles and decide how to behave as leaders, depending on 

concerns for people and productivity (Derue et al., 2011).  Criticisms of behavioural leadership 

theories include their limited guidance relating to effective leadership required in different 

situations and do not prove that any particular pattern of leadership action results in the successful 

performance of the leadership role (Day, 2018; Derue et al., 2011). 

One of the more notable behavioural theory applications to leadership is the managerial 

grid, also known as theory X and Y, attributed to researchers Robert Blake and Jane Mouton 

(1964). Blake and Mouton (1964) identified five leadership styles based on two dimensions: 

concern for people and concern for task completion, which is sometimes referred to in the 

literature as concern for results. Blake and Mouton (1964) express this as a leadership grid, as 

shown in Figure 4.  
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differences in required leadership styles at different levels in the same organisation and in 

different situations. The situation is indicative that leaders need to vary their approach based upon 

the people they are leading and the circumstances of the work or task undertaken. The theory 

accounts for the maturity of the leader. Additionally, the maturity of those being led is referred to 

as the “circumstances”. Situational theories posit that only when a leader can mould their 

approach to the maturity and talent of those who comprise their team will the team be equal to 

what is required (Hersey & Blanchard, 1979). 

The Hersey and Blanchard (1979) situational leadership theory has two base pillars: 

leadership style and the maturity level of the followers. The theory states that leadership style 

stems from behaviours of telling (S1), selling (S2), participating (S3), and delegating (S4). It 

posits that there are also four maturity levels: basic incompetence or unwillingness to do the task 

(M1), an inability to do the task but willingness to do so (M2), competence to do the task but no 

belief that they can (M3), and finally, a state where the group is ready, willing, and able to do the 

task (M4). There are also four levels of competence and commitment: low confidence and low 

commitment (D1), low confidence and high commitment (D2), high competence and low or 

variable commitment (D3), and high competence and high commitment (D4). Figure 5 illustrates 

the Hersey-Blanchard (1964) leadership, model.  
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leader's competence and qualities. These five power bases continued further development in 

transactional and transformation leadership theories (Bass & Stogdill, 1990). 

Legitimate power is the formal power ascribed by the authority rightfully granted according 

to the position occupied by the person within an organisation (Hofmann et al., 2017). Reward 

power refers to the manager's ability to confer or withhold rewards such as money, privileges, 

promotion or status, and coercive power relates to fear on the part of subordinates when denied 

the rewards from the leader for non-compliance (Drouvelis et al., 2017). Singh and Vlatas (1991) 

asserted that coercive power is like forcing conflict resolution between the leader and a follower 

or group of followers. Expert power is the leader’s influence over followers based on the leader's 

superior knowledge and skill and a proven ability to perform at a high level (Bass & Stogdill, 

1990). A leader derives referent power based on followers’ identification with the leader with a 

shared identity, shared culture, and idolisation being some of the referent power sources (Bass & 

Stogdill, 1990).  

Theories of power and influence take an entirely different approach to explain leadership 

from those discussed earlier. Rather than personality traits or environmental factors, these theories 

consider the various ways that leaders use power and influence to achieve desired organisational 

outcomes. Mostly, they examine the personal style of the leader. They include the full range 

leadership model of transactional and transformational leadership approaches and default laissez-

faire leadership (Bass & Avolio, 1994). Later developed theories of authentic leadership (George, 

2004) and ethical leadership (Brown et al., 2005) are also included in this theory group. 

Transactional Leadership 

This leadership type emphasises the importance of the relationship between the leader and 

followers. The focus of the theory is on mutual benefits derived from the “contract”. The contract 

is how the leader delivers rewards or recognition in return for the followers' commitment and 

loyalty (Bass & Avolio, 1993). Bass and Avolio (1994) This theory of transactional leadership 

was derived from earlier work on “servant leadership” (Weber (1947). This work posited that the 

style focuses on the primary management processes of controlling, organising and short-term 

planning (Mccleskey, 2014) rather than on the charismatic future-orientated transformational 

style (Bass and Avolio (1994). 

Transactional leadership involves motivating and directing followers primarily through 

appealing to their self-interests (Bass & Avolio, 1994). The power of transactional leaders comes 

from their formal authority and responsibility within the organisation, and this theory posits that 

the leader's primary goal is to make the follower obey their instructions (Mccleskey, 2014). The 

leader applies motivation through a system of rewards and punishment. If a follower complies, a 

reward will follow. If the follower does not comply, punishment follows (Mccleskey, 2014).  
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The theory describes the transaction between leader and follower to achieve routine 

performance goals. These transactions involve the observable dimensions between leader and 

follower:  

1. Contingent rewards (CR), in which transactional leaders link the goal to 

rewards, clarify expectations, provide necessary resources, set mutually 

agreed-upon goals, and provide various rewards for the task's successful 

performance (Beauchamp et al., 2007). 

2. Management by exception-active (MBEA) occurs where transactional leaders 

actively monitor the deviation and take corrective action to prevent mistakes 

(Judge & Piccolo, 2004). 

3. Management by exception-passive (MBEP) occurs where transactional leaders 

only intervene when there are unmet standards or when performance is not as 

per their expectations (Doucet et al., 2009).  

Transactional leaders motivate followers consistent with their expectations. They may be 

useful in promoting follower job performance, often using contingent rewards, meaning that they 

incentivise followers to accomplish assigned tasks (Breevaart et al., 2014). A leader who employs 

a transactional leadership style subscribes to a strategy of granting rewards based on employee 

performance and functions in a heavily structured environment that encourages employees to 

achieve their best by applying workplace or team rules (Avolio et al., 1999). Transactional leaders 

attempt to maintain the status quo, are less open to follower creativity and innovation, and are 

considered bound by traditional roles and power bases and are less concerned with motivational 

influences (Kark et al., 2018).  

There are criticisms that the transactional leadership style is insufficient for developing 

maximum leadership potential because leaders focus on maintaining the group's structure and 

focus only on the required task (Avolio et al., 1999). However, it can form the basis for more 

mature interactions, usually associated with transformational leadership (Bass & Riggio, 2006). 

Leaders who exclusively practise transactional leadership can lead to an organisational 

environment permeated by hierarchical positions based on legitimate power previously described, 

organisational politics, perceived favouritism, and perks (Bass & Avolio, 1993). 

There is criticism that transactional leadership practices negatively impact employee 

motivation, creativity, and performance (Kark et al., 2018) and that the concern with order, 

structure, and maintaining the status quo decreases employee engagement by reducing 

opportunities for employee voice. 
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Transformational Leadership 

Bass first described transformational leadership in 1985, asserting that, unlike transactional 

leaders, transformational leaders inspire followers to abandon self-interest for the sake of the 

organisation and have a profound impact on their followers. As a result, staff turnover reduces 

and productivity increases with higher staff satisfaction levels (Bass, 1985).  

Transformational theories view the leader as a catalyst for a visionary approach while 

maintaining a strategic view of what needs doing. Transactional leaders value networking and 

collaboration (Bass & Avolio, 1994). These leaders are vigilant in their search for others who can 

also demonstrate transformational leadership skills (Bass & Riggio, 2006). This leadership 

approach seems to have captured contemporary views on leadership and appears based on the 

current industry's preferred leadership capability frameworks relating to health and aged care 

leadership.  

Transformational leadership theories assert that people are motivated by the task that must 

be performed (Bass & Avolio, 1994). Those who practise transformational leadership emphasise 

cooperation and collective action, and individuals exist within the community's context rather 

than in competition with each other (Bass, 2008). To this end, transformational leaders design 

tasks to be challenging and desirable. The whole system adjusts to place the community above 

the individual (Bass & Riggio, 2006) and positively influence follower behaviour (Diaz-Saenz, 

2011). Four transformational leadership elements deployed by leaders have been articulated (Bass 

and Avolio, 1994; Riggio, 2006): 

1.  Idealised influence relates to which factors labelled in the MLQ5X[Short] as 

factors IIA and IIB and demonstrated when leaders are role models who engage 

in high ethical behaviour standards. 

2. Inspirational motivation is the factor labelled in the MLQ5X[Short] tool as 

(IM) and relates to the degree to which a leader articulates an appealing vision 

that inspires and motivates others to exceed performance expectations. 

3. Intellectual stimulation is the factor labelled in the MLQ5X[Short] tool as (IS) 

and occurs when leaders challenge assumptions, take risks, and engage 

followers to solicit their ideas, thus recognising their followers through 

stimulating creativity and innovation. 
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4. Individualised consideration is the factor labelled in the MLQ5X[Short] tool as 

(IC) and relates to the extent to which transformational leaders attend to each 

follower’s needs and are mentors, coaches, or guides. These leaders listen to 

each follower's concerns and needs, provide support, and empathise with each 

person’s situation and background. 

There are criticisms of transformational leadership approaches arising from the lack of 

clarity concerning the underlying mechanism of leader influence at work (Beyer, 1999; Hunt, 

1999; Yukl, 1999). In particular, there are reports of overlap between the constructs of idealised 

influence (Avolio et al., 1999) and inspirational motivation (Bass & Avolio, 1994). There is also 

criticism that the theory lacks sufficient identification of the impact of situational and context 

variables on leadership effectiveness (Yukl, 1999).   

The Laissez-Faire Leader 

Laissez-faire leadership is a leadership style where leaders allow group members to make 

decisions with disengagement from the team, the organisation's goals, and follower group 

members, expecting them to solve their problems themselves (Anbazhagan & Kotur, 2014). The 

laissez-faire leader provides an environment where the leader abrogates responsibilities and 

avoids making decisions, with the group often lacking direction (Eagly et al., 2003). A criticism 

of this part of the theory is that it is sometimes difficult to perceive the difference between this 

approach and the behaviourist approach described above in 2.23 (Wong & Giessner, 2016). 

Authentic Leadership 

Authentic leadership finds its conceptual roots in positive psychology, and especially so in 

the concepts of personal growth and self-fulfilment (Braun & Peus, 2016). Leadership scholars 

built upon these roots to further develop the construct. Authentic leadership theory is a prominent 

and contemporary theory for which George (2004) is considered the primary theorist.  

This theory postulates that leadership is composed of four distinct components: 

1. Self-awareness (“know thyself”) is a prerequisite for being an authentic leader, 

as knowing one’s strengths, limitations, and values, and knowing what one 

stands for and what values are critical (George, 2004). Moreover, (George, 

2004) self-awareness is required to develop other components of authentic 

leadership. 

2. Relational transparency (“be genuine”) involves being honest and 

straightforward in dealing with others (George and Sims (2007).  
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3. Balanced processing (“be fair-minded”) is where an effective, authentic leader 

solicits opposing viewpoints and considers all options before choosing a course 

of action and without impulsive action or “hidden agendas”. Plans are well 

thought out and openly discussed (George & Sims, 2007). 

4. Internalised moral perspective (“do the right thing”) refers to an authentic 

leader who has an ethical core. They know the right thing to do and driven by 

a concern for ethics and fairness. 

The roots of authentic leadership come from ancient Greek philosophy that focuses on 

developing core or cardinal virtues (Gardner et al., 2011). These virtues are prudence (fair-

mindedness, wisdom, seeing all courses of action), temperance (being emotionally balanced and 

in control), justice (being fair in dealings with others), and fortitude (courage to do the right thing).  

Authentic leaders require a great deal of self-reflection and the courage to do the right thing, 

often involving a degree of selflessness. Authentic leadership theory has become popular as 

people search for leaders who exhibit previously defined qualities. Authentic leaders demonstrate 

qualities of understanding their purpose, practising solid values, establishing connected 

relationships, and demonstrating self-discipline (George, 2004). B. This model focuses on an 

authentic leader's different qualities and asserts that they will be an authentic leader if a leader 

demonstrates these qualities or characteristics, as their followers will respond positively, and the 

organisation will benefit. The qualities espoused are associated with an observable characteristic 

of purpose and passion, values and behaviour, relationships and connectedness, self-discipline 

and consistency, and heart and compassion.  

Authentic leaders have a sense of purpose, knowing what they are about and where they are 

headed (Iszatt‐White & Kempster, 2018). Purpose manifests itself as passion. Passionate people 

are interested in what they are doing, are inspired and intrinsically motivated, and care about the 

work they are doing (Northouse, 2019). Authentic leadership occurs when individuals enact their 

true selves in their role as a leader (Leroy et al., 2012). 

Those who practise authentic leadership have values, know what they are and do not 

compromise those values (George, 2004). This quality manifests itself through the leader’s 

behaviour, with authentic leaders acting only according to their values. The ability to build 

relationships with others and have connectedness with their followers is also an attribute of 

authentic leaders who are willing to share their experiences, listen to others’ experiences, and 

communicate with their followers (Northouse, 2019).  

The fourth dimension of authentic leadership is self-discipline and consistency, which gives 

leaders focus and determination and the ability to focus on a goal and move forward towards that 
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resilience rather than a preoccupation with repairing the worst of things (Bayramoğlu & Şahin, 

2015). While there is ongoing research, some assert that it is not clear how authentic leadership 

leads to positive organisational outcomes (Breevaart et al., 2014). Some criticism relates to the 

relative infancy of the theory and lacks a fully developed evidence base. The implication is that 

there is an insufficient explanation of the moral component, which has led to further exploration 

of ethical leadership. Other criticisms of Authentic leadership theory are that foster excessive 

positivity (Alvesson & Einola, 2019) and that the construct lacks conceptual clarity, is leader 

centric that leads to bias toward the person not the leader and has philosophical ambiguity 

(Crawford et al., 2019)  

Ethical Leadership 

From the researchers lived experience, the aged care sector is fraught with ethical decisions 

and deliberations at every level, including allocating scarce resources, colleagues and workforce 

issues, meeting performance targets, improving organisational culture, responsibilities of 

disclosure, and transparency identify errors or misadventures. While this list of ethical decisions 

is not exhaustive, the decisions made for these crucial areas in any organisation mean that ethical 

leadership gained prominence. Ethical leadership, defined as “The demonstration of normatively 

appropriate conduct through personal actions and interpersonal relationships promotes such 

conduct to followers through two-way communication, reinforcement, and decision-making” 

(Brown et al., 2005) (Brown et al., 2005, p. 120). 

Hoch et al. (2016) compared authentic, ethical and servant leadership that emphasise ethical 

and moral behaviour with transformational leadership and found that there is inadequate 

investigation of the empirical relationships with transformational leadership resulting in a lack of 

explanation of incremental variance beyond transformational leadership.  Their meta-analysis 

provides a more thorough assessment of the relationship of these emerging leadership forms 

beyond the nine outcomes described for transformational leadership. 

There are five principles of ethical leadership: respect, service, community, justice and 

honesty (George, 2004). Ethical leadership draws upon concepts of: 

1. Situational ethics, where the “right” action is dependent on the context of the 

situation (Fletcher, 1966).  

2. Cultural relativism determines what is right and that it is unethical to judge 

other cultures based on one’s own culture (Herskovits & Herskovits, 1972). 

3. Professional ethics, where what is considered right, is determined by a code of 

ethics of a specific profession that people should follow (Dinovitzer et al., 

2015).  
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4. Value-based ethics, in which a person’s values should guide their behaviour 

(Fusco, 2018). 

5. Rule-based ethics, where the rules of a specific group or organisation determine 

what is right. These include the society’s rules, religions’ rules and an 

organisation’s rules (Fusco, 2018); and,  

6. Fairness-based ethics is a core issue of stakeholder theory in which fairness 

determines the right actions and behaviours requiring fair and equal treatment 

of everyone (Hayibor, 2015). 

Ethical leadership has trust and maintaining good relationships at its core and provides a 

balance between the wellbeing of the followers and the wider community and its sustainability or 

profitability. Modern ethical leadership theory places importance on the idea of service, in that 

the leader is a “servant” of their followers. This understanding of leadership emerged from 

concepts of servant leadership, which postulated that the service to others is the primary concern 

of leaders (Greenleaf, 1991). More recent literature has made similar claims (Sharma et al., 2019; 

Wright & Quick, 2011). 

In the modern context, ethical leadership draws upon multiple ethical theories to equip 

leaders to unpack and consider their work's ethical dimensions through various lenses to arrive at 

a well-considered decision (Brown & Treviño, 2006). Ethical leadership requires consistency of 

the leader's actions within an ethical framework integrated into everyday leadership practice 

(Brown & Treviño, 2006). Ethical leadership is associated with authentic leadership, with May et 

al. (2003) linking authentic leadership, ethical decision-making, and positive organisational 

behaviour to develop a decision-making model to understand how authentic leaders make morally 

appropriate decisions.    

In organisations, ethical leadership centres around respect for others' ethics, values, rights 

and dignity. It entails honesty, integrity, trust, and fairness in leadership practice, demonstrates 

respect for ethical beliefs and values, and maintains others' dignity and rights, leading by values, 

vision, voice and virtue (Brown & Treviño, 2006). It is a form of leadership in which the leader’s 

behaviour sets the standard for themselves and the follower group. Leadership practice is aimed 

at the common good and composed of being an example to others, championing ethics through 

their conduct and communicating this to each member of their follower group (Brown & Treviño, 

2006). Central to ethical leadership is allowing open conversation within the follower group and 

building camaraderie with individuals among their team and throughout the organisation (Den 

Hartog, 2015). 
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The V-4 model invites leaders to think about four aspects of leadership (virtues, values, 

vision, and voice) and align internal beliefs and values with external behaviours to pursue the 

common good as they apply in a particular context (Center for Ethical Leadership). The V-4 

Model has four elements.  Virtue is the centrepiece achieved by values, vision, and voice and 

shown in Figure 7, and is related to trust, honesty, consideration, and charisma. 

 

Figure 7. The V-4 Model of Ethical Leadership 
Adapted from: Centre for Ethical Leadership, 2014 

 

There has been considerable discussion about ethical leadership failures in different 

settings, resulting in an increased interest in exploring ethical leadership in organisations (Brown 

& Treviño, 2006; Den Hartog, 2015; Keselman, 2012). The study of organisational ethics is an 

important topic in organisational behaviour and organisational psychology, with increasing 

research focus on the behavioural and perceptual view of ethical leadership (Den Hartog, 2015).  

Unethical leadership may lead to follower disappointment and distrust, further leading to a 

lack of interest and commitment, and consequently, negatively impacting consumer outcomes and 

organisational effectiveness (Keselman, 2012). A study of how leadership and culture relate to 

followers' ethical thinking and behaviours and found that ethical leaders embed shared 

understanding by influencing ethical culture in follower teams Schaubroeck et al. (2012) also 

found that ethical leaders positively influence followers’ ethical cognition, behaviour, and 

performance.  

A further study described similar findings, showing that employees are less likely to engage 

in unethical behaviour when the leader models the desired ethical behaviours and the follower 

group has less relationship conflict with co-workers, concluding that reinforcing leaders’ moral 

identities may promote ethical behaviours at several organisational levels (Mayer et al. (2012). 
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Ethical leadership based on trust, respect, integrity, honesty, fairness, and justice promotes 

positive relationships. Research into the intersection of ethics and leadership remains mostly 

unexplored, with further research and leadership practice development opportunities (Brown et 

al., 2005). There are assertions that leadership theories such as transformational leadership and 

authentic leadership overlap with ethical leadership (Brown & Treviño, 2006). They are all 

ethically principled, share a social motivation, and require an engaging leadership style and 

associated with positive results in organisational commitment (Lotfi et al., 2018), increasing the 

retention of the healthcare workforce (Ibrahim et al., 2018), engagement of employees 

(Engelbrecht et al., 2014; Lahey et al., 2017) and the development of trust in the workplace 

(Engelbrecht et al., 2014). 

There is a positive association between ethical leadership and JS (Kim and Brymer (2011), 

and followers’ JS improves when middle managers model ethical leadership principles with 

others replicating these findings (Benevene et al., 2018). A descriptive cross-sectional study to 

examine the effect of nurses’ ethical leadership and ethical climate perceptions on their JS also 

found a positive relationship between the constructs (Ozden et al., 2019). The study further 

concluded that the educational status, the workplace itself, and service length influence ethical 

leadership perceptions. Ethical leadership moderates follower engagement and identifies a 

positive relationship between ethical leadership and organisational citizenship behaviour 

(Demirtas et al., 2015). Ethical leadership is becoming an area of renewed research interest and 

increasing academic comment due to the media's regular reporting of unethical leadership in large 

organisations (Keck et al., 2018).  

Leadership Research in Aged Care 

There are decades of Leadership studies, with many theories and approaches attempting to 

guide and explain it. However, there is limited evidence available specifically relating to 

leadership in aged care. The eminent leadership researchers, Bass and Stogdill, once stated that 

there are almost as many different definitions of leadership as those who have tried to define the 

concept (Bass & Stogdill, 1990).  

There has recently been an awakening of recognition of leadership's importance and the 

close link to sound risk management and the quality of care outcomes for the elderly (Ferguson 

et al., 2014; O'connor & Carlson, 2016; Phillips & Byrne, 2013). The link between effective 

leadership and quality care outcomes for the elderly, coupled with the need to improve this, is at 

the heart of this research. Some research has addressed the impact of “leadership” in the aged care 

sector (Jeon et al., 2015; Jeon et al., 2013; Shaw et al., 2013); however, these researchers did not 

examine the effect of leadership style.  Most recently Brunetto et al. (2020) compared the impact 

of management practices and leadership on the not-for-profit and for-profit social enterprises that 
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were subject to government contracts and legislation and found that leadership remains an 

important consideration in the aged care sector influencing employees turnover intentions and 

satisfaction with work. 

One tool that facilitates leadership evaluation is The Aged Care Leadership Quality 

Framework developed using a Delphi process with 69 experts and 23 panellists completing the 

three Delphi rounds (Jeon et al., 2013). Participants from diverse geographical areas in Australia 

were asked to evaluate the document regarding its overall relevance and the importance of each 

leadership quality using a 4-point Likert scale. The study confirmed that leadership is ill-defined 

in the aged care context. The Aged Care Clinical Leadership Qualities Framework was validated 

to identify clinical leaders' positive attributes in aged care (Jeon et al., 2015).  

While the framework helped clarify the role of aged care middle managers, it did not test 

how the tool could assess leadership potential or performance or the effect of leadership style on 

organisational performance. As the aged care sector's size and complexity increases, such 

assessment will become increasingly important to maintain a sustainable aged care leader 

workforce. While leadership is ill-defined in the aged care setting, middle managers' attributes 

and characteristics in aged care are valued (Jeon et al., 2015). These attributes and characteristics 

include goal orientation, directly nurturing staff respect, recognition, and team building and 

aligning care quality with personal and professional authenticity, having the emotional 

intelligence to facilitate peer and organisational networking, and developing self-management 

and self-awareness skills. These authors concluded that the perception of organisational 

leadership depends on the context and role expectations.   

2.3 ORGANISATIONAL IDENTIFICATION (OID)  

The Definition of OID 

OID is a construct or theoretical lens that informs management and organisational research 

(Edwards & Peccei, 2007) and relates to how employees perceive themselves relative to the 

organisation (Albert & Whetten, 1985). Researchers suggest that OID captures what employees 

identify with as their fundamental qualities (Albert & Whetten, 1985). This definition was 

reaffirmed in later research (Whetten (2006). OID makes the organisation distinctive and unique 

from other organisations in the employees' eyes (Edwards & Peccei, 2010). Moreover, OID relates 

to what employees perceive to be enduring or continuing, and this is regardless of direction and 

strategy changes in organisational environments. It is concerned with the question “Who am I?” 

to the organisation (Podnar & Golob, 2014; Pratt, 1998). Patchen (1970) explained that OID has 

three parts of feelings of solidarity with the organisation, attitudinal and behavioural support for 

the organisation, and the perception of shared characteristics with other organisational members.  
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The researchers mentioned above were very explicit and comprehensive in their 

descriptions and definitions of the concept of OID. They provided a vocabulary for understanding 

the individual’s world within a broader organisation by deductive reasoning and the use of 

objective observation measures by “type of behaviour-function mapping” (Kitamura & 

Mizoguchi, 2004).  

Evolution of the Construct of OID 

The body of knowledge relating to the importance of OID to organisational performance 

has evolved over the past 50 years. The following section tracks the evolution of the concept 

through research findings. Scholarly enquiry and research into organisational identity began with 

Brown (1969), Patchen (1970), and Lee (1971), all of whom took a functionalist ontological 

approach to describe OID.  

A survey of 834 employees of the Tennessee Valley Authority measured employees’ 

reaction to how and why they identified with their employing organisation (Brown, 1969). This 

study found that identification is a self-defining response set in a specific relationship between 

the individual and the organisation and described four aspects of involvement as an attraction to 

the organisation, consistency of organisational and individual goals, loyalty toward the 

organisation, and their reference of self to organisational membership. OID is “not simply a 

product of the satisfaction of affiliative needs” (Brown, 1969, p. 353) and that members of the 

organisation must also feel a “modicum” of a locus of control (p. 354). This position was 

maintained in later research by Brown (2017). 

The role of shared characteristics with organisational members and shared interests and 

goals with other organisational members stemming from solidarity with the organisation have 

been described (Patchen, 1970). Coupling of high levels of shared characteristics with a sense of 

belonging to that organisation and supporting the organisation by defending it was claimed 

(Patchen, 1970). Around the same time, Hall et al. (1970) described OID as a process by which 

the organisation's goals and the individual become increasingly integrated and congruent. These 

researchers emphasised the importance of goal and value acceptance and emotional commitment 

by employees to the organisation. 

Others have asserted that OID is the degree to which individuals want to be with the 

organisation, and the concept of “belongingness” results from having common goals shared with 

others or employees feeling that their function fulfils their personal needs was introduced (Lee, 

1971). Further, his research described loyalty manifested by attitudes and behaviours, including 

supporting organisational objectives, taking pride in a length of tenure with the organisation, or 

promoting the organisation to outsiders, implying a similarity between the individual and others. 
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By the early 1980s, Cheney’s (1983) research extended the concept, authoring the “OID 

Scale”. This work described OID as an active process by which individuals link themselves to 

elements at a social level and asserts that the person acts to identify with some target or targets 

such as persons, families, groups and collectives, and values, goals and knowledge activities that 

the individual finds in some way inspiring (Cheney, 1983). Cheney (1983), Ashforth and Mael 

(1989), Dutton and Dukerich (1994), and Rousseau (1998) Further work has taken a constructivist 

approach (Cheney (1983); Ashforth and Mael (1989); Dutton and Dukerich (1994) Rousseau 

(1998), beginning with the assumption that learners construct knowledge out of their experiences 

(Thomas et al., 2014).  

Towards the end of the 1980s, researchers used social identity theory to understand better 

the complexities of OID (Ashforth and Mael (1989). These authors contrasted this with symbolic 

interactionism and criticised this theory for lack of empirical assessment and its emphasis on 

interpersonal relationships. They attempted to understand OID as a specific form of social 

identification manifested when individuals attempt to meet belonging needs within groups 

perceived as important. They described the importance of shared characteristics and shared 

experiences, developing the Identification with a Psychological Group Scale (IDPG). The IDPG 

was subsequently validated (Mael and Tetrick (1992). 

OID is the degree to which a member defines themselves by attributes they believe define 

the organisation (Dutton and Dukerich (1994). For most employees, identity as an organisation 

member is more salient than alternative identities. These authors also concluded that an 

individual’s self-concept has many characteristics that define the organisation as a social group. 

They found that given a set of conditions where identification is likely to occur, the individual’s 

identification with an organisation determines if there are increases in what has become known 

as “in-role” and “extra-role” behaviours (Dutton et al., 1994).  

To further explain, role behaviours are collectively known as “organisational citizenship” 

(Islam & Tariq, 2018). In-role behaviours are a series of employee actions based on the 

individual’s role in the organisation (Zhu & Akhtar, 2014). In contrast, extra-role behaviours refer 

to behaviours not included as part of an employee’s official job duties that affect the well-being 

of the organisation or its members (Bowling, 2009). Differences in how people identify with the 

organisation and how the organisation's characteristics define the individual were demonstrated 

by (Dutton and Dukerich (1994).  

By the late 1990s, researchers found that identification is a psychological state where 

individuals perceive themselves to be part of a larger whole, and OID occurs when individuals 

see themselves as part of the larger organisation and manifested in two forms described in Table 

5 (Rousseau (1998). The work of Van Dick et al. (2006) was positively linked social identity 
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The Importance of OID as a Construct 

OID is evident when employees perceive themselves and the organisation as tightly linked 

by cognitive and affective processes (Černe et al., 2013), and the employee feels pride and 

demonstrates loyalty and oneness with the organisation's values and goals. Social identity theories 

provide an appropriate framework to interrogate complex organisational cultures. The OID 

framework highlights a more individual response to group norms and values. The relationship 

with different leadership styles may become a vital construct to research to determine which style 

more effectively encourages OID. Social identity and its subset of organisational identity are 

strongly linked to a more contemporary term, “organisational culture” (Brown, 2017; Haslam et 

al., 2003).  

OID has a positive effect on JS, employee behaviour, and the organisation's effectiveness 

(Ashforth & Mael, 1989; He & Brown, 2013; Koren, 2010). Over the past three decades, OID has 

become an important theoretical lens for observing groups or organisations (Anaza, 2015; Khilji 

et al., 2015). Ashforth and Mael (1989, p. 23) noted that the “identities” that emerge in 

organisations reflect the shared values and beliefs among members of the organisation.  

There is considerable evidence that a strong organisational culture is represented by having 

a workforce that demonstrates a salient, stable, and consistent identity (Ashforth & Mael, 1989; 

Rousseau, 1998; Schuh et al., 2016; Van Dick et al., 2006). This work has demonstrated that OID 

exhibits greater consensus due to social identity theory's hegemonic power (Ashforth and Mael 

(1989). Measuring OID provides critical organisational insights and its interaction with its internal 

and external environment (De Roeck et al., 2013).  

The Measurement of OID 

Measurement of OID is important because there is a clear association between higher levels 

of OID and successful organisational performance (Carmeli et al., 2007; Ng, 2015; Reina et al., 

2014). Some studies have investigated the centrality and continuity of OID and its influence on 

employee knowledge, attitude, and behaviour (Brammer et al., 2015; Ismail & Umar Baki, 2017; 

Riketta, 2005), concluding that OID mediates employee and organisational performance. There 

appears to be some association between leaders who articulate the mission, values, and objectives 

of organisations and create higher OID levels (Carmeli et al., 2011; Chan et al., 2018; Zhang & 

Chen, 2013). Measurement of OID has included surveys, interviews, and questionnaires using 

Likert scales (Bartel, 2001; Cheney, 1983; Dutton et al., 1994; Elsbach & Kramer, 1996; Mael & 

Ashforth, 1992; Van Riel & Balmer, 1997).  

A ten-item Identification with a Psychological Group (IDPG) Scale developed by Mael and 

Tetrick (1992) expanded the previous six-item scale (Mael and Ashforth (1992). The 10-item 
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IDPG scale recognised OID as “a subset of the more general identification with a psychological 

group” (Mael & Tetrick, 2016, p. 814). These researchers found that the 10-item scale had 

significantly less overlap with JS, organisational satisfaction, and job commitment, which may be 

a confounding variable in any association between OID and the leader's style.  

The Importance of this OID Research 

There is increasing evidence to support the proposition that OID is an essential element to 

fostering employees' work behaviours to work in the organisation's best interests (Guerber et al., 

2014). Concerns emerged about the ethics of how OID has been conceptualised and 

operationalised by researchers (Edwards, 2005). This research aims to contribute to the 

knowledge of leadership style's effect on follower groups and assist aged care organisations in 

improving their performance by providing their workforce with skilled leaders and genuinely 

providing opportunities to hear their employees' voices.  

An employee’s sense of identity constitutes a “root construct”, meaning it is the basis of 

OID (Albert et al., 2000), directly affecting intra and inter-group dynamics. It has a significant 

effect on the degree of concern for the organisation experienced by many employees. The concern 

employees’ feel triggers a deep sense of pride, which for many employees helps define who they 

are as individuals, which affects the perception of leadership that profoundly influences each 

member of an organisation (He & Brown, 2013). This examination of the social exchange 

perspective that influences leadership found that the perception of leadership by others has a 

significant effect on employee behaviour and performance (He & Brown, 2013). 

When employees identify with their organisation, they tend to have higher work 

performance levels (Blader & Tyler, 2009; Schuh et al., 2016). These employees are more likely 

to engage in organisational citizenship behaviours, including voicing constructive suggestions or 

helping co-workers. They tend to be more satisfied with their job and less likely to leave the 

organisation of their own volition (Riketta, 2005; Schuh et al., 2016; Van Dick et al., 2006). 

OID provides critical insight into the organisation itself and how it interacts with its internal 

and external environment (De Roeck et al., 2013). It is important, particularly in economic 

hardship and rationalisation of services and staff (Tosti‐Kharas & Karren, 2012). As a result, the 

link between OID and social exchange theory explains the behaviour of individuals, groups, and 

entire organisations (Callea et al., 2016; Kalshoven et al., 2016). Despite nearly 50 years of 

research literature being available, research into OID and applying the construct to improved 

organisational performance is not well understood (Gioia et al., 2002; Haslam et al., 2003). The 

achievement of consensus is problematic in defining and understanding organisational 

identification, and the lack of consensus is a call for further research on the topic to reduce 

confusion and increase knowledge about this construct (Albert et al., 2000). 
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There is significant research undertaken on the importance of OID on organisational 

performance. However, a research gap exists relating to the effect of different leadership styles 

on OID levels in organisations generally and in the aged sector in particular. It is this gap that this 

research aims to narrow. 

2.4 JOB SATISFACTION (JS) 

The Definition of JS 

JS is an individual’s perceptual or emotional reaction to important parts of work (Vroom, 

1964) and a pleasurable or positive emotional state from the appraisal of one’s job or experience 

(Locke, 1970). Others have defined JS as a set of favourable or unfavourable feelings through 

which employees view their work (Davis & Nestrom, 1985). More recently, the definition of JS 

is the extent to which employees are happy or content with their jobs and work environment 

(Gazioglu & Tansel, 2006). 

The Evolution of the Construct of JS 

The study of JS is complex, and various methods of study have evolved since the early 

1900s. Early work led the way for the more contemporary approaches to understanding JS.  

JS Theories 

Work Environment Theories  

JS as a construct for study emerged in the 1930s. However, the enquiry into employee 

attitudes to their job began earlier in the 1920s. Two important studies shaped work environment 

theories. 

Hoppock and Spiegler (1938) published their intensive watershed study of JS that addressed 

JS's complexity and found the independent variables of fatigue, monotony, working conditions, 

supervision, and negative achievement impacted JS. The concept of achievement has the most 

relevance to contemporary research into JS because it directly links to an individual’s drive to 

succeed. 

The other important study became known as the Hawthorne studies, which investigated 

employee production and efficiency conducted on workers at the Hawthorne plant of the Western 

Electric Company (Moore et al., 1947). The Hawthorne studies were part of a refocus on 

managerial strategy incorporating the socio-psychological aspects of human behaviour in 

organisations. The Hawthorne studies examined workers’ responsiveness under certain 

environmental conditions, such as improved lighting. The findings of this research included, 

among other things, that social rather than environmental factors inspired workers to be more 
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responsive to the lighting and other variables they were investigating ((Moore et al., 1947). They 

concluded that workers were more highly responsive when they were the focus of additional 

attention from managers and reported feelings that their managers cared about them and had a 

genuine interest in their work and that this was equally as important to the workers as financial 

incentives (Moore et al., 1947). 

Motivator-Hygiene Theory  

By 1959, the investigation of JS moved toward examining motivation (Herzberg et al., 

1959) and later motivator-hygiene theory, which was an attempt to answer the question, “What 

do people really want from their work experience”. These researchers proposed a two-factor 

theory in a study of engineers and accountants (n=200), asked to describe a time in which they 

felt incredibly dissatisfied with their jobs (Herzberg et al., 1959). The answer obtained through 

this qualitative research suggested that recognition and responsibilities were frequently mentioned 

as satisfiers and labelled as "motivators". Participants in the study frequently mentioned incidents 

involving supervisors, interpersonal relations, working conditions, company policies, and 

remuneration and benefits as dissatisfiers, and these were labelled hygiene factors. Herzberg’s 

theory was predicated on the principle that JS and dissatisfaction result from different causes, 

with satisfaction dependent on "motivators" and dissatisfaction dependent on "hygiene "factors.  

Pay, work, promotion, verbal recognition, and working conditions were distinguished as 

critical factors when studying JS (Locke, 1976). What became known as the Range of Affect 

theory that contends JS is determined by a difference between what an employee expects from a 

job and the employee job experiences (Locke, 1976). Further, the theory states that how much 

one values a given facet of work (e.g., the degree of autonomy in a position) moderates how 

satisfied/dissatisfied one becomes when expectations are not met. When a person values a facet 

of a job, satisfaction is more greatly positively impacted (on meeting expectations); while 

satisfaction is negatively impacted (when there is a failure to meet expectations) when one does 

not value that facet. 

Social Science Theories (SST) 

Other 20th century researchers progressively discovered more about human nature's 

complexity, which shaped industrial sociology's human relations movement. Most social science 

theories view social life as organized by structural entities (e.g., social institutions, cultural 

symbol systems, structures of race, class, and gender) that stand outside of the flow of events in 

everyday life and exert a more or less determining influence on the course of those events. 

Researchers who examined new management methods and discussed leadership, group processes, 

and social science theory concerning post-1947 research on organisational performance 

contributed to the discourse (Likert, 1961).  
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Dispositional/Trait Theory (TT) 

The trait approach posits that there is variation in worker tendencies to be satisfied with 

their jobs and suggest that these tendencies are, to some extent, an individual trait and that these 

innate dispositions cause workers to have tendencies toward certain levels of satisfaction 

unrelated to their job (Staw et al., 1986). 

Equity Theory (ET) 

Equity theory (or distributive justice) has cognitive dissonance at its base (Festinger, 1962) 

and further developed around JS. Inequity exists whenever the person perceives that the job inputs 

or outcomes stand in a psychological obverse relation to the perception of the inputs or outcomes 

of others (Adams, 1963, p. 424) and that work, inequity creates tension. This tension is 

proportional to the magnitude of the inequity present (Adams, 1963). Moreover, the person's 

tension creates a drive to reduce it, and the strength of the drive is proportional to the tension 

created. Thus, it is proportional to the magnitude of the inequity (Adams, 1963, p. 427), and this 

inequity will create dissatisfaction with the job and intentions to leave.  

Job Characteristics Theory  

According to this theory, there are five aspects of designing a job that can influence how 

motivating it is (Hackman & Oldham, 1976). These researchers focused on the importance of the 

design of a job to an employee’s motivation. Additionally, there is a need to consider behavioural 

factors and workers' psychological needs when designing a job. According to the model, five 

aspects of the design of a job can have an important influence on how motivating it is: 

Skill variety, or the extent to which a job requires a range of skills and talents that the 

worker can develop over time. Employees experience greater meaningfulness in their work, the 

less elementary it is. 

Task identity, or having a clear task with an identifiable or visible outcome. Employees 

feel their work is more meaningful when involved in a whole process than just part of it. 

Task significance, or the extent to which it is clear to an employee why their job matters 

and the degree to which their job impacts other people’s lives. Perceived task significance 

increases its perceived meaningfulness.  

Autonomy, or the extent to which the employee has the authority to act independently and 

whether the employee has the power to plan out the work and determine the procedures for 

carrying it out. Employees experience greater personal responsibility for their successes and 

failures and greater motivation when this is the case. 
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Feedback, which relates to when the employee receives actionable feedback from their 

leader or colleagues about how well they are doing, the overall impact, and how they could 

improve their overall effectiveness, motivation is enhanced. 

Favourable outcomes resulting from job designs that include these five characteristics are 

greater worker motivation and JS and higher quality and quantity of work Hackman and Oldham 

(1976). 

The Importance of JS as a Construct 

JS is one indicator of employees' contentedness, including their happiness with their job 

(Robertson & Cooper, 2011). Other aspects of their job, such as the nature of the work or their 

relationship with the leaders (Amundsen & Martinsen, 2014), are other indicators. Indicator data, 

as previously described, can predict turnover intentions and adequate workforce supply to meet 

operational needs and determine leaders' training needs (Fasbender et al., 2019; Lu et al., 2016).  

JS is quite variable between individuals (Gazioglu & Tansel, 2006; Hickey & Bennett, 

2012; Jones & Sloane, 2007; Mcphail et al., 2015). When measured, it remains relatively stable 

for each individual throughout the employment relationship (Straw & Ross, 1985). It, therefore, 

provides a reliable indicator of organisational culture and organisational health. 

Leadership and JS 

Increased JS reduces employee turnover intentions and promotes employment longevity 

(Flickinger et al., 2016; Jang et al., 2017). As organisations struggle to maintain a well-trained 

and agile workforce, a reduction in staff turnover is essential to avoid staff attrition and 

replacement employees (Castro Lopes et al., 2017). Such turnover can also be averse to the quality 

of the care recipient's care (Castle & Engberg, 2005; Gillet et al., 2018). In a competitive labour 

market, employers must pay attention to employee JS and promote it among staff (Dalal et al., 

2012; Etchegaray & Thomas, 2015; Hom, 2001; Nyberg, 2010). This may have particular 

importance in the aged care sector, where skilled workforce shortages are looming (Hodgkin et 

al., 2017; Mavromaras et al., 2017). 

