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* Background: Shifts in the environment can compel health care organizations to'change their strategies. However
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strategic change frequently fails becabs'e"iﬁd. viduals do not adopt thebebawor_‘_s"n’ecesary to successfully =
- implement the new strategy. = TRl Nl U o IRERRIRR R o T i
" purpose: This study explores how three 4ériap!'é,s‘lfagreement_'wiﬂm.‘pgj’f‘sgfat'.ggybteaders"i&tiohs, and groups’
general orientation toward chaig: —can influence members of p_hysidéﬁgtgiﬁ?;«i%éﬁé,;éfﬂdns supportinga -
strategic shift aimed at improving patient satisfaction. . , b e g el T Fiond gaie Tl A,
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Methodolcgy: Physicians in 37 specialty departments in a large healt ,c:f? i)_rga"hl'z_atioh were surveyed
regarding their support f=r a new customer service initiative, the actions of department leaders, and generalized
norms supporting change. The results of the survey were linked to changes in patient satisfaction for the
department. st B s e A :
Results: Normative support for the specific strategic change was dlrectly’rel’ated to increased patient satisfaction
1 year later. The interaction between norms supporting change readiness 'an.d' the quality of leadership was
positively related to change in patient satisfaction. S T

Practice Implications: Successfully implementing a strategic change often requires getting individuals to change
their behaviurs. Leaders can enhance the results of the change by working to develop general norms such as
teamwork and tolerance for mistakes that increase general readiness for change with the group.

s Lee and Alexander (1999) note, it is IS critical for success. Whether the change is in the
“certainly wot news' thar change rather than  structure of an organization or rhe adoption of new
stability is now the nporm in health care  procedures or processes, summaries of research (Bazzoli,

organizations and that the ability to change and adapt  Dynan, Bums, & Yap, 2004; Fleuren, Wiefferink, &
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Paulussen, 2004; Greenhalgh, Robert, McFarlane, Bate,
& Kyriakidou, 2004) suggest that change and innova-
tion fail not because the new straiegies or goals are
inappropriate but rather because organizaticns are
unable to successfully implement them. Capturing the
gn from a new strategy or change in process is not
simply a function of reallocating resources, providing
new technology, or reorganizing units; effective organi-
zational change generally requires that employecs and
work groups shift the way they do things. In face, if
employees and work groups do not change their be-
haviors, implementing a new strategy is uften impossible
(Schneider, Brief, & Guzzo, 1996).

Much of the responsibilitv for implementing changes
withii: lL.ealth care organizations is given to groups or
teams. In their review of empirical strdies of teams in
health care organizations, Lemieux-Charles and McGuire
(2005) point out the importance ui teams in thange
efforts and suggest thar effective team dynamics are re-
lated to team success. Despite the critical role thar groups
play in implementation, comparatively little research has
investigated how groups within organizations can either
facilitate or inhibit organizational attempts to implement
new ideas (Burningham & West, 1995). The purpose of
this article is to explore how an important element of
team dynamxcs the specific norms that exist within a
group, may pe related o successfui vutcomes of a strategic
change. In particular, we examine how teams’ support
for a new strategy and the existence of norms support-
ing a general orientation toward change contribute to
an organization’s successful implementation of a new
strategic initiative.

In addition, in contrast to many of the studies reviewed
by Lemieux-Charles and McGuire (2006), we also inves-
tigate the role of team leaders in implementing change.