There is a positive association between leadership and employee satisfaction within the 

aged care sector (Dwyer, 2011; Jeon et al., 2013). However, these studies described clinical 

leadership functions in aged care but did not investigate the effect of leadership style on JS. A 

systematic review examined literature relating to registered nurses' experiences as managers and 

leaders in residential aged care facilities, finding a total of eight qualitative research reports 

(Dwyer, 2011). Two of the themes that emerged in the systematic review were that nurses identify 

with their leadership role in residential aged care and that nurses are often valued by care 
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recipients and devalued by the system at the same time. Thus, aged care workers commonly 

experienced ambiguous feelings about their work, impacting JS.  

Some studies have positively linked leadership style with employee JS. A study of 

transformational leadership, supervisor trust, JS, and team performance in a multi-level analysis 

of airline employees’ experiences found that transformational leadership was positively related to 

followers' JS and mediated by trust in the leader and the team (Braun et al. (2013). These 

researchers recommended training approaches that address transformational leadership at 

multiple levels in organisations, relying on the findings of that transformational leadership is 

trainable (Barling et al., 1996). 

Measurement of JS 

JS is difficult to measure because the issues that concern employees are wide-ranging and 

often workplace specific. Methods of measuring JS as facet items, in which one item measures 

one facet of the job in question or facet scales that use multiple items to measure one aspect of 

the job in question was categorised Lepold et al. (2018) who found that the use of facet items was 

useful where cost and time effectiveness were imperatives. However, facet scales provide a more 

in-depth understanding of JS (Lepold et al., 2018). 

Measuring JS can range from a single global rating to more complex and meaningful 

measures (Schaufeli et al., 2017). Those surveyed responded to one question; “All things 

considered, how satisfied are you with your job?”. There are also more complex multi-faceted 

approaches, such as job diagnostic surveys (Özpehlivan & Acar, 2015). These diagnostic surveys 

may include summation scores that identify key job elements or tasks and surveys of employees' 

attitudes and feelings about critical attributes of the job (Robbins et al., 2017). 

For this study, the researcher considered the relative merits of measuring JS via facet items 

or facet scales (Lepold et al., 2018). Another consideration was cost and time-effectiveness, and 

there is evidence to suggest that shorter surveys are more likely to achieve acceptance and 

completion by participants and employing organisations (Burisch, 1984). There are criticisms of 

single-item measures relating to reliability concerns (Loo, 2002; Wanous et al., 1997). Thus, the 

researcher preferred a measure previously validated and used in the health or social care sector 

and considered the following for this research project. 

Job Descriptive Index 

The Job Descriptive Index is an evidence-based tool that derives a composite measure of 

overall JS through a combination of ratings of satisfaction (Smith et al., 1969) and used by others 

(Stanton et al., 2016). The Job Descriptive Index is a 72-item scale measuring five facets of JS on 

work, pay and promotion, supervision, and co-workers. One of the researcher's concerns in using 
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the Job Descriptive Index in this research was its simplicity, with questions requiring “yes”, “no”, 

or “cannot decide” responses, eroding its utility in breaking down the many facets of a job that 

determine what needs to change to improve worker satisfaction. It was therefore not chosen for 

use in this study. 

The Minnesota Job Satisfaction Questionnaire 

The Minnesota Job Satisfaction Questionnaire (Weiss et al., 1967) examines JS through 

understanding employees’ perceptions of the work environment, job characteristics, 

psychological states and motivation. It is a popular measure that has been frequently used in JS 

research and is available in short or long form. The Minnesota Job Satisfaction Questionnaire 

short form measures two distinct components: intrinsic JS and extrinsic JS. Intrinsic JS refers to 

how people feel about the nature of the job tasks themselves; extrinsic JS refers to how people 

feel about aspects of the work situation external to the job tasks or work itself (Spector, 1997). 

Because the aged care sector has unique challenges and rewards, the researcher decided not to use 

this questionnaire, opting to search for a tool more specific to aged care, social care, or healthcare. 

The Job Satisfaction Index (JSI) 

The Job Satisfaction Index (Schriesheim & Tsui, 1980) is a six-item measure that creates 

an index that determines overall JS by examining the work itself, supervision, co-workers, pay, 

promotion, and general job. The Job Satisfaction Index is not widely employed or explicitly 

developed in the aged and long-term care sectors. 

The Measure of JS (MJS) 

The Measure of JS (MJS) developed for use in a longitudinal study examining community 

nurses' JS in four National Health Service trusts in the United Kingdom by Traynor and Wade 

(1993). These researchers used items derived from the literature and consultations with key 

informants to develop the MJS. They developed five JS dimensions identified through principal 

component analysis, factor analysis, and then varimax rotation that transformed the initial factors 

identified into new and more easily interpreted factors. The factors that emerged from this analysis 

were personal satisfaction, satisfaction with workload, satisfaction with professional support, 

satisfaction with pay and prospects, and overall JS. 

The fact that the MJS is a validated tool designed for those who work outside the acute care 

sector and aimed at those who have a significant component of their role as caring was the reason 

for choosing it for this study. It has previously successfully measured JS within a community 

nursing setting and validated for reliability in the aged and the community care sectors (Chou et 

al., 2002). The measure contains most of the elements measured by other tools. 
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The Importance of This Research on JS 

During the last few decades, JS has occupied the social sciences and gained importance for 

government and commercial organisations. In an ever-growing competition for employee talent, 

aged care organisations need to provide a good working environment and measure this by 

assessing their staff. Moreover, as described above, JS increases productivity and the quality of 

the care delivered to aged care recipients. Employees who feel positive about their job will be 

more engaged, productive, and effective and reduce their turnover intentions (Abbas et al., 2012). 

JS is associated with job performance (Alessandri et al., 2017; Heidemeier & Moser, 2019; Platis 

et al., 2015) and influenced by the organisational environment of the employing organisation 

(Cummings et al., 2018; Lamiani et al., 2017; Weikamp & Göritz, 2016). Concerns about 

workforce demand and supply (Mavromaras et al., 2017) and reducing turnover intentions must 

be priorities for aged care leaders. Low levels of JS increase the risk of employee burnout 

(Khamisa et al., 2016). 

2.5 SUMMARY AND IMPLICATIONS 

This literature review explored leadership literature by grouping the more significant 

theories into four groups, excluding great man theories. These groups are trait theories, 

behavioural theories, contingency theories and power and influence theories. Within the power 

and influence category, there was a separate discussion on ethical and authentic leadership 

theories. This was added after the initial literature review because respondents in this study's 

qualitative component strongly voiced the need for leaders with ethical and authentic leadership 

attributes more than any other theory groups recorded in this literature review.  

Thus, the power and influence category included transactional, transformational, laissez-

faire, authentic, and ethical leadership theories. The approach of these power and influence 

theories explains leadership based on the personal style and the type of power ascribed to the 

leader. They emerged originally from Weber's (1947) work, who first described servant leadership 

as a concept; then French and Raven (1959) researched and wrote about positional power and 

personal power. Bass and Avolio (1994) further developed French and Raven’s work in 

transactional leadership theory, and these researchers now also refer to authentic (George, 2004) 

and ethical leadership (Brown & Treviño, 2006). 

An important perspective is provided by Gardner et al. (2011) who observes an increase in 

authentic leadership and from a content analysis of 91 publications relating to authentic leadership 

they offer an agenda for future research and conclude that organisations can be effectively led 

increase performance by leadership that is grounded in authenticity.  
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As a result of completing this literature review, the researcher asserts that it is now 

appropriate to create a sub-set of the power and influence theory group of values-based leadership 

theories to contain ethical leadership and authentic leadership theories. These are not grouped this 

way in the literature. Authentic leadership and ethical leadership are about the application of 

power and influence. However, the exertion of power and influence cannot be due to 

organisational position or charisma alone. They are concerned with fostering psychological and 

social capital among followers (Rego et al., 2012), meaning that authentic leaders value and foster 

goodwill, fellowship, empathy and social intercourse by creating bonds with people within the 

organisation’s collective, not organisational identity. Authentic leaders create bridges within the 

organisation that stretch beyond a sense of shared identity for the organisation's benefit. 

Research relating to the psychology of work in the aged care sector is scant. It is reasonable 

to assert that there is an increasing interest in this area due to media attention and a Royal 

Commission that sadly has become necessary to address our elders' neglect in Australia. 

Leadership research and translation of the research findings into practice is now even more 

necessary.   

There is strong evidence to support the need to investigate the effects of leadership style on 

OID in the aged care sector. Equally, there is a strong case for researching the effects of leadership 

style on JS in the aged care sector to address quality and safety issues, critical workforce 

shortages, demand management, strategic planning, and operational management. 
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Chapter 3: Methodology and Research 

Design 

3.1 RESEARCH APPROACH 

This chapter describes and discusses the development and execution of the research design 

and articulates the rationale for choosing the methods and the processes implemented in this 

mixed methods research. It outlines how the quantitative and qualitative methods were combined 

to implement a mixed methods approach to answer the research questions. The literature review 

informed the decisions taken on the research design. The research design required evidence to 

determine the effects of leadership style on OID and JS and an in-depth analysis of the leaders' 

experiences and those who rated them using the Multi-factor Leadership Questionnaire (Bass & 

Avolio, 1998). 

Quantitative approaches alone would not provide sufficient depth to sufficiently answer the 

research questions to provide evidence-based leadership development and training requirements. 

Thus, the exploratory framework required a quantitative approach to identify the areas of 

consonance or dissonance between the two natural groups of “leaders” and “raters” who 

participated in the study and responded to the online questionnaire. These were then explored in 

greater depth in the qualitative study examining the effect of leadership style on the two constructs 

of OID and JS. 

Pragmatism and Mixed Methods Research 

The pragmatic paradigm posits that research seeks to produce scholarly knowledge that is 

also practically relevant and encourages participation (Moon & Blackman, 2014). Therefore, it is 

a deconstructive paradigm advocating the use of mixed methods focussing on “what works” while 

investigating the phenomenon relating to the research question. Pragmatism promotes doing what 

works best to achieve the expected outcomes of the research and supports researchers in choosing 

between different inquiry models. Taking a pragmatic approach better facilitated translation of 

the research findings into leadership education, leader performance assessment and leadership 

practice. The pragmatic approach allowed for a systematic application of appropriate qualitative 

and quantitative methods to address each specific aim (Shannon-Baker, 2016). Pragmatism 

supports using a mix of different research methods and modes of collection and analysis of 

research data and a continuous cycle of abductive reasoning while being guided primarily by the 
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desire to produce socially useful knowledge (Feilzer, 2010). The researcher deemed the pragmatic 

approach the most suitable for successfully addressing the study's research aims. 

Mixed methods research is a method for collecting, analysing, and integrating quantitative 

and qualitative research (Bowers et al., 2013; Creswell & Clark, 2017). For this research, a full 

understanding of each construct's complexity and the relationship between them demanded a more 

comprehensive approach than results obtained through a standalone quantitative study. Mixing 

quantitative and qualitative approaches allowed for breadth and depth of understanding and 

corroboration of the data while offsetting the weaknesses inherent to using each approach 

individually (Bouchard, 2016; Johnson et al., 2007).  

The mixed-methods approach provided the researcher with the opportunity to triangulate 

methods, data sources, and the researcher’s interpretation of the transcripts of semi-structured 

interviews to examine the same phenomenon and achieve this with greater accuracy by 

approaching it from different perspectives using different methods and techniques. Adopting a 

mixed-methods approach provided a more complete and synergistic utilisation of the data 

(Doucerain et al., 2016), providing an opportunity to clarify and build upon the quantitative results 

in the qualitative findings using a sequential explanatory design (Ivankova et al., 2016). Thus, the 

explanation, interpretation, and contextualisation of the quantitative results provided greater detail 

than could be achieved from using only a quantitative approach. Moreover, mixed methods 

research facilitated an increased scope, depth, and interconnectedness of knowledge than could 

be achieved by one approach (Creswell & Plano Clark, 2007). 

Research Design 

This study was a cross-sectional and observational mixed methods study consisting of a 

quantitative study (study 1) of leaders and those who assessed them that informed the data 

collection for the qualitative study (study 2), which used semi-structured interviews as the method 

data.  The cross-sectional design allowed for examining the attitudes and behaviour relationships 

based on data collection (Lindell & Whitney, 2001). The study used the accepted convenience 

sampling method (Toepoel et al., 2016) to measure associations between leadership style and OID 

and leadership style and JS. 

Participants were employees of aged care organisations who had previously signed a 

memorandum of cooperation with the researcher, which provided the opportunity for their staff 

to contribute voluntarily and be part of the questionnaire by supplying their email address to the 

researcher, used to send an email welcoming the participants that provided background and other 

information about the study and provided a link to the online questionnaire (Appendix A).  
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This research used three evidenced-based, prior validated tools, the Identification with a 

Psychological Group Scale (IDPG) (Mael & Tetrick, 1992), the Measure of Job Satisfaction 

(MJS) (Traynor & Wade, 1993) and the Multi-factor Leadership Questionnaire (MLQ5X[Short]) 

(Bass & Avolio, 1998).  

Consideration of time efficiency and cost efficiency (Pandis, 2014) were the two criteria 

used in choosing a cross-sectional design. The researcher did not consider that selection bias was 

a risk in obtaining the sample. The other criticism of cross-sectional designs is information bias 

(also known as measurement bias) and defined as a misclassification that originates from the 

approach utilised to obtain or confirm study measurements and “one of the most common sources 

of bias that affects the validity of health research” (Althubaiti, 2016, p. 211). The researcher 

assessed that the advantages of adopting this design outweighed the potential limitations and 

alternatives. 

Data retrieved from the participant responses to the online questionnaire were analysed 

using the computer application Statistical Package for the Social Sciences (SPSS®) version 25 to 

identify statistically significant data collected data. Appendix A is a reproduction of the online 

questionnaire. The purpose of this data collection method was to sample attitudes towards 

leadership style and the effect of transformational, transactional, and laissez-faire leadership on 

the constructs of OID and JS operating in all of the participants’ workplaces.    

The differences between each group’s responses to the online questionnaire informed the 

semi-structured interview agenda (Braun & Clarke, 2006; Gale et al., 2013). 

3.2 INSTRUMENTS 

Each of the prior validated evidence-based tools was deployed in the quantitative study 

through aggregation into a single online questionnaire hosted by a contracted organisation. 

Identification with a Psychological Group Scale (IDPG) 

The Identification with a Psychological Group Scale (IDPG) is a ten-item two-factor Likert 

scale developed to measure shared experiences and shared characteristics of members of a focal 

group (Mael and Tetrick (2016). Within the IDPG, a six-item component corresponds to perceived 

shared experiences in the group, known as the shared experience factor, and a four-item 

component corresponding to perceived shared characteristics among the same group known as 

the shared characteristics factor.  

OID is the perception of sharing experiences of a focus group and sharing characteristics 

of the group’s members (Mael and Tetrick (2016). The IDPG demonstrated satisfactory construct 

validity, including convergent and discriminate validity (Riordan and Weatherly (1999).  
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The Measure of JS (MJS) 

The MJS was developed from a bank of items culled from the literature and discussions 

with key informants by Traynor and Wade (1993), who sampled the population by mailing the 

questionnaire to one in three of 723 members of the Royal College of Nursing community nursing 

forums. They received a 72% response rate from those eligible for inclusion. These researchers 

used principal component analysis with a varimax rotation that identified five dimensions or 

factors of JS: personal satisfaction, satisfaction with workload, satisfaction with professional 

support, satisfaction with pay and prospects, and overall job satisfaction.  

Its authors validate the MJS for construct validity (Traynor and Wade (1993) and more 

recently by Chou et al. (2002). The Chou et al. study concluded that the MJS was an acceptable 

five-factor tool with good content, convergent, discriminate, and validity were all satisfactory 

(Chou et al., 2002). 

Multi-factor Leadership Questionnaire (MLQ5X [Short]) 

The Multifactor Leadership Questionnaire™ MLQ, also known as MLQ5X [Short] or the 

standard MLQ), measures a broad range of leadership types. The styles fall into three distinct 

categories: passive leaders, also known as laissez-fair leaders; leaders who give contingent 

rewards to followers, known as transactional leaders; and leaders who transform their followers 

into becoming leaders themselves, known as transformational leaders. The MLQ identifies a 

transformational leader's characteristics and helps those in leadership positions discover how their 

follower group perceives them. Leadership success is measured through a retesting program to 

track changes in leadership style.  

Numerous validations of the MLQ5X [Short] have found that the model was invariant 

across gender and that construct validity (convergent and discriminate) was unproblematic 

(Avolio et al., 1999; Elliott et al., 2016; Felfe & Goihl, 2002). However, problems related to 

ambiguity concerning the analysis level due to lack of specificity in the tool’s underlying 

constructs (Schriesheim et al., 2009).  

3.3 STUDY 1 - QUANTITATIVE 

Data collection for study 1 was via an online questionnaire that required answers to socio-

demographic data and the three evidence-based tools of MLQ5X[Short], the IDPG and the MJS.  

Leaders nominated from those who were organisationally positioned above, below and equal to 

them.  Leaders were not permitted to undertake the rater assessment of another leader, and raters 

who had undertaken the questionnaire were not permitted to be included as a leader participant to 

prevent prior knowledge of the tool causing bias. 
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Participants who responded to the tool did so voluntarily, and they could not progress to the 

questionnaire without agreeing that they had read and understood the information provided for 

them as part of the online tool and giving consent to participate.  Only when participants 

responded positively to understanding the information provided and provided consent to their 

participation were they were able to complete the online questionnaire. 

The quantitative analytical strategy examined each of the factors in each of the tools. This 

strategy measured any differences in responses from the leaders and raters groups. Figure 8. 

represents the conceptual model of the quantitative analytical strategy and shows the three 

constructs, their related factors, and their possible associations. 

 

Figure 8 Conceptual Model for the Qualitative Study 

Statistical Analysis 

The Statistical Package for the Social Sciences (SPSS®) version 25 computer was used to 

create, edit, and analyse the data. Data from the online questionnaire were imported into SPSS 

using a comma-separated values file (IBM, 2019). SPSS provided the means to open and display 

the data and the metadata in one data file. The data file was labelled the “combined data file”. The 

researcher divided the combined data file into two other files labelled “leader data file” and “rater 

data file”, created to separate the two cohorts that existed within the combined file and compare 

the two groups. 
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Descriptive Statistics (Demographic) 

The online questionnaire collected self-reported biographic and demographic data. 

Descriptive statistics were gathered, sorted and summarized from data from the sample, providing 

the means to describe and compare them with the overall population, examining central tendency, 

dispersion, skewness and kurtosis in the sample (Tavakol & Dennick, 2011). 

Reliability of the Scales 

Cronbach’s alpha (also known as coefficient alpha) has been used since 1951 to measure 

internal reliability (also referred to as internal consistency) within the sample as a measure of 

scale reliability to determine whether the test measures that which it purports to measure (Bonett 

& Wright, 2015). Cronbach’s alpha is one of the most widely used reliability measures in the 

social and organisational sciences (Bonett & Wright, 2015). Cronbach’s alpha reliability 

coefficient ranges between 0 and 1. The closer Cronbach’s alpha coefficient is to 1.0, the higher 

the internal consistency of the items in the scale. 

The following criteria provided was applied to the alpha coefficient (α) reported in the SPSS 

v25 output (George and Mallery (2007, p. 231): 

α > .9 – Excellent 

α > .8 – Good 

α > .7 – Acceptable 

α > .6 – Questionable 

α ≥ .5 – Poor, and 

α < .5 – Unacceptable 

Data Distributions 

IBM SPPS Statistics V25 (IBM, 2019)  software was used to examine the histograms from 

the data and demonstrated the data distributions by measuring skewness and kurtosis. 

Measurement of the data distributions determined whether the data were normal or otherwise and 

informed the decision to use parametric or non-parametric tests of association. 

Correlations 

The correlation coefficient measures the strength of the linear relationship between two 

variables expressed as a value between -1 (strongly negative) and +1 (strongly positive) 

(Sedgwick, 2012). The absolute value of the correlation coefficient provides the relationship's 

strength and direction (Bobko, 2001). For this study, normally distributed data required the use 

of the parametric test, Pearson’s r, and the non-parametric test of Spearman’s r deployed for bi-

modal or multi-model data. 
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Differences in the Leaders and Raters Groups  

The SPSS file was split into two groups to analyse statistical differences between the 

questionnaire responses aggregated into each tool's factors. The differences between the leaders 

and raters groups then informed the qualitative study's semi-structured interview agendas. 

3.4 STUDY 2 - QUALITATIVE 

Qualitative approaches include (in no specific order): 

1. Ethnography, defined as a research method focusing on the scientific study of 

groups of people's lived culture (Liamputtong, 2017, p. 122) 

2. Grounded theory creates scientific knowledge from systematically obtained 

data analysed using comparative analysis (Glaser and Strauss (2017).  

3. Case studies generate an in-depth and multi-faced understanding of complex 

issues in a real-life context (Yin, 2014). 

4. Action research uses a disciplined inquiry process conducted by and for those 

taking action to help actors improve or refine their actions (Kemmis et al., 

2014). 

5. The approach used in this study, Phenomenology, focuses on studying the 

participants' lived experience within their world (Creswell and Clark (2017).  

Phenomenology and Interpretative Phenomenological Analysis (IPA) 

Phenomenology is concerned with an individual’s lived experience. Developed from the 

earlier work of Husserl and Heidegger, phenomenology is concerned with identifying, disclosing, 

and exploring the meaning of an individual's experience (Paley, 2014). This philosophical 

foundation informs a range of research methods for investigating or inquiring into the meaning 

of human experiences and reflecting on a pre-reflective or lived experience. Qualitative in nature, 

phenomenological methods examine the consciousness and direct experience objects 

(Wagemann, 2017). Several phenomenological research methodologies seek to illuminate a deep 

understanding of individuals' lived experiences in specific circumstances that focus on research.  

One such methodology is interpretive phenomenological analysis (IPA) (Smith et al., 

1999), which the researcher considered particularly relevant to this study's goals and objectives 

as it aims to provide detailed examinations of personal lived experiences. It is particularly useful 

for examining complex, ambiguous, and emotionally laden topics (Smith & Osborn, 2015). It 

provides a vehicle for exploring the individual's lived experience to understand an event or state's 
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personal experience instead of producing an objective record of the event or state itself (Smith & 

Shinebourne, 2012). 

IPA offered a framework for exploring individuals' lived experience to understand their 

personal experiences better, and more importantly, understand how they have derived meaning 

from them. IPA enables insights to emerge regarding how a particular person makes sense of a 

phenomenon in a given context (Smith et al., 2009), highlighting what each participant thinks or 

believes about the topic under discussion (Smith, 2004). 

IPA provided the opportunity to explore how the participants made sense of their lived 

experiences in detail (Smith et al., 2009; Smith & Osborn, 2008) and focussed the exploration of 

participants' experiences, understanding, perceptions, and views (Reid et al., 2005) in an iterative 

and inductive cycle (Smith & Osborn, 2008). This method also provided a framework for 

interpreting the text that considered the historical, linguistic, environmental, and individualistic 

contexts of the participants' lived experiences recounted in the semi-structured interviews (Smith 

et al., 2009; Smith & Osborn, 2008). 

3.5 QUALITATIVE DATA COLLECTION 

Semi-Structured Interviews 

Semi-structured interviews are the most common data collection method used in qualitative 

healthcare research (Dicicco-Bloom & Crabtree, 2006; Gill et al., 2008), allowing for the 

exploration of the participants’ views, experiences, beliefs, and motivations (Gill et al., 2008) 

through a customised interview agenda for each group (Appendices F and G) in the sample (Kallio 

et al., 2016). The researcher arranged a personal meeting with each participant in the qualitative 

study. Recruitment of participants was from those who had previously completed the online 

questionnaire in the quantitative study. 

The Interview Agendas 

The semi-structured interview agendas were based on a method of qualitative content 

analysis (Kallio et al. (2016) and consisting of five phases : 

1. Identifying prerequisites for the use of semi-structured interviews. 

2. Retrieving and using previous knowledge. 

3. Formulating the preliminary semi-structured interview guide. 

4. Pilot testing the guide. 

5. Presenting the complete semi-structured interview guide. 
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Figure 9. Central perspectives of IPA 
Source: (Gill, 2015) 

The Hermeneutics Perspective 

Hermeneutic enquiry uncovers “meanings and intentions that are, in a sense, hidden in the 

text” (Crotty, 1998, p.97). When using hermeneutics, the researcher accesses or creates texts 

about the phenomenon under study. Texts can refer to any aspect of the phenomenological world, 

and in this study, refer to transcriptions from the audio recordings of interviews. Hermeneutics 

extends beyond the interpretation of existing written texts to understand human action, concluding 

that human action and text have several similar features (Ricoeur, 1976). Hermeneutics has also 

been described “as a principle in which human behaviour becomes a text analogue that is studied 

and interpreted to discover the hidden or obscured meaning” (Leonard (1989).  

In this study, the interpretation of the text provided the means for understanding the 

phenomenon under investigation (Crotty, 1998). The hermeneutic process moved back and forth 

for six cycles from the specific to the general using distanciation until data saturation. 

Hermeneutics provided the tool to understand and interpret the semi-structured interview 

participants' text and any other material deemed significant due to a process known as the 

hermeneutic circle. The hermeneutic circle occurs when there is a prominent and recurring theme 

in the discussion and relates to the “circle” in understanding, that is, the understanding that 

interpretation brings (Amos, 2016; Larkin et al., 2006). 

The process provided the opportunity for the researcher to become immersed in each cycle, 

and where necessary, repeatedly move between interpretations of parts of the text and 

interpretations of the whole text to gain an in-depth understanding of the phenomenon (Ricoeur, 

1976) and the various elements that defined the whole (Crotty, 1998).  

The Idiographic Perspective 

Data collection for the qualitative component of this study came from the transcripts of 

semi-structured interviews that explored the lived experience of aged care leaders and those who 

rated their leadership (raters). The literature has many examples of successful use of semi-

structured interviews as appropriate data collection methods in the social sciences (Dempsey et 

al., 2016; Kallio et al., 2016). The semi-structured interview recordings and transcripts were then 

analysed using established methods (Braun and Clarke (2006).  

The researcher deployed ideography that required a focus on the particular and not the 

universal (Smith et al., 1995), which enabled specific statements about study participants based 

upon a detailed exploration of the texts and field notes. Case exploration commenced with 

examining the text from each interview transcript, and the researcher iteratively worked through 
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Figure 10 Stages of the Interview Process 

The digitally recorded interviews were transcribed by a reputable transcription service that 

undertook verbatim transcription of the recordings and produced the texts used in the coding 

process in the IPA that consisted of the four stages shown in Figure 11. 

 

 

Figure 11. IPA Procedure 

To further expand on the detail for each of the steps identified in Figure 11, the researcher 

deployed the following process:  

1. Reading each interview transcription several times and listing the 

words that captured the participant's thoughts, feelings, and conscious 

reactions were perceived as a continuous flow, sometimes referred to 

as the person's stream of consciousness (Sharron, 1985, p. 47).  

2. These streams of consciousness were recorded as emergent threads 

that captured the essential quality of the findings in the text.  

3. The threads were then clustered into emergent themes, and the 

researcher examined any convergence or non-convergence between 

Multiple text 
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threads 
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Methodology and Research Design 61 

Data saturation refers to the point in the research process when no new information is 

discovered in data analysis (Fusch & Ness, 2015; Guest et al., 2016), and this redundancy signals 

to researchers that data collection may cease. Data saturation is  discussed in more detail in 

Chapter 5.  With regard to segmentation in the sample, of the Leaders group, two participants 

were chief executive officers, and four were aged care executives responsible for multi-site aged 

care service delivery. The rater participants consisted of one registered nurse, one enrolled nurse, 

and three personal care workers. 

3.6 PROCEDURE AND TIMELINE 

The outcomes informed the agenda and questions for the semi-structured interviews of the 

quantitative analysis. 

The semi-structured interviews were digitally recorded and transcribed by a transcription 

service, with the transcriptions then checked by the transcription service and the researcher 

against the recordings and coded using interpretive phenomenological analysis. The coded 

qualitative data determined the emerged themes. Figure 12 shows the timeline for this study as a 

Gannt chart. 

 

Figure 12 - Gannt Chart for the Qualitative Component of this Mixed-Methods Study 

3.7 ETHICS 

This research received ethical approval from the Griffith University Human Research 

Ethics Committee (HREC ID; MED/2017/030). During the conduct of this research, all 

participants took part in the study voluntarily, and their rights, dignity, and autonomy were 

respected and appropriately protected according to the terms of the Human Research Ethics 
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Committee approval and the National Health & Medical Research Council (2007) National 

Statement on Ethical Conduct in Human Research.  

Participants received appropriate information relating to the purpose, methods, and 

intended use of the research data. They were informed about what their involvement entailed and 

of the risks and benefits involved. The information sheet and consent forms were part of the online 

questionnaire, reproduced in Appendices G and H. Each participant provided consent to 

participate in semi-structured interviews, and these signed consent forms were scanned and 

retained on a secure server (Appendix F).  

Protection and maintenance of anonymity and confidentiality for the participants and their 

organisations were a priority. All records and documents are stored on a secure server and 

accessible only to the researcher. The researcher will retain these records for seven years after the 

completion of the study. 

Independence from participating organisations and individuals was maintained. No 

financial arrangements require disclosure, as the research was funded either personally by the 

researcher to pursue the Doctor of Philosophy program offered by Griffith University Graduate 

Research School. 



 

Study 1 - Quantitative Results and Discussion 63 

Chapter 4: Study 1 - Quantitative Results and 

Discussion 

4.1 RESULTS AND ANALYSIS 

The Sample 

The sample (n = 187) was divided into two participant cohorts of a Leaders group (n = 54) 

and a raters group (n =133), comprised of staff of aged care organisations that agreed to participate 

in this study. They were sent appropriate questionnaires as either a leader or a rater.  Leaders were 

precluded from being raters of more senior leaders, and those that had participated as raters were 

not permitted to respond as leaders. 

The Leaders group completed the online questionnaire as previously described. Assignment 

to the raters group occurred when a member of the Leaders group nominated a participant after 

completing the online questionnaire. Leaders nominated up to five others blinded to whether those 

nominated participated in the interviews. All participants were employed within the aged care 

sector in Australia from organisations that had signed a memorandum of cooperation relating to 

this research.  They were at various organisation levels and with a diversity of years of experience 

at the time of data collection. 

Sample Characteristics  

Tables 8 and 9 report the gender and age distributions of the sample. Compared to The 

Aged Care Workforce, 2016 (Mavromaras et al., 2017), where comparison was possible, these 

characteristics were the most recent national workforce study undertaken in the aged care sector 

in Australia. 

Disclosed Gender Identity 

As shown in Table 8, gender identity was recorded as either female, male, transgender, 

other, or preferred not to say. The sample consisted of 83.4% identifying as female, 15.4% 

identifying as male, and 1.1% of the sample preferred not to state their gender identity. A similar 

pattern was present in both the leaders and raters groups.  

The participants' disclosed gender in this study is similar to that reported in The Aged Care 

Workforce, 2016 (Mavromaras et al., 2017, p. 17). The data demonstrated a similar gender 

composition of an 87% female workforce in residential care services and 89% female workforce 

in community home care.  
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Monitors Deviations & Mistakes 

(MBEA) 

3.02 1.09 0.59 4 

Fights Fires (MBEP) 3.17 0.82 1.06 4 

Avoids Involvement (LF) 3.10 0.72 0.82 4 

Generates Extra Effort 3.15 0.65 0.53 3 

Is Productive 3.33 0.59 0.77 4 

Generates Satisfaction 3.36 0.61 0.70 2 

     

     

Distributions 

Distributions of IDPG subscales 

Examination of the histograms from the data using IBM SPPS Statistics v25 software 

demonstrated the data distributions. The histograms shown in Figures 13 and 14 represent the 

distribution for the two factors that form the IDPG, SE and SC, respectively. Despite slightly 

skewed continuous data (towards the higher end), the two subscales' distributions had a bell-

shaped curve, consistent with normal distribution. This underpinned the choice of parametric 

analysis methods for further bivariable analyses concerning these continuous variables. 

 

Figure 13. Histogram demonstrating Data Distribution - IDPG – SE 



 

Study 1 - Quantitative Results and Discussion 71 

 

Figure 14. Histogram demonstrating Data Distribution - IDPG – SC 

Distributions of MJS subscales 

The five factors that comprise the MJS, personal satisfaction (PS), workload satisfaction 

(PP), personal support satisfaction (SS), pay and prospects satisfaction (ST), and overall JS (SW), 

are represented in Figures 15 to 19, respectively. These non-normal continuous data with bimodal 

or irregular distributions required the use of non-parametric statistical tests. 

 

Figure 15. Histogram Demonstrating Data Distribution - MJS – PS 
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Figure 16. Histogram Demonstrating Data Distribution - MJS – PP 

 

 

 

Figure 17. Histogram Demonstrating Data Distribution - MJS – SS 

 

Figure 18. Histogram Demonstrating Data Distribution - MJS – ST 
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Figure 19. Histogram Demonstrating Data Distribution - MJS – SW 

 

Distributions of MLQ5X[Short] subscales 

The data distributions found in the factors that comprise the MLQ5X[Short] are represented 

in Figures 20 to 28, respectively. These non-normal continuous data with bimodal or irregular 

distributions required the use of non-parametric statistical tests. 

 

 

Figure 20. Histogram Demonstrating Data Distribution – MLQ5X[Short] – Factor IIA 
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Figure 21. Histogram Demonstrating Data Distribution – MLQ5X[Short] – Factor IIB 

 

Figure 22. Histogram Demonstrating Data Distribution – MLQ5X[Short] – Factor IM 
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Figure 23. Histogram Demonstrating Data Distribution – MLQ5X[Short] – Factor IS 

 

Figure 24. Histogram Demonstrating Data Distribution – MLQ5X[Short] – Factor IC 
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Figure 25. Histogram Demonstrating Data Distribution – MLQ5X[Short] – Factor CR 

 

Figure 26. Histogram Demonstrating Data Distribution – MLQ5X[Short] – Factor 

MBEA 
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Figure 27. Histogram Demonstrating Data Distribution – MLQ5X[Short] – Factor 

MBEP 

 

Figure 28. Histogram Demonstrating Data Distribution – MLQ5X[Short] – Factor LF 

Correlations 

The MLQ5X[Short] assigns subscales (factors) to the three leadership styles in the full 

range leadership model measured by the tool (Bass and Avolio (1994). Table 14 identifies the 

leadership style attributed to each of the MLQ5X[Short] subscales. 
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Analysis of the Mann-Whitney U-Test Results 

Comparisons on the MLQ5X[Short] are recorded in Table 19. There were no statistical 

differences between leaders and raters in their responses to MLQ5X[Short] factors of IC (U = 

2,212, p = 0.061); IS (U = 2,675, p = 0.087); LF (U=3,333, p = 0.232).  

In the MLQ5X[Short], the six MLQ5X[Short]factors demonstrated significant leader-rater 

differences: 

1. IIA - Builds trust (U = 3,192, p = 0.047) 

2. IIB - Acts with integrity (U = 3,024, p = 0.033) 

3. IM - Encourages innovating thinking (U = 3,004, p = 0.038) 

4. CR - Rewards achievement (U = 2,953, p = 0.048) 

5. MBEA – Management by Exception – Active (Monitors deviations and 

mistakes) (U = 3,392, p = 0.043) 

6. MBEP – Management by Exception – Passive (Fights Fires) (U = 3,403, p 

=0.022) 

These significant differences between the leaders and raters groups found in the quantitative 

data informed the agenda developed for the semi-structured interviews conducted in the 

qualitative study by constructing questions related to leaders for the leaders’ interviewers and 

raters for the raters’ interviews.   
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Chapter 5: Study 2 - Qualitative Findings 

5.1 CODING THE QUALITATIVE DATA 

Stream of Consciousness 

A stream of consciousness is a narrative device that provides a written equivalent of the 

participant's thought processes, reflecting their interior monologue connected to the individual's 

actions and defined by Sharron (1985, p. 47) as a personal reality, an understanding and 

interpreting of their world and the events and objects experienced in everyday life. For this 

research, the streams of consciousness were labelled as “threads” identified in stages one and two 

of the IPA procedure detailed above. The threads were then clustered to identify emerging 

“themes”, as described previously.  

The transcripts of semi-structured interviews were coded by naming the threads that 

emerged that captured the text's essence using an inductive method to form a narrative, defining 

what the data were about (Gibbs, 2012). The researcher undertook initial coding to become 

familiar with the data, maintaining records of code labelling, including the date the code was 

ascribed or changed, a definition for the code, and any inter-relationships between the codes noted 

during analysis. The process involved four more line-by-line hermeneutic circles, as described in 

Chapter 3, each adding another layer of in-depth understanding of the interview contents.  

The themes (streams of consciousness) and threads identified in the transcripts data 

analyses were input into a spreadsheet. This procedure allowed sorting and filtering and provided 

the means for breaking the text down into smaller units and reorganising the units into relatable 

stories linked to the research questions posed in this research related to OID, JS, and leadership 

style undertaking this process allowed for creating narratives from the themes and placed the data 

in a meaningful order. This process permitted native interpretation and naturalistic observation, 

as described by Christians and Carey (1989, p. 354). 

Data Saturation 

Consideration of data saturation was based on Fusch and Ness’ (2015) work, as they 

claimed that failure to reach saturation impacts the quality of the research (p. 1408). Morse (2016) 

defined data saturation as data adequacy operationalised as collecting data until there is no new 

information obtained supporting this view. Data saturation emerged after five hermeneutic circles, 

and the recruitment of further participants ceased. The researcher considered that further 

interviews were unnecessary because data saturation was reached within this sample, and no new 

information was discovered in the data analysis, signalling the end of data collection (Fusch & 
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At the lowest level, threads were labels for the streams of consciousness present in 

participants' voices. When considered together or clustered, four overarching themes emerged:  

 1. "More I Than We", relating to OID 

2. "The Context of Aged Care", relating to JS  

3. "Engagement and Voice" of the workforce, relating to JS; and  

4. "Leader Behaviours", relating to JS  

The transcripts of the semi-structured interviews revealed one thread relating to OID, which 

was labelled "More I Than We". This label emerged because the participants of both groups 

attributed their motivation to work in aged care to fulfilling a personal desire to make a difference 

in the lives of older Australians, rather than to be part of an organisation whose reputations as a 

provider of quality aged care and espoused values aligned with theirs.  

The researcher interpreted these participant experiences as more about fulfilling personal 

aspirations than being part of a wider group with similar goals. No threads emerged from the 

participants’ voices for this theme. Participants were clear that their reasons for entering the aged 

care workforce were more about fulfilling personal pursuits and goals than alignment with the 

aged care provider’s stated values, mission, philosophy, or brand. 

In all cluster map (Figures 31 to 36), the theme discussed and any related threads are 

outlined in red to identify where the themes and threads sit relative to each other. 

5.2 LEADERSHIP STYLE AND ORGANISATIONAL IDENTIFICATION 

Theme 1: More I than We 
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Figure 30. Cluster Map Orientation – More I Than We 

Overview 

Leaders and raters made contributions in each of the threads; however, as can be seen from 

the findings, the lived experiences recounted suggested their reasons for entering aged care were 

not because they worked for their employing organisation for its reputation and synergy with their 

values. The leaders and raters expressed different reasons, but both were about fulfilling personal 

ambitions and drives. Thus, the theme was labelled “More I Than We” because the reasons were 

personal and varied for all participants. 

 

Leaders 

Participants recounted working in the aged care sector in an initial interview question and 

throughout the interview. The responses showed that most participants had not deliberately 

chosen an organisation for which to work. No participant mentioned working for an organisation 

because of alignment to organisational reputation, values, or mission. The reasons frequently 

expressed related to satisfying their aspirations or the value of aged care work itself. For example, 

L5 made meaning of her decision to work in aged care to make a difference and improve the aged 

care system: 

I did some quals in palliative care and other things, so [I] really fell into it and so 

have always been in and out of aged care only, and mainly because I was working 

in aged care so that I could make a difference, make a better system for when I 

was old, and I enjoy the work. 

The discussion with L5 centred around touching the lives of older people so that they 

remained socially connected, and wherever possible, in control of their lives. Her foreboding 

about entering aged care herself in the future drove her commitment to improving care to ensure 

it was more personally acceptable. She expressed a desire to leave something better behind at the 

end of her working life in preparation for when care may be required for herself or a family 

member. L5’s concerns regarding loss of autonomy, decision-making, and choice were the 

primary reasons for her contribution to creating better planning systems and processes that 

protected the elderly from various forms of abuse and loss of self-identity and autonomy 

experienced by many when entering care (Walker & Paliadelis, 2016).  

L5 declared herself as a passionate advocate of person-centred care. She was almost 

repetitious in calls for the elderly to "not only have a voice but to be heard", frequently referring 

to how threats to her autonomy caused personal frustration and anger. L5 reiterated how anything 

less than respect for autonomy in ageing would be unacceptable personally, and this fuelled her 

drive to advocate for and protect the older persons in care who may be quite vulnerable.  
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The negative impact of a loss of autonomy, decision-making, and choice described by L5 

corresponds with Gnanamanickam et al. (2019), who found that homelike clustered domestic 

models of care are associated with better consumer rated quality of care and further reinforced 

the validation of the Consumer Choice Index that evaluates the quality of care received in long-

term care from a consumer perspective (Milte et al., 2017).  

Similarly, L6 linked her choice of profession to the desire to create a better aged care system 

and expressed a strong motivation to make a difference for the future. She also expressed an 

interest in the lifestyle of older people and achieving improvements for aged care consumers.  

I am working in aged care so that I could [sic] make a difference – make a better 

system for when I was [sic] old. But I've always really believed that older people 

deserve better than what they've historically had, and I think it's all about choice 

too…. I've got the ability to influence this sector in some way, shape, or form, so 

do I get frustrated? Yes, but I don't let the frustration get to me (L6).  

L6 discussed longevity and the critical supports required by the elderly to live a healthy, 

engaged, and enjoyable life, whether in a residential aged care service or living at home. L6's 

descriptions align strongly with the “reablement” model of care that O'Connor et al. (2020) argued 

is preferable to the prevalent disability model as it enables seniors to live longer and live well. 

The sense-making of her choice to work in aged care centred around helping older people cope 

with the changes occurring in their lives and bodies. L6 recognised that helping older people deal 

with personal grief and loss was important, coupled with the need to actively provide 

opportunities for seniors to maintain kinship and friendship as they age.  

Throughout her account, aged care workers' responsibility to assist older people in adopting 

a healthy ageing approach to life and preventing social isolation and depression in the elderly as 

bodies and minds fail was prevalent. The deep sense of empathy toward older people and 

motivation to provide high quality, safe, and person-centred care was a strong thread throughout 

L6's story. 

L1 mentioned that working in the aged care sector was primarily a response to providing a 

better care environment for seniors in the acute care sector, “I was unable to make a positive 

change in the acute care sector without the experience of knowing how aged care worked and 

understanding the challenges from the aged care provider's perspective”. 

When asked to provide an example of why L1 believed that care of the elderly in the acute 

care sector needed change, he recounted the following experience: 

I remember vividly one Friday night, confronting not only the emergency 

department being full and knowing that it was going to become a much more 

pronounced issue. I opened the following weekend with tourist season, knowing 
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that I'll [sic] have to work back another Friday night away from my family, and I 

remember becoming really frustrated and then going through the hospital to 

discover, I think up to 25 elderly people that were trapped in the hospital. It was 

the inappropriate settings for the treatment of older people requiring care that 

drove me to the sector. It's been incredibly personally challenging; it's been 

intellectually challenging. 

L1 also described another experience that he stated was common and reinforced his decision 

to lead in the aged care sector: 

I had a personal insight where I saw two really quite unusual European names, 

and one was a woman who had broken a hip, who had been admitted to a female 

surgical ward with her husband for whom she was the primary carer; they had no 

other community care supports around them. He had to be admitted because there 

were no other places to provide respite or support for her husband. Now, one of 

them ended up dying in hospital, and it just dawned on me that they were just 

examples of so many elderly people that were trapped in the acute system 

becoming more dependent, as the longer they spend in hospital, the greater the 

risk of becoming institutionalised. It was just a really sad example of what was 

multiplied across Australia, and it struck me that there were insufficient 

investments into age care community care in particular. 

The passion and commitment to make a positive difference in the lives of older people in 

care were evident in the responses provided by L1, and he described being "driven" to the aged 

care sector because of these sorts of experiences. For L1, the move to aged care appeared to have 

been motivated by the opportunity to shape policy and procedure to benefit Australia’s 

burgeoning cohort in acute healthcare.  

L1 reported he had made a selfless decision to move from a highly remunerated position at 

the chief executive level in the acute healthcare sector to an executive position in aged care where 

salaries are typically lower. The Royal Commission into Aged Care Quality and Safety 

specifically examined the challenges of improving wages and working conditions for the aged 

care workforce. Many of the submissions put before the Royal Commission were like L1’s 

experience. While consideration of remuneration may be a factor in the motivation and quality of 

leadership in aged care, it is beyond the scope of this research but bears further empirical 

investigation.  

 L2 described opportunities to improve older people's health and well-being as the 

motivation for her participation in the aged care workforce at a leadership level. 
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I have been lucky that in some of my roles, I have been able to improve the health 

benefits of those clients. That is what I aim to do in the way that I lead services. 

I saw this gap in the services to the elderly when they competed for care in the 

acute sector (L2). 

L2 recognised what she saw as a gap in the healthcare system and that aged care recipients 

were not getting the care they deserved and needed because care is triaged in the busy acute 

healthcare system. When asked if the experience of working in aged care had met her 

expectations, L2 expressed that she was rewarded by being able to better integrate care for the 

aged care consumers for whom she was responsible. The commitment and enthusiasm L2 

demonstrated were evident throughout the interview.  

Raters 

R4 reported that her motivation to work in aged care came from a lived experience with an 

ill and frail parent, coupled with the desire to continue working in a caring environment when her 

responsibility for caring for an ailing father was no longer necessary. 

A few years ago, my father became very ill, and I had this realisation that it's very 

difficult for older people to be cared for by people that they don't feel comfortable 

with. I felt like I could be around people and make them comfortable in 

themselves. It made more sense to me to work in an environment where you can 

share part of yourself and show love for people rather than working in an 

environment where you're just taking. (R4). 

R4 felt her work provided an opportunity to "give back and show the love that was always 

given freely by Dad". It became apparent that R4 was working through anticipatory grief (Moon, 

2016) relating to her father's eventual passing and that this was the driving factor that led to a 

decision to leave her financial services employer and pursue a caring role in the aged care sector. 

The meaning of “paying it forward” came through the interview and non-verbal behaviour, which 

suggested that sadness and loss were present, and the caring role that R4 had chosen was helping 

their resolution. 

R4 frequently referred to lessons that she believed her children were learning vicariously 

through the work she undertook in aged caring and felt that these were valuable life lessons for 

her children, “I discuss the importance of caring for older folk whose experience and wisdom 

could help others much younger to value and adopt it”.  

There was a recurring claim that, for R4, working in the aged care sector to help resolve 

grief while supporting and caring for older people in a similar position to that faced by her father 

was a positive experience for her. Thus, the decision to work in age care could have been a way 

of taking care of herself while caring for others.  
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recognised that they contributed positively to the amenities of life of the people for which they 

provided care. However, this was not because they aligned with the philosophy, mission, 

objectives, and culture of the organisation for which they worked. It was more about satisfying a 

personal preference for the type of work they did. They appeared committed to the work but not 

necessarily aligned with the employing organisation.  

While leaders and raters comments were present in all threads, some themes were 

dominated by the leaders’ responses while raters’ responses dominated others. For example, in 

the context of aged care theme, the threads relating to regulation and compliance and the cost-

quality conundrum and adequacy of funding were dominated by leaders’ experiences. In contrast, 

workload, including the work-related time pressures and perceived training and development gaps 

experienced by raters, dominated the raters’ contributions. For engagement and voice, raters’ 

experiences dominated, and the leaders’ contributions related to the strategies they used to engage 

and give voice to their staff. 

 In the leader behaviour theme, leaders appeared to be appealing to their followers to trust 

them because they were “from management” and only wanted to help. In contrast, raters’ 

comments did not reflect the leaders' views as trustworthy, with leaders perceived as 

concentrating on organisational performance and less on follower wellbeing. 

5.3 LEADERSHIP STYLE AND JOB SATISFACTION 

Theme 2: The Context of Aged Care 

Theme 2, The Context of Aged Care, contained three emerging themes: regulation and 

compliance, quality-cost conundrum, and workload. Figure 31 provides a map of the threads and 

themes concerning the overarching research concepts and JS questions. 
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Figure 31. Cluster Map Orientation – The Context of Aged Care 

 

Thread 1 - Regulation and Compliance 

Participants of both groups raised legitimate concerns about the intersection of their 

employing organisation’s policies and procedures and the regulatory environment of aged care. 

Concerns about regulation and compliance were evident in the accounts of both groups for 

different reasons. These concerns revealed a level of distress among the participants, which 

sometimes involved the participant being brought to tears when describing their lived experiences.  

Leaders 

The leaders described concerns regarding lived experiences with regulation and 

compliance, outlining the difficulties of conforming with what they regarded as the copious 

amount of legislation and the anachronistic nature of the Aged Care Act 1997 (Cth). Leaders 

further flagged the behaviour of assessors employed by the Aged Care Quality and Safety 

Commission and the restrictive nature and interpretation of the Aged Care Quality and Safety 

Standards (Aged Care Quality and Safety Commission, 2020) as a significant concern. There was 

a pervading sense of an adversarial flavour of these compliance-driven interactions. 

Leaders were directly asked about their experience of the regulatory environment in aged 

care to determine whether each leader’s meaning-making had a task focus or outcome focus, as 

identified as a difference between leaders and raters’ quantitative study responses. Leaders tended 

to describe outcomes because that is the term used in the Aged Care Standards (Aged Care Quality 

and Safety Commission, 2020), whereas raters were more focused on task completion. The 
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responses by some of the Leaders group demonstrated a high level of concern, some to the point 

of becoming distressed about regulatory compliance, their experiences, and the processes for 

assessing compliance by regulator representatives and the resultant outcome of a negative 

assessment. This pervasive sense of concern permeated responses to many of the questions, 

including explorations of their reasons for working in aged care, satisfaction with work, 

innovation and translation into work practice, or quality and safety standards in aged care. These 

elicited serious concerns derived from their experiences, often appeared as frank distress among 

the leaders.  

Most leaders expressed concern about the volume of legislation and its relevance to 

contemporary aged care services, noting anxiety about the fierceness of assessing regulatory 

compliance, the bluntness of the instruments used to measure compliance and the negative 

consequences of non-compliance. Most leaders did not regard regulators' compliance actions as 

a form of consumer protection for vulnerable older people. Instead, they perceived it as a 

constraint applied by regulators to achieve control, with the unintended consequence of stifling 

attempts at innovation that could transform care models to improve the consumer experience.  

 Some leaders observed that regulators, bureaucrats, and politicians had adopted legal and 

regulatory responses to address contentious issues arising from poor practice in the past, with L1 

remarking, “The compliance in aged care is dreadful, and I think every time something goes 

wrong, the department's natural reaction in Canberra or the politician is to introduce more 

regulatory oversight”. L3 also commented on the burden of regulation, stating:  

They came in for an unannounced [visit]. The unannounced [visit] then caused 

them to come back a week later because they had some tweaking concerns, which 

then led to a review, which led to monitoring. So, they were there for another four 

days auditing. For me, getting a phone call saying, “Just letting you know, we are 

really concerned about this place, so an auditor will be there nine o’clock 

Saturday morning”, which was the next day (as I’m finding out at four o’clock 

on a Friday afternoon) to monitor the facility (L3). 

L5 described the consequence of this interaction style as creating a task focus rather than 

focusing on outcomes for care recipients. This change in direction was evident to her despite the 

aim of consumer-directed care environment in community aged care and developing in residential 

aged care; “I think right now the organisation’s switched to becoming more task-focused and 

quite transactional – waiting for stuff to come in rather than being proactive” (L5).  

L5 revealed that many staff, including managers, were now more concerned about doing 

anything new or different on further probing. 
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Being innovative, or in any way different, creates a situation in which the care 

service will be very visible to regulators because of the difference in the way 

services are provided. This leads to further review and possible compliance 

action, so we mostly wait for another aged care provider to innovate or change 

care practices before implementing the changes (L5).  

The reticence to attempt something new or innovative described by L5 was consistent with 

responses from L1, who described the degree of regulation as “crippling and stifles innovation in 

care practice”. The concerns L1 expressed a sense of frustration with the regulatory system and 

processes and was evident among other leaders; “The incredible levels of regulation and 

compliance I think are extraordinary compared to any other age care sector in the world and it 

cripples or at least stifles innovation (L1).  

The outcome of this is that government-funded aged care recipients may miss out on the 

benefits of innovative thought and translating that into better, appropriate, more efficient and 

effective care for older people receiving government-funded aged care. 

We can innovate around the edges of the regulatory form and regulatory 

funding, so the innovation that we take pride in mostly operates outside of 

government funding. But that’s well and truly away from the regulatory 

constraints of residential age care” (L1). 

 While accreditation exists to ensure the quality and safety of services to older people 

benefiting from government-funded care in either residential or community aged care, participant 

stories suggest that the compliance mindset it engenders may stifle the very improvements it seeks 

to create. There is some basis for this line of thought, as the Age Care Act 1975 (Cth) contains the 

provision that maintenance of accreditation by the Aged Care Quality and Safety Commission is 

required to maintain approved provider status with the Australian Government. Participants 

described that, rather than fostering continuous improvement through a partnership with the 

organisation responsible for measuring the quality of care in the sector, the process often bred 

stagnation, disconnection, and resentment.  

L1 related this fusing of a process that he perceived as initially designed to improve quality 

and safety, as now primarily about proving compliance to a reductionist set of standards. He 

inferred that care processes would now only have to conform to the lowest common denominator 

rather than provide an opportunity for continuous system improvement.  

Leaders were forthright in their view that the sector's regulatory requirements stifled 

original thought toward a solution to a care issue or innovation. L1 explained his experience with 

compliance requirements in aged care. 
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The regulatory environment for residential age care is no longer one of quality 

improvement; it’s almost a zealotry to try and pick fault and non-compliance. 

That’s unhelpful, and it makes all of our managers particularly defensive, and that 

whole culture then mitigates against openness and innovation …. They [the staff] 

continue to get smashed through an increasingly difficult regulatory regime and 

accreditation and quality people just turning up on the door, creating stresses and 

distractions. (L1) 

These participants described the potential for a federal government policy related to 

consumer-directed care (CDC) to be at odds with the way bureaucrats and policy assessors 

interpret the regulations. The effect of these competing requirements is that organisations and 

their staff are often conflicted.  

Aged care organisations must adhere to the government's CDC requirements, which 

emphasise choice, control, and the provision of information and knowledge to provide the means 

for care recipients to make informed decisions about their care. Meeting CDC requirements are 

mandated to receive government subsidies to support home aged care, and there is a phased 

introduction of CDC principles in residential aged care. Some leaders expressed anxiety about the 

deployment of innovative care strategies, perceiving this as a high risk to their accreditation status.  

Aligning with the lived experience of participants in this study, Gill et al. (2018) researched 

the issues and challenges experienced by care recipients, informal carers, and staff with the 

introduction of CDC. These researchers found that existing industry regulation, culture, and 

practice supports an established service model in Australia that stifles translation of the CDC 

objectives into practice. Biggs and Carr (2019) also concluded that aged care regulation is not 

keeping up with new aged care practice models and Nusem et al. (2015) had similar findings 

concerning new business models for aged care service delivery.  

Other leaders discussed the consequences of a finding of non-compliance by regulators and 

external quality assessors from the Aged Care Safety and Quality Agency. L2 further raised this, 

describing the current accreditation process as causing providers and their employees to create a 

flagrantly positive display for aged care quality assessors rather than revealing the real day-to-

day process of care. L2 described an “ebb-and-flow” process of the aged care accreditation cycle, 

acknowledging that the change to more unannounced visits had caused further distress for staff.  

I think in general terms, providers who have a clean accreditation record take that 

to the extent of overconfidence. Once they get accreditation for three years, 

there’s a tendency to go “There is nothing to see here, we’re fine”, and things 

slack off, slack off, slack off. Then in that last six months before accreditation, 

there’s a build-up again to getting things right. (L2). 
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The criticism by L2 reflects comments from other leaders who expressed concerns that 

approved provider responses to accreditation audits were more “show” than a sustainable quest 

for ever-increasing quality.  

Leaders’ responses often conveyed a sense of anxiety and foreboding during visits from 

aged care assessors employed by the Aged Care Quality and Safety Commission. L2 perceived a 

noticeable change in the attitudes of aged care quality assessors undertaking accreditation audits 

and reviews; “Unannounced visits have changed … the agency’s attitude has certainly changed 

since the Royal Commission was announced, we’ve certainly seen a change”.  

When probed as to what that meant, L2 felt that the aged care assessors had a pre-

determined agenda. 

They want to find fault so that some sort of compliance action was [sic] required, 

justifying the role of the aged care assessors and the Aged Care Quality and 

Safety Commission and giving the impression that the government is doing 

something to protect those in our care (L2). 

While this view is difficult to validate, most leaders expressed similar views and noted they 

had perceived a change in how aged care assessors conducted standards compliance auditing since 

the Royal Commission's announcement into Aged Care Safety and Quality. 

L2 described that a “them and us” mindset had emerged. Several leaders perceived that the 

situation detracted from the stated aims of accreditation processes, which are part of the regulatory 

framework in aged care. Leaders described a preference for a collaborative approach to finding 

solutions to identified concerns to provide higher quality and safer care. L4 was so concerned by 

the regulatory environment that he used a strategy to avoid dialogue with representatives of the 

regulator. 

Everyone always goes and says to the department, “What do you mean by that?” 

Some little boffin in the department who really doesn’t necessarily have the skills 

and certainly doesn’t have the experience in the current world of age services 

makes a decision and says, “Thou shalt do this”. I don’t ask in the first place, and 

I let them find what we are doing rather than telling them. (L4). 

The “don’t ask, don’t tell” strategy seemed to respond to a fear of regulators based on 

protecting the approved provider status of aged care operators, which further underpinned the 

emerging “them and us” mentality described previously. 

A strong sentiment emerged in the Leaders group that the present regulatory control 

methods (including accreditation standards compliance) created risk-aversion, rather than risk-

awareness, impacting compliance risk management. Leaders described feeling powerless and 
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being at the mercy of regulators, expressed their opinions on regulatory controls, and described 

anachronistic requirements and processes. 

 Raters 

Raters related various work practices and regulatory requirements and were particularly 

concerned with medication management practice and unregulated workers. No raters mentioned 

accreditation standards compliance during interviews, and it was as if the compliance with 

accreditation requirements was something performed by others who were not involved in direct 

care.  

Interestingly, raters did not comment on the current Royal Commission and appeared 

isolated from it; hence, it was challenging to draw opinions or comments. From their collective 

responses to direct questions about the Royal Commission, the raters regarded this as a 

management issue rather than something that directly affected their present or future work.  

The regulatory compliance concerns raters mentioned were related to the state or territory 

jurisdictions laws such as the Drugs and Poisons Act (or similar titles in each of the State and 

Territory jurisdictions) and their regulations and workplace health and safety provisions. Many 

raters provided accounts of being placed in vulnerable and anxiety-evoking situations relating to 

medication administration and management, such as being required to administer medications 

outside their scope of practice, which created moral distress for many nurses and personal care 

workers. The raters provided lived experiences of organisations changing medication 

management policies and procedures that might contravene drugs and poisons provisions 

operating in the various state and territory jurisdictions. 

R1 described an experience where she felt compromised over instructions provided by 

policy and practice changes that ignored the poisons regulations' obligations. The non-verbal 

behaviour observed during this part of her interview echoed frustration and anger at what the 

researcher interpreted as role stress caused by role confusion and role conflict, and R1 conveyed 

this was an ongoing issue with incomplete resolution and causing ongoing considerable moral 

distress. 

We had a client palliating, and from my understanding as a personal care worker,[ 

[the patient] was prescribed an S8 medication [dangerous drug of addiction], and 

I wasn’t trained in it. I knew I wasn’t to give it. But then, after management had 

their conversation, it came in that we could give S8 drugs. It could be drawn up 

before you could give it, so from a nurse. Yes, so when that first came in, I refused 

to give the medication. I refused because; (1) I didn’t know what was drawn up 

and what was put in there, and (2) they were S8 drugs. This caused me significant 

grief with my managers (R1).  
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R1 was concerned about her liability in undertaking a care procedure without, in her view, 

the imprimatur to do so. Her anxiety about the situation led her to avoid providing care to the 

client rather than giving the medication that she believed was unlawful, causing what the 

researcher interpreted as considerable moral distress. 

A letter came out stating that personal care workers had been trained to give 

medication and administer S8 medications. So, when we had to administer the S8 

medication, I just asked if I could be put off the client so that I didn’t have to give 

it. Then it ended up being that I had to. I had no choice. It was in my scope of 

practice, apparently, I had to give it. I felt very compromised and angry that I was 

put in this position (R1). 

R1 became upset when recounting this experience, and it became apparent that it was quite 

a personally painful situation that she would have preferred to avoid. While R1 did not want to 

withdraw from providing care for the client, she found herself in a conflicted situation in which 

compliance with the employer’s instruction would be acting, in her view, in breach of the law. As 

a result, she attempted to avoid being in such a position by asking to provide care for another 

resident and reassign the resident to someone else to provide care. As background to the gravity 

of the experience, R1 disclosed during the interview that she had previously been subpoenaed to 

give evidence in a coronial enquiry related to the administration of schedule 8 medication and the 

unexpected death of a resident in care, which added to her distress.  

R4 expressed a similar concern, reporting experiences where many unregulated care 

workers operated outside the poisons regulations' provisions but did not feel supported by her 

employing organisation when she questioned the practice. She recounted that her manager 

provided her with written advice that it was acceptable and legal. R1 felt that this placed her in a 

situation where she complied with her employer’s instructions or required her to act outside the 

law. The concerns expressed appeared to be rational and reasonable, but she stated her manager 

did not address these. 

I wasn’t sure of what are the laws about the scope of practice for an AIN 

[assistant-in-nursing] to administer an S8 drug in the community. I was 

questioning if an AIN can administer oral morphine, liquid morphine to a client 

who is palliating. Here, there is no restriction because the organisation insists we 

are trained in measuring medication doses. Whether it’s S8 or Panadol or 

anything, how would they calculate the strength? Is it within their scope of 

practice to measure medication? (R4). 



 

Study 2 - Qualitative Findings 103 

The researcher’s experience is that many aged care providers view unregulated care 

workers as equivalent to an informal carer 1 who administers medication to a person for whom 

they provide home care. The limits on the role of unregulated carers are unsettled and are the 

subject of confusion and anxiety in aged care. Licensed health professionals have their scope of 

practice defined; however, there is no scope of practice for unregulated care workers that can 

guide them and their employers because of their unregulated status.  

Similarly, but not explicitly relating to medication administration safety, R3 related other 

experiences that caused her concern about compliance with the scope of practice and professional 

practice requirements set down by the Nursing and Midwifery Board of the Australian Health 

Practitioners Regulation Agency related to licensed nurses: 

We have to trust our personal care workers. They’re left here alone. We have to 

trust when we’re on-call that they are giving us the correct information over a 

phone to say whether a client has had a fall, got chest pain, had a head strike. We 

rely on what information we’re given. It’s hard some days; it’s really hard (R3).  

R3’s experience appeared to cause her ongoing anxiety relating to care recipients' welfare 

and care workers and protection of her practising license as a registered nurse. She described 

making decisions based on the information provided with the best intentions from unqualified and 

often poorly trained personal care workers. R3 further acknowledged that her decision-making in 

the face of a clinical information deficit caused frustration, with referral to acute care services 

often being her only option.  

If in doubt, I just ring an ambulance because I’ve got a registration to be looking 

after, it’s my livelihood, and I’ve got a PCW telling me what’s happening 

kilometres away and [I’m] not seeing the client. They’re not able to do a set of 

observations on a client, which could be majorly helpful at times sometimes. So, 

things like that, I think, get a bit frustrating. (R3).  

Most raters described anxiety relating to their scope of practice and legal liability, which 

they ascribed to their organisation either maximising revenue or containing costs at the expense 

of safety and quality.  

 

 

1 An informal carer includes any person, such as a family member, friend or neighbour, who is giving 

regular, ongoing assistance to another person without payment for the care given. AIHW. (2014, 

7/10/2014). Meteor Metadata Online Register. Australian Government. Retrieved 24/10/2020 from 

https://meteor.aihw.gov.au/content/index.phtml/itemId/269485 
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As an enrolled nurse, R4 described her experience of being the only licensed nurse on duty 

in a large aged care facility. There was no registered nurse or medical practitioner on-site, 

resulting in concern about working beyond her scope of practice out of necessity in support of 

aged care consumers. 

After office hours, I am here on my own. I feel very overwhelmed, there’s a lot – 

I’m always taking a pad with me, because if someone calls me and tells me 

someone’s very unwell, so I’m basically doing what an RN would do because 

someone’s lacking the confidence to call an RN. I’m supposed to be on the floor 

doing things, and the on-call RN is supposed to take that call, give advice, and 

the person who is there is meant to follow through (R4). 

R4 described her experience as a common event, and she was clearly on the verge of tears, 

which appeared to be related to frustration that this problem was ongoing. While not stated 

explicitly, the ongoing situation appeared to further contribute to her feelings of being 

overwhelmed at work, carrying the full weight of responsibilities that R4 believed were unfairly 

placed on her when she was not qualified nor paid to take them. 

Interpretation 

Leaders described the problematic interface between regulatory controls and quality 

assessment at the corporate level impacting their licenses to provide aged care and the provision 

of care itself. Raters described role stress relating to the scope of practice concerns. They felt the 

organisation expected them to perform at a level for which they believed they had not received 

adequate training or lacked statutory authority to undertake the functions expected of them. This 

situation is particularly related to medication management, or direct supervision of unregulated 

workers licensed health professionals believed were working beyond their training and skill level. 

They were distressed at the risk this could pose to their practising license. 

Raters, however, provided accounts of being placed in vulnerable and anxiety-evoking 

situations relating to medication administration were a common concern among raters. The 

administration of medicines was an issue of significance and a source of moral distress for them. 

Their leaders' actions or inactions caused distress related to changing medication administration 

policies and procedures without observing the various drugs and poisons provisions operating in 

state and territory jurisdictions. Concerns were raised about the scope of practice set down under 

the national law regulating health professionals. Chenoweth et al. (2010) and Baldwin et al. (2015) 

described the dilemma for employers, licensed nurses, and unregulated care workers concerning 

nurses' retention and quality failures in aged care. 

The participants raised serious concerns about the rigours of regulation and compliance 

within Australia's aged care sector. The lived experiences described system issues related to the 
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copious amounts of legislation increasing work complexity and implementing compliance 

auditing for the leaders. There was a perception that the amount and types of regulation and the 

auditing of compliance confounded innovation and engendered a risk avoidance approach, 

causing only a task focus rather than an outcome focus. There were also numerous examples of 

poor relationships and mistrust in the officers charged with industry regulation responsibility. The 

system of increased unannounced visits during the Royal Commission's proceedings into Aged 

Care Quality and Safety caused great anxiety and distrust between the leaders and regulators. 

There was a belief that the system was under strain, causing considerable moral distress and role 

confusion.  

 Raters stories related to role stress caused by a lack of understanding about the dimensions 

of unregulated care workers' role by members of that workgroup and licensed nurses were also 

concerned about their supervision responsibilities and accountabilities. There was considerable 

disagreement with the skill mix available to provide care, calls for developing a clear scope of 

practice for unregulated care workers, and protected health professionals' licenses providing 

certainty about their supervision requirements and clarity of roles. There was evidence of moral 

distress experienced by leaders and raters and specifically relating to raters, role stress based on 

a perceived lack of clarity between what employers expected and what the statutory requirements 

were about medication management. 

Thread 2 - The Quality Cost Conundrum 

The issues of concern differed between leaders and raters; however, it was apparent to the 

researcher that the issues, although ascribed different levels of importance by the groups, were 

interrelated. For both groups, general concern existed regarding a constant and unrelenting 

requirement for productivity, cost containment, and cost reduction because the funding system is 

outdated and misaligned to the Federal Government’s stated outcomes of care. These phenomena 

had a flow-on effect on the raters, who reported unreasonable workloads and work-related time-

pressures were confounding efforts to deliver the consumer’s expectations of care and the 

organisation’s skill mix provided and training of staff. All of these appeared to have had a 

deleterious effect on personal and workplace morale, and some participants expressed concern 

that the impact of these productivity and cost reduction measures may be a reduction in the quality 

of services offered.  

Figure 32 provides a graphical representation of these interrelationships and the importance 

each group appeared to attach to them, and the lever and fulcrum depict the potential for 

imbalance and upset in the aged care system. 
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isolation and boredom is not really catered for in the foundered system. There is 

no funding provision for just sitting with a consumer, holding their hand, and 

making them feel included, and yet staff must be paid to undertake this as it is 

part of their duties. (L6) 

Several leaders reported the anachronistic nature of aged care funding. L2 stated that this 

was partly due to the different assessment criteria for community and residential aged care, “It is 

almost impossible to obtain a residential aged care placement for low care residents because they 

do not attract sufficient levels of funding to make admission to a residential aged care facility 

viable”.  

When asked to elaborate further, L2 replied: 

Those who have an aged care assessment by the Aged Care Assessment Service 

receive approval for admission to either high care or low care. Residential aged 

care services cannot afford to take low-care residents because there is insufficient 

financial margin in care and accommodation costs to make the admission viable, 

or in some cases, profitable (L2).  

L4 suggested that this is a government strategy to change the funding criteria for residential 

aged care. The strategy is for only aged care consumers who require high care because of the low 

level of funding applied to those categorised as low care. The literature supports this strategy 

(Castle, 2002; Cornell et al., 2020). L4 believed that “the government wants to convert low care 

consumers to receiving community-based aged care rather than being admitted to a residential 

aged care facility”.  

The current situation means that residential aged care services have care recipients with 

only high care needs, as due to the lack of margin in the funding, they are less likely to accept 

low care residents into a facility (Castle, 2002). This situation has a flow-on effect on staff 

workloads. By default, community care services provide care for older Australians. They do not 

meet the high-care category criteria in residential aged care despite the low care category still 

existing within residential aged care. Residential aged care providers are less likely to accept low 

care residents who wish for accommodation in a residential aged care facility. 

L4 provided an example in which a community care recipient's assessment qualified the 

person for a level 4 package. Level 4 is the highest level of community care packages available. 

L4 expressed that “the government does not provide enough level 4 care packages to meet 

demand”, citing the following example: 

The only funded package available was a Level 2 package, which attracts an 

annual subsidy of $15,250. The financial and service delivery implications of this 

meant providing the assessment level required by the assessment. We had to 
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decide to provide less care or provide the needed care for $35,500 less than the 

funding entitlement (L4).  

L4 became quite animated when describing how rationing was occurring at the Government 

funding level, and he reasoned that there was a need to apply rationing to the care provided 

considering the large deficit in funding experienced by approved providers. 

You’ve got the older person who’s got a level 2 home care package waiting for a 

level 4, but all they’ve got [from the government package allocation] is a level 2 

package, which is hopelessly inadequate to meet their care needs. So, we are left 

with no choice but to ration care in line with funding or go out of business (L4). 

Containing and Reducing Costs 

L1 described the processes of legitimately maximising margins even in not-for-profit 

facilities. Budgeting, cost-containment, and cost-reduction are frequently deployed in aged care 

services to manage costs and legitimately maximise margins (L1).  

Most leaders’ described working in a fiscally constrained environment, frequently having 

to reduce budgets and adopt formal strategies for cost-containment and cost reduction. While 

recognising the need for this financial vigilance in the current funding climate, L6 stated that 

budget pressures are typical and that: From a budget perspective, there is often a squeeze on. So, 

you know, you’ll have to save however many millions of dollars” (L6).  

For many, reducing expenditure by millions of dollars within one financial year created 

other pressures on client-centric care practices, staffing, and care quality and safety. L6 recounted 

her experiences in this regard. 

I think we try to manage that through being clear around what our focus is this 

quarter, what needs to be delivered. I mean, there’s always the hygiene factors of 

quality care in our culture and financial viability and sustainability (L6).  

The implications are that there is often a need to re-negotiate financial and activity targets 

in a way described by L6, who explained her approach to that re-negotiation: 

I really digest it and work out if there is another way to do it…. I always go in 

and demonstrate the argument from a customer perspective and what you can’t 

deliver on. It is usually successful from the point of view of making some 

adjustments in other places that are not going to deviate from a client outcome 

(L6).  

Within the Leaders group, it was apparent that maintaining budget integrity was a non-

negotiable target for them and unachievable without the buy-in and adherence to workforce 

metrics developed to help achieve budget integrity. L5 described her experience and 
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acknowledged that the effort to maintain budget integrity relied heavily on compliance with 

workforce metrics:  

People have a set number of hours that they work to, and obviously, that can 

change, and there are tolerances within that. You rely on people to deliver those 

particular numbers. We’ve had a few cases where eyes have been off the ball, and 

those numbers haven’t been delivered (L5). 

L2 described this constant review of workforce metrics and financial results as:  

exhausting, on a daily basis, and often is something that distracts everyone from 

the core business of care delivery. It is often the case that more time [is] spent on 

counting dollars than delivering quality care, and this often removes the focus on 

care to a focus on money. We are in a constant double bind where we know we 

must meet [the] budget to remain financially viable, but sometimes this causes a 

dilemma when one is caught between money and the care of our elderly (L2). 

The Push for Productivity 

Along with containing and reducing costs, leaders felt a constant push from their governing 

bodies for increased productivity within their organisations. Some described situations that 

created unreasonable expectations to contain and reduce costs and boost productivity.  

Quite often if things are going in a financially difficult direction, that may involve 

staff cuts, but more likely than not, they’ll come up with better innovative 

solutions themselves because we’ve asked them to inform the response rather 

than have it as top-down (L1). 

The requirement of governing bodies such as management boards or corporate boards is 

often couched to place leaders and their followers in a no-win situation. The situation described 

by L1 has had the effect of requiring followers to identify strategies that will increase productivity 

by using innovative solutions; however, this may in turn flow on to the organisation experiencing 

compliance issues, as previously described.  

L4 outlined a situation that caused wastage of care hours allocated in the care package 

because there were no item numbers in the Medical Benefits Schedule, which lists the Medicare-

funded services subsidised by the Australian Government managed by the Commonwealth 

Department of Health. L4 presented an example of facilitating a client visit to their general 

practitioner for a scheduled appointment. 

The client loses potentially three hours out of that weekly funded package to get 

to a GP appointment because the person taking them there has to drive there… 
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get them ready and dressed, take them to the GP, wait in the waiting room, …take 

them down to the pharmacy, get them back home. Three hours gone. (L4). 

An alternative to this, according to L4, could be to implement more comprehensive 

telehealth services for the elderly, achieving significant savings in packaged care hours that would 

then be available for care and service delivery. The technology exists within applications 

developed by the company that L4 led that would allow a high-quality service without the 

overheads of travel and waiting time for the aged care consumer. This strategy frees up carer time; 

however, as there are no Medical Benefits Schedule item numbers for this type of telehealth 

appointment, there is a lack of promotion of this type of consultation. As this data was collected 

pre-COVID, further investigation of whether this has improved or remains unchanged post-

COVID is required. 

They [care recipients] could actually be set up with technology at home where 

the provider just dials them in, brings them up on the screen remotely, links them 

up with their GP. They have a 15-minute consult. The GP sends their script down 

to the pharmacy electronically and delivers it to them. Based on the assessment 

of time taken to attend and return from the general practitioner appointment, this 

would save between two to two and half hours of packaged care for the aged care 

recipient and [be] achieved within the comfort of their home. The saved hours 

could then actually go into more care rather than transport (L4). 

Interpretation 

Throughout each of the interviews, the participants conveyed a range of emotions from 

deep concern to a sense of hopelessness or desperation when discussing issues relating to what is 

described here as a conundrum about balancing cost and service provision quality. 

Participants from both groups described their experiences of working in the aged care sector 

with its significant cost pressures and the requirement to deliver a measurable level of quality of 

care. Leaders felt confronted with competing demands and particularly remarked about the 

demand for a high-quality consumer-focused system is underpinned by consumer-directed care's 

federal government policy. Interestingly, the leaders tended to discuss this quality-cost 

conundrum by describing funding, cost pressures, cost containment strategies, and productivity 

requirements.  

In contrast, the raters expressed deep-felt concerns over workforce issues such as workload 

and skill mix within the caring workforce. The qualitative data suggest that the differences 

between the groups stem from examining the organisation through different lenses based on each 

person’s orientation to the work and the locus of control within the organisation. Both groups 
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demonstrated considerable degrees of moral distress relating to decisions they made in their daily 

work at various levels within the aged care system. 

Thread 3 - Workload 

Raters 

From the raters group, it became apparent that it was their experience that workloads were 

not conducive to providing safe and high-quality care. Some raters were assertive in pointing out 

the inequities in workload that significantly impacted the quality of care delivered. R1 described 

her experience of spending a lot of her own time at work over and above that considered typical; 

“When we first started with this - this was August last year, I think – I was doing maybe 18 hours 

a day plus weekends just to get everything up and running”. 

The experiences raters recounted described situations in which registered or enrolled nurses 

felt professionally isolated, and in many ways, overwhelmed by the responsibility for the level 

and volume of care delivered within meagre workforce numbers. R4, an enrolled nurse, was very 

concerned with staff numbers and the available skills in a large aged care facility. 

We don’t have enough nurses here; there are only two or three nurses in this big 

community. I definitely feel that I’m on my own, and it’s a lot to take on. There 

is only an on-call RN for advice after hours (R4). 

The other common occurrence was the dilemma described by care staff whose 

responsibilities often required them to be in two different places at once. For example, when the 

care staff member must assist care recipients with meals while also being responsible for 

administering medications, often prescribed at mealtimes. This situation is directly related to the 

organisation's division of work and staff number and skill mix. 

We had a client that likes to drink. Would drink, drink, drink. We have a bar 

downstairs. He sat at the bar, drinking, and just urinated. I think at the time. I was 

doing medication. The phone rang. I picked the phone up. So-and-so’s [messy], 

you need to come and clean it up. I simply cannot be in two different places at 

one time. It is happening all the time (R3).  

R3 described a workload equity concern relating to having to work overtime without being 

remunerated. 

I’ve done overtime for which I am [sic] never paid, and I’ve picked up an extra 

shift for which I have been paid; I’ve made sure - I’ve gone out of my way for 

clients to make sure their needs were met. Not really much recognition, either 

personally or financially (R5). 
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While other raters did not explicitly identify this issue, this and other workload equity 

concerns require additional research. 

Work-Related Time Pressures 

Of significant concern to most raters was time pressure experienced during a working shift. 

R1 and R3 gave the following examples: 

Some days it is a bit hard when you’re working, and you’ve got a time limit. 

Everything’s a time limit, so that’s the downfall, I suppose, of the job (R3). 

 

Certain times ... I need to go and give medication and stop assisting with meal 

serving and assisting clients with their meals. I’ll go and give medications, I’ll 

come back to help, and they [the staff in the dining area] were all angry. Come 

Monday. I’m in trouble because I left the dining room. (R1). 

R3 commented further on the effect of the funding instruments used for calculating aged 

care recipient entitlements. Her narrative described the conflicting pressures on time that carers 

dealt with repeatedly during a shift. 

Okay, so you get a run, and usually, you get 15 clients. It all depends what you’re 

there for. Just say you were there for a wound, so we get half an hour to do that 

wound. These people like to have a chat with you and enjoy finding out what 

you’ve done on the weekend and us finding out what they’re doing this week; 

family coming in, etcetera (R3). 

The language used to describe workload was interesting, as it referred to resident load as a 

“run”. When asked to provide further examples of the concerns she raised, R3 offered the 

following example: 

You’re still working while you’re chatting with them, but then the documentation 

has to come along, and we’re supposed to sit in their rooms and document. It’s 

really hard to sit there and not talk to someone who wants to have a chat with you 

to finish off the whole process of you being there and visiting them (R3). 

 The situations described place carers in a quandary, where they can become the object of 

resentment by some clients who resent waiting for a service or from other staff who also have 

competing interests for their time. All of this can feed workplace conflict, as described by R5. 

I am often left feeling annoyed that the people that need support aren’t getting it 

because there is no time, or the people that are seen to be leaders, they’re using 

their role as just power rather than understanding how they can support the carers 

to support the client (R5). 
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The conflicts created by the pressures on workload frequently appeared in the raters’ 

interview transcripts and made it difficult for teams to form and function well. From participants' 

experiences, the arising conflict fostered ongoing resentment and lack of understanding of the 

pressures experienced by all members of the workgroup. The impact of team conflict on patient 

care was not the focus of this study but has been recognised in other research. J. Brown et al. 