" B~ckground and Hypotheses

Support for Strategic Change

What are the dynamics or processes within a team that
could support the hehavioral change necessary to
implement a new strategy: Although researchers have
seldom directly addressed this question, some recent
evidence suggests factors that might influence a group’s
ability to implement a new technology or strategy. For
example, Klein, Conn, and Sorra (2001) found rhat
“implementation climate,” defined primarily as supporr
for the specific change, was related to successful appli-
cation of advanced compurerized manufacturing tech-
nology in manufacturing plants. Orther studies have
shown thar when members of a management team have
consensus abour the direction of the strategic change,
success in implementing the change is more likely (e.g.,

Markoczy, 2001). The focus of much of this research has
been on the extent to which individuals agree with the
proposed change. The general logic of this argument is
that when people support :l.2 new strategy or value its
outcomes, implementing the strategy will be moare
successful than if rhe srraregy has only limired support.
Consistent wiil this previous research, we propose that
when an organization undertakes a strategic change:

Hypothesis 1: Performance improvements will be
greater in uriss in which members agree with the
nature of the new strategy than in uni=s in which
members do nor.

Team Leadership

In addition to whether members of a unit support a nex
<trategic direction, there is strong evidence that the
manager of the group or unit may influence the speed
and effectiveness with which new processes can be
implemented. Although senior leaders play a critical
role in ide~+ifying and implemenring a new strategy
(c.f., House & Aditya, 1997; Thomas, 1988), middle-
level managers within an organization may, through
their leadership of groups within the organization, either
enhance or undermine the organization’s ability to
implement a strategic change. For example, if managers
do not support a strategy because it runs counter to their
interests, they may delay implementing it or evei
sabotage the success of the new efforts (Guth &
MacMillan, 1986). Wher .aiddle managers are involved
in and committed to the strategy, success is more likely
(Wooldridge & Floyd, 1990). Within a single firm, the
choices made by individual managers can influence the
speed with which units adopt practices supporting a new
strategy (Maritan & Brush, 2003). This suggests that
understanding the extent to which the intangible factors
within a group can support implementation will be
influenced by the leader of the unit. Consistent with
this line of research, we propose thar when an orga-
nization undertakes a strategic change:

Hypothesis 2: Performance improvements will be
greater in units with leaders who effectively demon-
strate support for the new strategy than in units with
leaders who do not.

Norms for Change R-adiness

Although both logic and empirical evidence suggest thar
there is a positive relationship berween people’s support
for a new strategy and the effectiveness of implemen-
tation, a somewhat different question is whether orga-
nizations or units vary in terms of their capabilities to
implement changes, regardless of whether they are
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widely supported or not. This approach assumcs thart
groups O units may differ in their overall orientation
toward change or in the general skills and competencies
they need to implement new Procosses. For example,
Ray, Barney, and Muhanna (2004) describe how a
general crientation within an organization, which they
call “service climate,” is relared to strategic efforws to
improve customer service. The factors defining this
service climate are not related to any specific new
customer service process bu: rather to a general ser of
behavioral norms that exist within a group.

We define group norms as legitimate, socially shared
standards against which the appropriateness of behavior
can b evaluated {Pirenbaum & Sagarin, 1976). Norms
can influence people in (wo ways. First, people may
conform to the expectations of those around them because
of certain consequences, for example, to avoid sanctions or
to gain rewards (O'Reiily & Chatian, 1996). Second,
norms provide information about the collective interpre-
tation of events and actions (Deutsch & Gerard, 1955). As
such, norms reflect the regular and stable behavior
patterns that are expected by group members.

Both the sanctioning and informational components
of norms may affect the implementation of change.
Norms determine whether members are rewarded or
punished for embracing or resisting change. Further-
more, when groups engage in unfamiliar activities o
accomplish new objectives that are, by definition, open
to multiple interpretations, the informational aspects of
norms are likely to be particularly influential (O'Reilly
& Caldwell, 1985). Implementing straregic change
typically requires that individuals engage in different
behaviors than they have in the past. When the norms
within a group are not consistent with the new be-
haviors, individuals may be unwilling to engage in those
new behaviors for fear of informal sanctions, Perhaps,
more importantly, strategic change itself is also likely to
be open to many interpretations. Norms can represent
the collective sense of the group abour the appropriate-
hess of a strategic change effort.