(2011) studied conflict sources within a primary care team and found three themes that emerged 

from the data. Interestingly, the J. Brown et al. (2011) study found that conflict was inevitable in 

a team and the sources of team conflict included role boundary issues, the scope of practice, and 

accountability. Barriers to conflict resolution were lack of time and workload, people in less 

powerful positions, lack of recognition or motivation to address conflict, and avoiding 

confrontation for fear of causing emotional discomfort. Team strategies for conflict resolution 

included interventions by team leaders and the development of conflict management protocols. 

Individual strategies included open and direct communication, a willingness to find solutions, 

showing respect, and humility. These themes are like the lived experiences reported by raters in 

this study. 

Skill Mix and Training 

The skill mix of professional and carer staff was a major concern of the Raters group 

members. Like the medication management practices described earlier, this related to training and 

development opportunities and the absence of regulation to accurately define the scope of practice 

for unregulated care workers. 

For R5, the lack of training opportunities when he joined his employing organisation 

created discomfort; “I felt that it was all new to me, I felt extremely out of my comfort zone”. 

R5 described a situation where company policy for new staff orientating to the job was that 

they are accompanied during the first few shifts in what they called “a buddy shift”. Despite its 

being company policy, R5 stated he “went into it without any buddy shifts”, an example of his 

company ignoring its training policies. 

While R4 was complimentary about her working environment, she felt that more training 

was required. 

I really wish I could get more training. I don’t feel I get enough. I don’t think they 

offer sufficient educational programs, only free educational programs for staff. I 

think we’ve done a few that was [sic] not for nursing, though. I think the 

coordinators attended a few courses. But I really feel that for nursing, in 

particular, they should offer us a few more things (R4). 

When asked to provide an example of the type of training available to her, R4 discussed a 

situation where the training offered. However, it was a requirement that the training is undertaken 
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in her own time. It was to be provided by an external organisation and came from an educational 

provider and at no cost to the employer. 

I was just offered training by my new clinical coordinator for palliative. It’s a free 

course, and my employer is not paying for it. It’s something that she’s sourced 

out from outside, and she’s handed that information to me if I want to follow 

through with that (R4). 

In addition to a need for increased clinical skills in the aged care sector through greater 

access to quality clinical training and development opportunities, the ever-present requirement to 

maximise revenue and maximally contain costs may constrain funding support for staff 

development. For example, R3 identified that she did not have the expertise to provide wound 

care and felt the need to refer clients to an organisation that did. The decision resulted in a 

summons to attend a disciplinary meeting because of the loss of revenue to the organisation. 

We had a lady with bilateral leg wounds that were just getting beyond my ability, 

so I came down and spoke to the manager…I decided I was going to ring another 

aged care provider, meaning we would have to split the fee provided. The GP was 

happy for me to ring ...they came in; they took over the wound care (R3).  

It was apparent during the interview that R3 was disappointed that her employer had 

decided to implement a disciplinary process. R3 believed that she was acting professionally by 

referring the client to a practitioner that had skills that she lacked; “Well, I got reprimanded by 

my in-charge then because we should have kept it in-house. Who cares? Not me. I’d do it again”. 

Interpretation 

Moral distress is evident in the aged care workforce within both groups of this study and 

stems from feelings of powerlessness, the austerity of funding, a frequently ethically challenging 

workplace, and fear of inadvertent or accidentally breaching statutes and regulations. The causes 

of moral distress are rooted in the anachronistic nature of the aged care funding mechanisms that 

are outdated and orientated to the medical model of intervention in a social care model. The 

constant push for productivity increases, cost containment, or cost reduction strategies continues 

as a considerable work pressure for leaders and their followers for different reasons.  

Leaders have the accountability for implementing these strategies, which causes a 

fundamental loss of trust with their follower group and translates to staffing inadequacies and 

resultant unreasonable workloads for staff and difficulties in executing strategies aimed at 

satisfying consumer-directed care policies of the Australian Government as dictated in the 

funding appropriated to providers in the sector. 
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Moreover, there is a perception that lack of training and development opportunities offered 

to the workforce compound the issues. Participants identified that the funding system compounds 

the problems because it is outdated, unsuitable for purpose and misaligned to consumer-directed 

care requirements.  

Theme 3: Engagement and Voice 

Figure 33 provides a map of the threads and themes concerning JS's overarching research 

concepts and questions. 

 

Figure 33. Cluster Map Orientation – Engagement and Voice Overview 

Leaders and raters made contributions in each thread; however, they described very 

different lived experiences. The textual analysis revealed three threads: be present, value me, and 

hear me; collectively clustered under the Engagement and Voice theme.  

Thread 1 - Be Present 

Being present was a common thread in the leaders and raters groups to question how they 

fostered trust in their follower group. All responded with strategies that described being physically 

present and available to staff members who organizationally reported them. They appeared to 

conflate physical presence with integrity, being available and connected to their follower groups.  

However, presence is more than being physically present. In a mixed-method study, Ford 

et al. (2017) investigated leaders as material presences. These researchers acknowledged that 
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leadership theory has traditionally explored leaders as having disembodied traits, characteristics, 

and abilities. However, these authors found that the corporeal presence, the leader's physical form, 

allowed the leader to materialise in the organisation. The Ford et al. (2017) study found that 

leadership involves taking the leadership role to manifest their leadership through what they 

described as material presence, in which they must not only act like a leader but be seen to act as 

a leader to maintain relational identification. Relational identification is the extent to which one 

defines oneself in terms of a given role relationship (Sluss & Ashforth, 2007).  

Most leaders discussed various ways they perceived they were present and thus available 

to their follower group. The qualitative data analysis showed that the raters did not perceive that 

their leaders were emotionally present even when physically present. While leaders considered 

themselves “present” and “in the moment’ with their followers, raters’ responses contradicted this 

view of their leaders.  

Leaders  

All leaders believed that they conveyed their availability and presence for staff. However, 

none offered specific examples of this in practice or demonstrated ways to confirm that staff 

agreed that they were present. Leaders mostly explained the principles behind the importance of 

being present, giving general comments, or describing a strategy they used to demonstrate 

presence with their follower group. Despite a request to cite a specific example from their lived 

experience, they were not forthcoming. In contrast, raters recounted numerous lived experiences 

when they felt their leaders were not present when needed.  

L1 observed that using more informal communication channels promoted the perception of 

being present for staff, even with the challenges posed by distance experienced by an organisation 

with national and international reach. 

We are a large organisation with a big footprint over a number of states, and even 

countries, so we have a lot of informal communication that the smaller key 

executives always have weekly huddles, just talking about issues. We share those 

issues, and everyone’s encouraged to contribute to resolving them and certainly 

giving an opinion because of the interdependencies across the group (L1). 

 When asked what “smaller key executives” meant, he described them as having “smaller 

spans of control, yet important areas of the organisation” (L1). For L1, being “consultative and 

collaborative and sharing learnings within the organisation is the way to establish trust”. 

Significantly, many of the raters saw this as an organisationally centric approach when they 

sought a more personal approach that was sensitive to their needs and work challenges.  

L2 responded to how she fostered trust and confidence in her leadership in the workplace, 

stating, “I have found what fosters trust in the people that I connect within the workplace is 



 

Study 2 - Qualitative Findings 117 

person-centred connectedness”, which she conflated with a physical presence. When prompted, 

L2 further explained that for her, person-centred connectedness meant that she had established 

her credentials as a trustworthy leader with integrity. Moreover, person-centred connectedness 

was about “giving the person my full attention and showing respect for what is concerning them”. 

When asked for an example of a situation in which she demonstrated person-centred 

connectedness, she replied that she “could not think of an actual situation that stands out in my 

memory, but it is something that I practice all the time in my management approach” (L2). 

Similarly, L3 explained that her usual approach was to ensure that she returned all calls as 

an example of how she maintained a presence in the workplace by “demonstrating her reliability”. 

If I say I am available, then I actually make myself available. If they call me, I 

answer the phone. If I can’t answer the phone, I’ll either text them and say, “I’ll 

give you a call back”, and I actually do give them a call back. That’s something 

that’s really important to me. (L3) 

Despite the apparent importance L3 placed on this practice as demonstrating reliability, 

when prompted to provide a specific experience confirming the importance of returning calls in 

a timely way for staff, she was not able to describe one “because it happens so often that one 

experience is often confused with another”.  

L4 associated the support for followers with decisions that he made as showing presence 

for his team members.  

As a manager, I’ve always seen my role as being able to support my people. That 

means that I need to make decisions and be clear about those decisions and set a 

vision for people. I think that all contributes to that trust relationship… Leaders 

must make decisions. It’s how everyone gets a sense of [the] future and has 

confidence [that] I know what I am doing in the workplace (L4 ) 

 It was not obvious how L4 perceived that his actions in making decisions and setting a 

vision for people demonstrated presence or build trust, yet L4 believed that being decisive was a 

positive quality that portrayed his presence to his team. When asked for an example to better 

understand his view, L4 stated that he set the vision by strategically planning and communicating 

his decisions to those in his organisation. There was further discussion about whether this top-

down approach to planning that he described had been successful. L4 emphatically pointed out 

that it was why his organisation was so financially successful and appeared to perceive this as the 

only measure of success that mattered. As a final statement, L4 responded: “Most of the people 

in the organisation want information relating to where the organisation is going so that they can 

simply go with the flow. Many are not very educated, you know”.  
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For L5, presence was about follow-through and doing what she had promised to win 

followers' trust and confidence. 

If you do what you say you’re going to do and deliver and that provides the people 

who are working for you with the support they need, then it flows down because 

if you’re supporting your team, then they can support their team. Then you get a 

happier workforce, and if you get a happier workforce, you’re going to provide a 

better service to your clients (L5). 

L5 linked leader presence with staff feeling supported professionally. When asked for an 

example of how she followed through and how this made the staff happy, she was at a loss to 

describe a specific experience. In response to a request for an example from her experience, she 

replied: “There are so many work-related interactions I have every day with many different 

people; it is difficult to distinguish one from the other” (L5).  

The example provided by L5 was not so much a lived experience but a general example of 

the professional support of what she would do “without exception”. 

If someone’s picked up the phone to ring me, and even if what they’ve got to tell 

me, in my view, is just trivial, I don’t want to be seen to be trivialising that. 

Particularly if I look at the workforce that we’ve got. We’re talking about a group 

of people that very few of them are tertiary qualified. They actually are, from a 

management sense, novice managers (L5).  

This response had some similarities to L4 concerning acknowledging the low formal 

educational level of other managers who reported to her. When asked why not being tertiarily 

qualified made staff “novice managers”, L5 stated that they were not formally trained as managers 

but had achieved their position based on time in the employing organisation position. L5 did not 

elaborate on whether she would support experienced/unqualified managers differently from 

experienced/qualified managers. This was not further explored during the interview. 

L6 described the challenges of being present and connecting with staff across a large, 

geographically distributed aged care service, limiting face-to-face connections. 

Connectivity of them [junior managers] not being able to come into the office all 

the time, they perceive that as sometimes not having enough connection. But it’s 

actually finding different ways to do that. I think in some areas, we do it a lot 

better than others. But it’s something we pay a lot of attention to because we want 

to do it even better (L6). 

In her response, L6 recognised the need to find multiple innovative ways to remain in touch 

and support geographically dispersed teams. Further, L6 described the lived experiences of 
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supporting staff in difficult clinical and environmental circumstances over these great distances. 

When probed about these difficult clinical and environmental circumstances, L6 related several 

personal experiences where she supported staff at all levels during natural disasters such as 

cyclones, floods, and fires. L6 recounted one experience in which being present required making 

immediate plans to travel and be physically present when the situation warranted it. 

I think it’s the being present stuff. So, you know if something happens, actually 

dropping everything and going. You might have seen on the news that we had a 

respite bus hijacked up [name of location provided]. Obviously, that was a 

massive deal for us. So, I think that was evolving. Obviously, we’re talking to the 

people on the [location provided] and pulled in the key people of our team. 

Everybody just dropped everything and were really present (L6). 

Overall, although leaders stated that they understood the importance of presence, which 

they believed demonstrated integrity and contributed to building connection and trust, they 

struggled to provide tangible examples of experiences that demonstrated these leadership qualities 

in practice. 

What became evident in the synthesis of qualitative data for this thread was “intentionality”. 

Jacob (2020, stated that “Intentionality is the power of minds and mental states to represent, 

things, properties and states of affairs”. The researcher’s experience was that all leaders aspired 

to and believed that they were present among their follower groups. This was the leaders’ 

intention. However, all but one of the raters had not experienced this presence as it was intended. 

There was no mention of reflective practice or any other attempts to determine the raters’ 

experiences to guide leadership practice. Reflective practice was not evident in leaders’ responses 

in this study and further underpinned by the absence of an example where leaders espoused the 

principles described as being present. Reflective practice is conceptualised as insight, reflection, 

rumination, and mindfulness (Sutton, 2016) and increases self-awareness, which develops a better 

understanding of others (Rousse, 2018). 

Raters 

With one exception, each rater described experiences where they did not feel their leaders 

were present in the way Ford et al. (2017) conceptualised. The latter defined material presence or 

how leaders “materialise” themselves within organisations by working on a corporeal self to 

present themselves to others.  

What differed between the two groups was that some raters described negative experiences 

where their leaders were not present from their perspective when they perceived they needed 

them, which undermined the leader-follower relationship. Additionally, some raters experienced 
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a stifling of innovation due to a lack of presence and support from leaders, and there was some 

unhappiness among followers regarding a perceived laissez-faire leadership style. 

R1 reported that her experience was that her leaders were not sufficiently materially present 

to foster good communication and mutual understanding:  

I think if they came around a bit more, we’d talk a bit more, do you know what I 

mean? Yeah, so maybe it needs to change, that they [the leaders] do need to go 

to the villages more. I’m sure they’re busy. I don’t know what they do [laughs] 

sorry, but it would be nice to see them every now and again, but then they go 

“You can just email us” (R3). 

R3 explained that while her boss was not a clinician, she felt her support and material 

presence in the organisation. That organisation employed an on-call registered nurse in the 

organisation who was available to consult provided the necessary clinical support when required. 

Well, my boss here, she doesn’t have any clinical background or anything; I trust 

her with my life. She’s always there for you so that support is there 24/7. She 

listens. She’s listening and takes in our point of view, but then coming from a 

non-clinical side, she’ll go, “Well, I think maybe this”. So, she will give you 

options and then let you go and decide (R3). 

When the question turned to what supports R5 felt he could count on from his leader, R5’s 

reply seemed to suggest that he was uncertain of his leader's presence to provide advice and 

support outside of taking a telephone call. 

He’s visible. He’s a phone call away. He’s in the office pretty much when you 

need him. He is easy to access. He is not always available to assist you, but he’s 

always there to talk you through or – yeah, pretty much talk you through (R5). 

However, R2 went against the trend of other raters and reported that she was quite satisfied 

with arrangements where there was a virtual presence when leaders were not around in person. 

If they’re not here physically, then they are only a phone call away. If there is no 

help available within the building, which is very rare, you can always pick up the 

phone, you’ve got your RNs on call, which we use in the morning, or we can 

contact the care manager anytime, really. Yes, we’re pretty lucky that way. [The 

care manager] is here every weekday, well, unless she’s at head office (R2). 

When asked what happens in the evening or weekends, R2 stated that she only works on 

weekdays so had no evening, night, or weekend experiences to add. 

The literature supports the lived experiences reported by participants who linked presence 

with perceptions of their leader’s integrity and fostered trust in them. Hedges (2012) described 
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the importance of presence in influencing, engaging, and motivating others as an outward 

expression of the leader as a person and as a concept. Though no leaders or raters referred to this, 

presence is a combination of actions at a micro-level, meaning body language and facial 

expression or tone of voice, and at a macro level meaning how the leader spends their time, what 

they do, and the consistency of what they do (Hedges, 2012) and is consistent with the previously 

discussed findings of Ford et al. (2017). 

Jeffs et al. (2016) investigated leader presence in a qualitative study of clinicians leading 

quality improvement projects. They found that one of the dominant themes was the leader's 

perception of being present, consistent with all but one of the raters interviewed in the qualitative 

study of this research. Raters reported feelings that their leaders were more about the 

organisation's needs rather than the needs of those who work for it. The recounted experiences 

heralded feelings of being left alone and unsupported in the work area and a secondary 

consideration to the employing organisation's performance targets and goals. On balance, most of 

the organisations from which the participants were recruited to the study were geographically 

distant from many raters’ workplaces. Lamont (2015) asserted that it is difficult to be present and 

visible in large and complex healthcare organisations, noting the importance of presence and 

visibility for followers’ perception of leading with integrity. The importance of demonstrating 

material presence to followers by implementing strategies that regularly bring leaders and 

followers together, even virtually, and being sensitive and accommodating to the tyrannies of 

distance in a geographically distributed organisation (Ford et al., 2017). 

Storr (2004) examined the relationship between leadership and integrity, identifying 15 

themes from interviews and comparing them to themes in contemporary literature on leadership 

and integrity. Storr (2004) found that “intimacy, visibility and proximity” were dominant in 

confirming that effective leadership correlated not only with integrity but “the perception of the 

presence of integrity” in the leader.  

Consistency of message and action is a central theme of the literature relating to the 

perceptions of the leaders' presence and the stories offered by participants in this study. 

Greenbaum et al. (2012) examined the undermining of supervisors by their followers and found 

that it was related to leader hypocrisy perceptions, which led to an increase in employee turnover 

intentions. Hypocrisy, defined in the Cambridge Dictionary (n.d.), is when someone pretends to 

believe something that they do not believe or that is the opposite of what they do or say at another 

time. Greenbaum and colleagues (2012) concluded that perceptions of leader hypocrisy are 

derived from leader “word-deed” misalignment. Misalignment between what the leaders say and 

how they act causes uncertainty within the follower group, leading to intentions to leave the 

organisation to pursue greater certainty. Word-deed alignment is a component of a broader 
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construct of behavioural integrity, an essential component of leader integrity, and a crucial driver 

of follower performance (Leroy et al., 2011). 

Interpretation 

The meaning that the researcher derived from this theme is that for raters, leadership 

presence must be more than calling and attending meetings. It is more than a downflow of 

information in the organisation or merely being seen. Ford et al. (2017) defined presences as 

material presence, meaning follower groups in work recognise their leaders in the workplace as 

looking and acting the as leader. All but one rater perceived presence as a precursor to developing 

trust in the leader. The transcripts reveal that, without exception, the members of the Leaders 

group believed they were highly visible in the workplace and available to their followership. Thus, 

the leaders' intentions did not translate to the experience of those in the raters group. 

Thread 2 – Value Me 

This thread's responses arose from the question posed to leaders as to how they recognised 

and rewarded their teams' work effort. Raters were asked if they had been recognised or rewarded 

for the extra effort that they demonstrated in their work. The perception of recognition was 

identified in the quantitative analysis as an area of difference between leaders and raters. This line 

of inquiry in the qualitative study sought to understand the different group experiences, elicit 

leaders’ strategies to increase follower engagement, and hear raters experiences regarding how 

their work was recognised.  

Previous research into this aspect of leadership suggests that reward and recognition 

strategies form part of a cornerstone of effective leadership in organisations (Mariappanadar, 

2018). Achieving recognition by demonstrating how team members are valued is considered 

increasingly vital as the competition for skilled personnel escalates, and this is the experience in 

aged care with the recorded workforce shortages (Hegney et al., 2019; Hodgkin et al., 2017).  

The responses from both groups' relating to how their organisations implemented 

recognition and reward for staff work effort is described by clustering them into four groups, as 

shown in Figure 34. Participants described strategies related to rewarding and recognising staff 

on an individual achievement basis or an organisation-wide basis.  

One participant mentioned financial incentives as a means of reward and recognising staff 

and using training and development opportunities was also offered as a strategy. 
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L4 described one means of rewarding staff who had received complimentary feedback from 

a care recipient or family feedback to recognise staff, hoping this would encourage other staff to 

perform similarly. L4 also pointed to the possibility that the person could be embarrassed. 

We make a big deal out of a very positive consumer feedback letter or something 

like that that recognises people, and we embarrass the hell out of them by putting 

it across the whole business saying, “Look, this is what these people had to say 

about these guys” (L4).  

L4 did not consider the perspective or preferences of staff or the intention concerning 

sharing such feedback. The question then arose, should such actions continue if they may be 

disturbing for the staff member concerned? L4 did not answer the question and replied: 

We know that there is plenty of those comments made about everyone 

everywhere, but when someone takes the time and effort actually to put it in 

writing that becomes a big deal. You share that with everybody. You embarrass 

them by recognition, Yes? (L4). 

L5 identified a similar strategy for publicly recognising the staff member: 

We’ve got an award recognition process where you can put a little note up on our 

intranet. So, I just put a little note up thanking that person, because I wanted them 

to be recognised. After all, I knew that there were other parts of the organisation 

that were being critical of them. I thought, “No, stuff this, I’m going to actually 

say what a great job they’re doing for me” because they were doing a good job 

for me (L5). 

When the researcher posed a question about using a staff recognition strategy to promote 

employee engagement, L5 provided an answer that described an alternative approach for 

consideration. 

I think there are two ways you can recognise effort, extra effort. You can either 

do it publicly through a formal awards process or just put a note on the intranet 

or a note on the noticeboard. Or there’s the private, “Thank you so much, let me 

take you to lunch”. Alternatively, even just a “Thank you so much” bunch of 

flowers (L5). 

Staff Awards Strategies 

Staff awards programs drew considerable dissonance between interviewees. Some leaders 

considered these reward and recognition strategies as vital, while other leaders were critical. They 

were not critical of the concept, but the implementation of the staff awards, and the selection of 
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recipients was problematic for the raters who raised it. Raters who mentioned these programs 

were invariably critical of the selection process for award recipients. 

Leaders 

L2 expressed concern about the equity of how awards were conferred and recipients' work 

behaviour regarding staff awards programs. 

For the last three years where there’s an employee of the year award, and last year 

the person that got the employee of the year is a person that was being actively 

performance managed. That was raised, and the feedback that we got was, well, 

you know, the votes are the residents, and the clients and other staff thought this 

person was wonderful. But as a manager; and in fact, actually, the last three years 

the person that’s got that award, I wouldn’t have given that award because I saw 

a side of them as a manager that was far less than ideal. (L2). 

When asked if those who were deciding on the recipients of an award were aware that one 

of the employees who has had awards presented had performance issues, she replied: 

No, because these are confidential things only known about by the human 

resources manager and myself, so how could they know without my breaching 

confidentiality? That is the problem with the program in its current form (L2). 

For L3, it was not so much the concept of a staff awards program but more about recipient 

selection, which made the process competitive rather than achievement based. 

I have noticed that since the whole awards process has started, it’s a fairly hotly 

contested little exercise now, and it’s become, well, people are quite competitive 

naturally, and there is a fair bit of competition in the workforce about being 

recognised and being that person. So that’s been a positive thing, and the fact that 

now people know that good effort is going to be recognised is a positive thing 

(L3).  

L3 was then asked whether the process was overly competitive, and as a result, was the 

program’s objective eroded. 

Yes, because it is not an election where you have to persuade people to support 

you, it should be about an objective measure of what has been done in service to 

our clients. Nor should it be a popularity contest, and I think it may have morphed 

into this, which is unfortunate (L3). 

There was criticism of the system for conferring staff awards in the organisation in which 

L5 worked, and she reported inequities. While supporting the concept, she called for a review of 

the process to be more inclusive of all employing organisation members. 



 

126 Study 2 - Qualitative Findings 

I think it’s a balance sometimes, though, that you actually can get some equity of 

that recognition because there are people out there doing a great job who are not 

being recognised as well as they could be. I think we’ve got to work out a way of 

doing that because I think that’s going to be great for the whole organisation than 

[sic] when everybody who does a great job can be recognised in the same way 

(L5). 

L5 provided the following example of the inequity to which she referred: 

The most recent person is an example; they’re disingenuous, they don’t have 

loyalty to the organisation, they will say one thing to your face and do another 

thing behind your back. So, it did cause me to think, “Is there something I’m 

missing about this person that other people can see that I can’t?”.  

Further exploration regarding the transparency of the decision-making process to confer an 

award is something that concerned L5, who reported the decision to confer an award was made 

without objective measures, apart from being nominated by another staff member or an aged care 

consumer or their family. L5 assessed that the conferring of an award was more parallel to an 

election campaign than the recognition of the performance following a valid measure of 

outstanding performance, leaving the equity of the decision in question.  

It was a real dilemma for me, actually, because I felt that other people could have 

been more deserving of that award. There were those staff who weren’t in the 

room at the awards night because they hadn’t been as popular. I mean, I’d had 

feedback that this individual had run around saying to people, “Here, you vote 

for me”; it’s almost like an election campaign (L5). 

 

Raters 

Raters were more sceptical of the value of an awards program, and several were highly 

critical of an awards dinner or other celebration. When asked if R1 had ever been recognised for 

her contributions at work by leaders in her organisation, she recounted an experience of attending 

an awards night sponsored by her employing organisation where she felt management was 

recognised rather than operational staff. 

Mmmm, No. By all the carers, yes. So, the first year we had that I was working 

as a personal care worker, and I got invited to the actual dinner part, and it made 

me feel worthless. Man, I’m going to get shot. The actual dinner is just dinner for 

everyone to recognise management. The only ones that got awards were 

management. The only ones that got recognised were in management. Carers 
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were just there to fill up the seats. Well, that’s how I felt. Well, yep. I’m going to 

shush now (R1). 

R3, who worked in the same organisation as R1 at a different location, had a similar view, 

“We have awards nights once a year, and you get nominated. The same people are getting 

nominated all the time. It is more about accolades for management than praising staff for their 

work”. 

Individual Recognition Strategies 

In response to how they recognised staff for extra effort at work, leaders responded with 

their thoughts and ideas. Strategies ranged from personalised thank you sentiments to gifts, 

organisational broadcasting of their achievement, paid time-off without debit, to leave accruals 

and sharing the team's recognition. Raters reported some recognition; however, they appeared 

underwhelmed by their leaders' efforts in this regard. 

Leaders 

L3 approached staff engagement by thanking staff personally in recognition of their work, 

“You probably reward them – well, you reward them in different ways. I always – always 

acknowledge and thank them. [Either] Face facing or send them an email or a note [to say] ‘Thank 

you very much” (L3). 

Additionally, L3 referred to a staff awards program conducted quarterly, and she explained, 

“We as an organisation have a thing which we do once a quarter, and its staff can nominate other 

staff, and clients can nominate staff, and their families [can also nominate them]”. 

Given that others had been critical of a formal awards program for individual recognition 

of staff, the researcher asked L3 about her experience with the awards program she had 

mentioned. In her quite clipped reply, it was clear that she was not in favour of such programs: 

I don’t have much faith in a formal program like that, and I prefer the personal 

touch because then it comes from me rather than from the larger organisation. 

I’ve bought them chocolates. They all see chocolates. If people have inputted into 

things, I’ll acknowledge them (L3).  

It was not possible to draw L3 further on her reasons for the position that she took on the 

formal staff awards program operating in the organisation in which she worked. 

In answer to how he recognised extra effort, L4 confidently disclosed that he provided ex-

gratia leave days to reward staff, who, in his words, “go the extra mile”. 

Various parts of the organisation have their birthday recognitions and all of these 

sorts of things. They’re not things that cost you any money. They cost you a bit 
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of effort and a bit of ink. They really, really value it. I’ve also had leave 

applications from people for a couple of day’s leave because they’ve got to get 

something done or whatever. I just screw it up and throw it in the bin and say, 

“Well, surely, you’re not telling me that you haven’t put in all these extra hours 

and had to give up a weekend here and there that you can’t just tell me that “I 

need to do this thing, I won’t be here on Monday and Tuesday”? You don’t need 

to take that out of your leave entitlement. I’ll just pay you for those days (L4). 

When asked if this was not just time-in-lieu of unpaid overtime worked by staff rather than 

giving them some ex-gratia paid time off as a reward, he appeared not to understand the 

implications of the question and replied: 

I know that they all do more than what they actually get paid for. It’s just a given 

that they – as I said before, it’s not just executive staff or the middle managers, 

but if you need time off, say you need the time off, and we’ll organise for that to 

happen. You don’t use up leave entitlements and things like that. (L4) 

His response did not answer the question put to him, and when pressed, his response was, 

“Well, it’s my way of recognising [them], and they appreciate it, which is all that matters” (L4). 

L5 provided a very general outline of the strategies she deployed in recognising the extra 

effort of staff in her team: 

I get more joy out [of] the private, [ways to say] thank you so much for doing 

that. Here’s a little present, or a little bunch of flowers, or a box of chocolates, or 

let’s go and have a cup – let me buy you a cup of coffee. Because it actually 

makes me feel pretty good when I can actually see people when I thank someone 

for a job well done. You almost see them being surprised by that. I really quite 

like that because I’m – oh, that’s really cool that I’ve actually made that person’s 

day (L5). 

In delving into the reasons why staff might be surprised at being rewarded or recognised 

for good work, L5 replied: 

Well, aged care work is really all about intrinsic rewards and is generally a 

thankless role, so I guess they feel surprised when they receive a thank you in 

some form or other (L5). 

L6 stated that she took a personal approach and acknowledged that her organisation and the 

industry at large need to improve in this regard: 

I recognise the staff personally. You know if you’ve got a really engaged 

workforce that feels that they’re trusted. I think we, along with the rest of the 
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industry, really, have still got a lot of work to do in that space. So, you have to 

find those different ways to engage and touch base with people (L6).  

When asked what some of those ways of recognising people might look like, she replied 

that “It’s a continuing work in progress. It’s a very challenging area, I think” (L6). 

Raters 

Raters felt that they were recognised by care recipients and families for their work with 

clients more than their employing organisation. R3 was very definite about this when asked if her 

organisation had recognised her for the work she did, R4 and R5 provided similar responses. 

No, not really. It’s quite common here that people don’t get recognised because 

they don’t probably talk to the clients or get to know the clients as well as these 

other people (R3). 

 

Yes, a couple of times I’ve been recognised. I think it was more of the clients. 

They would say – they would talk. The clients would recognise it, and the leaders 

would hear. We have a system where everyone gets a gift card, and I got a thank 

you, and I got a phone call from my area manager saying, “You’ve done a good 

job”. We do hear about things. It’s happened twice in the year I’ve been there, so 

it’s a nice feeling. It makes me feel good. (R4). 

 

I’ve done overtime; I’ve picked up extra shifts; I’ve made sure – I’ve gone out of 

my way for clients to make sure their needs were met. [There’s] Not really much 

recognition, just…They know I’ve done it. I don’t look for recognition. I don’t 

look for it, but I’d like a “Thank you” or “Great work, you’ve done well”. A thank 

you would be very sufficient for me (R5). 

Financially Oriented Recognition Strategies 

There was only one response from leaders and none from the raters regarding financial 

incentives to recognise employees. L4 was the only one to raise the concept of performance-based 

remuneration. 

They actually have the opportunity to earn more and more money. The general 

managers are all on that sort of arrangement, which is potentially why maybe they 

don’t go somewhere else when they get an offer, but they are – certainly, their 

base salary is significantly less than what they would get somewhere else, but 

their potential salary is uncapped. If I end up in a situation in 10 years where I’m 

paying all these little care service managers. I’m paying them a base salary of 

$75,000, but they’re making $300,000 (L4). 
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 When pressed further on his annual income estimate, L4 admitted that these were more in 

the retirement living sales staff who work on a retainer plus commission basis, and it did not apply 

to direct care staff. Overall, there was no mention of performance bonuses, retention incentives, 

or other forms of additional financial incentives from either the leaders or raters. 

Training and Development Recognition Strategies 

The data gathered from the interviews appeared to show that training and development in 

the aged care industry need considerable attention and vastly increased budgets. The 

organisational learning environment in aged care was the context of a study by Grealish and 

Henderson (2016), inquiring into the nursing student experience of the aged care sector's 

organisational learning culture. These researchers found that the aged care sector offers a rich 

learning experience for students; however, staff need the capacity to support learning, which is 

not evident in the sector, with a major contributor to this is a lack of registered nurses from which 

students can learn.  

Leaders all asserted that there was considerable investment in training and development. 

However, they could not provide specific examples of targeted training or point to a staff learning 

management plan. Most of what leaders offered were opportunistic training outside of the 

statutory training required by workplace health and safety laws or other training to reduce the 

organisation's risk. The leaders and raters reported training over and above that required by 

regulation or statute as those offered without cost and included staff required to undertake the 

training at their own expense and in their own time.  

Leaders 

In answer to a question about rewarding extra effort, the leaders perceived the support of 

training and development as a way of rewarding higher-level performance, “Where it is a 

significant contribution, we invest in their professional development” (L1). 

L1 could not state precisely what these investments in professional development might be 

or point to a strategic training and development plan for the organisation, saying that they “Were 

applied individually to staff according to their preferences or needs” (L1). There is no suggestion 

here that there was no strategic training and development plan in L1’s organisation; however, 

there was no inclusion as a guiding document for individual and role group professional 

development. 

L4 confirmed that while she could not provide staff with financial incentives, she did offer 

training or ex-gratia time off, as previously described. 

Monetary wise, I can’t, but if there are things I think they might enjoy doing or 

attending that helps them understand things better or doing a workshop that 
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they’ve identified, I’ve given them to people. Also, I sometimes ask, “Could you 

please not come tomorrow” sort of thing, [and I say] “But put it on your 

timesheet”, where I know they’ve been doing excessive time and hours (L3). 

When asked what kind of workshops might be made available to staff who had performed 

well in their role, L3 offered the following example. 

I was invited to a thing from some wound expert. I didn’t want to go and listen to 

a wound expert. Plus, I haven’t got time to go and listen to a wound expert, so I 

flipped it to this manager of clinical care after I’d found out I could invite 

someone in my place, first off. So, it’s some things like that (L3). 

Raters 

Raters were more forthcoming with specific examples of issues related to the sufficiency 

and quality of training and development opportunities provided for them, such as this comment 

by R1, “I’ve never known this organisation to support you in anything, really”. 

Exploring R1’s response further, the researcher asked for an example of a situation where 

she felt unsupported by her employing organisation when asking for funding or time to attend a 

training and development opportunity.  

I did my Diploma in Community Services just recently. I needed, I think, two 

days where I could go and sit with another manager to fill out the rest of my 

forms. I had to be onsite to do it, and I was only allowed an hour, whereas I 

needed to go through certain units. I had to explain units, and I had to do it on my 

own time. They told me that I couldn’t because it meant taking time away from 

that manager as well. I couldn’t do it in the time allowed. I couldn’t do it while I 

was on shift. It was either I do it on my own time, or I didn’t get it done (R1). 

A question to R3 about access to training and development aimed at increasing her skills or 

refreshing existing knowledge elicited the following response, “My boss would say ‘Yes, go’. I’d 

have to pay for it though myself. They don’t. We did a dementia one, and we did a pharmaceutical 

one, but if you’re working, because there’s no one to replace us, it makes it hard”.  

The researcher asked R3 what happened when a relevant training or development 

opportunity arose that interested her and was pertinent to her work. She replied, “We just do it in 

our own time, do you know what I mean? I was supposed to do something tomorrow, but there’s 

no one to fill the spot, so I’ll just wait until next month” (R3). 

R4 shared that her manager had recommended that she receive a scholarship to complete a 

qualification to upskill to a registered nurse from her current position as an enrolled nurse, and 

she was surprised about it. 
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Just coming before this interview, my coordinator informed me that she told my 

manager that they should give me a scholarship in finishing [sic] my registered 

nurse [program] since I only have one year to go. I was just surprised that she felt 

that the company should pay for that (R4). 

The strategies organisations use to reward and recognise their staff reveal much about their 

organisational culture (Gately, 2019). To be successful, Gately (2019) argued that reward 

programs should have three elements, in that they should: 1) encourage desirable behaviour, 2) 

signal behaviour that is undesirable, and 3) place a priority on strategies that achieve 

organisational goals, targets, and achievement. The reward and recognition strategies leaders 

described omitted these three elements, with most describing the process of nomination and 

voting rather than any objective process aligned with organisational goals, metrics, or targets. 

Most raters and some leaders referred to the method of gaining recognition at a staff awards 

function as a popularity contest and criticised by those who disagreed with it to identify staff 

considered worthy of recognition in this way.  

Another area of contention reported was the financially oriented strategies to reward extra 

effort. Only one leader described a financial bonus system for high performers, while the other 

leaders who responded to the question discussed providing time off with pay for the extra effort. 

Without exception, those leaders who mentioned this also acknowledged that it was likely that all 

they were giving was time-in-lieu of unpaid overtime rather than a real financial benefit. 

Interpretation 

Discussion of organisation-wide strategies relating to staff awards elicited a full range of 

responses from the full agreement, tentative support, and complete opposition due to concerns 

about the process's transparency and equity. Raters were particularly critical of the process as 

unfairly favouring managers' recognition, while the perceived “popularity contest” approach to 

reward and recognition drew significant criticism. 

 While there was congruence between the two groups regarding the categories listed above, 

there was dissonance relating to the effectiveness of these strategies to achieve recognition and 

reward. Each leader indicated success with individual and organisation-wide strategies for 

recognising extra effort made by employees. Notably, all raters except R2 stated that they were 

neither recognised nor rewarded appropriately by their leaders, which significantly impacted their 

JS, intentions to leave, and attitude toward their employing organisation.  

Staff recognition and reward programs are a strategy to promote work motivation, described 

by Pinder (1998, p. 11) as “a set of energetic forces that originates both within as well as beyond 

an individual’s being, to initiate work-related behaviour, and to determine its form, direction, 

intensity and duration” (p. 11). This definition highlights the intrinsic and extrinsic factors of 
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motivation. Fischer et al. (2019) recognised the need to tap into intrinsic and extrinsic motivation 

for success in any program. Building on this idea, Fischer et al. (2019) also found that when there 

was a higher perceived probability of receiving rewards coupled with a high level of intrinsic 

motivation, there was a greater positive effect on creative/innovative outcomes. Therefore, reward 

and recognition programs can be a highly effective strategy to build positive organisational 

culture. However, Fischer et al. (2019) also found that transactional rewards had a statistically 

significant and negative effect on the relationship between intrinsic motivation and 

creative/innovative performance.  

It appears that a high level of intrinsic motivation is required for an extrinsic factor of 

reward and recognition by external sources to work well (Fischer et al., 2019). There are parallels 

between Fischer and colleague’s (2019) results and the findings of this research. Participants of 

both groups were unanimous in stating that they chose aged care as a work choice because they 

had the opportunity to make a positive difference in older people's lives. This intrinsic motivation 

toward working in the aged care sector may provide a sound basis for the extrinsic motivator, 

which rewards and recognises the success or otherwise in the operationalising a well-planned 

strategy. 

Thread 3 – Hear Me 

Voice in the workplace means that opportunities exist for organisational actors to express 

opinions, ideas, concerns, and perspectives with authenticity and without fear of consequences 

(Glew et al., 1995; Mowbray et al., 2015; Wilkinson, 2009). Voice in an organisation means that 

followers can influence decisions at work. Having influence means that leaders provide the 

opportunities for this while also demonstrating that they act on them. A theme of being heard, of 

having a voice, of being supported and involved in decision-making in the workplace emerged 

from the raters, who voiced strong opinions that they did not have sufficient voice in the 

organisation. Only two leaders (L1 and L2) offered examples of including staff in decision 

making, despite probing questions attempting to elicit their workplace experiences. 

Leaders 

L1 focussed on executive staff and did not consider the broader workforce when asked 

about how employees were able to express themselves and contribute to organisational decision 

making, explaining how this occurred in his organisation:  

We have a lot of informal communication, that the smaller key executives always 

have weekly huddles, just talking about issues. We share those issues, and 

everyone is encouraged to contribute to resolving them and certainly giving an 

opinion because of the interdependencies across the group (L1). 
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L1 was unable to describe practical examples of how this enabled his workforce a 

meaningful voice. Similarly, L2 described a top-down approach to engaging employees in her 

organisation, recognising the employee and organisation performance issues this can cause. 

The surprising thing to me is I’ve been in this role for coming up towards 12 

months now, but they say to me that they have never been involved in those kinds 

of discussions previously, which I’m very surprised about. They describe to me 

a situation where their previous manager made decisions about operations 

without including them, without them knowing the reasons why. It was a very 

top-down approach, and they were instructed what to do and what services were 

going to happen and what wasn’t going to happen. I don’t think that’s the best 

way to get the best out of people. It certainly isn’t a process or management 

method that I would respond well to (L2). 

When asked what strategies she had implemented to improve employee participation and 

voice, L2 described setting up staff meetings to consult more with the staff she managed. No other 

strategies were forthcoming despite further questioning. 

Raters 

Many raters framed their experiences of being heard around their leader’s lack of presence, 

as without presence, there is limited opportunity for interaction or relationship building, which is 

a key enabler of being heard. There were no reports of how leaders within their organisations 

harnessed employee experience and voice to innovate or improve services. Raters were unable to 

detail any innovative approaches regarding how leaders engaged with them in the workplace or 

provide an opportunity to be involved in solutions that impacted the way they worked and engaged 

with their clients every day. Raters shared similar experiences to leaders regarding staff meetings 

as a forum for all staff contribution. Having staff meetings or conferences to discuss care 

recipients' care requirements was an example provided by R2. 