What, then, might be the work group norms that are
most likely to support implementing a strategy! For
example, Anderson and West (1998) found thar work
groups that shared a norm of valuing innovation werc
more likely to change rthan those that did not share a
norm for innovation. Caldwell and OReilly (2003)
asked more than 2,000 senior-level managers from
around the world to identify the characteristics and
beliefs thar helped promote innovation in groups within
their organizations. They found that the irems clustered
into four areas: support for risk raking, tolerance of
mistakes, teamwork, and speed of action. The exrent to
which norms develop around these areas, broadly con-
ceived as norms for change readiness, affects the abiliry
of the group to implement change. Similar studies of
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change readiness corroborated  these findings  (e.g.,
Armenakis & Harris, 1993; Eby, Adams, Russell, &
Gaby, 2000; Oreg, 2003). We therefore predict that
when 2n organization underrakes a strategic change:

F ypothesis 3: Performance improvements will be
greater wien uaits embracs norms that support
change than when rhey do not embrace such
norms.

The Combinad Effects of Support for
Strategy, Leadership. and Norms
for Change Readiness

Although both support for a specific strategic change and
members’ willingness to engage in change ..ay be in-
dependently related to success n implementing a new
strategy, these factors may also interact. One can envision
situations in which members of a unit might support the
poal: of a strategic ~hange but not work well together, have
a low tolerance for mistakes, or lack the necessary sense of
urgency. In these situations, units might flounder as they
attempt to implement specific new processes. Sumilarly,
one could think of situations in which unit members have
the general capabilities to implement new processes but
disagree with the strateov +hat the organization has
adopted. If this is the case, it wouid be unlikely that new
processes would be fully embraced by unit members. In
contrast, when members both support a strategic change
and have the capabilities to effectively implement new
processes associated with the strategic change, the positive
effects of the process change will be maximized.

A similar argument conld be made about the joint
effects of leadership and a unit's general capabilities for
implementing changes. When a leader provides clear
and effective support for strategy and the norms of the
unit support change, it is likely thar the unit w1 be able
(o efficiently implement new processes. If the leader
provides direction and resources, unit members will
have the ability to quickly implement and refine the
new processes. On the other hand, if the leader does not
demonstrate support for the new strategy of if the group
does not have capabilities or motivation to efficiently
enact change, the gains from new processes will be
reduced. The same pattern regarding the exrent (o
which the unit members support the change is likely 1o
exist. Performance improvements are likely to be
highest when th2 group supports the straregic change
and the leader reinforces it. We use this logic to
hypothesize three additive interactions:

Hypothesis 4: The interaction between high levels
of support for the strategic change and the leader’s
effectiveness in supporting the change will en-
hance the positive outcome of the change.
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Hypothesis 5: The interaction between high levels
of norms for readiness to change and the leader’s
effectiveness in supporting the change will en-
hance the positie outcome of the newly imple-
mented change.

Hypothesis 6: The interaction hetween high levels
of support for the strategic change and norms for
change readiness will enhance the positive out-
come of the newly implemented strategy.

The Context of the Study

W investigated the implementation vr a strategic
change in a health care organization located in a large
metropolitan area in the western Unired States that
provides comprehe.sive bealth care to well more than a
million health plasn members through approximately 20
large medical centers. Central to the organization is a
medical group of more than 4,000 physicians. The medi-
cal group is organized as a professional corporation, with
all physicians holding an equal ru.aber of shares of stock,
and is governed by an elected board of directors, all of
whom are physicians in the group. The board, in tum,
recommends a chief executive officer (CEO), also a
nhysician in the group, who must be elczzed by the full set
of physicians. Wirhin each medical center, the physicians
are organized into specialty departments (primary care,
general surgery, etc.) led by a department chief.

At the time we collected the data for this study, the
entire medical organization was undergoing a substantial
change in its market strategy. The organization’s
existing strategy was to ©e2 the advantages of its size
to provide the same quality of care as traditional fee-for-
service providers do but at a lower price. Although
successful in many ways, the cost of this strategy was
that patients, and potential patients, perceived the
organization to be impersonal and bureaucratic and
generally did not express a high level of sarisfaction
when they interacted with the health care organization.

The rapid growth of for-profit health maintenance
organizations and insurance-driven preferred provider
plans deamatically <hanged the competitive landscape of
health care. Through a variety of rechniques, including
controlling patients’ access to physicians, these new
health care organizations were able to undercur the price
advantage that the medical group had enjoyed. The
CEO and board of directors of the medicz! group
concluded thar they would have to change the way
parients perceived them t successfully compete with
the new set of low price providers. Therefore, the goal of
the new srrategy was o increase patient satisfaction.
Implementing the new strategy required putting new
systems and structures in place across the entire orga-
nization, including scheduling systems, new call centers,

and higher staffing levels. More imporrantly, shifring
patients’ level of sarisfaction with the organization re-
quired changing the nature of the interactions between
patients and their physicians.

On the face of it, this situarion represents a good test
of the role of intanzible factors, such as norms and
leadership, and tangible resources in facilitating the
implementation of a change effort. Changes in facilities
and technology may be important factors in enacring
new processes for improving satisfaction. In addition,
how a physician interacts with his or her patients will
affect the ultimate success of the new strategy. Moni-
toring physician behavior is difficulr, and developing
specific protocols to govern those interactions is prob-
lematic. Thus, changes in these interactions are likely to
be the result of shifts in physicians’ percentivi.. and
priorities rather than of impiementing a new formal
control system or putting a new automated scheduling
system in place.

Our sridy consisted of two phases. In the firs: phase, we
interviewed 38 leaders in four of the medical centers.
These interviews took place during the time in which the
systems were being put in place and focused on iden-
tifying the facrors that would support or inhibit achieving
the desired outcomes from the change. The interviews
also allowed us to identify specific items to be used to test
the hypotheses. The second phase of the research tested
the hypotheses using a survey of 38 medical departments
in four of the centers. This phase was conducred after the
structural changes have been implemented and the new
technology resources were in place.

B Methods

Refining the Variables: The Phase i Study

Within each of the four centers, we interviewed the
physician-in-chief (the physician in charge of the
center), at least one assistant physician-in-chief (respon-
sible for a staff function), and a sample of department
chiefs. Fach interview followed a semistructured format
and lasted from 3C to 45 minutes. Two questions fecused
on the factors within a group that can either facilitate or
inhibit implementing a new straregy. These questions,
including structured probes, asked whether there were
differences in the speed at which departments imple-
mented changes, and if so, why and what factors seemed
to support or inhibit changes within a department.
Notes from the interviews were transcribed, and he
transcripts were reviewed to identify the full range of
items that were reported as supporting or inhihiting
changing processes to support a new strategy. The set of
items were then grouped into themes. Seven themes
were identified, with three themes aligning closely o
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our hypotheses: (1) acceptance of the new strategy, (2)
department norms supporting change, and (3) leader-
ship.! Comments related to these themes were used to
refine the specific questiuns used in the second phase of

the research.

Testing the Hypotheses: The Phase 2 Study

Participants. Participants in this study were physicians
in eight specialty departments—emergency medicine,
hezd and facia! surgery, obstetrics/ayi.ecology, ophthal-
mology, orthopedics, pediarrics, surgery, and urology—
working in six medical centers for a total of 48 work
groups. As described above, all physicians weic members
of the samc medical group, and all of the medical
centers operated using the same policies. The depart-
ments ranged in size from 3 to 49 pluy.icians (x=12.29,
SD = 10.12). Within these departments, 313 physicians
participated in the study by completing surveys,
representing a 53% response rate of the individual
physician informants surveyed. The largest number of
informants was those aged between 40 and 49 years
(34.1%). Average tenure within departmenss was 10.55
(SD = 7.90) years. Thirty-six percent were women and
37% were non-White. The respondents’ dara were
aggregated to the departmental level. We eadluded
departments that did not have at least three complete
measures of all variables. This reduced the final sample
size to 37 departments.