Staff meetings happen every month, and within that staff meeting, we discuss the 

care of certain clients and based on the information that we give to our leaders. 

Then they might come back with a suggestion, “Well, why don’t we do such and 

such? It might be something to do with their mobility” (R2).  

When asked for an example, R2 recounted the following experience: 

At night-time, this lady is finding it difficult to sit up when she needs to go to the 

toilet, so we feel like we need to use a hoist. Then they involved the OT and say 

[sic], “Okay, can you assess this?” (R2). 
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R2’s response prompted a question about whether these care conferences effectively 

communicated care needs and care challenges. 

I don’t think the decision could have been made if there wasn’t the involvement, 

and the opinion of the carers wasn’t taken into consideration. If you’re not caring 

for that client all the time, how would you know that she’s tired and that’s why 

she’s leaning? It was really important that the carers were consulted over that 

(R2). 

R2’s example raises further questions about whether such clinically oriented meetings can 

also contribute to broader issues of team development and functioning or meeting the participants’ 

social and professional development needs.  

Frustration with not being heard, even at a staff meeting, was an experience R3 felt was 

common in the organisation in which she worked. While care conferences were available to 

provide care team members with input into client care plans and decisions, she noted that her 

manager did not fully attend, even when in the meeting, “She doesn’t listen to the whole 

conversation. She’s a bit blasé sort of thing. These are people’s lives” (R3). 

When asked to provide a recent experience as an example of her statement that her manager 

did not listen, R3 replied: 

So, the girls asked me last week for a sign-on sheet for a Norspan patch, and they 

wanted it in the care plan. So, I came on today, and the first thing they grabbed 

me – [was to say] it’s not in there. Now she’s off for a week now. She got that 

task on Monday because it was due Monday. [But it was] Not done (R3). 

R3 further explained her perception that managers in her organisation listened to her based 

on her seniority and years of service, “They [management] do listen to what we have got to say, 

do you know what I mean. The leaders up there do – only because I’ve been here a long time”. 

When asked if this was a source of pride for her, she said, “I feel a bit on my own. I think we all 

do” (R3). 

Using reflective practice and self-evaluation was an initiative that R4 shared as an example 

of innovation in her organisation. She experienced this as an attempt to listen to employees 

following a clinical error, to improve training, and identify development needs: 

I think a really good example is we have this form that we came up with, this self-

reflection form or self-evaluation form. Whenever a worker, whether it’s a nurse, 

anyone that makes an error, when someone writes an incident report, it’s followed 

through, and it applies to everyone. If I make a medication error and another 

worker identifies it, there’s this honesty that if I receive a report against myself, 
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I will fill out an evaluation form. I’ll give it to the registered nurse to read that 

report and hand it to the manager. We don’t have this shaming or disciplining 

(R4). 

Upon further questioning, R4 felt optimistic about being able to feed information up 

through the organisation in which she worked: 

I feel like I have a voice. Anything that I voice is always actioned immediately. 

Every time I find a concern, I email it to the care coordinators. Because everyone 

in management is cc’d into that email, they have the responsibility to follow 

through with that.  

R4 also provided the following examples: 

So, if I say someone’s got a pressure area, someone’s acting all confused, 

someone’s got urinary tract infection, needs a GP review, they need a urinalysis 

done, my manager’s on top of it. She sees all of those emails, and she sees the 

correspondence between me and the other RNs or the care coordinators. I do feel 

that I have, what’s the word again? Elbow room (R4). 

 

They have these things called healthcare package reviews or DVA reviews. We 

do these reviews on all of our clients every month, a full health assessment. That’s 

when we identify if a person, if a client is deteriorating or if there’s something in 

an area that we could help them out with. I would send that report, cc it to 

everyone in management so that other RNs, onsite RNs, would be able to read 

my review. Then it’s up to the care coordinators to follow through with that. So, 

I do feel like I have a lot of voice (R4). 

Acknowledging that R4 described a multidisciplinary approach to care, she was asked 

explicitly about how the organisation allowed input in other areas of the organisation outside of 

client assessment and care, such as professional and clinical development needs, safety, and 

quality of care, and learning and development needs. R4 was unable to describe any situation 

where consultation occurred with her regarding anything outside of care planning for residents. 

Despite the positive examples above, R4 also acknowledged that care planning meetings were 

often missed by meeting participants or their manager. 

Often, we can’t get to that weekly clinical meeting, or they are postponed or 

missed or moves onto one week, sometimes it’s two weeks or three weeks. It is a 

problem for me on the floor. She does come around, but often she’s gone to head 

office, or she is gone to see some clients in the hospital. I think it’s more of a 

problem not having the meeting (R4). 
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When asked why R4 found this problematic, she replied that she was more familiar with 

the management style of leadership style that appeared based on a command-and-control culture. 

She found the increased level of autonomy in aged care vastly different. Consequently, she 

appreciated the validation of her assessment and care decisions given in clinical meetings:  

I was very fearful of approaching my manager about those things, or the care 

coordinators, because I didn’t know how, I didn’t have the skills to communicate 

with them, I didn’t know how to put the confidence as well. Because in a hospital, 

you’re always following an RN, always just following direction, doing as you’re 

told, doing as the doctors tell you. Whereas now I have to identify things, I have 

to do assessments, and I have to voice these things and pass it on to be followed 

up by someone else if need be (R4). 

R5 described a similar situation, and while he commenced by stating that there was 

involvement with staff, he later acknowledged that such meetings were not regular. 

Everyone has their input, and everyone takes the input onboard (R5).  

 

We have meetings whenever we can, but they are not regular. They’re trying to 

get more meetings, trying to make everything regular, and that’s my job now, to 

make everything regular. I’m sending out emails; I’m sending out messages; I’m 

trying to get everyone on board so we can have meetings; we can get everything 

flowing smoothly. (R5). 

Interpretation 

This thread emerged mostly, but not exclusively, from the raters. The participants raised a 

lack of voice relating to their scope of practice, medication management, regulatory compliance 

concerns, client care, client welfare concerns, and training and development needs.  

While leaders described staff meetings as the most common form of employee consultation, 

they did not offer examples of how they encouraged employee voice in these meetings, nor did 

they reflect on the presumed effectiveness of this strategy. Leaders raised no other innovative 

strategies to promote meaningful dialogue or methodically incorporate employee feedback into 

organisational practices. Raters reported that meetings were mostly related to clinical case 

conferences to plan multidisciplinary client care, with many raters noting such meetings were 

often cancelled or postponed and were often not rescheduled. There did not appear to be many 

reliable forums or avenues for staff to improve operational and strategic issues within each 

organisation.  

The participants’ experiences illuminated a general lack of employee consultation and 

engagement strategies while providing scant evidence of meaningful engagement strategies 
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outside of having staff meetings and some reward and recognition strategies that were not 

perceived as successful by most raters. Leaders did not offer examples of commitment to hearing 

contributions from their staff or implementing innovative communication approaches. Except for 

R4, raters evaluated their experiences as having limited opportunity to be heard. 

This lack of employee voice was most evident among raters, with participants expressing 

they felt they had a limited ability to impact the prevailing culture in their workplace. Moreover, 

the leaders did not identify approaches that could improve organisational culture outside of staff 

meetings and reward programs.  

When employee voice is muted, there are consequences for organisations, including threats 

to employee psychological safety (Walumbwa & Schaubroeck, 2009), manifestations of 

disruptive work behaviour (Dixon-Woods et al., 2019), fraud and accounting irregularities (Frisch 

& Huppenbauer, 2013), and physical safety breaches because employees do not “speak up” when 

safety is breached (Herachwati et al., 2018; Mccall, 2015). Lack of employee voice also causes 

staff disengagement (He et al., 2017), which places the organisation at risk. Signs of 

disengagement can include acquiescent silence, defensive silence, and pro-social silence (Dyne 

et al., 2003), all related to the absence of employee voice. 

The concept of a voice system stems from the notion that people should have a say in 

matters that affect their work. Voice systems provide a means for people to speak up without fear 

or hesitation when problems are foreseen or arise. Marchington (2007) first described employee 

voice as the systems set up within an organisation to shape and channel all employees' 

participation. Wilkinson et al. (2018) asserted that all voice systems begin with the presence of a 

voice opportunity for participants, citing Glew et al. (1995), who proclaimed that without voice, 

there could be no enactment of participation. Wilkinson et al. (2018) further noted that voice 

systems are prosocial, meaning that they benefit the organisation or provide a mechanism through 

which employees can constructively challenge managerial behaviour, either individually or 

collectively.  

In the context of Australian healthcare, Wilkinson et al. (2015) analysed testimony data 

from two enquiries to highlight the importance of a voice system in caring organisations, asserting 

that the fatalities of inpatients at the Bundaberg Hospital, Queensland, occurred due to a failed 

employee voice system. Their analysis found that the voice system failed due to the human 

elements of the failure: complex communication networks, interprofessional conflict, the gap 

between formal and informal communications networks, and the institutional elements related to 

the interplay between formal and informal voice. Failure was also manifested due to a lack of 

transparency in the system, referred to as opaque, passive systems and external pressures such as 

the health department and political pressure.  
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Theme 3 Findings 

The three threads clustered to form the engagement and voice theme be present, value me, 

and hear me. While there is acknowledgement that leaders held their employees' welfare as central 

to the organisation's success, they had difficulties describing the strategies deployed to foster 

employee engagement and build reliable and effective voice systems into their organisations. 

Analysis of each group's interview texts demonstrated a marked difference between what the 

leaders set out to achieve and how the raters perceived or experienced this. 

Raters wanted to feel leaders' material presence and be meaningfully involved in 

organisational and clinical decisions more than they currently did. There was a strong sense that 

they did not feel empowered to do so under current organisational arrangements. The other 

significant need expressed by most raters is that they wanted leaders to address their concerns 

with integrity and transparency. 

Employee engagement is central to successful organisations (Rodrigues Da Costa & Maria 

Correia Loureiro, 2019), and role recognition and reward fosters staff engagement (Anzola-

Román et al., 2018). Employee engagement strategies are essential as a predictor for improved 

productivity, consumer satisfaction, innovation, and profitability (Bailey et al., 2017; Ogbonnaya 

& Valizade, 2016; Wake & Green, 2019). Lack of employee voice can lead to disengagement due 

to: 

• Increased job stress (Ng & Feldman, 2012), as described by R3.  

• Employee silence (Brinsfield, 2013; Dyne et al., 2003), evidenced in the response by 

R1, that she “should shush now” several times during the interview. 

• Employee disinterest (Larsson et al., 2019) was not evident among any of the study 

participants. 

It became evident that raters, with R2 as an exception, felt disenfranchised and disengaged 

and that the strategies employed by leaders were missing the mark in terms of engaging their 

followers. For their part, leaders showed little reflection on whether the strategies they believed 

were engaging and giving voice were achieving this.  

The researcher interpreted participants' lived experiences that having a voice in the 

organisation meant more than having informal and formal staff meetings when viewed from the 

follower perspective. Raters stated that employee voice in their organisation was more top-down 

than a preferred two-way process to legitimately raise concerns, ideas, innovations, and 

complaints without fear. It was obvious to the researcher that the raters did not feel confident or 

safe to do that routinely. 
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The findings relating to this theme are that leaders must develop high-level employee 

engagement skills, requiring careful strategy and training of leaders to successfully implement 

such strategies successfully and these are discussed further in Chapter 6.  

Theme 4: Leader Behaviour 

 

Figure 35. Cluster Map Orientation – Leader Behaviour 

The Leader Behaviour theme emerged from the interviews through discussion of actions 

and attributes that leaders and raters believed engendered trust. Leaders further linked their 

integrity to the ability to garner the trust of followers. For raters, leader behaviour was associated 

with the perceived trustworthiness of their leaders. 

Trust is a psychological state comprising the intention to accept vulnerability based on 

positive expectations of the intentions or behaviour of another (Rousseau et al., 1998). In a work 

sense, trust cements relationships by providing the means for people to work together and feel 

safe and belonging to a group. Trust is an individual’s willingness to be vulnerable to another's 

actions based on predicting future benevolent behaviour (Mayer et al., 1995). The concept of 

vulnerability plays a central role in how the trust relationship is formed and maintained (Cox et 

al., 2016). Vulnerability-responsiveness is the most important conditional motive to being 

perceived as trustworthy (Cox et al., 2016). Trustworthiness is, therefore, an important attribute 
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of leaders. It is inextricably linked to trust development and is only valuable when placed in 

trustworthy agents and damaging when placed in untrustworthy agents (O’neill, 2018). 

Each participant mentioned trust as an important concept in the leader-follower 

relationship. There is some overlap between this theme and the engagement and voice theme 

because raters in this research linked it to leader presence. Raters also tended to link being heard 

as an important precursor to trust. Leaders’ discussed establishing trust and being present in the 

workplace, and providing opportunities for followers to voice their successes, issues, and 

concerns. With one exception, raters did not agree that they were heard and cast doubt on leaders' 

trustworthiness because they considered them too focused on organisational priorities and targets 

and insufficiently attentive to followers’ needs. The raters described their leaders' preferences to 

demonstrate authenticity, ethicality, and equity in the workplace. When authenticity, integrity, 

acting ethically and equitably are evident in the workplace, work anxieties caused by follower 

vulnerability are assuaged. 

Decisions regarding the trustworthiness or otherwise of another are complex. These 

decisions are derived from extrapolating follower experiences in localised interactions rather than 

a fixed predisposition to trust, and therefore, the perception of trust may change if the trustor’s 

experience in local interactions changes (Glanville & Paxton, 2016). Thus, it is the trustor's 

experience rather than the intention of the trustee that determines trustworthiness. If the trustor 

considers they are treated equitably, with integrity, and that the trustee is authentic in their 

interactions, they will ascribe trustworthiness to the leader.  

Most leaders expressed fidelity to the organisational mission and values when describing 

how they interacted with their followers. Raters mostly perceived interactions with their leaders 

as organisationally focused rather than follower-focused, creating discrepancies between leaders' 

intentions and followers' expectations. On the one hand, this dichotomy permeated the interviews 

with leaders, as they asked the followers to trust them, while the raters, on the other hand, 

questioned whether their leaders were trustworthy. Overall, the theme examines the authenticity 

of leaders and how they demonstrated this. Figure 35 demonstrates where this theme fits into the 

cluster map developed from the qualitative data. 

Thread 1 - Trust  

This thread relates to the responses from leaders as no raters responded with data for 

inclusion here. Some leaders described experiences of using organisational values to guide their 

interactions within the organisation. In response to a question regarding the building of trust in 

leaders, L1 was clear about the necessity to consistently act and speak in alignment with 

organisational values, describing his approach below:  
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Consistency of spoken values and symbols and signals through the organisation 

with their actual actions. So, wanting to talk about empowerment and innovation 

and not doing it, or micro-managing – so that incongruence is always picked up 

quickly by staff. 

When asked what L1 referred to when he spoke of consistency of spoken values, symbols, 

and signals: 

At an executive level, it’s about being tight on values, tight on financial 

performance and living the values, but loose in relation to high levels of informal 

communication between everyone and strong supports. That works for us, but it 

becomes difficult to do that in an increasingly regulated environment. (L1) 

To elicit whether L1 perceived a difference between trust and integrity concepts, he 

described them as interrelated and explained further that he would define trust as “the degree to 

which you can predict what someone will do or say, how they will react to a situation, or whether 

they will maintain confidentiality”.  

For L1, how to foster trust was answered from the leader’s perspective, describing how he 

assessed the extent to which he could trust others rather than how he assured his followers that he 

could be trusted. L1 described integrity as his behaviour being consistently aligned with his 

morals and ethics and with organisational values.  

We do a lot of work to try and skip through the different layers of a large 

organisation. So, we try not to rely on this sort of filtering of information through 

layers to me or to the executives. I demand that the key executives in different 

areas percolate around the organisation and listen to staff at the coalface and the 

managers, and to the supervisors to get that sense early if we’re got a laissez-faire 

regional manager, for example. A large part of my role comes down to trying to 

ensure that more senior executive general managers don’t micro-manage the age 

care managers. So, in many ways, I play a defensive role in getting them out of 

the road and ensuring that they don’t micro-manage them and allow those 

managers to manage their own service stream. This has worked in the past, but 

it’s becoming more and more difficult to apply now as the funding becomes more, 

much more difficult (L1). 

Probing about how L1 cultivated “percolating around the organisation” to achieve 

interchange of information described above elicited an interesting term that other leaders also 

used, which he termed “loose-tight management”. 

We deployed this sort of loose-tight thing with great success, and the managers 

were able to – they really enjoyed the autonomy and trust that we gave to them, 
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and they responded with superb results. So, we’re at that really difficult tension 

point about trying to determine how many of the operations now become 

centralised and then how much of the care side is given to them to act with 

professional responsibility and autonomy (L1).  

For L1, communications were less formal and quite personal. 

 I’m very quick to manage someone that might want to have a communication 

with their executive colleagues via email rather than just walk next door into their 

office and have a conversation. So, we try and nip those in the bud, but it then 

creates a better understanding of the challenges that each executive face in their 

portfolio and a better understanding rather than an ability to snipe at someone 

(L1). 

When asked if he had ever been in a situation where he felt morally or ethically 

compromised, L1 described an experience relating to the cost-quality conundrum previously 

described in this chapter.  

Several of our competitors openly said, “The funding is no good, we’re going to 

cut nursing staff”, or they continued to take dividends out and pay shareholders. 

All the companies that made those decisions, I don’t think, acted with integrity 

for the people they served, and they’re all the ones that are being reported to the 

Royal Commission. So, that’s widely known through the organisation, so when 

we’re confronted with a major issue, we refuse to compromise care. So, I think 

that goes to some extent to maintaining integrity under pressure (L1). 

While L1 stated his commitment to his organisation’s values of upholding dignity and 

respect and acting with empathy and integrity, he did not offer tangible examples of how he 

fostered these staff values. However, L1 expected all staff to be on board. They were employed 

by the organisation, “We don’t wait for the thing to catch fire before we know that we’ve got a 

laissez-faire manager that isn’t managing because we’re in constant communication” (L1). 

For L2, empowering staff through consultation was high on the list when seeking to build 

trust in her new role, noting that consultation had not previously been common in her employing 

organisation. 

The surprising thing to me is I’ve been in this role for coming up towards 12 

months now, but they say to me that they have never been involved in those kinds 

of discussions previously, which I’m very surprised about. They describe to me 

a situation where their previous manager made decisions about operations 

without including them, without them knowing the reasons why (L2).  
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When asked how the situation that she inherited when she took up the role had eventuated, 

she explained : 

It was a very top-down approach, and they were instructed what to do and what 

services were going to happen and what wasn’t going to happen. I don’t think 

that’s the best way to get the best out of people. It certainly isn’t a process or a 

method of management that I would respond well to (L2). 

Like L2, L3 described her world view to answer a question relating to what kinds of things 

she believed demonstrate integrity by a leader. She perceived it as being equitable and 

consultative. 

It’s a really, really hard one to answer because it’s also one of our organisational 

values. Integrity to me is almost an innate characteristic of an individual, and it 

makes up part of an individual’s profile. So, to me, it’s like your moral ground, 

so integrity to me is everybody’s treated as an equal. Everybody has a say in or 

has an opportunity to put their point forward (L3). 

Recognising her definition of integrity as perhaps being too narrow, L3 expanded it, adding 

the dimension of following through and acting as and being perceived as a “good person”. The 

inclusion of “allowing people to fail” was also seen as critical to her integrity, as it demonstrated 

support and provided opportunities to improve. 

I think integrity is also if you promise to do something, you do it. You do what 

you say you will do, and you try and be a really good person at all times, and you 

allow others to fail. Everybody fails. We all fail at something, somewhere in our 

lives, but I see my job is to help them overcome that failure, to improve whatever 

the problem or the consequences of that failure [are] and hopefully make sure it 

never happens again (L3). 

When asked about what kinds of things demonstrate integrity by leaders, L3 used an 

experience that she had encountered as a negative example rather than using a positive example 

of acting with integrity. 

I had a situation one time where one of the other senior managers I felt wasn’t 

displaying what [our] executives should do, so I took it to the CEO. It was a 

person saying something about a more senior person of the organisation in front 

of a group of other managers and the services and being quite disparaging in that. 

It compromised how our staff potentially thought of that person, and it was 

divisive within the organisation as well (L3).  
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When discussing the outcome of her report to the chief executive officer about the situation, 

L3 did not offer an outcome. She reiterated her assessment that the behaviour that she was 

concerned about was ethically wrong. L3 appeared happy that she had made the right call and 

passed it on to those above her, “It was nice to know that after the fact that I wasn’t the only 

person that had raised this with the more senior person because I felt it was morally wrong, and I 

felt it was ethically wrong”. 

Upon reflection, the response from L3 suggests that she was comfortable that she had 

discharged her ethical responsibilities by informing those more senior in the organisation and 

leaving it as a leadership prerogative for them. L3 appeared to perceive that she was acting with 

integrity. Her response to the situation included the elements of integrity that she described of 

following through, being a good person, being equitable and being consultative. 

According to L4, being “morally successful” was how he demonstrated integrity, “Really, 

the right thing for me is making a balance between being business successful and being morally 

successful”.  

In further exploration of the concept of being “morally successful” (L4), he believed that it 

conformed to his values and related it to the work environment. The rest of the discussion 

associated the pricing of services with integrity, an association not made by other leaders. 

I think it’s just taking you back to the values, back to family, back to team, all 

those sorts of things, and saying. “Well, does this actually fit in that environment? 

If this were my family, would I make that decision?” We’ve even valued some of 

our products on that basis. When I’ve looked at this, and said, “Well, my mum 

can’t afford that. Why would I expect that everyone else can?” (L4).  

L4 attempted to explain his world view about acting with integrity. However, he returned 

to discussing business and finance matters, with no reflection on his leadership practice. 

Then, you know, the whole pricing structure of our business is based on 

something that is very different to what, for example, the retirement village 

industry uses, where there’s ongoing contributions, a percentage of it and all that 

sort of stuff. We don’t do that. We actually put a value on the property, and the 

lease price is this. We don’t give a damn what your ingoing contribution is. It 

isn’t a percentage of that because it’s fair and reasonable, and everyone would 

acknowledge that to say it costs us this much to put that product on the ground. 

(L4). 

During the discussion relating to how leaders foster trust, L5 described her approach as 

balancing between creating a vision and caring for those organizationally reporting. 
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There’s a balance as a manager between creating the vision and getting people 

down the road to the future but making sure you’re looking after them today 

because when people come to work every day, they need to know what’s expected 

of them at work (L5). 

When asked to describe a situation where she felt her integrity was compromised or some 

moral challenge eventuated, L5 struggled because she was concerned that it might breach 

confidentiality if she discussed the experience. However, she spoke about her usual practice of 

soliciting staff opinions and input on what was happening organisationally and with the consumer 

base.  

So, I like to ask people’s opinion of what’s going on, but also acknowledge that 

sometimes people actually don’t want to have their opinion asked, where they 

just want someone to make a decision. I think you can be too consultative. So, I 

think there is a balance between knowing what you want people’s opinions on, 

and then the rest of it is just you’ve got to set the direction (L5). 

There were reasons why being available was important to L5, and she asserted the 

importance of being available to more junior managers to steward them through their professional 

development as managers. 

We’re talking about a group of people that very few of them are tertiary qualified, 

they actually are novice managers, and because of the growth of the organisation 

and the growth of their business units, they actually need that support. So, if they 

pick up the phone and say “Help”, I believe it’s my role as their manager to give 

them that help, even though inside I’m going, “Oh my god, really?” (L5). 

While there is a discussion on the importance of presence in this chapter under engagement 

and voice, raters strongly linked presence and trust. L5 also touched on the tyrannies of distance 

and the geographical distance between work units that require a system where a leader is available 

at call within the aged care service.  

With the work that we do, by and large, you’re not seeing people from one minute 

to the next. So, you do need to be available on the phone; and people need to feel 

comfortable to pick up the phone, because, you know what, if you’re not 

available, that’s when people go underground in a whole heap of stuff, and they 

develop their own informal networks, and you get anarchy (L5).  

The governance of the organisation and appropriate identified communication channels 

seemed critical to L6. 
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When I think of the well-running teams that I’ve been a part of, it’s when people 

feel they are able to escalate issues up just as easily as down, that you get an 

understanding within the team that people will absolutely call you in when they 

need you to be there (L6). 

Leaders tended to equate integrity with the garnering of trust in their followers. The 

following examples provided by leaders related to the link between equity in the workplace and 

their demonstration of integrity. L2 described an experience where she felt compromised ethically 

and legally concerning an employee termination. 

I’ve been in a role previously where I’ve been instructed by the CEO to sack 

somebody based on very subjective information that they don’t like the look of 

them, for reasons that I would describe as not only unethical but unlawful. That 

does not sit comfortably with me (L2). 

L4 reported a similar set of experiences. 

I have had to say to some of my execs, who, and I know that personalities come 

into organisations all the time, might have someone they don’t particularly like 

or don’t get on with. They can tend to make a different decision related to that 

person than to someone that they love to have in their team.  

L4 reported on his handling of a situation, which he asserted was discriminatory and 

unethical. When a situation like this occurred, he stated that his usual practice was to discuss it 

with them and encourage them to taker a broader view. 

Sometimes it’s as simple as saying, “Well, okay, well, we’re talking about this 

situation, not that person”. Sometimes I’ll even say to them, “If the person 

involved was another person in the same situation, are you going to make the 

same decision that you’re proposing to make because it’s this person?” Just 

because you have a personal gripe with somebody doesn’t mean that you go and 

treat them more harshly. I bring it back to thinking about from a number of angles 

[to reflect on] why you’re making decisions (L4). 

The lived experience described by L6 concerned the inequitable treatment of some staff by 

another executive. 

I hear what people say and I watch what people do. In fact, a good example was 

[sic] that there’s an individual in the organisation who wields a lot of influence 

over the CEO and over the last 12 months, there’s been a series of people moved 

on, and they’re all people that that person doesn’t like. There was one just 
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yesterday [who has] been made redundant, and that person was probably the last 

in the line of people that this person doesn’t like (L6). 

When asked if L6 believed she had any obligations to point this out to remedy the situation, 

she replied, “There is no point, she is permitted to do literally anything she likes, including being 

discriminatory or unjust to some staff. There is [sic] a lot of us that have to go with the flow”. 

When asked if she had been in a situation where she felt morally or ethically compromised, 

L6 stated that: 

I wouldn’t do something that morally compromises me – you know, that could 

be any range of things, couldn’t it? Clinical or financial or whatever. I think 

whatever we do, you can do things differently and creatively, but always they 

have to generate the best outcome for the person we support at the end of the day 

(L6).  

When the researcher pointed out that L6 had not answered the question put to her, she 

responded, “We sometimes all have had to do things we would prefer to have not done”. 

 While the researcher perceived her responses as contradictory in that she identified 

inequity but chose not to act, her further commentary revealed that she was prepared to accept 

this. Her non-verbal behaviour made it clear that she was uncomfortable disclosing any lived 

experience in this regard further, and the matter was closed.  

L3 expressed her duty to display candour, integrity, and fairness to convey her 

trustworthiness to staff.  

I think it comes back to integrity and that – and it also comes back to doing what 

you say you’re going to do. So, if you say to somebody, “I’m going to do (a), (b) 

or (c)”, then as a leader or manager, I’ve got a moral responsibility both 

professionally and morally to do what I say I’m going to do. Then if I can’t do it, 

get back to the person and say, “I can’t do it”. I also think that trust is also 

important in the context of being fair and consistent in how you deal with people 

(L3). 

It was apparent that L3 believed that follow-through was a significant responsibility of a 

leader. In response to a question relating to whether she was discussing building trust or acting 

with integrity, L3 stated: 

Integrity and trust are actually all rolled in together. Because if I need to make a 

decision, which is the right thing for the organisation, or a group of clients, or for 

an individual staff member, then if the staff don’t trust the decisions that I’m 
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making they are always going to be second-guessing my decisions. I don’t think 

you can actually separate integrity from trust in a – certainly in human services. 

After thinking about L3’s statement that trust and integrity were the same, there was an 

attempt to explore this in the subsequent leader interviews. When explicitly asked if 

demonstrating integrity was the same as garnering trust, L5 stated: 

Well, I think [ demonstrating integrity] it’s having that authenticity in everything 

that you do. So, you know, when you’re present with people, you’re actually 

present with people, and you try and lead by example. I think from an integrity 

perspective, people want to see that leaders of the organisation have a vision and 

they are out doing things that are going to support the organisation. So, I think as 

much transparency as you can reasonably provide assists with that integrity (L3).  

Interpretation 

The researcher observed that leaders genuinely attempted to foster trust from their follower 

group. However, their responses were devoid of follower-centric strategies that considered the 

needs or aspirations of staff. While the leaders recognised and extolled the importance of gaining 

followers' trust, most raters did not view their leaders as trustworthy. 

Leader traits such as integrity and trustworthiness contribute to the moral person 

(Engelbrecht et al., 2017). Treviño et al. (2000) described the “moral person” as having integrity, 

honesty, and trustworthiness, and who does the right thing, has concern for people, is open and 

displays personal morality. Further, in decision-making, the moral person holds to personal 

values, is objective and fair, has overall concern for society, and follows ethical decision rules 

(Treviño et al. (2000). Leaders did not refer to these concepts when discussing how they fostered 

follower trust in them, being more concerned with organisational priorities and expectations. 

All leaders attempted to define how integrity might appear to others. Analysis of their 

responses indicated that their focus related to being an agent of the organisation, and they were 

also greatly concerned about how their followers perceived them. The leaders' responses touched 

on ethical and authentic leadership elements and conveyed a sense of importance for their 

leadership practice. This phenomenon is consistent with the findings of Černe et al. (2013), who 

set out to test interactions between leaders’ self-perception and followers’ perception of the same 

interactions. These researchers found that followers’ perceptions of authentic leadership predict 

employee JS. Additionally, Černe et al. (2013) found congruence between leader self-perception 

and follower perceptions as beneficial to follower JS. Moreover, high levels of authentic 

leadership and congruence of leader-follower perception need to be present to produce the most 

favourable results relating to followers' JS.  
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All leaders took the time to describe how they listened to staff and sought staff input into 

the decision-making processes that affected their work. Most leaders discussed how they followed 

through when staff sought direction or needed support and used the organisational values to guide 

their responses to situations where staff had called on them in their leadership role.  

Thread 2 - Trustworthiness 

Raters 

This thread relates to the responses from raters as no leaders responded with data that is fits 

this thread. The leader’s responses were interpreted in Thread 1. Interview data gathered from 

raters highlighted that the trustworthiness of their leaders mattered. Raters described leaders' 

trustworthiness, and they shared experiences in which their leaders’ honesty, dependability, 

reliability, or credibility demonstrated or undermined their trustworthiness. 

R1 described the need for sensitive communication of the clarity of purpose from a leader. 

She described her communication style as direct and touched on the importance of follow-through 

by leaders. R1 identified follow-through, consistency, and equity as necessary for change 

management in an industry currently undergoing considerable change, with many staff suffering 

from change fatigue. 

 We’ve had a lot of changes, which seems to work for, say, some staff. But it’s 

not followed through with all staff. But that’s definitely a big one for me. Also, 

not to be mean, but being a little bit more direct. Understand that you can talk to 

people in one way, but you have to be a little bit gentler, whereas some you can 

be quite direct, and they’ll get it. But yeah, definitely being quite direct (R1). 

Most raters identified leader credibility as an important characteristic, with some linking 

the possession of clinical qualifications to leader credibility. R2 shared an experience related to 

manual handling challenges to demonstrate this point,  

She [the care manager] knew all of the right techniques for proper manual 

handling to protect the lady and also protect ourselves. I hadn’t been working in 

the industry very long, for her to show me that [showed that] she knew what she 

was doing and didn’t expect me to know (R2). 

R3 believed that executives with clinical qualifications had enhanced credibility and were, 

therefore, more trustworthy: 

 [A new executive identified by name] is looking after all the RNs, and she’s only 

new, so she’s only been here a couple of weeks, so really, I don’t have a rapport 

with her at the moment. The leader before is still here, but she’s moved on to 

another job. Well, she wasn’t an RN; there was no clinical background; [it’s] very 
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difficult to have trust in someone that’s giving you information from a clinical 

point of view that is not a clinician. But I’m hoping that this person will be fine. 

She’s clinical; she’s an RN. (R3). 

When asked if she believed that all executives working in the aged care sector should have 

a clinical qualification such as nursing to be effective, R3 considered it desirable but not essential. 

She provided an example of a non-clinical service manager to whom she reported at the time of 

the interview who actively listened and gave employees a voice, which R3 considered was 

essential. 

So, she will give you options and then let you go and decide. If you’re not happy, 

you go to the RN. She’s happy for you to go to the RN because she’s not clinical 

anyway. Yeah, being able to listen and to provide that support when you need 

that support is the most important thing (R3). 

Similarly, R4 valued clinical skills in the leader as a source of credibility for her.  

Coming from a hospital background, the RN would be very authoritative over us 

and directing us [what] to do, so I was very used to following the only direction. 

Whereas now, in the community setting, I’ve had to think for myself. Working 

with an RN, you really need that trust with the RN or your community manager 

or coordinator (R4). 

R4 described her successful and positive assimilation into the aged care workforce and 

compared it to the acute care environment. 

I was very fearful when I came here to approach my manager to talk to her about 

my concerns or anything that I wanted to talk about. Because of that clinical 

training of always being told what to do, I couldn’t think for myself…. [But now] 

I can go to any coordinator, any RN, and it’ll be as if I’m speaking to a person 

who’s my equal, and anything that I tell them, they take it seriously, so I really 

like that (R4). 

However, R5 had a mixed experience, pointing out that follow-through was an essential 

attribute of leaders. While he reported that he was now experiencing this, he described other less 

satisfactory experiences relating to lack of follow-through by leaders and his perception of power 

imbalances experienced in his workplace. 

I trust my leaders, and they trust me. You work better with trust. They fulfil the 

promises they make, or they say they will do something, and they see it through. 

Not say something and not do it at all or half do it. I’ve seen some other leaders 

in my company say they will do something and not follow through. I feel annoyed 
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that the people that need support aren’t getting the support that they need or the 

people that are seen to be leaders. They are using their role as just power (R5). 

When R5 elaborated on the power imbalances alluded to, he shared his perception that 

leader’s decisions often appeared self-centred rather than care recipient or team-centred, which 

undermined their trustworthiness in his eyes. 

Every time there’s a situation, all they do is think about themselves and not think 

about anyone else, client or staff member. Their own personal needs come first 

with them (R5). 

Raters expected that their leaders would support them through prioritising safe and lawful 

care, even if this may have been inconvenient for the organisation. Raters related experiences 

where they perceived organisational policies that compromised safety had put them at risk of 

regulatory breaches. 

R1 remained convinced that this considerable change in policy concerning Schedule 8 

drugs' administration was an example of a non-evidenced based policy change. As personal care 

workers are not regulated, they do not have a scope of practice articulated within the national laws 

regulating health professionals. She felt that claiming S8 was within her scope of practice was 

untrue, but it further undermined her trust in the leaders of her organisation, “because they appear 

to make it up as they go to suit themselves rather than protecting us or our residents or us as 

carers” (R1). 

R3 related an experience that caused her some distress providing another example of being 

caught between organisational policy and sound clinical care practice. There appeared to be a 

source of confusion amongst some registered nurses as to correct practice.  

Okay, the other day, we had a client here. Now the personal care workers have 

never been able to crush medications. It’s not in the guidelines. However, 

something happened. New people – hierarchy up there – said they could. I 

thought, “I’m not doing the care plan because I don’t want my name on that.” In 

the guidelines it says the client has to be stable. She’s been to hospital twice in 

the last month with aspiration. That’s not stable to me. So, I phoned them, spoke 

to them, and they said no, they could do it. I said, “Okay, well, that’s fine if that’s 

what you want to do”. So, when I’m on, I give the meds. I crush, I do it, and then 

when the others are here, they do whatever (R3). 

Further discussion with R3 about the crushing medications experience revealed a belief that 

such policies of convenience eroded staff trust in their leaders, with some staff left feeling unsafe 

in the work environment and questioning their leaders' trustworthiness. Raters expressed concern 

that they were not protected or supported by evidence-based policy development or a fear “that 
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the leaders do not consider the risks to the registered nurses practising certificates” (R3). In turn, 

the situation caused variations in practice that could compromise the safety and quality of care. 

As an enrolled nurse, R4 often felt clinically isolated and unsupported in the caring role 

that she performed when on shift. She also alluded to concerns that she may have been operating 

outside the scope of practice of an enrolled nurse prescribed in the national law relating to health 

professionals' regulation. 

I definitely feel that I’m on my own, and it’s a lot to take on. Because when there’s 

no RN on-site, there is an RN available on the phone, on-call RN for advice. I 

find that a lot of carers don’t have the confidence to call the RN, they sometimes 

want to call me and pass it onto me, throw it onto me, and then I’m alone, and 

I’m on a run sheet, and then I have to multitask and manage.... I often feel very 

overwhelmed (R4). 

Further probing on this revealed that R4 felt she was performing the same work as an RN. 

She thought that her license to practise as an enrolled nurse was sometimes put at risk when asked 

to operate above the level that she believed she should. 

 I’m basically doing the same report that an on-call RN would do, but because 

someone’s lacking the confidence to call an RN… I’m supposed to be on the floor 

doing things, and the on-call RN is supposed to take that call, give advice, and 

the person who’s there is meant to follow through (R4). 

This example and those related to medication management for older people who are 

recipients of care related to interpreting the drugs and poison’s law and their understanding their 

scope of practice. Raters believed that this was about organisational convenience, and this is 

understandable. However, it also appears to be about a need for more training and development 

to better prepare staff for their aged care role. R5 provided an experience relating to onboarding 

and orientation when he commenced a new role with a care provider. 

With the orientation, they are supposed to give you one- or two days’ training, 

which is all the hoisting, medication; they put you on low-care clients to build 

you up. They also are supposed to give you buddy shifts to make you feel like 

you know what you’re doing. For me, I went straight into it without a buddy shift. 

I felt this is new to me. I felt extremely out of my comfort zone. When I started, 

I felt like I was on my own. I was new to it all and reaching out wasn’t the best 

for me (R5). 

 Raters were asked whether they felt trusted by their leaders and had enough support and 

autonomy to daily work daily. Their responses highlighted a range of experiences that 

demonstrated how trust in their leaders could be built or undermined. R4 believed that she was 
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trusted and worked in a very open environment where she felt empowered to approach her 

manager and discuss contentious issues in an open and supportive environment. 

Any concerns, any issues that I have that’s affecting me in my work performance 

and my work environment, I feel that openness to go to her and tell her straight 

away. I have that trust with her. A lot of the times, I don’t want that shame thing. 

If I have an issue with a worker and I go and talk to my coordinators, and if they 

have not been able to address that issue, I’ll take it further to my manager. Then 

she’ll get feedback from all the workers at the same time (R4). 

Similar experiences to R4’s experience was not reported by other raters, who reported a 

wide variance in approaches to managing errors and mistakes ranging from entrenching a culture 

of blame, retribution, and punishment to promoting staff development and support to minimise 

errors and clinical incidents. 

My managers identify who did the mistake, and then in my world, punish them. 

Yeah, I’m left on my own. Like, if I’ve made mistakes, they’ll let me know 

straight away, I’ll rectify it the best I can. If I can’t, I’ll let them know and then 

they do something behind the curtains, and then I won’t hear anything about it 

(R1). 

When asked to provide an example of personal experience after identifying a mistake, R1 

recounted a story where she had given the wrong medication to a care recipient. Her response 

described a situation where she was embarrassed in front of other staff members and the care 

recipient. She described being forced to apologise to the family for the mistake.  

My request for further training and clarification of the role of medication 

administration by personal care workers, they said it was not necessary, with a 

comment in front of everyone in the meeting that I should know that by now (R1).  

However, R2 had a very different experience following a medication error that she reported 

to her manager. 

When I first started, I made a mistake of [sic] medication for one client. We had 

the Webster-packs, and I was delivering them to the different apartments. I think 

I put the wrong pack in the wrong room. Then just didn’t know about it, and then 

somebody came the next day to visit the lady in the morning and went, “Well, 

what’s this, how did it get there?” It was brought to the manager’s attention, and 

then she called me in and went, “You’ve got to be careful” because obviously 

giving a person the wrong medication is bad. I was nervous, maybe because I was 

just new to the role, so I didn’t really expect her to be as understanding as she 
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was. I thought I was in big trouble, but I wasn’t. That’s not her leadership style. 

She doesn’t lord over people (R2). 