Dependent variable: increase in patient satisfac-
tion. Two years prior to the strategic change, the medical
pian contracted with an outside firm to survey a random
sample of patients regarding their satisfaction level after
a physician visit. The firm surveyed approximately
2 million visits per year. The survey firm aggregated the
responses by department within each medical center
and provided a quarterly report on each department and
medical center to the medical group. The medical group's
management provided us with the most inclusive measure
of patient satisfaction based on responses to two subscales
on the patient survey, overall satisfaction with service
and overall rating of access to care. Albeir diseal, this
measure was the most important criterion for capruring
the desired outcome of the strategic change.

We identified twa periods that corresponded to the
change process for our analyses. Baseline patient satis-
faction, or Time 1 performarze, was the period when
the new strategic focus on service within the organiza-
tion had already been communicated to the deparrments
and the new systems necessary to support the strategic

"The other four themes vaised were mechanisms for shanng mformaticn
I J L

across departments, characteristics of physicians, human  resource

practices, and the adequacy of vesources to support work processes,
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focus on service had been put in place across the entire
medical organization. Thus, baseline performance rep-
resented the point in time at which the benefits from
the systems would be reflected in the patient satisfaction
surveys and that further changes were likely to be the
~esult of interactions with physicians. Our second point
mn time for assessing change in patient satisfaction
performance, or Time 2, was | year later. The survey was
conducted during the same quarter that the Time 1
patient satisfaction data were collected. We calculated
change in performance by using baseline patient satis-
faction at Time 1 as a predicror of patient satisfacrion at
Time 2. Including Time 1 patient satisfaction as a
predictor and Time 2 patient satisfaction as the criterion
variable in our regression models allowed us iv: avoid
estiration biases that mizht develop by using a difference
score as e criterion variable. Qur analyses are based on
approximateiy 50,000 patient survey evaluations per time
period. Patient satisfacii.n at Time 2 for groups averaged
65.34 (SD = 5.72), whereas baseline patient satisfaction
at Time 1 for groups averaged 61.39 (SD = 5.73).

independent Variables

Support for the strategic change. Consistent with
previous research, the individuals we interviewed in
Phase 1 suggested that behavior change necessary to
support a new strategy is most likely when individuals
support the new strategy. In the survey, we included four
items measured on 7-point scales assessing support for
the specific strategic change. The complete set of items
is shown in Table 1.

Change readiness norms. Drawing from previous
research on norms supporting change (e.g., Caldwell &
O'Reilly, 2003; Oreg, 2003) and the rhemes raised in
intervicws, we generared 12 items reflecting norms
supporting a change. Consistent with most definirions of
norms, these items focused directly on members’'
expected behaviors for one another rather than on their
seneral perceprions  of their department’s  culture.
Respondents rated each item on a 7-point scale (1 =
strongly disagree to 7 = stiuagly agree) ¢ searding how their
department approached operational issues or ~hanges in
general. (See Table 1 for the full ser of items.)

Medical department leadership. Drawing from per-
ceptual views of leadership (e.gz., Lord, 1985; Meindl &
Ehrlich, 1987), we focused on unit members’ perception
of the extent to which thc.. leader took specific actions
to articulate a vision, define measurable sbjectives, and
deal with resistance to change. Respondents rated the
chief of their department on a 7-point scale (1 = not at
all to 7 = a grear deal) on six items reflecting these
dimensions. (See Table 1 for the full set of items.)
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Support for the stratcgic change

Change readiness norms
way we do things.

dea: with it.
quickly in response to It.

their efforts.

Personally inspires and motivates me to change

| am convinced that this strategy is right for the organization.