R3 described the usual procedure in her organisation following an error or mistakes that 

negatively affect quality and safety. 

When a mistake is discovered, personal care workers go through a little bit more 

of a procedure. An incident form will come through; I check the incident forms. 

I have a little list of who’s made the mistakes in the last month if there’s been 

mistakes, because there are mistakes being made. I go through more retraining, 

so they do an online one, and then I’ll do a competency on them. We’ll go into a 

client’s room and we’ll go through it again. Yeah, it’s just retraining again, yeah. 

Now, look, if it becomes regular, it’ll go to the manager and then the manager 

will probably bring in the RN over the head RN and sort out what we can do. Can 

we help them anymore, or is this not the right place for this person? (R3). 

R4 described a strategy deployed in the organisation in which she worked aimed at 

developing staff rather than punishing them. 

If we’ve seen a person make several [of the] same incidences, like a medication 

error or manual handling errors, [who is] struggling in a particular area, then we’ll 

identify that and try to find out what other – have it one-on-one with that person 

and find out why is this happening after reviewing their reflection on the incident. 

Can they identify what’s causing this to happen? What problems are they having? 

Do they need more education on that, or do they need more one-on-one training? 

We try to help that person to develop better, and once you have that session with 

that person, they feel better about themselves (R4). 

Interpretation 

The leader behaviour theme contained two threads: trust in leadership and trustworthiness 

of leaders. These threads illuminated the gap between leaders' intentions to act with integrity and 

raters' experience concerning their leader’s integrity. This intention-experience gap impacts how 

organisations lay the foundations for trust or distrust. Trust is a party’s willingness to be 

vulnerable to another party's actions Schoorman et al. (2007). This definition is insightful and 

relates to this research because the raters shared experiences demonstrated an unwillingness to be 

vulnerable concerning leaders’ instructions. Many raters accounts described distress and the 

vulnerability they experienced due to their leaders’ decisions and directions. 

Aged care organisations operate in an environment of constant change, ever-increasing 

consumer demands, and escalating performance requirements for employees primarily due to 

increasing competition, technology changes and globalisation (Zhou, 2003) and compliance 
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demands. As a result, organisational leaders are placed under increasing pressure to extract the 

highest performance possible from their followers. The participants’ accounts show that this can 

frustrate the process of garnering trust because the follower group often perceives the leaders to 

be organisational centric or self-centric in their performance of the role of leader. This situation 

can undermine the trust-building required between leaders and followers, which harms the 

building of a positive organisational culture (Cekuls, 2015).  

The analysis demonstrated a lack of trust in leaders by most raters based on: 

• The perception that leaders’ organisational performance targets were achieved at the 

expense of consumers and staff.  

• Trust of care staff was undermined when non-clinician managers were involved in 

clinically oriented decisions. 

• A culture of blame in their employing organisation responds to errors, undermining 

trust in the leadership. 

All but one rater (R2) gave the impression that they were disengaged from their employing 

organisation; however, all enjoyed their work. Employee engagement is one of the most important 

indicators of gauging JS. As the evidence related to JS and employee engagement continues to 

grow, employees’ attitudes toward the organisation significantly affect how they approach their 

jobs and treat customers (Kumar & Pansari, 2015). Consequently, for leaders in aged care, 

building trust with staff through acting in a trustworthy manner, further described by Onora 

O’Neill as reliable, competent and honest (O'neill, 2002), must be recognised as a critical 

competency that will directly impact organisational culture and resident care. Being trustworthy 

can foster trust in followers by demonstrating authenticity, integrity, displaying ethical leadership 

practice, and promoting equity in the work area.  
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Chapter 6: Qualitative Synthesis 

6.1 OVERVIEW 

This chapter discusses the qualitative findings regarding the effects of leadership style on 

aged care employees related to OI and JS. The interpretative phenomenological analysis (IPA) 

undertaken identified the four themes outlined in Chapter 5.  

Analysis of the qualitative interviews, outlined in Chapter 5, showed that OID was not 

evident in either participant group, as reported in the section relating to Theme 1, “More I Than 

We”. Moreover, the qualitative analysis aligned with the quantitative study findings confirmed 

that JS strongly correlated with transformational and transactional leadership styles and strongly 

negatively correlated with laissez-faire leadership styles. When considering the effects of 

leadership style on JS, the three themes of “The Context of Aged Care”, “Employee Engagement 

and Voice”, and “Leader Behaviour” emerged, providing an in-depth understanding of the 

positive and negative correlations described previously. 

Leaders' lived experiences revealed moral distress and role stress; however, there was no 

evidence of disengagement from their organisation or work. Leaders further described feeling 

confronted with three often competing demands. First, the demand for a high-quality consumer-

focused system was underpinned by the consumer-directed care policy of the Federal government. 

The second was related to operating within the constraints of a funding system they regarded as 

inadequate to fund quality care. The third was compliance with consumer-centric care demanded 

by consumers, government policy, and regulations in an underfunded aged care environment. The 

challenges revealed in this cohort are consistent with those reported by Hegney et al. (2019, p. 6) 

and Stewartbrown (2019, p. 5), who similarly found institutional influences on staffing levels 

skill‐mix result in implicit care rationing. 

Moral distress, role stress, and disengagement were evident in the raters group, but for 

different reasons to the Leaders group. Many raters expressed concerns about making a difference 

in the lifestyle and quality of life for the aged care consumers in their care. They voiced frustration 

at their inability to achieve this at times due to workload pressures, the scope of practice concerns, 

lack of clarity about the scope of practice, and poor training and development opportunities, which 

amplified their feelings of being undervalued and unrecognised. 

 The challenge remains to address and implement future strategies to minimise or prevent 

the negative impacts on the aged care workforce. Raters further expressed disengagement from 

work due to untrustworthy leader behaviour, compounded by feelings of lack of engagement and 
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voice and the issues relating to this, leading to job burnout. Job burnout is a common sequela to 

moral distress (Frezza, 2020; Shoorideh et al., 2015), role stress (Chen et al., 2019; Elshaer et al., 

2019; Wright, 2011), and disengagement (Kim & Wang, 2018). Job burnout is problematic for 

aged care because it contributes to chronic workforce shortages, impacting the quality of resident 

care, as described in Chapters 1 and Chapter 2. 

6.2 LEADERSHIP STYLE AND OID. 

Theme 1 – More I than We 

Participants expressed a great deal of satisfaction with their organisation's work and the 

opportunities to improve care and services for older people in alignment with their drive to protect 

and care. The feelings of strong personal commitment expressed could not be ascribed to OID. 

OID is defined as the degree to which employees define themselves as members of the 

organisation and to what extent they experience a sense of oneness with its values, methods, and 

operating model (Ashforth & Mael, 1989; Mael & Tetrick, 2016; Schuh et al., 2016). Similarly, 

no participants offered lived experiences that suggested that leadership style influenced their 

commitment to the work undertaken or their employing organisation. Hence, the qualitative 

findings concur with the statistical analysis showing a weak or no relationship between leadership 

style and OID.  

The participants’ voices were clear in that they did not define themselves as members of 

the organisation. The experiences they expressed were more of a personal commitment than 

alignment to the organisations' values, methods, and operating models in which they worked. 

Leaders and raters worked in the sector because of their desire to positively contribute to aged 

care consumers' lives. OID was not strongly evident in participants' streams of consciousness; 

instead, they voiced commitment and enthusiasm for the work itself and explained the attraction 

to the sector as related to this, rather than seeking or experiencing alignment to any specific 

organisation. Their motivation stemmed from the opportunity to improve care outcomes and 

lifestyles for aged care recipients and promote environments where seniors have a voice.  

All participants confirmed a shared motivation to improve consumer choice in care 

processes and prevent a loss of autonomy for aged care recipients. All participants also linked the 

loss of identity and wellbeing for recipients of aged care services to loss of voice individually or 

collectively with families or significant others in making care decisions. These views align with 

Walker and Paliadelis (2016) work, who found that lack of inclusion in older people's decision-

making in aged care undermines the older person’s dignity and ability to forge meaningful 

relationships.  
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Most participants described a motivation to support healthy ageing, which they described 

as facilitating older people to live their best lives and find meaning and joy. No participant 

indicated that they were attracted to aged care because of their employer's reputation or brand. 

The reasons for working in the aged care sector included recognising a need in the sector, having 

a purposeful career, financial motivation, encouragement by friend/relative, and experience of 

caring for a relative or friend entering aged care. The participants' motivations are consistent with 

those outlined by Dwyer (2011), who similarly found that nurses working in aged care are 

motivated by caregiving and providing the best care outcomes for the elderly.  

While there is limited research in motivation to work in aged care, Clarke (2015) found that 

the attraction and retention of aged care workers may be improved by addressing remuneration, 

contracts of employment, hours of work, and career structures. They concluded that providing a 

career structure based on skill and experience could build more stable organisational capacity and 

attractiveness of jobs in the sector. However, the Clarke (2015) study was limited to one aged 

care provider employing 300 community workers, primarily employed on casual contracts, and 

requires a broader sample in terms of participating organisations. This is an area of considerable 

research gap.  

The participants' stories overwhelmingly confirmed that leaders and raters were not 

working in the aged care environment for financial gain alone. Their responses strongly 

communicated a moral obligation to improve older people's lives, help them live good lives, and 

age well. The in-depth analysis afforded by the IPA process appears to reinforce the quantitative 

finding that leadership style was not associated with OID (OID) in either group. 

6.3 LEADERSHIP STYLE AND JS 

Three themes relating to JS emerged from the semi-structured interviews: “The Context of 

Aged Care”, “Engagement and Voice”, and “Leader Behaviour”. 

Theme 2: The Context of Aged Care 

As reported, The Context of Aged Care theme comprised three prevalent streams of 

consciousness or threads: regulation and compliance, the quality-cost conundrum, and workload. 

Thread 1 - Regulation and Compliance 

Leaders’ lived experiences outlined the effect of onerous regulation. They described this as 

suppressing innovation, adding to the complexity of leading an aged care service, and entrenching 

the status quo to avoid the risk associated with innovating. Leaders disclosed a lack of trust in 

regulators and quality assessors to support new and innovative service provision models in the 

heavily regulated sector.  



 

160 Qualitative Synthesis 

Most leaders voiced their perception that the regulatory processes imposed by regulators 

and quality assessors created a risk-averse environment that stifled innovation and evolution of 

models of care, often to the detriment of residents. Their experiences align with Clancy and 

Happell (2014), who conducted an exploratory study to understand the impact of risk management 

and assessment on care delivery in a large aged-care mental health service in Australia. They 

found tensions relating to accountability, attending to risk, and the negative impact on consumer-

centred care that arose from a misplaced emphasis on procedural and bureaucratic responsibility, 

concluding that prioritising regulatory compliance over all other things might negatively 

influence the provision of care. Further, Clancy and Happen (2014) concluded that narrow 

definitions of risk management might interfere with clinicians and managers' capacity to provide 

quality and consumer-focused care, which may, in turn, contribute to moral distress, role conflict, 

and role confusion. Participants in the current study certainly identified with these outcomes. 

Analysis of the qualitative data revealed that the relationship between service providers, 

regulators, and quality assessors was problematic and sometimes adversarial. The power 

imbalance between regulators/quality assessors and approved aged care providers was described 

as anxiety-provoking, as described by L1, L2, L4, and L6. The devastating effect of being found 

non-compliant with the threat of withdrawal of approved provider status was ever-present in 

leaders' minds and negatively shaped how providers related to the regulators and quality assessors. 

Various leaders described the regulation system as causing significant moral distress due to 

maintaining compliance, protecting approved provider status, and retaining government funding.  

Findings related to this propensity to increase regulation are that this is interpreted 

differently depending on the level of authority within an aged care organisation, and responses 

ranged from going “above and beyond” that the regulatory controls require to “pushing back” on 

the increasing regulation in a negative way and “engineering out” the risks and associated sources 

of stress or conflict (Biggs & Carr, 2019). Professional role strain, workforce challenges, 

managing consumer expectations, and balancing rights and risk in decision-making due to 

changing models of care, together with the impacts of policy and regulation are key issues that 

emerged from a qualitative study of registered nurse’s lived experience working in aged care 

(Davis et al., 2016). From the same study, it is the regulatory environment that was identified as 

a significant threat to sustaining nursing in aged care environments and negatively impacted care 

quality and safety (Davis et al., 2016).  

 Australia has a long history of investigating the aged care sector in response to poor care 

outcomes (Phillips et al., 2018), most recently with the Royal Commission into the Safety and 

Quality of Aged Care in Australia, which commenced on 18 October 2018, following the 

revelation of grossly substandard care in some aged care facilities by various media outlets 

(Australian Broadcasting Commission, 2019; Longwill, 2019; Royal Commission into Aged Care 
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Quality and Safety, 2018). The Royal Commission will provide its final report in February 2021. 

Leaders discussed the effect of the Royal Commission and the impact of increased media and 

regulatory scrutiny on their employing organisations and staff, with some media and industry 

peak bodies reporting increased levels of assessment of compliance by the Aged Care Quality and 

Safety Commission since the announcement of the Royal Commission into the Safety and Quality 

of Aged Care in Australia (Australian Broadcasting Commission, 2019).  

Scope of Practice Concerns 

Licensed nurses and unregulated care workers who participated in this study reported a 

scope of practice concerns during the semi-structured interviews. Licensed nurses held concerns 

that they may breach scope of practice requirements, while unregulated workers wanted a scope 

of practice articulated, which is difficult when they are unregulated. 

Scope of practice relates to the definition of boundaries within which health professionals 

must work. It requires that the health professional works to the level of their training, knowledge, 

and experience assuring competency in the individual’s ability to undertake the defined work. 

Raters fell into two groups. Registered and enrolled nurses licensed to practice by the 

Australian Health Practitioner Regulation Agency (AHPRA) and Unregulated workers with and 

without vocational qualifications working in aged care. Each group expressed different concerns 

during the semi-structured interviews. The concerns expressed by the licensed nurses who were 

also raters related to a lack of consistency in training standards and the level of skill and 

competence of personal care workers or assistants-in-nursing for whom they provided clinical 

supervision direct care.  

A report by the National Institute of Labour Studies in 2004 (Richardson & Martin, 2004) 

cited in Adrian (2009) found insufficient knowledge about unregulated workers in the aged care 

sector. This report is now quite old however, there is no more recent evidence available, at least 

in the public domain. There is no single national data source equivalent to the national health 

professional registers set up under the Australian Health Professional Regulation Authority 

(AHPRA). The Adrian Report (2009) provided seven options for regulating unlicensed health and 

aged care workers who provide direct care (directly quoted): 

Self-regulation means no occupational licensing or registration legislation requiring 

workforce members to achieve registration with a statutory body. There is no government 

oversight of education, no work standards development, and no formal judicial process that makes 

up the disciplinary system for workers, and this is the current situation. 

Licensing requires formal classification and the name of craft groups recorded on a 

government register and a requirement that employment is contingent on establishing credentials. 
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Negative Licensing, in which an individual may work in an area of health and aged care 

unless placed on a government register identifying them as unsuitable. 

Co-regulation, requiring a shared responsibility between the government and industry, 

meaning an industry association sets membership requirements accredited by the government. 

Reservation of Title Only, which is like the requirements of option b (above) with the 

specific titles of the craft group legally used if the relevant registering authority licenses them. 

Reservation of Title and Core Practices, where the profession's scope of practice is 

defined, and there is restriction through legislation to members of the registered worker group and 

others identified in the legislation. 

Reservation of Title and Whole of Practice includes offences for an unregistered person 

to use reserved professional titles. A broad scope of practice definition of the profession in 

legislation makes it an offence for unregistered persons to practice the profession. 

To date, personal care workers remain unregulated in Australia. This situation continues 

with unresolved questions about ethical or legal obligations outside of mandatory reporting 

obligations for elder abuse, such as the duty of care, the standard of care, or regulatory action 

available following the identification of poor-quality care. 

Duffield et al. (2014) explored the impact of adding unregulated nursing support workers 

to staffing levels and found their addition did not improve patient care, concluding that nurse 

staffing is a complex activity and that a simple approach to staffing, such as mandatory staff ratios 

or staff establishments is unlikely to be successful. Further research to explore implementation 

options for regulating personal care workers, including the design of scope of practice documents 

to prevent substituting registered and enrolled nurses with personal care workers, is recommended 

(Duffield et al., 2014). Moreover, these researchers recommended a complementary rather than 

substitutive model of care articulated for personal care workers (Duffield et al., 2014).  

Regulation may be an essential strategy in clarifying and differentiating the scope of 

practice, impacting staff and clients in aged care, reducing role stress. Roche et al. (2017) 

undertook a cross-sectional analysis that compared the proportion of time spent on 25 discrete 

work activities by nursing support workers and licensed nurses using a logistic regression model. 

The results demonstrated that nursing support staff, such as personal care workers, spent much of 

their time engaged in patient interaction and direct care tasks and that licensed nurses were less 

likely to undertake direct care tasks in that situation. Moreover, there was a duplication of effort 

between unregulated nursing support workers and licensed nurses, demonstrating that nursing 

support workers supplement rather than replace licensed nurses, further contributing to role 

conflict and role stress experienced by raters in this study.  
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In a perspectives paper, Martyn et al. (2019) described the complexity of work and the 

knowledge and skillset required to provide competent care for the elderly. These authors 

described the aged care workforce, particularly noting that most workers in the aged care sector 

are unregulated personal care workers. Martyn et al. (2019) highlighted the diverse curricula 

offered in vocational educational training courses at certificate II, III and IV levels. Further, these 

authors noted and were critical of the considerable variance in curricula across the programs 

offered by the numerous educational providers in the aged care space. Moreover, they expressed 

concern about the ease with which untrained people gain employment in the care of the elderly.  

The licensed nurses and personal care workers in this study echoed Martyn et al. (2019) 

concerns. All raters described experiences that acknowledged inconsistency and confusion 

regarding role, function, and accountabilities permeating the care setting, often to the detriment 

of good quality care. Collectively, the experiences provided by all raters tells a consistent story 

of insufficient care supervision, resulting in moral distress and role stress.  

 Raters’ shared experiences in this study and the evidence available in the literature support 

a case for regulating the currently unregulated care workforce in aged care. Research into this 

important area must continue to build an evidence-base that will inform any decision about 

personal care workers' regulation. While this area is important in understanding the study 

participants' contributions, further exploration is an important area of future research. 

Medication Management Concerns 

Licensed nurses were concerned about meeting the duty and standard of care for care 

recipients for whom they were responsible and any unregulated care workers for whom they had 

supervisory responsibility. Personal care workers expressed concern about the lack of clarity in 

their scope of practice relating to medication administration. Licensed nurses and personal care 

workers reported concern about organisational policy changes that could occur with little 

explanation or justification, and this had undermined how they perceived the integrity and 

trustworthiness of their organisational leaders (R1, R2, R3, and R4).  

Organisational process changes reported by participants permitted personal care workers to 

undertake tasks such as reading prescriptions, administering medications, crushed and uncrushed, 

and administering medications categorised as Schedule 8 medications, also known as controlled 

drugs or drugs of addiction. Participants expressed forthright views that leaders were not 

sufficiently supportive or transparent with raters regarding medication management and 

compliance with regulations and standards that governed administering medications to aged care 

consumers (R1, R2, R3, R4, and R5). 

For most leaders, a strong sentiment emerged that the present regulatory assessment 

methods (and therefore accreditation standards compliance) created risk-aversion rather than risk-



 

164 Qualitative Synthesis 

awareness, which impacted the management of compliance risks. Ostaszkiewicz et al. (2016) 

examined risk aversion and assessed continence management in two residential aged care 

facilities. This grounded theory research analysed data from interviews undertaken with 18 staff 

members and 88 hours of field observations conducted in two aged care facilities. The results 

showed that staff fears directly related to regulatory compliance, which impacted the care 

provided. Ostaszkiewicz et al. (2016) proposed that while their study related to continence care, 

extrapolating these research findings to all types of care provided to older people is possible, with 

fear of regulators creating a reluctance to innovate due to fear of non-compliance. Leaders 

expressed the view that it was challenging to innovate in the aged care sector due to the intense 

regulation and operation's regulatory processes. Therefore, the regulatory environment fosters 

risk-aversion, which stifles any innovation in models of care.  

Clancy and Happell (2014) conducted an exploratory study to understand the impact of risk 

management and assessment on care delivery in a large aged-care mental health service in 

Australia. They found tensions relating to accountability, attending to risk, and the negative 

impact on consumer-centred care that arose from a misplaced emphasis on procedural and 

bureaucratic accountability. They concluded that prioritising regulatory compliance over all other 

things might negatively influence the provision of care. They further concluded that narrow 

definitions of risk management might interfere with clinicians and managers' capacity to provide 

quality and consumer-focused care, which may, in turn, contribute to moral distress, role conflict, 

and role confusion, as identified by participants in this study. 

Leaders described feeling powerless and being at the mercy of regulators, and this type of 

relationship was the focus of a study by (King & Hayes, 2017). Although not explicitly related to 

aged care, the results are informative and applicable to the aged care sector. As regulators in aged 

care have significant influence over the fortunes of approved aged care services providers and 

their employees, the power imbalance and the anxiety it can create for leaders is understandable. 

Additionally, various leaders described the system of regulation as causing significant distress 

related to the volume of regulatory responsibilities that they must manage in their work. Leaders 

shared their opinions on regulatory controls and described anachronistic requirements and 

processes, with L2 and L3 discussing the increased number and intensity of compliance checks.  

Most leaders expressed frustration and concern at the increased compliance checks and 

increased regulatory oversight implemented that created additional work and stress on aged care 

leaders and their staff because of the time and expense of responding to aged care assessors and 

the assessment process.  They ascribed the increase in frequency of the unannounced checks to 

the Royal Commission proceedings. 
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Interestingly, raters did not comment on the current Royal Commission and appeared 

isolated. Hence, it was challenging to draw opinion or comment from them. From their collective 

responses to questions directly about the Royal Commission, raters perceived this as a 

management issue rather than something that directly affected their present and future work.  

Some leaders were forthright in their view that the regulatory requirements in the sector 

stifle innovation, describing the potential for Federal Government policy related to consumer-

directed care (CDC) to be at odds with the way bureaucrats and policy assessors interpret the 

regulations. The effect of these competing requirements is that organisations and their staff are 

often conflicted. On the one hand, aged care organisations must adhere to the government's CDC 

requirements, which emphasise choice, control, and the provision of information and knowledge 

to provide the means for care recipients to make informed decisions about their care. Provider 

organisations must meet CDC requirements to receive government subsidies to support home 

aged care, and there is a phased introduction of CDC principles in residential aged care. However, 

on the other hand, some choices made by care recipients may not comply with aged care standards 

and other operating guidelines issued by the government, which can negatively impact eligibility 

for CDC government subsidy. This negatively influences the deployment of innovative care 

strategies, as many aged care providers are risk avoidant when it comes to their approved provider 

status due to the direct effect on government subsidies for the care provided.  

L. Gill et al. (2018) studied the issues and challenges experienced by care recipients, 

informal carers, and staff with CDC's introduction. They concluded that existing industry 

regulation, culture, and practice supports an established service model in Australia translates the 

CDC's objectives. Other research describes the cultural, organisational, and practice difficulties 

associated with regulation not keeping up with innovation in aged care. Examples of this relate to 

enquiries about electronic health records and care planning applications in aged care settings 

(Mcdonald & Russell, 2012), models of aged care practice (Biggs & Carr, 2019), and new 

business models (Nusem et al., 2015). 

The evidence underpinning the moral distress and job stress described by raters previously 

discussed in the scope of practice section also applies to this section. The participants voiced a 

clear message seeking significant change to improve the presently unclear situation in aged care 

relating to medication management. Most raters called for their leaders to be transparent in 

compliant medication management processes and supportive of those who voiced concerns. 

Thread 2 - The Quality-Cost Conundrum 

All participants described their experience working in the aged care sector as significant 

cost pressures in an environment that required measurable care delivery quality. The demand for 

a high-quality, consumer-focused system underpinned by the federal government policy of 
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consumer-directed care, remaining within the constraints of a funding system regarded as 

inadequate to fund high-quality, and the requirement for consumer-centric care demanded by 

consumers and government policy and regulations were similar to the conflicting demands found 

by Hegney et al. (2019) and also Stewartbrown (2019). 

StewartBrown, a large and respected chartered accountancy firm established in 1939, has 

significant experience in the not-for-profit and aged care sectors. They undertook an objective 

assessment of Australia’s aged care system's financial health, the Aged Care Financial 

Performance Summary (Stewartbrown, 2019). This report incorporated detailed survey data from 

1,102 residential care facilities and 34,999 home care packages delivered across Australia. This 

work is the largest benchmarking exercise in the Australian aged care sector, providing detailed 

information relating to trends and drivers of financial performance in Australia's aged care. The 

analysis provided for the fiscal year ended 30 June 2019 stated,  

The financial performance of the aged care sector continues to experience significant 

challenges. It shows that there is a continuing decline in the financial results in residential care 

and home care segments. The aged care sector is under a high level of financial stress, creating 

viability concerns for some approved providers reducing the investment in the sector and 

potentially causing dislocation of care recipients and staff if an approved provider fails. 

(Stewartbrown, 2019, p. 5). 

The StewartBrown (2019) report also described the deteriorating financial performance of 

aged care providers against the ongoing Royal Commission's backdrop into Aged Care Quality 

and Safety. The Royal Commission has highlighted concerns over inadequate staffing levels ( 

skill mix and staff numbers) due to standards of care practices and called for reform, including 

immediate, substantial, and appropriate funding initiatives (Royal Commission into Aged Care & 

Safety., 2019). Reform in the aged care sector is recognised as urgent, and many of the issues 

identified by the Royal Commission are long term in nature; thus, requiring structural changes to 

remedy. 

Non-compliance in this highly regulated environment can result in the application of 

various sanctions, including loss of funding, as described previously (see Chapter 1). The 

application, or threat of application, of sanctions, makes maintaining reputational and financial 

viability difficult for many aged care providers. The tension between delivering high-quality care 

within a constrained financial environment created the previously reported quality-cost 

conundrum thread. 

Overwhelmingly, leaders recounted experiences that demonstrated an outdated and 

misaligned funding system previously highlighted by L1, L2, L3, L4, and L6. A study by 

Henderson et al. (2016) found that aged care reforms had resulted in insufficient funding. 
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Henderson et al. (2016) identified key themes: funding shortfalls, staffing shortfalls, and 

inappropriate skill mix, themes mirrored in the raters’ experiences in this study. These concerns 

require further enquiry, particularly relating to the impact of any reforms on the capacity to deliver 

quality aged care.  

The Aged Care Funding Instrument (ACFI), introduced in March 2008, is an activity-based 

funding instrument used to calculate payments to aged care service providers of residential aged 

care services. The sector's experience is that the ACFI provides insufficient funding for residential 

care consumers (Chan et al., 2014) despite rising acuity levels in residential aged care 

(Stewartbrown, 2019). The Federal Department of Health provides community aged care funding 

designed to support older Australians in their homes. The provision of home care services occurs 

through various care organisations in Australia with approved provider status conferred by the 

federal government. However, there is scant research available assessing the links between 

funding and outcomes of care.  

An Australian qualitative study by L. Gill et al. (2017) to determine how aged care staff 

and consumers experience consumer-directed care in the home found that the system has 

significant deficiencies. L. Gill and colleagues (2017) concurred with several other studies 

assessing consumers' perception of the quality of care and services provided in the consumer-

directed care environment (Bulamu et al., 2017; Bulamu et al., 2020; Chan et al., 2014). L. Gill 

et al. (2017) identified time-consuming administrative tasks, meeting internal and external 

information requirements, delivering staff training and supporting evolving staff roles, random 

and unexpected role changes, managing change processes, and staff changes and shortages. In the 

current study, leaders and raters also identified each of these issues, with leaders describing 

challenging experiences due to funding inadequacies, difficult interactions with regulators, and 

variable quality of external assessors. As previously discussed, raters recounted reasonable and 

significant concerns regarding medication management and their scope of practice.  

 Leaders described unrelenting pressure to contain and reduce costs while providing a 

quality service that met imposed accreditation and regulatory requirements. The environment 

described by participants is consistent with the findings of Woods et al. (2017), who identified 

the aged care environment as one in which the values and drivers of neoliberalism (Monbiot, 

2016) are manifested through increased competition, contracting services outside of the usual care 

providing organisation, labour market reform, cost-cutting, and the rise of managerialism. Woods 

et al. (2017) stated that this often requires cost-cutting, and dangerous understaffing can often 

become the norm, to the detriment of care identified by several leaders. Findings by Woods et al. 

(2017) and the experiences of participants resonate strongly with the findings outlined in the 

Interim Report of the Royal Commission into the Safety and Quality of Aged Care in Australia 
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summarised by the challenging title, ‘Neglect’ (Royal Commission into Aged Care Quality and 

Safety, 2019). 

Thread 3 - Workload 

Raters were concerned with the effects of imposed cost reductions, cost containment 

measures, and the productivity increases required of them when working in aged care (R2, R3, 

and R4). They identified these external drivers as creating increased workloads, work-related time 

pressures, and insufficient skills mix for quality and safe care, and insufficient training and 

development. 

In a study examining missed care in residential aged care facilities comparing the level of 

missed care experienced between government-owned and privately owned facilities, Henderson 

and colleagues (2018) offered that the most common reason for missed care was inadequate or 

inappropriate staffing levels. Further analysis of data from a MISSCARE survey of more than 

3,200 nurses and personal care workers found 27 factors identified as causing missed care. 

Government employed staff reported significantly lower missed care scores for 16 items than 

non-government (for-profit and not-for-profit) aged care services (Henderson et al., 2018). The 

sample used in this study included participants from for-profit and not-for-profit facilities. 

Similarly, an integrative review conducted by Ludlow et al. (2019) found through 17 core 

studies and 27 informing studies that workload demand is greater than available time and 

resources, causing staff to triage care in aged care services. The Ludlow et al. (2019) review 

findings are consistent with the results in a cross-sectional study by Knopp-Sihota et al. (2015), 

who found rushed care and tasks omitted due to lack of time. The Ludlow et al. (2019) review 

identified 32 types of unfinished or missed care relating to personal care, mobility, person-

centredness, medical and healthcare, and general care processes categories. They concluded that 

policymakers and providers could reduce unfinished or missed care by increasing staffing levels 

to reduce work-related time pressures prevalent in the aged care sector. 

As discussed previously, there is a lack of quality research in aged care generally, and 

almost none relating to workforce planning, deployment, and management in the aged care sector. 

Several studies undertaken in the acute care sector tie skills mix to quality and safety of care 

(Cunningham et al., 2019; Hegney et al., 2019; Twigg et al., 2019). Extending this type of research 

to inform adequate staffing and care models in the aged care sector is essential. Nursing 

associations continue to conduct and publish studies relating to the review of workloads in the 

aged care sector, including “The aged care staffing and skill mix project” (Australian Nursing and 

Midwifery Federation, 2017), and the project was favourably critiqued by Bonner (2017). The 

findings of the project are supported in earlier work by Ward (2015). While these studies advocate 

for change, no significant workforce distribution changes in aged care are evident to date.  
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The abovementioned studies echo the concerns expressed by the leaders, who reported 

insufficient funding to change in care models and the implementation of CDC principles. Raters 

also reported concerns with the workload, work-related time pressures, and inappropriate skill 

mix of those providing care in the aged care sector. 

It would be reasonable to describe the funding system in aged care as one of austerity. 

Austerity describes the practice and belief that individuals, States and societies benefit from 

limiting their consumption (Schui, 2014 cited in Bracci et al. (2015)). The StewartBrown (2019) 

Aged Care Sector Report reported a decline from a $2.37 per bed day surplus in 2018 to a $2.62 

per bed day deficit in 2019 despite a cash injection known as “the ACFI Grant”. The ACFI grant 

is in effect a funding reduction of $4.99 per resident per day. This outcome is evidence of deep 

financial pressure in the sector. The same report demonstrated a reduction in EBITDAR2, which 

showed a decline of $1,259 per bed per annum, concluding that the aged care sector could be 

considered in a phase of austerity with significantly restrained funds.   

Failure of contract is explored by Farr‐Wharton et al. (2021) who elegantly describes what 

is occurring in aged care in a study that examines policy implementation as it unfolds and 

contractors and engaged and the impact of employees delivering the social service.  The research 

outcomes achieved in the study by Farr-Wharton and colleagues (2021) provides sound evidence 

to support the inclusion of organisational support metrics for contractors who provide social 

services such like aged care services to further assure the quality outcomes required in social 

services.  Further evidence for contract specifications to include accreditation requirements for 

aged care providers relating to organisational and personal support for personal care workers to 

alleviate concerns about workload and training and development is discussed in some detail by 

Xerri et al. (2019) and attention to management practices on employee outcomes in terms of 

turnover intentions in the sector requires much closer scrutiny Brunetto et al. (2020). 

When discussing workload, the raters individually agreed that workload increased when 

staff were uncertain about undertaking procedures or providing care due to inadequate training, 

including limited ongoing training and development. There was a significant divide between what 

leaders perceived as the adequacy, appropriateness, and quality of training and development 

programs offered to staff and the value that raters assigned to the available training and 

development. Raters’ responses showed significant dissatisfaction with employers' quality, 

 

 

2 EBITDAR = Earnings before interest, taxes, depreciation, amortization, and restructuring or rent  

Kagan, J. (2019). EBITDAR Definition. Investopedia. Retrieved 7/3/2021 from 

https://www.investopedia.com/terms/e/ebitdar.asp 
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content, and quantity of training. However, the leaders were less concerned about the perceived 

inadequacy of training and development of staff.  

In 2012, a national strategic review of registered training organisations conducting 

vocational education and training courses was commissioned by the Australian Skills Quality 

Authority (ASQA). ASQA undertook the review due to concerns about the quality of vocational 

education and training courses and assessment provided by that system (Australian Skills Quality 

Authority, 2012) and the results and echoed in the experiences of various raters in this study. 

An earlier Productivity Commission Report raised the same issue (Australian Productivity 

Commission, 2011). The ASQA review found considerable variability in the quality of training 

provided to prepare aged and community care workers. Evidence of this variability included 

vastly different lengths of training provided for the same qualification by various registered 

training organisations. Additionally, the Productivity Commission found that assessment methods 

lacked consistency, reliability, and validity and their report questioned the amount of practical 

on-the-job training provided and specifically questioned whether trainers and assessors possessed 

sufficient current industry experience. The ASQC Report (Australian Skills Quality Authority, 

2012) also articulated concerns regarding the onerous regulation of aged and community care. 

The issues raised in the 2012 ASQC Report are still apparent, and the variability in availability 

and quality of courses remains and described by leaders and raters in this study. 

Theme 3 - Employee Engagement and Voice 

The threads of be present, value me and hear me were identified as streams of consciousness 

relating mostly to the raters. Leaders expressed the belief that they were present for staff, valuing 

and listening to their follower groups. Analysis of the transcripts revealed a difference between 

the leaders’ intentions and the raters’ experiences concerning employee engagement and voice. 

This phenomenon was described more fully in the qualitative analysis provided in Chapter 5. 

While three streams of consciousness emerged, they were all different parts of employee 

engagement and voice when clustered. Employee engagement is not possible without the 

employee believing they have a voice and are heard. 

Van Dyne and Lepine (1998, p. 326) defined employee voice as a form of organisational 

citizenship behaviour involving constructive, change-oriented communication intended to 

improve the work situation (p. 326). These researchers found that when employees experienced 

less than satisfying conditions at work, their response was to either leave employment with the 

organisation or voice their concerns, described as voice behaviour (Rusbult et al., 1988). Voice 

behaviour is the representation of constructive and active responses to dissatisfaction (Rusbult et 

al., 1988), and early researchers in this field found that it is associated with higher employee 

commitment (Hirschman, 1970) and employee retention (Brannan, 2015; Spencer, 1986; 
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Wilkinson & Fay, 2011). Moreover, employee voice is an essential element for innovation (Duan 

et al., 2019; Lepine & Van Dyne, 1998). Employee voice provides a means by which 

organisations can channel employee complaints, concerns, and ideas and formulate solutions to 

the issues raised (Zhou & George, 2001).  

Citing (Glew et al., 1995), Wilkinson et al. (2018) further asserted that all voice systems 

begin with the presence of a voice opportunity for participants and that without voice, there can 

be no enactment of participation. Moreover, Wilkinson et al. (2018) referred to voice systems, 

which can be prosocial, meaning beneficial to the organisation, or how employees can challenge 

managerial behaviour individually or collectively. Wilkinson et al. (2015) heralded the 

importance of a voice system for employees in caring organisations and described the 

consequences of a voice systems' failure. They cited inpatient fatalities at the Bundaberg Hospital, 

Queensland, Australia, as an example of a failed employee voice system. Wilkinson and 

colleagues (2015) used testimony data from two enquiries into the events that led to these fatalities 

concluding that the voice system failed because of: 

1. Human elements manifested as complex communication networks, 

interprofessional conflict, and the gap between formal and informal 

communications networks. 

2. Institutional elements related to the interplay between formal and informal 

voice; a lack of transparency in the system, referred to as opaque, passive 

systems; and external pressures such as the health department and the 

application of political pressure.  

The voice system referred to by Wilkinson et al. (2015) is described by Marchington (2007) 

as a system set up within an organisation to shape and channel participation. The elements that 

led to a failure of a voice system outlined by Wilkinson and colleagues (2015) were evident in 

raters’ experiences in this study as most raters did not understand what systems were in place to 

provide them with voice and protection when using it.  When employee voice is not evident, there 

are consequences for organisations, including threats to employee psychological safety 

(Walumbwa & Schaubroeck, 2009), manifestations of disruptive work behaviour (Dixon-Woods 

et al., 2019), fraud and accounting irregularities (Frisch & Huppenbauer, 2013), and physical 

safety breaches because employees do not speak up when safety is breached (Herachwati et al., 

2018; Mccall, 2015).  

Lack of employee voice causes staff disengagement (He et al., 2017), placing the 

organisation at risk of the consequences discussed previously (Dyne et al., 2003). Dyne et al. 

(2003) categorised the behaviours that manifest when employee voice is absent into three types 

of silence. The first is acquiescent silence, which is the conscious silence of employees, or the 
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state in which employees exclude themselves from issues. The second is defensive silence, which 

relates to deliberate and proactive behaviour adopted by the employees to protect themselves from 

external threats, including awareness of alternatives following an informed decision to block 

ideas, information, and opinions. The last is prosocial silence, which Dyne et al. (2003) explained 

as withholding work-related ideas, information or opinions to benefit other people or the 

organisation or the refusal to express ideas or opinions so that others in the organization might 

benefit. These types of silences are signs of disengagement (He et al., 2017), and examples of 

each of these were evident in the raters’ lived experiences reported in Chapter 5. 

Employee engagement is more than employee satisfaction and focuses more on the leader-

member exchange. The work environment (Huang et al., 2016) and employee experiences may 

be categorised as emotional, cognitive, or physical (Zadow et al., 2017). Shuck et al. (2016) 

examined employee engagement's predictive validity using a set of three job attitudes commonly 

linked to employee engagement: JS, job involvement, and organisational commitment. They 

found that JS contributed unique variance to employee engagement across all measures and 

significantly more than job involvement or organisational commitment. Additionally, as 

employee engagement is critical to effective workplace functioning (Dalal et al., 2012; 

Heldenbrand & Simms, 2012), engagement strategy training is an important and necessary 

inclusion in leadership development programs. The psychological experiences of work and the 

work environment (Huang et al., 2016) and these psychological experiences may be in employee 

engagement dimensions: emotional, cognitive, or physical (Zadow et al., 2017).  

The literature relating to a successful implementation of employee engagement strategies 

in leadership development programs include fostering self-worth (Shuck et al., 2016); team 

building (Slosberg et al., 2018), reward and recognition (Alzyoud, 2018; Osborne & Hammoud, 

2017), workload equity management (Bakker & Demerouti, 2017), and the perception of strong 

organisational support (Meyers et al., 2019). Shuck et al. (2016) examined the predictive validity 

of employee engagement found that JS contributed unique variance to employee engagement, 

significantly more so than job involvement or organisational commitment across all measures. 

There is a sound body of evidence demonstrating that JS increases when employees feel engaged 

by their leaders (Bailey et al., 2017; Jeske et al., 2017; Kolodinsky et al., 2017). There is a direct 

link between employee engagement and the perception that they have a voice in the organisations 

they work with (Bailey et al., 2017; Gatti et al., 2017). The literature relating to the successful 

implementation of employee engagement strategies in leadership development programs include 

fostering self-worth (Shuck et al., 2016), team building (Slosberg et al., 2018), reward and 

recognition (Alzyoud, 2018; Osborne & Hammoud, 2017), workload equity management (Bakker 

& Demerouti, 2017), and the perception of substantial levels of organisational support (Meyers 
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et al., 2019) thus, employee engagement is an essential ingredient to improve organisational 

performance and lower the attrition of innovative and creative employees.  