We value department members’ willingness to be open and share iniormation. .69
When someone in our department tries ne.. approaches, we see mistakes as a normal partof .73 .11 .09

i SR N

Varimax factor loadings for independent variable items (n = 313)

| am excited personally about implementing cur strategy. 21 IR B
| recognize the difficulties we fa<2 if we fail to implement our strategy. A G B
[t is in my personal interest to help implement this strategy. 37t 83

: A8 .20 .82

The most respected members of our department display a sense of urgency about change the .53 .31 .24
When we have a problem or challenge, the expectation is that all of us will work togetherto .67 .35 .21

Generally, we expect to try new things even when it is possible that the new ideas won‘t work out. .68 .24 .19
When there is a new initiative, policy, or <~me other ‘ype of change, we expect n~opletomove .69 .19 .18

34 22

People in our departmant expect to share credit for succesces with one anather. J3 A8 A9
The people in who are most respected in our department aie those who support trying new .72 .15 .16
things even if those efforts do not work out as well as expected.

We move more quickly than other departments in responding to change. 59 22 425
In our department, we value people who are “team players.” 67 .18 34
Generally, we value people who try new things—even if they are not successful. o 2L s
The members of our department express a commitment to ch2ncing the way we do things. 66 30 22
Medicai department leadership
Clearly articulates organization strategy and how it affects our department 30 .78 .22
Provides compelling vision for our department within the organization 24 8 A8
Provides measurable objectives for implementing the sirategy and vision within our department .26 .87 .13
Recognizes and rewards progress in implementing change with our department 25 .88 .06
Responds effectively to resistance wo change with our department 23 84 12

Note. The highest loading of each item is shown in bold

Because we were interested in the independent effects
of the three variables (i.e., sup;ort for the strategy, norms
supporting change, leadership), we used a Varimax
rotation of a principal components analysis to construct
orthoponal factors within the enrire set of guestions.
Table 1 shows this analysis. The analysis revealed three
facrors with eigenvalues greater than |, which explamed
67% of rhe towl varance. Because each facior was
distinctly defined by the items representing one of the
independent vanables, we calculated three orthogonal
factor scores for each individual and combined those into
group-level measures. We used those average factor scores
in the subsequent analyses.

Prior to examining the hypotheses, we tested for the
appropriateness of aggregating individual responses 1o unit
values. Using raw data, we calculated Twil)) (James,
Demaree, & Waolf, 1984), a measure of agreement between
members within a group, to test for the appropriateness of
aggregation for each of the independent vanables, All
three values were sufficient to justify aggregation (Suppon

for the Srraregic Change — median 1,y = -91; Change
Readiness Norms — median 1) = .94; and Medical
Department Leadership — median 1) = .84).

Control Variables

We included four control variables in the models testing
our hypotheses. First, although the six medical centers
from which we collected data are equivalent in terms
of structure, policies, and procedures, they are located
in different places, serve different populations, and
have different levels of patient satisfaction. Therefore,
we created dummy variables for each center and used
them in the analyses. Second, because group size has
been shown to affecr a vanery of group outcomes, we
also included the size of the medical department as
a control in all analyses (¥ = 13.1, SD = 10.4). Third,
hecause an individual’s tenure may affect how he or
she perceives the organizational change effort and

personal willingness to change, we compured a mean
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Variable

Correla;ion‘s{-s‘x'rhong the vasiables (n k. 3"'7)‘ '

e
e -, >
T R NS

1. Patient satisfaction 2004 =

2. Patient satisfaction 2003 .64* -

3. Department size (log) .03 .09 -

4. Average tenure (log) .16 15 -.15 -

5. Change readiness norms A3 .20 .26 .08 -

6. Support for strategic change 14 -.14 -.26 .33 .02 -

7. Department leadership A6 25 .03 A7 L 7
*p < .01 J

tenure score fur cach department and used it 2< 2
control variable (x = 103 years, SD = 3.1 years).
Because of the nature of the distribution of both group
size and individual tenure, we used the log of both
variables in the analyses. Finally, as noted above, we
included Time 1 patient satisfaction in the models.
Because response rates and rates of change were roughly
equivalent across departments, we did not include
specialty as a control variable.