Leader presence is an important factor in how a follower group perceives their leader. 

Where presence is not evident, the follower group may experience anxiety causing uncertainty 

(Grint, 2009), which can create the perception that the leader is not authentic (Agote et al., 2015) 

and diminish JS and increase employees’ turnover intentions.  

Therefore, leader presence is a key antecedent to employee engagement (Donnelly, 2018) 

and a leader’s ability to demonstrate presence is an essential component of leadership 

development. The essentiality of employee engagement training in leadership development was 

the topic of a study by Heldenbrand and Simms (2012). These researchers undertook a field and 

follow up study examining leadership development, employee engagement, and value-added 

customer improvements concluding that employee engagement is the “missing link” towards 

sustaining and growing organisational culture in long term care. They further concluded that 

leadership development was a leading catalyst for sustained organisational change. 

Theme 4 – Leader Behaviour 

This theme related to the trust that raters had in their leaders and the degree to which raters 

regarded leaders as trustworthy. While leaders were confident that their followers trusted them, 

apart from R2, raters did not express trust in their leaders. Instead, raters expressed a view that 

their leaders were overly focused on organisational outcomes at the expense of follower needs 

and wellbeing, providing an example of the disparity between the intentions of leaders and the 

experience of raters. 

Thread 1 - Trust and Thread 2 - Trustworthiness 

While the leaders recognised and extolled the importance of being consistent and genuinely 

believed, they displayed these qualities. Most raters did not recognise these qualities in their 

leaders. Leaders commonly valued the importance of being present, following through, and open 

communication as the key to fostering trust. The qualitative data revealed that leaders made sense 

of their world by holding themselves out as trustworthy in their leadership. Their collective 

responses may be synthesised as honesty, integrity, and follow-through, which were 

characteristics that they valued. These concepts are consistent with leadership and integrity 

studies reported by Engelbrecht et al. (2014), Swain et al. (2018), and Yang et al. (2017). 

Integrity is honesty and consistency between the espoused values and behaviour of the 

person (Yukl, 2013). Leaders conveyed that they made genuine attempts to observe the stated 

values of the organisations for which they worked and sought to apply them in their leadership 

practice. However, there was no mention of the alignment of their values to those of the 
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organisation. It was apparent that leaders sought affirmation that they were regarded as having 

integrity by their follower group. Leaders further described the importance of consistency in 

communication with followers through spoken word and use of symbols that, in the main, related 

to organisational values and priorities in building trust  

L1 equated consistency of messaging to demonstrating corporate values through high 

volumes of informal communications. He explained that he stressed his expectations of the 

organisational values be front of mind for all staff members as a strategy for consistent messaging. 

L1 also aligned his view of success as maintaining sound financial management and performance. 

From this, it appeared that the consistency of messaging was organisational centric rather than 

follower centric.  

L2 described engaging her follower group in discussions to achieve consistent messaging 

about integrity and working within organisational values. She described her approach as novel in 

the organisation because her follower group had previously experienced an entirely top-down 

approach. When asked about how L3 demonstrated integrity to her follower group, she found the 

question difficult to answer despite reporting that integrity was one of her employing 

organisation's stated values to which she subscribed in her leadership practice. After repeated 

attempts, L3 described it as equitable treatment of employees and allowing “everyone to put their 

point forward” and “doing what you say you will do”. L4 had a similar response to L3, adding 

that he reflected on whether “decisions he made would be the same as he would make for his 

family”. Taking a different tack, L5 asserted that “there is a balance between creating the vision 

and leading followers toward the future and alluded to being consistent”. L6 felt that integrity was 

“making sure that people in her organisation delivered, by helping aged care recipients to live 

their best life”.  

All leaders attempted to define how integrity might appear to others. Analysis of their 

responses indicated that their focus was related to being an agent of the organisation, and they 

were also greatly concerned about how their followers perceived them. The leaders' responses 

touched on ethical and authentic leadership elements and conveyed their importance for 

leadership practice. This phenomenon is consistent with the findings of Černe et al. (2013), who 

set out to test interactions between leader self-perception and follower perception of the same 

interactions. These researchers found that followers’ perceptions of authentic leadership predict 

employee JS. Additionally, Černe et al. (2013) found congruence between leader self-perception 

and followers’ perceptions as beneficial to follower JS. Moreover, high levels of authentic 

leadership and congruence of leader-follower perception need to be present to produce the most 

favourable results relating to followers' JS (Olaniyan & Hystad, 2016).  
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All leaders took great care to describe how they believed they listened to staff and sought 

staff input into the decision-making processes that affected their work. Most leaders discussed 

how they followed through when staff sought direction or needed support and used the 

organisational values to guide their responses to situations where staff had called on them in their 

leadership role.  

Most leaders identified the relationship between trust and followers, perceiving them as 

acting with integrity, and this was particularly apparent in the responses from L1, L3, L5 and L6. 

The leaders tended to link trust and integrity concepts, articulating the importance of high levels 

of behavioural consistency to demonstrate moral intentions and ethical behaviours. Weichun et 

al. (2016) previously described this relationship. However, while trust and integrity are closely 

connected, they may not be interdependent (Posner, 2001). Posner (2001) explored integrity from 

a behavioural perspective in an exploratory study to understand the concept of integrity to identify 

what integrity looked like in practice. His results revealed that acting with integrity is more often 

directed at leaders' behaviours than other people's behaviours in an organisation. Judgements 

about integrity also typically assume personal leadership responsibility rather than organisational 

responsibility. The findings of this research appear consistent with Posner (2001), in that raters 

tended to discuss leaders' behaviours by describing experiences that they interpreted as a part of 

their employing organisation's culture.  

There appeared to be a conflict for leaders between demonstrating behaviours consistent 

with organisational values and being perceived as trustworthy by their follower group. No leader 

described any actions taken to increase their trustworthiness to followers. Trustworthiness goes 

to the heart of theories of authentic and ethical leadership. Okpala and Caldwell (2019) found that 

trustworthiness is an essential component of ethical stewardship. The concept of ethical 

stewardship refers to principles and morals that guide an individual and how the person manages 

and coordinates the organisation's resources (Caldwell et al., 2007). Ethical stewardship has its 

roots in stakeholder theory and is a concept that embodies fair, just, and equal treatment of all 

stakeholders and focuses on policies and leadership that work for the good of an organisation as 

a whole (Caldwell et al., 2007). Leaders understood the need to demonstrate integrity; however, 

they did not identify any leader behaviours related to ethical stewardship. As previously 

mentioned, raters tended to view leaders as agents of the organisation, undermining their 

trustworthiness 

Raters’ responses described the expectations that their leaders be consistent, genuine, 

present, and equitable in their dealings with their follower group to be considered trustworthy. 

Raters were clear in their responses that it was not sufficient for leaders to state that they should 

be trusted, and the lack of demonstrated integrity was of concern to raters. This finding is 
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consistent with those of Černe et al. (2013) that leaders need to demonstrate ethical and authentic 

leadership behaviours as an integral part of their leadership style to affect JS positively. 

6.4 THE EFFECTS OF LEADERSHIP STYLE ON JS 

Overview 

The qualitative analysis provided an in-depth understanding of the effects of leadership 

style on the aged care employees who participated in this study. The outcomes evident from the 

qualitative analysis were states of moral distress and role stress for leaders and raters and related 

to the raters group, disengagement. The researcher named these states The Three Workplace 

Maladies.  

The language used by raters as they recounted their experiences conveyed moral distress 

(Ohnishi et al., 2019) and role stress (Kahn & Quinn, 1970). Raters reported experiences where 

organisational leaders issued instructions to work outside what they perceived as their competence 

boundaries, causing considerable unease. Members of both groups communicated considerable 

moral distress, role conflict, and role strain when meeting individual roles. Role strain is a 

collective term for role conflict and role overload (Davis et al., 2016). Role ambiguity and role 

conflict are also sources of role stress (Hardy & Conway, 1988; Kahn & Quinn, 1970; Mclean, 

1964). 

Role ambiguity occurs when confusion relating to the responsibilities and boundaries that 

are not clearly defined or the role is rapidly changing (Schmidt et al., 2012). As a result, the 

individual does not understand the parameters of their job. Role ambiguity is a source of 

workplace conflict (Phillips et al., 2014), low productivity (Manas et al., 2017; Zhou et al., 2016), 

and disengagement (Manas et al., 2017). Workers with unclear responsibilities will also tend to 

underperform and blame their lack of productivity on this apparent confusion (Manas et al., 2017). 

 Raters’ experiences are consistent with the findings of Wu et al. (2019), who found that 

role conflict, as a component of role stress, influences personnel's emotional well-being. These 

researchers found that role conflict manifests as increased tension, high levels of internal conflict 

decreased JS leading to uncertainty at work, and physical and mental exhaustion and have 

remained consistent over time, aligning with earlier studies conducted by Roy (1965) and B. 

Wright (1997).  

These experiences described by raters in the semi-structured interviews predispose 

individuals to job burnout, which has a direct and deleterious effect on the provision of quality 

care (Mchugh et al., 2011). Job burnout is a state of physical or emotional exhaustion that also 

involves a sense of reduced accomplishment and loss of personal identity (White et al., 2019). 

Except for R2, the raters described and exhibited job burnout, role stress, and moral distress. The 
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leads to decreased JS, poor consumer care, and job burnout. This raises the question of whether 

resilience training is a strategy that will address the problem or just a mechanism to address a 

symptom of a larger issue to do with the system of aged care itself, as detailed in theme two of 

this research, “The Context of Aged Care”. There is evidence of the adverse effects of work-

related stress causing increased staff turnover, decreased productivity, increased cost of care, and 

decreased quality of care (Aiken et al., 2002; Duffield et al., 2007; Ezenwaji et al., 2019; Rippon 

et al., 2020; Vahey et al., 2004; White et al., 2019).  

Mealer and Moss (2016) categorised strategies to prevent and deal with moral distress into 

three groups: educational interventions, interventions focusing on enhancing the work 

environment, and interventions focussed on helping individuals cope with their work environment 

and asserted that it is unlikely that any single intervention will be efficacious. Mealer and Moss 

(2016) discussed interventions to promote resilience, such as mindfulness-based stress reduction, 

self-reflection, cognitive flexibility, self-awareness programs, journaling, and professional 

networking. 

Epstein and Hamric (2009) posited that the potential consequences of moral distress are 

that staff may become morally numb to situations that cause them an ethical challenge and render 

them unable to recognise or engage in situations requiring moral sensitivity. The participants of 

this study did not discuss any experiences that suggested they were in this category. However, 

R1, R3, R4, and R5 described experiences that indicated that they may have conscientiously 

objected to a situation or voiced an opinion in attempts to overcome the distress, similar to the 

situation described by Catlin et al. (2008) referring to the performance of advanced technologic 

interventions. However, the most damaging consequence of ongoing moral distress is burnout 

(Swider & Zimmerman, 2010). Job burnout (often referred to as burnout) is a psychological 

syndrome involving chronic emotional and interpersonal stressors that individuals’ experience at 

work and their subsequent responses to their tasks, organisations, co-workers, clients, and 

themselves (Swider & Zimmerman, 2010). 

There is a correlation between moral distress and aspects of burnout (Meltzer & Huckabay, 

2004) and staff have considered leaving their position or even their profession due to moral 

distress (Corley et al., 2001; Hamric et al., 2006). This situation is relevant to this study due to 

the workforce shortages explained in Chapter 1. The concern is that a breaking point may occur 

due to repeated episodes of moral distress. The findings of two studies suggest that years of 

experience and the level of moral distress are associated (Elpern et al., 2005; Hamric et al., 2006), 

and with the workforce attrition and turnover in aged care, experienced aged care workers and 

professionals are at a premium. The current shortage of staff in the aged care system means that 

the sector cannot afford to lose valuable and morally invested aged care workers at any system 

level.  
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Moral distress is associated with job burnout and reduced JS (Dzeng & Curtis, 2018; Pauly 

et al., 2009), which is associated with the provision of lower standards of care (Prentice et al., 

2018). Employees who are subject to these stressors seem caught between opposing requirements. 

Raters were mostly concerned about inconsistencies or contradictions between the interpretation 

of the provisions in the poison’s regulations and the scope of practice for registered and enrolled 

nurses. This occurs in an environment where the lack of regulation and clarity about unregulated 

care workers' scope of practice creates unease. Scope of practice issues extended to 

responsibilities concerning medication management and adherence to poison’s regulations in 

operation in the Australian state or territory in which the participants worked.  

Leadership development programs must equip leaders with the skills to prevent and manage 

moral distress and job stress for their followers. Some of the aged care sector challenges relate to 

championing autonomy for care recipients while balancing funding constraints and organisational 

directives to increase productivity and efficiency while maintaining quality and safety of care. As 

moral distress was evident in the responses to interview questions in both the leaders and raters 

groups, leadership development strategies to address this are discussed later in this chapter. 

Moral distress is associated with job burnout (Frezza, 2020; Prentice et al., 2018). In a 

qualitative study involving 17 nurses, Wolf et al. (2016) found that the primary source of moral 

distress arose from conflicts between their leaders and the nurse’s expectations of their role, in 

addition to their perception of insufficient resources in terms of time, staffing, technology, and 

poor support from leaders. Their findings resonate strongly with the findings in this study.  

Role Stress 

A recent study demonstrated that role ambiguity and role conflict directly lead to job stress 

(Wu et al., 2019). These researchers linked job stress to job burnout. Another study by Evans et 

al. (2006) linked job stress with job burnout and diminished JS using the Maslach Burnout 

Inventory, Karasek Job Content Questionnaire, and a JS measure with 610 mental health workers' 

responses in England and Wales. There are similar job burnout findings following exposure to 

role stress in other studies (Lasalvia et al., 2009; Neumann et al., 2018; Neumann et al., 2018), 

which align with the lived experiences reported by participants of this study. 

Disengagement 

An early definition of engagement recognised full physical, cognitive, and emotional 

connection with work roles (Kahn, 1990). A more recent definition by Schaufeli (2002, p. 74) 

cited in Albrech (2011) defined engagement as a positive and fulfilling work-related state of mind, 

characterised by vigour, dedication, and absorption. Disengagement is the simultaneous 

withdrawal and defence of a person’s preferred self in behaviours that promote a lack of 
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connection, including physical, cognitive, and emotional absence with passive incomplete role 

performance (Kahn, 1990). Disengaged employees lack enthusiasm and are not expected to 

expend extra effort and are unsupportive of working in teams and can consequently negatively 

influence morale and, therefore, organisational performance (Kahn, 1990, p. 693). 

Some studies have linked disengagement at work with job burnout (Bakker & De Vries, 

2020; Basinska & Gruszczynska, 2019; Harris, 2016). A meta-analysis by Cole et al. (2011) found 

that from the 37 studies reported, and there was a high degree of correlation between job 

disengagement and job burnout. Another study by Seppala and Moeller (2018) found that only 

one in five employees exhibited high engagement levels at work, putting the risk of job burnout 

from disengagement as high, with the costs of job burnout as significant The ability to increase 

staff engagement is a critical strategy and recognised as a key skill of leaders. 

Job burnout is a state of emotional, physical, and mental exhaustion caused by excessive 

and prolonged stress resulting from individual and work/life factors, as noted by Genly (2016), 

who described it as a gradual process that is difficult to characterise as the signs of burnout are 

different for each person. As a work-related syndrome, it results from prolonged exposure to 

emotional and interpersonal stressors (Demerouti et al., 2001; Maslach et al., 2001). Job burnout 

is the loss of meaning in one’s work, often accompanied by mental, emotional, or physical 

exhaustion resulting from unresolved stress at work (Alarcon et al., 2009). It manifests itself as 

demotivation and detachment from work itself, depletion of energy levels, and even detachment 

in personal relationships and associated with adverse personal outcomes including anxiety, 

depression, and other mood disorders (Hillhouse et al., 2000) and general dissatisfaction with life 

(Alarcon et al., 2009; Hakanen & Schaufeli, 2012). From an organisational perspective, other 

studies have associated job burnout with increased levels of absenteeism (Schaufeli et al., 2009), 

diminished job performance (Bakker & Heuven, 2006), and staff turnover or intention to leave 

(Seibert & Kraimer, 2001). 

One impact of job burnout can be lower levels of productivity (Van Steenbergen et al., 

2018), a pessimistic outlook on work and life generally (Alessandri et al., 2018), and increased 

absenteeism associated with physical, mental, and emotional exhaustion (Genly, 2016). It is 

incumbent on leaders to champion a work environment that is preventive of burnout occurring. 

Prevention involves recognising the signs of burnout in staff, managing the situation with staff 

who are identified as at-risk or experiencing burnout and supporting staff through change and 

other stressors so that burnout may be recognised early or avoided altogether. No leaders 

mentioned the existence or the possibility of job burnout in staff; however, the lived experiences 

voiced by many raters signalled that they were indeed experiencing role stress, as previously 

reported in this chapter. Leaders also signalled they were experiencing job stress related to lack 
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resources and the imperative to maintain regulatory compliance including accreditation standards 

compliance in an environment of funding austerity. 

Raters described experiences where job stress led to burnout because they considered they 

had insufficient training and development opportunities to meet their jobs' requirements. Raters 

did not comprehend their value to the organisation or how they contributed to the organisation's 

goals. Additionally, raters felt that their workloads were unreasonable with insufficient staff 

numbers and an under-skilled workforce to meet care recipient needs and satisfy regulatory 

requirements. 

The prevention of job burnout includes equipping organisational leaders with tools and the 

sensitivity to understand employees' workloads that report to them and provide ongoing employee 

support (Cole et al., 2011). Moreover, it is necessary to ensure that employees have the resources 

to safely and competently perform their role (Xanthopoulou et al., 2007). Training and 

development opportunities help employees identify the signs and symptoms of job burnout (J. 

Kohn, 2019; Prosser et al., 1996) and personalise the employee experience at work in relating to 

their leaders is vital (Kohn, 2019).  

Job burnout is a prevalent problem. Brown and Quick (2013) reported that employee health 

and performance are negatively impacted when burnout is present in the work environment. In 

earlier work, Quick and Tetrick (2011) asserted that job burnout is one of several chronic 

psychosocial problems in organisations, and it has shared variance with associated psychosocial 

conditions, such as distress and depression. Brown and Quick (2013) proposed a theoretical model 

that supports the importance of the work environment to study burnout. They argued that the 

organisation and individual employees should not ignore the employing organisation's macro-

environment within which the affected individual operates. 

Further research that focuses more on the macro environment rather than how the individual 

operates would support innovation and improve organisational performance. In this regard, L. 

Brown and Quick (2013) proposed a multilevel model of burnout that highlights the institutional 

environment's influence on both organisations and individuals. They recommended a preventive 

approach to combat job burnout in organisations, and the researcher asserts that the training and 

skill set of leaders in the organisation must be an integral part of such a preventative approach. 

6.5 SUMMARY 

The qualitative analysis enabled consideration of the effect of leadership style on the study 

participants, revealing job dissatisfaction and job burnout as key concerns. At the same time, 

leaders were committed to making a difference in the lives of recipients of aged care and worked 

hard with honourable intentions, intervening factors such as the context in which aged care is 
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delivered made it challenging to deliver a consumer-centric service. In terms of workload 

management, the needs of staff and the quality required under current regulatory requirements for 

the funding offered in subsidy by the Australian Government also emerged as factors contributing 

to employee experience. Although raters agreed that leaders were physically present, such 

presence did not result in them feeling heard and valued, with raters considering leaders as overly 

organisationally centric. This disconnection led raters to regard their leaders as untrustworthy, 

hindering the relationship between them.  

The disparity identified between leaders’ intentions and raters’ experiences (the intention-

experience disparity) was central to the lack of trust by raters in their leaders. This intention-

experience disparity was coupled with frustration by leaders who worked hard to gain their 

followers' confidence and trust. What raters appeared to be seeking in their leaders were for them 

to be genuine, fair-minded, and to doing the right thing by their follower group, and these are 

three of four distinct components of authentic leadership (Avolio & Gardner, 2005; George, 

2003). Moreover, the findings of this study are suggestive that followers have expectations that 

their leaders practice respect for their rights and dignity, and practice honesty and integrity in the 

work environment and fairness in their leadership practice, which are leader attributes associated 

with the theory of ethical leadership (Brown & Treviño, 2006; Demirtas et al., 2015; Walumbwa 

et al., 2011). In the analysis of the transcripts of semi-structured interviews, leaders consider they 

are all these things. However, workplace culture and trust require more than a personal belief. It 

requires leaders to implement self-reflection practices, assesses how staff feel and give feedback, 

and demonstrate to staff that their feelings and experiences are valued and used to improve 

workplace culture and environment. Assessment of leader performance is key to these processes. 

Otherwise, how would leaders know when they are regarded as honest, competent, and reliable 

and therefore considered trustworthy. This leadership performance evaluation is key to driving 

the organisational culture change that has emerged as a necessity in the aged care sector. 
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Chapter 7: Conclusions, Recommendations, 

Research Limitations, and Impact 

7.1 ACHIEVEMENT OF THE AIMS AND OBJECTIVES OF THE STUDY 

This chapter summarises the research findings relating to the questions posed and includes 

recommendations for future research arising from the results and findings of this mixed-methods 

study based on identified gaps in the body of knowledge around leadership, OID, and JS in 

Australia's aged care sector.  This study has achieved the aims and objectives set before 

commencement and provides evidence-based answers to the research questions. 

This research explored the following questions: 

1. Is there an association between leadership style and organisational 

identification in the aged care sector?  

2. Is there an association between leadership style and employee job satisfaction 

in the aged care sector? 

3. What promotes or inhibits higher levels of organisational identification? 

4. What promotes or inhibits job satisfaction in aged care employees? 

5. What are the implications of research questions 1- 4 on the content of aged care 

leadership development programs and leadership assessments? 

The researcher’s conclusions relate to each of these questions, and there are 

recommendations for further enquiry. The impact and limitations of this research are also included 

in this chapter. 

7.2 CONCLUSIONS TO THE RESEARCH QUESTIONS (1 AND 3) 

RELATING TO OID  

Is there an association between leadership style and OID in the aged care sector? 

The quantitative results from the IDPG scale in this study were unable to demonstrate the 

presence of OID within the participants. While the IDPG scale demonstrated a high level of 

internal consistency within the sample, the factors that comprise the tool returned results in the 

questionable range for the shared experience factor and unacceptable range for the shared 

characteristics as described by George and Mallery (2007). While Cronbach’s alpha returned a 

high level of internal consistency overall (0.94), there were more questionable results when 
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Cronbach’s alpha was applied to the IDPG data for each of the two IDPG factors and Table 11. 

reports this. 

 Moreover, the correlations between the IDPG factors and the MLQ5X[Short] factors were 

weak between the shared experience factor (SE) and the transactional leadership factors of 

rewards achievement (CR), management by exception-active (MBEA), and management by 

exceptions-passive (MBEP) and the laissez-faire factor of avoids involvement and Table 15. 

reports this. The shared characteristics (SC) results were similar, albeit slightly higher in the 

questionable range for the transactional and laissez-faire factors of the MLQ5X[Short]. Except 

for the laissez-faire leadership style, a weak positive correlation was returned in this research for 

transactional and transformational leadership. These results indicate that while both variables of 

leadership style and either shared characteristics or shared experience factors of the IDPG tended 

to go up in response to one another, the relationship was not very strong, and it is appropriate to 

conclude that no significant relationship was found between OID and leadership.  

The qualitative data suggest that participants’ reasons for working in the aged care sector 

had more to do with the work itself and the participants’ desire to make a positive difference in 

the lives of seniors who require care. The psychological relationship between employee and their 

employing organisation is a matter that has attracted considerable empirical enquiry over more 

than three decades (Bal et al., 2013; Guest et al., 2010). This relationship is commonly 

conceptualised in two ways. One way is in identifying with the organisation that often manifests 

as a sense of belonging within the organisation and having positive views. The other 

conceptualisation is commitment (Goswami, 2021), which relates to the affective component of 

the employing organisation.  

 The qualitative study findings were consistent with the statistical data, demonstrating a 

weak or no relationship between leadership style and OID. As previously described, the definition 

of OID is the degree to which employees define themselves as a member of the organisation and 

the extent to which they experience a sense of oneness with its values, methods, and operating 

model (Ashforth & Mael, 1989; Mael & Tetrick, 1992; Schuh et al., 2016). These OID 

characteristics were not evident in the qualitative analysis, suggesting aged care work itself rather 

than attraction to and identification with a specific organisation or group draws individuals to 

work in aged care organisations.  

What promotes or inhibits higher levels of OID? 

The quantitative findings and clustering exercise that followed the analysis of semi-

structured interview data demonstrated that it was the caregiving itself, rather than the 

organisational reputation, mission, or values more strongly influenced decisions about where 

participants chose to work. Consequently, no conclusions were able to be drawn based on the 
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results and findings of this research regarding the promotion or inhibition of OID. The “More I 

Than We” theme emerged because the responses from participants of both groups in the study 

referred to working in aged care to satisfy a personal aspiration or need rather than wanting to 

work for any specific organisation or brand. 

Summary 

The quantitative results and qualitative findings of this research are that OID was not 

evident. No participant expressed a reason for entering the aged care workforce due to a desire to 

work with a particular organisation based on shared values with the organisation or the 

organisation's leaders.  

As no OID was found in either group, there appears to be no effect of leadership style on 

OID within the confines of this study. However, the researcher recommends further empirical 

investigation to determine whether there is any correlation between leadership style and 

organisational commitment that was not explored in this study, as this is an area with a research 

gap. This study found that leadership style has no significant effect on OID. 

7.3  CONCLUSIONS TO THE RESEARCH QUESTIONS (2 AND 4) 

RELATING TO JS. 

Is there an association between leadership style and employee JS in the aged care 

sector? 

The MJS (Mael & Tetrick, 2016) data is reliable, and the researcher is satisfied that the 

measurements are trustworthy, with results in the good to excellent range using the values 

proposed by D. George and Mallery (2007), which demonstrates that the scale is consistent and 

dependable as a measure of JS. The quantitative results revealed significant positive and negative 

correlations concerning the effect of leadership style on JS.  The results demonstrated positive 

and significant correlations between the MLQ5X[Short] factors of IIA, IIB, IS, IM, EE, EEF, and 

SAT related to transformational leadership with most of the factors of the MJS as reported in 

tables 15 and 16 (pp. 83-85) in Chapter 4, indicating that transformational leadership styles 

increase JS. There is also a significant correlation between the transactional leadership factor of 

CR. However, the other transactional leadership factor of MBEA did not return a significant 

correlation. The laissez-faire leadership style factor of LF significantly correlated negatively with 

the factors of PS, SS, PP, ST and SW of the MJS. From these results, the researcher concludes 

that leadership style is positively associated with the following MLQ5x[Short] factors ascribed 

as transformational leadership factors: 

1. IIA Builds Trust, 

2. IB Acts with Integrity,  
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3. IS Encourages Innovating Thinking) 

4. EE Generates Extra Effort 

5. EEF Is Productive 

6. SAT Generates Satisfaction 

With each of the five MJS factors of personal satisfaction (PS), workload satisfaction (PP), 

personal support satisfaction (SS), workload satisfaction (PP), pay and prospects Satisfaction (ST) 

and overall satisfaction (SW). The factor coaches and develops people (IS) positively correlated 

with two of the MJS factors of personal satisfaction (PP) and overall satisfaction (SW). The factor 

ascribed to transactional leadership of rewards achievement (CR) also positively correlated with 

each of the MJS Factors previously mentioned. Conversely, negative correlations were returned 

for the laissez-faire leadership factor of avoids involvement (LF) with three MJS factors of 

personal satisfaction (PS), workload satisfaction (PP) and overall satisfaction (SW).  

The qualitative analysis of the semi-structured interview data provided a greater depth of 

understanding of the patterns identified in the quantitative analysis by analysing and clustering 

the streams of consciousness identified in the transcripts of participants interviews to discover the 

dominant themes that emerged from the participant’s lived experiences and explain them. 

These results are consistent with what is known about transformational leadership styles 

that practice empathy and emphasise the importance of a collective identity, kindness, relationship 

building, and goal definition and directedness (Jin, 2010). Transformational leaders promote 

emotional attachment between the leader and followers (Bass & Avolio, 1993). As demonstrated 

in a large study (n=350) by Choi et al. (2016), the types of empowering behaviours increase JS. 

These researchers found that transformational leadership styles positively influence JS. 

What promotes or inhibits JS in aged care employees? 

The conclusions reached in exploring this question come from the qualitative study and 

based on the quantitative study results. The quantitative study areas were more deeply explored 

in the qualitative, giving a greater understanding of the phenomenon by the IPA process.  The 

semi-structured interviews allowed participants to express their lived experiences and, therefore, 

their job satisfaction. As described in Chapter 5 and discussed in Chapter 6, the researcher labelled 

these themes as: 

Theme 2: The Context of Aged Care comprises three threads of Regulation and 

Compliance, The Quality-Cost Conundrum and Workload. Theme 3: Engagement and Voice 

comprised of three threads of Be Present, Value Me and Hear Me and Theme 4: Leader Behaviour 

comprised of two threads of Trust and Trustworthiness. A summary of each of these emergent 
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themes derived from the streams of consciousness and labelled as threads and their relationship 

to JS is discussed below. 

The Context of Aged Care 

This theme became evident to the researcher, with participants describing their unease and 

anxiety, which emerged as distress in most participants concerning aged care regulatory 

compliance, the conundrum between quality and cost described by participants, and their 

workload. 

Regulation and Compliance  

The Australian Government is responsible for funding and regulating aged care provision 

to seniors who qualify for services. The 2018-2019 budget review reported that overall spending 

on aged care is forecast to increase from $18 billion to $22.1 billion in 2021-2022 (Australian 

Government, 2019).  

An additional concern expressed by some leaders is that the Aged Care Act, 1997 (Cth), is 

now 24 years old and has not had a full statutory review despite calls from consumer groups, 

provider groups, and aged care leaders. The Australian Law Reform Commission (ALRC) has 

conducted a series of reviews into various aspects of the Aged Care Act's operation, 1997 (Cth); 

however, a full review of the Act has not materialised despite acknowledgements from 

government and industry that this is long overdue.  There have been repeated calls for reviewing 

this piece of legislation and described chronologically in the Royal Commission into Aged Care 

Quality and Safety Background Paper 8 (Royal Commission into Aged Care Quality and Safety, 

2019). The Royal Commission in Aged Care Quality and Safety is one of 20 inquiries into aged 

care since the Act was assented in 1997 (Phillips et al., 2018). Previous reviews have found that 

the system is underfunded (Ratcliffe, 2020). The workforce is insufficiently trained and consists 

mostly of unregulated workers supervised by a small number of licensed health professionals, 

usually nurses (Australian Nursing and Midwifery Federation, 2019; Lewis & Gray, 2017). These 

commentaries called for mandatory staff ratios for the aged care sector (Australian Nursing and 

Midwifery Federation, 2019) and a need to improve care governance to improve care quality 

(Miller, 2019). These previously identified themes persist today and were noticeably present in 

participants' lived experiences in this study. 

 There must also be recognition that the Aged Care Act, 1997 (Cth) is only one piece of 

legislation that requires compliance that aged care leaders must deal with in their daily working 

lives. The compliance requirements are complex a mix of Commonwealth and State legislation 

and local government by-laws.  

The issues of concern that emerged in the qualitative data analysis were different for leaders 

and raters. Leaders tended to describe experiences related to the context of the aged care 
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environment that impaired their JS, such as working within the onerous regulatory environment 

while balancing costs and maintaining the quality of services offered to aged care service 

consumers and had the effect of unreasonably increasing their workload. 

The same threads relating to compliance, workloads and resources impacting JS emerged 

for raters. However, they described lived experiences relating to the scope of practice, medication 

management, and their obligations and risks. They experienced decreased JS, mostly caused by 

their experiences of the regulatory environment governing medication management and the 

related concern of scope of practice. Raters who were licensed nurses described experiences 

where they felt compromised and unsafe due to job requirements impacting their practice scope 

as a registered nurse, particularly related to medication management and care recipient assessment 

after hours.  

Those who were unregulated were concerned that they did not have a scope of practice, 

which meant they did not have a statutory instrument against which they could measure what their 

leaders were asking them to do. They cited numerous experiences concerning medication 

management and assessment and observation of clients or residents in aged care facilities where 

they felt their leaders asked them to perform tasks for which they were not appropriately trained. 

They were unsure of the legal implications in the event of a mistake or misadventure. Except for 

one rater, they believed that they were asked to undertake these care-related tasks as a matter of 

convenience for the organisation or leader rather than concerning compliance with laws or 

regulations. 

The Quality-Cost Conundrum 

Leaders consistently expressed dissatisfaction with the funding of aged care. All leaders 

described similar experiences that required them to deliver consumer-directed care as a matter of 

government policy in an austere federally funded environment which negatively impacted job 

satisfaction.  Raters more referred to the funding being inadequate to provide for sufficient staff 

to provide high quality care. 

Workload 

Leaders and raters’ workloads were topics of intense discussion and emerged from 

discussions about the adequacy of funding, which led to a discussion on staffing and other 

workforce considerations. By far, the raters were more vocal about workload, as they again 

expressed concerns for the safety of clients/residents' for whom they provided care and for 

themselves and their colleagues. The raters used terms such as professionally isolated, 

overwhelmed by their care responsibilities, meagre staff numbers, insufficient skill mix, and 

workload inequity to describe their feelings. 
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Engagement and Voice 

Three threads were identified in the transcripts that clustered to the Engagement and Voice: 

1. Leader Presence – represented in the thread Be Present. 

2. Leaders Valuing Followers – represented in the thread Value Me. 

3. Allowing Followers to be Heard - represented in the thread Hear Me.  

The threads of this theme are interrelated despite being discussed individually. Without 

exception, leaders believed they were present in the workplace, available to staff and contributed 

in a valuable way to consumers' care. Moreover, the leaders believed they provided 

encouragement and ample means for raising concerns or suggestions for change and innovations 

in support of their staff. However, with one exception, the raters of this cohort did not experience 

encouragement, engagement or support from their leaders, highlighting a concerning gap.  

A significant body of evidence demonstrates that JS increases when employees feel 

engaged by their leaders (Bailey et al., 2017; Jeske et al., 2017; Kolodinsky et al., 2017), and this 

may account for the diminished JS found in the transcripts of most raters. 

Be Present 

While the leaders claimed an understanding of the necessity for engagement strategies, 

including the need to be present and provide avenues to contribute, most raters felt that their 

leaders did not encourage the raters’ engagement. “Being present” is a core component of 

employee engagement (Donnelly, 2018). Hence, the ability to be present in a meaningful way is 

an essential component of leadership development (Heldenbrand & Simms, 2012).  

The essentiality of employee engagement training in leadership development was the topic 

of a study by Heldenbrand and Simms (2012). These researchers undertook a field and follow up 

study examining leadership development, employee engagement, and value-added consumer 

improvements, asserting that employee engagement is the “missing link” towards sustaining and 

growing organisational culture in long term care.  Leadership development must be immersed in 

real world responsibilities and is a leading catalyst for sustained organisational change 

Heldenbrand and Simms (2012). 

Value Me 

Most raters called for more significant leader presence and opportunities for increased 

meaningful employee contribution to demonstrate that they were valued for what they did. The 

transcripts described experiences that represented a lack of opportunity to contribute to the aged 

care work environment contributed to raters' perception that their leaders were not trustworthy, 

despite experiences described by leaders of their efforts to provide such opportunities. It appears 
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that while leaders’ intentions and motivations are sound, the execution of strategies to achieve 

these are ineffective in the experiences of raters. 

Hear Me 

There is a direct link between employee engagement and the perception that they have a 

voice in the organisations they work with (Bailey et al., 2017; Gatti et al., 2017). When the 

followership experience, or perceive, a lack of voice, engagement also declines. (Heldenbrand & 

Simms, 2012). With one exception, all raters group members described lived experiences that 

recounted how they lack a voice in their organisations, whether they wanted to contribute to the 

welfare and care of aged care consumers, their need for greater opportunities for training or 

development or in some cases, they were seeking to have some influence on organisational policy 

or practice. It is acknowledged that leaders believed that they provided opportunities for their 

followership to be heard. This was not the experience of most of the participants in the follower 

group. 

Leader Behaviour 

Trust and Trustworthiness 

Raters described lived experiences where they questioned their leaders’ trustworthiness. 

The researcher’s interpretation of the raters’ voices appears to confirm their perception that their 

leaders were not trustworthy. This perception appears related to their desire for their leaders to 

act with integrity, be consistent and equitable in their communications and decisions, maintain a 

presence in the work environment, value their staff, listen to their concerns, and, importantly, act 

on them.  

Leaders offered genuine and heartfelt intentions to act in ways that most of the raters 

indicated would increase their JS and provide the opportunities previously discussed as benefits 

of high levels of JS. However, the raters experienced their leaders in a different way than intended. 

Examples of this disparity between the leaders’ intentions and the raters’ experiences were found 

throughout the transcripts. For example, leaders believed that an informal meeting provided ample 

demonstration of their presence, enabling their followership an opportunity to be heard other 

examples related to complaints handling and clinical governance.   Three raters conveyed that 

they worked in a culture of blame and punishment for making an error, citing experiences where 

that perception was plausible. The leaders were unable to provide examples of how they had 

managed errors sensitively and equitably.  

Raters raised concerns about the regulatory system centred around the scope of practice 

challenges in an environment where most of the follower group were unregulated care workers 

without a defined scope of practice. The concerns raised related mostly to the rater’s scope of 

practice and medication management rather than aged care system compliance requirements. 
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Interestingly, no raters mentioned issues relating to the Aged Care Act. 1997 (Cth) or the 

regulations attached to it, including aged care accreditation requirements.  

Missing from the leaders' voices were strategies employed to manage safety and quality 

concerns than the current culture of blame perceived by some raters. Better ways could include 

approaches for responding to safety and quality issues, such as: 

1. Proactive practice for averting negative consumer outcomes, including 

clinical mistakes and accepting the principle that to err is human (Kohn et al., 

2000) where the safety and quality issues reviewed support understanding and 

communication of the risk, education to healthcare providers and regulators, 

and research about the effectiveness of measures to address the issues (Sujan 

et al., 2016). 

2. Reflective practice is a cognitive process and something that happens 

subconsciously, although most people first formally encounter this at 

university when reflecting on a patient case, or an elective they have 

undertaken, or some other experience (Koshy et al., 2017, p. 1). The theory-

based reflective practice is summarised under three main headings by 

Thompson and Pascal (2012):  

a. The Critique of Technical Rationality described as instrumental 

problem-solving through rigorous application of scientific theory (Schon, 

1983). 

b. The Artistry of Professional Practice replaces the rigidity of technical 

rationality because reflective practice is concerned with integrating theory 

and practice to fit the circumstances encountered in the traditional 

approach of applying theory to practice (Sadler-Smith & Smith, 2006). 

c. Reflection and Learning: reflective practice is closely related to the idea 

of learning from experience and characterised by blending theory to 

practice, active learning, participative learning, and changing dogma and 

prejudice (Thompson & Pascal, 2012). 

The Three Workplace Maladies 

A malady is defined as a disease or disorder or an unwholesome or disordered condition 

(Merriam-Webster, 2021). The researcher asserts that what the qualitative analysis in this study 

reveals are that there are three serious workplace problems or maladies that emerged.  These are 
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moral distress and role stress for both cohorts, and for those in the raters group, the workplace 

malady of disengagement. Like other findings of this study, the causes differed between the 

leaders and raters. Leaders tended to describe experiences related to the context of the aged care 

environment that impaired their JS, while raters described experiences of not having a voice in 

the organisation and their perception of their leaders as untrustworthy, which adversely affected 

JS.  

The qualitative analysis revealed that for the leaders, their experiences of the onerous 

regulatory environment while balancing costs and maintaining the quality of services offered to 

aged care service consumers. The regulatory compliance concerns raised by all leaders centred 

on the aged care regulatory system requirements and the demands of continually pivoting to meet 

these requirements in a fiscally constrained and changing government policy environment.  

For leaders, the compliance requirements in aged care were considered onerous, costly, and 

often described as reducing quality and stifling innovation. They expressed distress that they were 

perceived or believed they were doing something wrong despite their best efforts, and many 

described feelings of distress in this situation. As reported in Chapter 6, both groups experienced 

moral distress, and role stress in their work and raters demonstrated significant disengagement 

from their work. 

Moral Distress 

Raters also described multiple experiences that created moral distress (Fourie (2015, p. 91), 

role conflict (Tarrant & Sabo, 2010), and role confusion (Phillips et al., 2014), culminating in role 

stress. Moral distress and role stress can cast concern over leaders' trustworthiness (Caldwell et 

al., 2007; O’Neill, 2018), leading to employee burnout (Phillips et al., 2014). For raters, the moral 

distress identified emanated from concerns relating to their scope of practice in an environment 

where unregulated care workers form the workforce's largest volume. This situation was most 

obvious in consumer medication management practices that many raters perceived as in conflict 

with Drugs and Poisons Regulations, which are different in state or territory jurisdictions. Other 

scope of practice concerns related to care processes carried out by unregulated personal care 

workers often remotely supervised by licensed health professionals such as nurses and allied 

health professionals.  

The moral distress evident in leaders and raters groups requires further empirical enquiry 

in the aged care sector, particularly in the light of the workforce shortages experienced and 

discussed in Chapter 1. 

Role Stress 

Leaders and raters reported conflicts between providing quality care and the resources 

available to fund such care causing the quality-cost conundrum. The funding system requires 
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provider organisations to constantly pivot to contain and reduce care costs in an environment 

where consumer advocacy and choice are encouraged through government policy such as CDC, 

and consumer demands have never been higher (Moffatt et al., 2011; Woods et al., 2017). 

Additionally, leaders also related the constant pressure to improve productivity, linked to the 

inadequacy of aged care funding. 

Raters concerns centred around managing workloads and being challenged with work-

related time pressures when on shift and the available skills mix on a roster. Additionally, the 

level of training and skill mix available in care areas related to an unregulated and often poorly 

trained workforce placed significant professional responsibilities for maintaining the standards of 

care on licensed health professionals such as nurses.  

Disengagement 

The streams of consciousness identified in the qualitative analysis clustered into the 

Engagement and Voice theme were labelled by the researcher as, be present, hear me and value 

me. While the Leaders participants claimed an understanding of the necessity of engagement 

strategies and intentions to address this within their followership, most Raters did not experience 

encouragement to engage by their leaders.   

Being Present is a core component of employee engagement, with leadership being a crucial 

antecedent of engagement (Donnelly, 2018). Hence, the ability to be present in a meaningful way 

is an essential component of leadership development (Heldenbrand & Simms, 2012). The 

essentiality of employee engagement training in leadership development was the topic of a study 

by Heldenbrand and Simms (2012). These researchers undertook a field and follow up study that 

examined leadership development, employee engagement and value-added consumer 

improvements, asserting that employee engagement is the “missing link” towards sustaining and 

growing organisational culture in long term care. Leadership development is a leading catalyst 

for sustained organisational change. It is critical not to separate this training from real-world, day-

to-day leaders' responsibilities to avoid only achieving limited results from such training 

Heldenbrand and Simms (2012). 

There were calls from most participants in the Raters’ group for more significant Leader 

presence and more meaningful employee contribution opportunities. Raters also wanted to be 

valued for what they do. The lack of opportunity to contribute to aged care's work environment 

appears to contribute to Raters' perception that leaders are not trustworthy despite the Leaders' 

efforts to provide such opportunities. It appears that the motivation of the leaders is sound. 

However, the execution of strategies to achieve this may not prove effective. 

The evidence strongly points to employee engagement being significant for improving JS 

and job satisfied employees being associated with a lower attrition rate of innovative and creative 
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employees (Kumar & Pansari, 2015; Shacklock et al., 2014). The evidence relating to the 

successful implementation of employee engagement strategies in leadership development 

programs includes fostering self-worth (Shuck et al., 2016), team building (Slosberg et al., 2018), 

reward and recognition (Alzyoud, 2018; Osborne & Hammoud, 2017), workload equity 

management (Bakker & Demerouti, 2017), and the perception of substantial levels of 

organisational support (Meyers et al., 2019).  

Leaders genuinely attempted to gain the trust of their follower group. However, while 

leaders recounted experiences where they attempted to garner trust in their follower group, raters 

were not convinced that the leaders, in general, displayed trustworthiness in their actions. Most 

raters described experiences that cast doubts about leaders' trustworthiness due to lack of empathy 

to the plight of licensed health professionals and unregulated care workers attempting to meet 

consumer needs and regulatory responsibilities in such an austere funding system. There was 

significant discussion criticising current reward and recognition systems that questioned whether 

they effectively promoted a positive organisational culture by recognising and selecting 

appropriate recipients. Most raters and two leaders voiced significant and plausible concerns 

about the fairness and equity of the various staff awards programs and ceremonies, reinforcing 

the perception that the leaders were untrustworthy. 

With one exception, raters perceived that they worked in a culture of blame, experiencing 

variation in the management of clinical errors and adverse clinical incidents in the organisations 

in which they worked. Some tied this to leaders fearing that the organisation may find itself in 

breach of statutory or quality compliance requirements when clinical errors occur. Raters strongly 

sensed that clinical errors would be met with punishment or retribution for a mistake, rather than 

using errors as an opportunity for process improvement and learning. The lack of training 

opportunities was a common issue for most raters.  

Raters raised issues relating to the insufficiency of budgetary resources, a lack of paid 

training, and lack of training opportunities in the employing organisations. The experiences 

offered showed that leaders did not necessarily follow through to provide sufficient or effective 

training opportunities in aged care organisations. Leaders were not perceived to be championing 

their followers' training and development needs, often opting for free courses undertaken in the 

raters’ own time, which appeared to be a norm reported by some leaders and most raters. 

Additionally, raters expressed concerns that there was no recognition of the different learning 

needs of aged care staff at different skill and experience levels. Raters also expressed concerns 

that leaders focused more on organisational priorities than staff needs, which impacted raters' 

perceptions of leaders' trustworthiness.  
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7.4 CONCLUSIONS TO RESEARCH QUESTION (5)  

What are the implications for the content of aged care leadership development 

programs and leader performance Assessment? 

The researcher concludes that there are four future focus areas for aged care leader 

development and performance assessment.  These are authenticity, trustworthiness, empathy, and 

presence. Based on available evidence, such programs would target self-awareness, self-

regulation capacities, and ethical competency (Helft et al., 2009; Rushton, 2016; Young & 

Rushton, 2017). The programs would also train leaders to foster their followership’s voice 

(Harvey et al., 2016; Patmore et al., 2016). Mindfulness-based stress reduction (Vaclavik et al., 

2018) and some reservations that emerge from the literature, building moral resilience in staff 

(Rushton, 2016) are also recommended as part of the leadership development program. However, 

systemic change must accompany these strategies (Greer & Shuck, 2020), as the aim is not simply 

to equip staff to withstand toxic cultures or to suggest that it is the lack of resilience that’s the 

problem.  

Leader Power Relationships and Follower Trust 

Much research into organisational power focuses on the leader being the holder of power 

and the follower as a target of the power. However, this is only effective when there is a level of 

trust operating in the follower group characterised as affect-based trust3 and cognition-based4 trust 

(Zhu & Akhtar, 2014). This trust facilitates emotional attachments and embraces an obligation to 

respond to leaders and facilitates co-workers' helping behaviours (Zhu & Akhtar, 2014). These 

researchers also found that followers draw inferences about their leaders’ characteristics such as 

ability, reliability, and integrity to form a cognition-based trust (Zhu & Akhtar, 2014, p. 744).  

Personal Development and the Development of Self-Awareness 

Personal development and self-awareness training are vital in a leadership development 

program (Crawford et al., 2019; Waite et al., 2014). This quest for self-awareness is consistent 

with an authentic leader's objectives, and central to it is being “true to oneself” as the basis of 

authenticity (Brown & Treviño, 2006).  

 

 

3 Affect-based trust is built by a social emotional bond that goes beyond a regular business or professional 

relationship. The emotional ties linking individuals provide the basis for affect-based trust (McAllister 

1995). 

4 Cognition-based trust is built by self-perception and self-interest on the cues of performance and the fact 

of accomplishments through direct interactions with a partner. The basis of cognition-based trust is 

cognitive reasoning (McAllister 1995). 
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Two strategies for personal development associated with increasing authentic leadership 

behaviours are reflexivity and self-authorship (Eriksen, 2009). The Erikson study asserted that 

this is required of an authentic and effective leader because, by explicitly defining themselves in 

the form of their values and beliefs, participants in a leadership development program have a clear 

sense of self, expressed as self-narratives, which form the base of their authentic leadership 

(Eriksen, 2009).  

Development of Authentic Leadership Practice 

Authentic leadership development must include interpersonal leadership (Wulffers et al., 

2016), and this assisted in informing the development of the conceptual model shown in Figure 

37. These researchers found that an authentic leadership program designed around their guidelines 

had a proximal effect of increasing authentic leadership behaviours and recommended that 

leadership development programs commenced with personal development, interpersonal 

leadership skills, and professional leadership skills (Wulffers et al., 2016) and is consistent with 

earlier work of Bass (2008) who described the attributes exhibited by authentic leaders. The 

researcher’s findings in this study suggest that it is imperative to find a suitable framework for 

use in the aged care environment to address the weighty issues of moral distress, role stress, and 

disengagement that cause job burnout an increased turnover intention among aged care staff that 

contributes to the chronic workforce shortages experienced in the sector.  

 Professional leadership is the third component described by Wulffers et al. (2016). 

Professional leadership is the development of willing cooperation, the provision of the direction, 

the process, and the coordination of organisational members to attain organisational goals.  

Professional leadership encompasses the formal part of leadership, such as setting the 

organisation's vision and mission and creating a process to achieve the stated organisational goals 

and the components necessary to achieve professional leadership are trust, sharing, and morals, 

with these all being vital components of authentic and ethical leadership (Mastrangelo et al., 

2004).  

The contemporary evidence of leadership in health and social care suggests that it is a 

professional leadership and interprofessional leadership demonstration to be perceived as 

trustworthy in an interdisciplinary team environment (Brewer et al., 2016; Kim et al., 2014; 

Margolis et al., 2015). Table 21 lists the characteristics of authentic leaders identified in the 

literature and the Wulffers et al. (2016) model, and these characteristics were used to inform the 

conceptual model for leadership development and assessment programs. 
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organisational outcomes that can be categorised as a “command and control culture” rather than 

a participative culture immersed in distributed leadership in the interests of consumer care. 

A command and control culture exists in organisations where it is perceived that nothing 

matters except that people do as their told and that tasks are accomplished efficiently, on time and 

within budget (Parsons et al., 2017, p. 5). The question then emerges as to whether this command-

and-control organisational culture could cause a lack of transparency, empathy, and engagement 

evident in the raters' responses in the qualitative analysis? This phenomenon bears further 

investigation in future research to inform leadership practice and leadership assessment. 

The raters appeared to categorise their leaders as fitting the transactional leader's definition 

by Bass and Avolio (1994). What resonated clearly from the IPA process that leaders who 

exhibited a laissez-faire leadership style negatively impacted follower job satisfaction. This was 

also evident in the transactional leadership factors of management by exception passive (MBEP) 

and management by exception active (MBEA).  However, all transformational leadership styles 

and the contingent rewards transactional factor of rewards achievement (CR) positively impacted 

job satisfaction. 

The evidence from this study, which is consistent with existing research, is that followers 

are more satisfied when there is a demonstration of authentic and ethical leadership (Brown & 

Treviño, 2006; George, 2004; George & Sims, 2007; Ilies et al., 2005; Jordan et al., 2011; Leroy 

et al., 2012; Ruiz et al., 2010). Thus, the outcome of this research further supports an urgent need 

for leadership training and development concerning developing the attributes of authentic and 

ethical leadership, previously categorised as a subset of transformational leadership as one of the 

powers and influence theories of leadership. 

It was apparent that all leaders intended to lead with a transformational style and inspire 

their followers to provide care for aged consumers by caring for their staff. The intention-

experience disparity evident here underpins the need for authentic and ethical leadership 

development efforts and leadership performance assessment to becoming more evidence-based, 

targeting areas that increase and assess followers’ perception of authenticity and ethicality of their 

leaders.  

This research recommends that leadership training and development and leader 

performance assessment target authentic and ethical leadership styles to bridge the leader 

intention-experience disparity, including strategies that evaluate leaders' performance against new 

metrics in leadership practice.  

It appears that congruence between leaders’ self-perceptions and followers’ perceptions of 

authentic leadership is beneficial, and both need to be present at high levels to ensure the most 

beneficial results in terms of followers’ JS (Černe et al., 2013).  Another extensive study that used 
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hierarchical linear modelling analysis demonstrated a positive relationship between authentic 

leadership, employees’ JS, and work engagement Penger and Černe (2014). More recently, there 

were similar findings that employees who perceived their leader as authentic reported increased 

JS with a reduction in employees intentions to leave their employment (Olaniyan & Hystad, 

2016). 

Strategies that individuals and systems could use to mitigate the detrimental effects of moral 

distress and foster moral resilience were identified by Rushton et al. (2017).  These researchers’ 

findings suggest that one strategy to deal with moral distress in aged care staff could be to add 

resilience training to the staff development program in aged care services. This strategy amounts 

to increasing moral agency in leaders, which refers to an individual’s ability to make moral 

judgments based on right and wrong notions and accountability for acting accordingly (Walsh, 

2010). Moral resilience assists in using learned responses to minimise distress and preserve 

integrity (Schroeter, 2017).  

Moral resilience training provides strategies for choosing how to respond to ethical 

dilemmas to minimise personal suffering, and the evidence-based regarding the effectiveness of 

moral resilience training is scant (Mealer & Moss, 2016). Francis et al. (2018) used simulated 

moral actions in a virtual reality environment common to the occupational group in the study, 

which were firefighters. The researchers found that trained individuals made the same moral 

judgements and moral actions as those in the untrained group. Further, they demonstrated less 

arousal and regret, and they suggested that concerns regarding empathy decline in health care 

professionals reflect the development of a necessary emotional resilience to distressing events.  

The concept of resilience training is complex, contextual and affected by the interplay 

between individuals and their environment (Taylor, 2019).   Any intervention promoting 

resilience in healthcare workers must recognise and address structural and organisational factors 

in addition to individual responses and asserted that resilience-based approaches are often 

grounded in a strength-based model, emphasising factors that promote success while often 

overlooking factors that contribute to failure (Taylor, 2019).  

Without examining and addressing factors in the work environment contributing to burnout, 

the evidence suggests that resilience training alone is an incomplete intervention. Despite an 

extensive search of the literature, no evidence was found supporting the long-term effectiveness 

of resilience training, and therefore, the outcomes of moral resilience training require further 

evaluation. A systematic review of the literature and found 33 papers representing 

10,741participants from 12 occupations and eight countries which found that resilience training 

was less effective in populations with exposure to prior trauma or experiencing negative sequela 

of trauma and recommended further research related to improving resilience training, including 
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to whom the training is offered (Brassington & Lomas, 2020).  However, a body of evidence 

suggests that developing moral agency in leaders is an essential dimension of leadership 

development in organisations (Cherkowski et al., 2015; Hiekkataipale & Lämsä, 2017; Mcevoy 

& Shirlow, 2009). 

7.5 APPLICATION OF THE RESEARCH TO LEADERSHIP TRAINING AND 

DEVELOPMENT 

The qualitative analysis showed that both groups were concerned about similar issues for 

different reasons. Job burnout caused by ongoing moral distress resulting from high workloads, a 

lack of genuine reward and recognition for work performed, and persistent role stress were evident 

in the raters group.  

The intention-experience disparity identified between leaders and their followers appeared 

to exacerbate further the factors that contribute to moral distress, role stress, and disengagement, 

leading to burnout of aged care staff at all levels. Appropriate development and training of aged 

care leaders in authentic leadership theory may facilitate contextually based curricula for 

organisations to help identify and ameliorate the contributory factors that lead to job burnout 

previously described. The development and evaluation of a conceptual model for leadership 

development training based on the principles underlying authentic leadership is a 

recommendation of this research. 

7.6 INFORMING LEADERSHIP DEVELOPMENT AND TRAINING 

PROGRAMS 

This research further informs authentic leadership theory is at the intersection of leadership, 

ethics, and positive interpersonal relationships within organisational teams (Avolio & Gardner, 

2005; Avolio et al., 2004). As previously discussed, authenticity relates to acknowledging 

individual experiences, thoughts, emotions, needs, preferences, beliefs, and processes 

culminating in knowing oneself and behaving; thus, demonstrating to others that the leader is 

acting in accordance with their true self (Harter, 2002, p. 382). Authentic leadership is 

multidimensional, and when viewed from a normative perspective, it describes how leaders 

should behave. It examines the antecedents and consequences of leader behaviour when viewed 

from a social scientific perspective Brown and Treviño (2006).  

In considering the existing body of literature on authentic leadership, and the insights and 

outcomes of this study, Table 22 synthesises the characteristics of authentic leaders into four 

themes: developing the self, developing positive interpersonal behaviours, developing ethical 

leadership practices, and developing others, labelled here as personal behaviours of leaders 

(PBoLs). It is further proposed that if leaders could exhibit PBoLs consistently over time, they 
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From the synthesis of the literature related to the characteristics of authentic leaders 

expressed in Table 21 and the four theme that incorporate the influencing behaviours and 

influencing functions of leaders, a conceptual model emerged. This model considers the attributes 

of authentic leadership described by George (2004) and the PBoLs and IFoLs described in Table 

22, thus providing a curriculum framework for a leadership development program for aged care. 

 

 

Figure 37 Conceptual Model for an Authentic Leadership Development Program for Aged Care 

 

7.7 ADDITIONAL OUTCOMES FROM THIS RESEARCH 

The outcomes of this research may be useful for informing the future development of 

leadership training and performance measures in the aged care sector. This study has illuminated 

three areas of curriculum improvement. : 

1. The emergence of a construct labelled the intention-experience disparity 

provides a focal point to inform leadership training and performance 

measurement for aged care leaders.  

2. A synthesis of the literature documenting authentic leadership characteristics 

provides a robust foundation for devising leadership development training and 

leadership performance measurement.  
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experiences opened a valuable window enabling explanation and authenticity as a starting point 

for further exploration.  

Objectivity 

Objectivity refers to the extent to which the research is undistorted by the researcher's bias 

and is commonly associated with quantitative methods (Steckler et al., 1992, p. 2). In contrast, 

qualitative methodology recognises the researcher's subjectivity as intimately involved in the 

research (Flick, 2009). The researcher maintained an awareness of the risk of becoming overly 

subjective in analysing the transcripts by providing copies of the transcripts to participants, 

considering alternative explanations, and triangulating the qualitative findings by searching for 

other data sources that supported the interpretations made. However, these measures worked to 

reduce the subjectivity but did not necessarily eliminate it because that is an impossibility in 

quantitative research.  

Transferability 

Transferability refers to the degree to which the results can be generalised or transferred to 

the context of other settings (Burchett et al., 2013). The sample size of the quantitative study 

(n=187) was sufficient to generalise the results and confidently transfer them to other settings. 

The qualitative study required the researcher to be thorough in describing the research context, 

and it may be that those who wish to transfer the results of this study to a different context are 

responsible for making the judgement on the suitability of the transfer. 

Credibility 

Credibility involves establishing that the results are credible or believable from the 

perspective of the research participants (Maccoun, 2018). The researcher sought proactive input 

and advice from academic supervisors and two independent experts knowledgeable in mixed-

methods research.  This advice included the design and peer review of the results and findings 

derived from this research and deployed methods to maintain and improve the credibility of the 

research results and findings, including vigilant maintenance of integrity in the analysis by 

constantly testing rival explanations and triangulating the findings with similar literature sources 

(Patton, 1999).  

The method for qualitative data collection did not match leaders with their raters. In the 

questionnaire subjected to quantitative analysis, leaders nominated their raters, like other 3600 

leadership assessments. However, this was not possible in the qualitative study due to consent 

procedures and maintaining the participants' confidentiality. Therefore, the qualitative analysis 

was not designed to directly reflect a relationship between each leader and their direct report 
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raters’ experiences. The two different cohort experiences were explored, and the emergent themes 

attributed to each participant group in keeping with the requirements of a sound qualitative study 

(Guba & Lincoln, 1989, p. 237). The researcher is confident that the study findings represent 

credible information drawn from participants and represents a correct interpretation of the data, 

as described by Korstjens and Moser (2018).  

Vigilance regarding the internal validity of the findings in this study was maintained to 

achieve the “goodness or soundness of the study (Given, 2008, p. 909). To this end, care was 

taken in the perspective of the analysis to understand and describe the phenomenon through the 

participants’ eyes, as the researcher is aware that the participants are the only ones who can 

legitimately judge the credibility of the results, as this is the foundation of the idiographic 

approach that underpins IPA.  

The importance of peer debriefing is described as allowing a peer to review and assess 

transcripts and the emerging categories from the transcripts (Guba and Lincoln (1989, p. 237) and 

the process adopted supports the trustworthiness, and therefore the credibility, of the study (Spall, 

2016).  

Reflexivity is vital for quality control in qualitative research (Berger, 2013). This is a 

process of progressive subjectivity which includes reasoning and knowledge that proceeds from 

theoretical deduction where the researcher archives their changing expectations and assumptions 

and includes emerging interpretations from the analysis (Guba & Lincoln, 1989, p. 238). This 

process effectively captured the dynamics of the clustering of the streams of consciousness from 

the transcripts. This was a learned skill that may not have been as advanced in earlier 

interpretations of the transcripts and a valuable skill learned during this research. 

Confirmability 

Confirmability verifies that the findings are shaped by participants more so than they are 

shaped by the researcher and is like objectivity in quantitative methods (Thomas & Magilvy, 

2011). The researcher maintained an awareness and openness to the dynamism of the results. 

Frequent reflection and self-criticism about preconceptions that may have affected the research 

were recorded in field notes after each interview. This included a description of the phenomenon 

encountered in the interview, personal conceptions, identified biases, and lived experiences that 

were particularly illuminating for the researcher and allowed identification of any strong emotions 

elicited in the interview or the transcripts' analysis. The researcher made conscious efforts to 

suspend judgment about participants' world views and lived experiences, known as bracketing, 

and focused only on analysing the experience. Reflexivity and early missteps in bracketing were 

quickly identified by academic supervisors and corrected. 



 

206 Conclusions, Recommendations, Research Limitations, and Impact 

7.9 RECOMMENDATIONS  

The following recommendations are made based on the results, findings, and conclusions 

of this research.  It is recommended that: 

1. Further empirical enquiry is progressed in the aged care sector to develop 

evidence-based strategies to reduce the churn of aged care staff, including 

leaders. 

2. Leadership training programs for aged care leaders and emerging leaders be 

offered to provide them with strategies to deal with the workforce shortages in 

aged care. 

3. The intention-experience disparity between leaders’ intention to provide in 

inspiring leadership and followers’ experience of uninspiring and 

untrustworthy leadership be further investigated. It includes further exploration 

of the proposed PBol and IFoL constructs and develops a means to validate 

these constructs.   

4. Leadership training and development and leader performance assessment 

target authentic and ethical leadership behaviours rather than leadership style 

to bridge the leader intention-experience disparity, including strategies that 

evaluate leaders' performance against new metrics in leadership practice. 

5. The effect of leadership style or leader behaviour on organisational 

commitment is empirically examined to determine if strategies to promote or 

enhance it will positively affect aged care staff turnover intentions. 

6. The conceptual model for authentic and ethical leadership is used to develop 

leadership training and leader performance assessment techniques. 

7.10 IMPACT OF THE RESEARCH 

The impact of research is the effect of the research after adoption, adaptation for use, or its 

use for informing further research in the areas of health impact, economic impact, knowledge 

impact, and social impact (National Health and Medical Research Council of Australia, 2017). A 

similar definition of research impact by the Australian Research Council (2019) states that it is 

the contribution that research makes to the economy, society, environment, or culture beyond 

academic research. This research adds to the body of knowledge surrounding leadership style, 

OID, and JS and provides further signposts identifying areas of further research of these important 

constructs. 
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Knowledge Impact 

This research provides new knowledge and understanding of OID and JS in aged care and 

the effect of leadership style on both constructs. The findings and results of this mixed-methods 

study will inform future research and the understanding of effective strategies for developing and 

training leaders in the aged care sector. Moreover, the research informs strategies for recruitment, 

selection, training and retention of aged care employees by providing evidence-based strategies 

for improving aged care employees’ JS. 

The literature review demonstrated limited research in the aged care sector, and research 

into leadership, OID, or JS related to aged care. The study itself is novel in its mixed methods 

approach to undertaking an in-depth analysis of factors relating to leadership style and OID and 

JS constructs. The fact that OID was not evident in the participants' responses or voices in the 

qualitative study points to the need to examine organisational commitment rather than OID as a 

foundation to improve workplace culture and employee engagement as an area of future research. 

This study identified new approaches to analysing and interpreting the relationship between 

leaders and their followers, represented in this study as raters, to identify leader behaviours that 

increase or decrease aged care employees’ JS and therefore positively impact recruitment and 

retention of aged care employees. 

This study identified critical elements of OID, JS, and leadership style. The study outcomes 

may inform an evidence-based leadership development program based on authentic leadership 

principles (B. George, 2004) and ethical leadership (Brown & Treviño, 2006) focusing on 

assessing leader performance, including follower perspectives. 

Health Impact 

This research will help inform leadership development in the sector and translate into 

improved attractiveness of aged care work by improving employee satisfaction and retaining aged 

care workers who are happier in their work. The evidence is clear that improved JS improves the 

productivity and effectiveness of employees. Improved service effectiveness directly affects the 

health and wellbeing of aged care employees and the aged care consumer. If this research can be 

incorporated into leadership development equips leaders with the skills to improve employee JS, 

engagement, retention, and performance, the impact on recipients of aged care services may be 

improved. However, the causal link between leadership training, leader behaviour, follower JS, 

and performance and consumer outcomes requires further research.  

Economic Impact 

Improvement in recruitment, attrition, and turnover rates due to employees' increased work 

satisfaction decreases costs of staff turnover, induction, and orientation costs (Halter et al., 2017). 
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Improved JS leads to improved organisational culture and improved quality of care (Karsh et al., 

2005; Korner et al., 2015). Productivity and efficiency gains can decrease costs in our aged care 

system and improve aged care consumers (Eckermann et al., 2019). This study's results and 

findings suggest that developing authentic and ethical leaders could encourage employee voice, 

increase leaders' trustworthiness, and lead to greater productivity and improved efficiencies and 

safety of care. 

Social Impact 

The sustainability of health systems in the increasing burden of disease and an ageing 

population is critical for Australia’s health care system. Evidence provided in this research may 

inform recruitment and retention strategies for those who choose to work in aged care (Chhatre 

et al., 2018). Improving recruitment and retention outcomes will improve organisations’ 

performance (An, 2019). This improved performance can lead to improved consumer 

experiences, higher quality care, and improved quality and safety of the services provided to aged 

care consumers. 

7.11 IT IS A MATTER OF TRUST 

The results, findings and conclusions of this research demonstrate that the aged care sector 

has leaders and followers committed to providing high-quality care for aged care consumers, no 

matter the setting in which the care provision occurs. While many aged care sector problems are 

systemic and long-standing, the reasons are complex and multifactorial. Nonetheless, positive 

changes must be made for the future, and the sector requires agile, authentic leaders who work 

ethically and diligently toward supporting their follower groups to provide high quality and safe 

care to some of Australia’s most vulnerable citizens.  

The sector was under systemic review by the Royal Commission into the Safety and Quality 

of Aged Care in Australia, with criticisms in the interim report (Royal Commission into Aged 

Care & Safety., 2019) levelled at those involved in direct care, care providing organisations, 

regulators, quality assessors, and governments. As previously reported, there have been more than 

20 separate aged care sector reviews in the last ten years (Royal Commission into Aged Care 

Quality and Safety, 2019), all of which have identified similar and persistent patterns of problems 

yet have yielded limited benefits to the aged care consumer or workplace solutions.  

The aged care sector globally is challenging to fund, and this is also the case in Australia. 

Multiple reviews have identified persistent difficulties in maintaining a competent workforce. 

Also, the need to engage with the sector is often tinged by fear from aged care consumers and 

their families. Overall, the sector suffers not only from chronic underfunding; it also suffers from 

an image problem.  
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Working in health and social care services for over 30 years, the researcher has observed 

that older people fear seeking aged care services. Their families are often conflicted about their 

role in their loved one receiving care, and the environment requires trust by all the actors, 

including leaders, their followership, the aged care consumer, and their family. Given the poor 

public image of aged care and the documented poor care processes and outcomes of care regularly 

described in the print and electronic media, it is unsurprising that this situation has arisen.  

Trust is the foundation upon which care is built and must be evident at every level of older 

people's health and social care systems and provides a firm belief in the reliability, truth, ability, 

or strength of someone or something, although there is disagreement among scholars about the 

defining characteristics and nature of trust (Khodyakov, 2016).  

When someone is trusted, they have achieved a level of confidence from their family, work, 

or social group as to their honesty and integrity, where those who need to believe that the trusted 

person will do that which they say they will do (Engelbrecht et al., 2015). They are recognised 

for their abilities and strengths to achieve what is asked of them, making trust a fragile thing upon 

which relationships are built or destroyed (Cox et al., 2016).  

The findings of this research underpin trust and leaders’ trustworthiness as integral to happy 

and fulfilling relationships in the workplace and outside it. Without trust, relationships and the 

organisations that depend on them will fail. Thus, when the elements of leadership and care 

provision are distilled, building trust is the critical precursor to an effective leader-follower 

relationship and the benefits this brings to care recipients, particularly related to the safety and 

quality of the care delivered.   

While a knowledge of the history and development of leadership theory is an important 

consideration, more recent research relating to positive leadership emphasises the importance of 

ethical and moral behaviour of leaders over categorising leadership style (Hoch et al., 2016).  This 

provides a case for further investigation of ethical leadership and authentic leadership theories 

emphasising leadership behaviour that would improve an understanding a range of follower 

outcomes and concerns (Brunetto et al., 2020).   

 The importance of competent, insightful, authentic and ethical leadership requires further 

empirical investigation. This research has clearly shown that the effect of leadership style on OID 

is equivocal, the effect of leadership style on JS, which shapes so many outcomes for staff, and 

importantly, aged care consumers and their families comes down to A MATTER OF TRUST. 
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Appendix B - Permission to Use IDPG 
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Appendix C - Permission to Use the Measure of JS 
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Appendix D - Permission to Use the MLQ5X [Short] 
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Appendix E - Research Project Information Sheet - Interviews 

Project Title: 

The Impact of Leadership Style on Aged Care Employee OID and Work Satisfaction 

Chief Investigator:  

Prof Simon Broadly s.broadley@griffith.edu.au 

Student Researcher 

Richard Olley   r.olley@griffith.edu.au  

 

 

  

24 September 2021 

Dear Prospective Participant, 

This is an invitation for you to voluntarily participate in the research project that will explore 

whether there is an association between leadership style, OID and employee work satisfaction 

in the residential and community aged care sector. This work forms a component of the student 

researcher’s PhD program. 

There is a paucity of inquiry into whether a relationship exists between leadership style and the 

other two constructs of OID and staff satisfaction. Given the importance of these factors on 

organisational functioning, which impacts patient care, further research clarifying the 

relationship between these concepts is needed in Australia's aged care sector.  

  

This proposed project will explore the following questions: 

1. Does the leadership style of organisationally appointed managers have an impact on: 

a. the OID, and 

b. JS  

of staff working in residential or community aged care services? 

2. Is there a relationship between: 

a. Leadership style and OID of staff working in aged care services? 

b. Leadership style and employee JS? 

3. What is the impact of congruence or dissonance between leader self-perception of 

leadership style and follower perception of leadership style on: 

a. employee OID, and 

b. employee JS? 

This research may contribute to evidence-based curriculum design in the education, training and 

ongoing professional development of aged care leaders/managers. It may also be useful in 

informing recruitment, selection and succession planning within the aged care workforce and 

guide review requirements for health care leaders. 

All data collected will be treated with the strictest confidentiality. However, unidentifiable data 

(that is, information where your details and responses cannot be seen in any way) may be used 
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in presentations and reports. As required by Griffith University, all research data (survey 

responses and analysis) will be retained in a locked cabinet and/or a password protected 

electronic file at Griffith University for five years before being destroyed 

Your participation in this project is entirely voluntary, and any data related specifically to you 

will only be included with your consent. 

What do I have to do? 

You are asked to give your consent for your involvement in this study by participating in a one-

to-one interview with the student researcher. Data collection will involve transcription of a 

digital recording of the interview, which will then be thematically analysed. 

How long will it take? 

It is anticipated that it will take no longer than 45 minutes to one hour to complete the interview. 

What will happen then? 

All the data provided by you will be collated and analysed. All data will be treated with strict 

confidentiality. No personal identifying information will be kept on research data. All data will 

be kept in locked filing cabinets or on a secure electronic drive within the University for 5 years 

and then destroyed. 

What if I change my mind? 

You can withdraw at any time from this study without having to give a reason why.  

How will I learn about the outcomes of the study? 

De-identified results of the research will be distributed in the following ways:  

Presentation of de-identified findings to executives of organisations who agree to allow 

participation of their staff in the study; 

Publication of de-identified information in the thesis that is to be produced and in learned 

journals or at conventions or conferences to examine results and their generalisability 

Are there any risks or benefits involved? 

There are no foreseeable physical risks associated and minimal psychological risks associated 

with this project.  

You will not receive any direct benefit from your participation in the interview. There is a general 

benefit to the aged care sector, as the findings from this study may contribute to greater 

knowledge about how we can enhance leadership training for aged care and can be used to 

guide design for effective teaching and learning activities to develop leadership skills further. 

Sometimes participants may become upset after discussing something that they find disturbing, 

although the risk of this for this type of interview is considered minimal. 

Data collected will be presented in the form of a thesis and findings and recommendations for 

policy development and implementation. All data will be kept in a locked filing cabinet or stored 

on a secure drive located on a university server. 
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What if I have any questions? 

This study adheres to the Guidelines of the ethical review process of Griffith University and the 

National Statement on Ethical Conduct in Human Research. Whilst you are free to discuss your 

participation in this study with project staff (contactable on 3735 0202), if you have any concerns 

or complaints and would like to speak to an officer of the University not involved in the study, 

you may contact the Manager, Research Ethics, Griffith University on 3735 4375 or by email 

research-ethics@griffith.edu.au. 

This study has ethical clearance from the Human Research Ethics Committee of Griffith 

University (GU ref no: 2017/030). 

Thank you for your assistance with this study. 

Yours sincerely 

Richard Olley 

Student Researcher 

Health Services Management, School of Medicine 

Griffith University 

 

Email: r.olley@griffith.edu.au  
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Appendix F - Interview Consent Form 

The Impact of Leadership Style on Aged Care Employee OID and Work Satisfaction 

  

Chief Investigator:  

Prof Simon Broadly s.broadley@griffith.edu.au 

Student Researcher: 

Richard Olley   r.olley@griffith.edu.au  

 

Participant Name: 

 

Date of Interview:  

______________________________________________________________________ 

Thank you for agreeing to be interviewed as part of the above research project. The interview 

will take approximately 45 minutes to one hour. There are no anticipated risks associated with 

your participation. However, you may stop the interview or withdraw from the research at any 

time by informing the interviewer of your decision. 

The interview, transcript, and analysis are being undertaken as part of a study and research 

program associated with the research investigators enrolment in a PhD program at Griffith 

University, Queensland, Australia. 

Ethical procedures for academic research require that interviewees explicitly agree to be 

interviewed on how the interview information will be used. This consent form is necessary to 

ensure that you understand the purpose of your involvement and that you agree to your 

participation conditions. Would you, therefore, please read the accompanying information 

sheet and then sign this form to certify that you approve the following: 

a. The interview will be recorded, and a transcript will be produced. 

b. You will be a transcript of the digitally recorded interview and allowed to correct 

any factual errors. 

c. Richard Olley will analyse the interview transcript as the research investigator, and 

this analysis will be peer-reviewed by an academic supervisor. 

d. Any summary interview content or direct quotations from the interview made 

available through academic publication or other academic outlets will be 

anonymized so that you cannot be identified. 

e. Care will be taken to ensure that other information in the interview that could 

identify you is not revealed. 

f. The digital recording will be kept until the completion of the PhD program and 

then securely destroyed. 

g. Transcripts of interviews will be retained for seven years from the PhD program 

completion, and then they will be securely destroyed. 

h. Any variation of the conditions above will only occur with your further explicit 

approval. 
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By signing your consent to this interview, you state that you understand your words may 

be quoted directly. With regards to being quoted, please initial next at any of the 

statements that you agree with: 

a. I wish to review the notes, transcripts, or other data collected during the 

research pertaining to life’s action. 

b. I agree to be quoted directly.  

c. I agree to be directly quoted, provided my name is not published, and a 

made-up name (pseudonym) is used. 

d. I agree that the researchers may publish documents that contain 

quotations by me. 

All or part of your interview content may be used in academic papers, policy papers or news 

articles, spoken presentations, an archive of the project as noted above. 

By signing this form, I agree that: 

a. I am voluntarily taking part in this project. 

b. I understand that I do not have to take part, and I can stop the interview at any 

time. 

c. The transcribed interview or extracts from it may be used as described above. 

d. I have read the information sheet provided to me prior to signing this consent. 

e. I do not expect to receive any benefit or my participation. 

f. I can request a copy of my interview transcript and make edits I feel necessary to 

represent my words accurately. 

g. I have been able to ask any questions that I have and understand that I am free to 

contact the researcher with any questions I may have in the future. 

 

PRINTED NAME OF PARTICIPANT 

 

SIGNATURE OF PARTICIPANT 

  

  

DATE       
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Appendix G - Interview Agenda (Leaders) 

 

The Effects of Leadership Style on Aged Care Employee OID and JS 

Interview Agenda - LEADERS 

Introduction 

Explain the background to study and the process of the interview 

a. What kind of work do you do in aged care? 

b. How long have you worked in aged care? 

c. Can you share with me how you became interested in aged care? 

d. Q6How has this experience met your expectations? 

2. Building Trust (IIA) 

- What works for you in fostering trust in the workplace 

- Can you give me an example of where you have built trust between the leader and 

the workgroup? 

- Did that work? If so, why, and if not, what went wrong? 

3. Acting with Integrity (IIB) 

- What kinds of things do you believe demonstrates integrity by leaders within the 

workplace? 

- Have you been in a situation in which you felt morally or ethically 

compromised by a decision that you made or was made by someone else? 

- Can you tell me about that? 

- Why do you frame it as a moral or ethical issue? 

4. Encouraging Innovative Thinking (IM) 

- How do you involve your team in the decision-making process in your workplace? 

- Can you give me a recent example of that and what the outcomes for the 

organisation were? 

5. Rewarding Achievement (CR) 

- When you find a team member that goes the extra mile, how do you ensure that 

this effort is rewarded? 

- Have you recognised a team or team member for taking on extra work and 

achieving good results, and if so, can you tell me about that, please? 

6. Task Focus vs Outcome Focus (MBEA) 

Aged care is a regulated environment with many rules and regulations that require 

compliance. 

- How do you ensure that the work environment complies with the regulations and 

policies that govern the provision of care? 

7. Avoiding action until mistakes or problems can no longer be avOIDed (MBEP) 

I know that in some organisation, problems can be ignored or put aside until something 

serious happens. 

- Can you give me some recent examples of that and what effect it had on your 

team?  
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Appendix H - Interview Agenda (Raters) 

 

The Effects of Leadership Style on Aged Care Employee OID and JS 

Interview Agenda – Raters 

1. What kind of work do you do in aged care? 

2. How long have you worked in aged care? 

3. Can you share with me how you became interested in working in aged care? 

4. How has the experience of working in the aged care sector met your expectations? 

5. What works for fostering trust in your workplace? 

6. What kind of things do you believe demonstrates integrity by leaders within the 

workplace? 

7. Have you been in a situation in which you felt morally or ethically compromised by a 

decision that you made or was made by someone else? 

8. Do you feel involved in decision-making processes that can lead to a change in practice 

or policy? 

9. Do you feel adequately recognised and or rewarded for the extra effort that you put into 

the work that you do? 

10. Have you been recognised by one of your organisation’s leaders for the extra effort you 

have made in your job? 

11. Do you feel as though you are free to make decisions in support of clients/residents? 

12. Do you feel as though you have adequate support and training to do your job? 

13. What happens when there is a mistake or failure at work? 

14. In some organisations, problems can be ignored or put aside until something serious 

happens. Have you had any experiences like that? 

15. Do you feel involved in decisions that affect the day-to-day operations of the 

organisation in which you work? 

16. What happens when you ask for guidance in your organisation? 

17. Do you feel as though there is always someone available to help, or do you sometimes 

feel like you are on your own? 

18. How visible is your boss in the workplace? 

19. Is your boss always available to assist you? 

20. Are you able to get decisions when you need them? 
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Participant 
checking 

28 Did participants provide feedback on the findings? n/a 

Reporting 

Quotations 

presented 

29 Were participant quotations presented to illustrate 

the themes/findings? 

Was each quotation identified? e.g. participant 

number 

 

109, 117. 

 

Data and 
findings 
consistent 

30 Was there consistency between the data presented 
and the findings? 

96 

Clarity of major 
themes 

31 Were major themes clearly presented in the findings? 109 

Clarity of minor 
themes 

32 Is there a description of diverse cases or discussion of 
minor themes? 

n/a 

 

Developed from: (Tong et al., 2007) 
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