Es Results »

Table 2 shows the correlations among the variables for
the sample. The results of the regression maodels used to

test our hypotheses are shown in Table 3. Model 1, a
haseline model, includes the dumm, variables indexing
the medical centers and the contral . ariables of patient
catisfaction at Time 1, group size, and average tenure.
Not surprisingly, patient satisfaction ar Time 1 is related
to patient satisfaction a year later.

In Model 2, we tested Hypotheses 1, 2, and 3 by
entering the orthogonal measures of support for strategic
change, department leadership, and change readiness
norms As shown, support for strategic change (Hypo-
thesis 1) was positively related to patient satisfacticn
at Time 2 (8 = .32, p < .01). Neither the perceived
effectiveness of the leader (Hypothesis 2) nor change
readiness norms (Hypothesis 3) was independently refated

Variables

| Control varicbles—Step 1

Department size (log) .06
Mean group tenure (log) 18
Time 1 patient satisfaction o4+

Independent variables—Step 2
support for strategic change (factor)
Change readiness norms (factor)
Department leaderzhip (factor)
Interactions—Step 3
Support for Change x Leadership
Change Readiness » Leadership
support tor Change » Chaage Readiness

Adjusted R’ .38
F ratio 37444

df 8, 27

e T e G @~ Tables B AT

Department-level regression results for time 2 pa
‘ Model 1

at satisfaction (n = 37)

Madel 2 Model 3 Model &
06 06 06 06
18 18 18 18
.“i&i .64*** .64*ﬂ'! 464&*’
32%% 32e* 324 324+
10 10 10 10
_ 06 .06 .06 06
.18
.SGIA ,
% & 8
a3 43 56 48
33544 320044 4,797 4.18%*
11, 24 12, 23 12, 23 12, 23

"n<.10.
=*n < .05,
we n < 01,

Note, Organizational controls include six medical centers. Entries are standardized coefficients.
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to change in patient satisfaction. This provides support
for Hypothesis 1 but not for ! lypotheses 2 and 3.

Models 3, 4, and 5 include the two-way interactions
between the independent  variables. Model 3 resrs
wherher the interaction between support for strategic
change and the leader's effectiveness is related to
satisfaction at Time 2 (Hypothesis 4). As shown, the
relation is in the hypothesized direction but is not
statistically significant (J = .18). Model 4 tests the
relarion berween the interaction berween change
readiness norms and the leader’s effectiveness and
satisfaction at Time 2 (Hypothesis 5). As shown, this
interaction is both positive and significant (§ = .56,
p < .01), Jemonstrating that the positive effects of
lead: < siap are strongest when the units have norms thar
support chanpge. Model 5 tests Hyporhesis 6, which
proposes that the interaction between support for
chonge and change readiness is related w Time 2
satisfaction. This interaction is positive and marginally
significant (8 = .31, p < .10).

Figure 1 shows the shape of the significant interac-
tion between change readiness and leader effectiveness.
Positive effects of leadership are strongest when the
unit’s norms support change in general (Hypothesis 5);
that is, when groups embrace norms for change and
perceive that their leader is cffective, there is a
significant increase 1n parient sarisfaction beyond the
main effects. When the norms do not support change,
perceptions of the leader’s effectiveness have no effect
on improvement in patient satisfaction. The shape of
the margzinally significant interaction between support

(o]
o

for the change and change readiness is similar to that
shown in Figure 1. In summary, we find that support for
the change in strategy is directly related to patient
satisfacrion. In addition, high levels of change readiness
enhance the positive effects of both effective leadership
and support for the n~w strategy.

¥ Discussion and Implications

Although healrh care organizations in the United States
are under significant pressure from a variety of dif-
ferent sources, change is often difficult for these orga-
nizations. Professional standards, a unique organization
structure, or resource constraints may limit an organi-
zation’s capability to respond to these pressures. Suc-
cessful change, particularly in health care organizations,
requires shifts in resources or policies: however, suc-
cessful change also requires a commitment on the parr of
employees to behave in ways to implement the new
strategy.

The srraregic change we studied was no exception.
New call ..nters, improved scheduling tools, and in-
creased staffing were necessary. However, in large parr,
the ultimate success of the strategy depended on a
change in the actions of individual physicians. In the
organization we s:udied, the new tangible resources vwere
consistent across groups; the question was why some
groups were better able to implement rhe straregy than
others were. There are rwo broad conclusions that can be
drawn from our findinee, First, intangible factors such as
support for a new strategy, group norms, and leaders’
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actions can influence implementation. Second, the
effects of these social processes are primarily interactive.
“ffective lcadership has the preatest impact when a group
has a positive orientation toward change. In addirion, a
positive orientation toward change, coupled with support
far new strategy, increases the success of implementarint..

These results illustrate the importance of sociui control
in organizations. In the organization we studied, physicians
had a great deal of power, not only because of their roles
but also because of the ovnership structure of the medical
group and the accountabiliry of the CEO to the physician
shareholders. In such an environment, reiying un founal
control systems to induce change may be problematic.
H. wever, sow.z! control, exercised through norms i
medical departments, faciiitated change. It may well be
that it is both: the culture of a health care organization and
the specific norms that develop :n growns that will allow
health care organizations to adapt to the environmental
jolts thar these organizations will face.

This study provides a somewhat conservative rest of the
role of norms in supporting implementation. QOur measure
of success of the implementarion of the chang vas acrual
patient responses 1 year after the articulation and dis-
seminarion of the strategic ininiative and was therefore
quite removed from more proximal measures of operations
or actions o the medical department. One mighr rea-
sonably expect that the effects of norms would be stronger
if we assessed internal operations and process changes
within the department rather than reactions of individual
patients, Demonstrating that group norms are related to
changes in a distal measure of pedformance in a complex
organization suggests the power that group-level social
influence can have in shaping individi| actions and the
extent to which norms can serve as a social control system.

Although our results demonstrate the importance of
norms in implementing change, there are a number of
factors that may limit the conclusions we can draw. One
issue concemns the nature of the dependent variahle we as-
sessed. The measure of patient satisfaction was the ultmate
outcome of the change effort; however, it may be affecred by
many factors. A fuller understanding of how norms lead 1o
changes in satisfaction would require a wider set of variables,
including both process and behavioral measures.

Recommendations for Practice

Nor surprisingly, the positive effects of strategic change
are grearest when groups support the new direction.
Therefore, when strategic changes are undertaken,
leaders need to focus on building support for them.
This direct,
addition, leaders need to look for ways to invalve staff
in idenrifying ways of implementing the strategy. As our
Phase | interviews suggest, building support often in-

requires relentless communication.  In
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volves helping staff members understand both rthe
benefits of the change and the risks of continuing the
status quo.

ur results also show that general norms supporting
change interact with other factors to improve imple-
mentarion. Two important questions are what are the
specific aspects of a general norm supporting change and
how can it be developed. Our Phase 1 interviews and
some previous research suggest that when groups are
willing to tolerate some mistakes, have a sense of
urgency about their job, work effectively as a team, and
support one another when new things are tried, inno-
vation and implementing new ideas are enhanced. The
second quesrion is how does one create a culture that
embraces these norms. The high correlation we found
between these norms and the perceptions of the leader
suggests that this norm is likely to come, ar least in part,
from the actions of the group’s '=ader. Building a culture
comes not simply from what a leader says but also
through the mundane actions the leader rakes. What
gets noticed and rewarded? What is discussed at
meetings! How does a leader spend his or her time? If
a leader approaches some types of mistakes as opportu-
nities for learning and correction, rewards team per-
formance, conveys a sense of energy toward rcaching
goals, and is willing to try new things himself or herself,
groups are iikely ro view change Ty differcatly than if
the leader punishes or ignores mistakes, scems indiffer-
ent to goals, and avoids exprrimentation.
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