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Chapter 4: RESPONSES TO CHANGE IN 

ORGANISATIONS 

 

4.1 Introduction 

 

The responses to change and their management are central issues when 

implementing innovations. This chapter will look at some directions the general 

literature has taken to examine these issues and contains some insight into the 

local (Maltese) scenario, in light of introducing a new physiotherapy service. The 

most common response to change is, arguably, resistance. However, as resistance 

and change are globally perceived as negative or, sometimes, positive forces, an 

argument for considering responses to change in a more neutral light is proposed.  

This chapter will discuss resistance as a common response to change, and 

evolves into the presentation of the concept of constraint. 

 

4.2 The perception of resistance as a response to change 

 

Response to change has many definitions, many descriptions, but it is, 

essentially, a perception. It may, for example, be witnessed as being resistance 

and it is felt that there is a barrier. Ansoff (1988; 1990) defined resistance as a 

multifaceted phenomenon, which introduces unanticipated delays, costs and 

instabilities into the process of a strategic change that are difficult to anticipate, 

whilst Zaltman and Duncan (1977) and Maurer (1996) stated that resistance is 

any conduct that serves to maintain the status quo in the face of pressure to alter 

that status quo. Therefore, resistance in an organisational setting may be 
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considered as a manifestation of hesitation which normally arises as a response to 

change (Block 1989). What is interesting, though, is that Maurer‟s (1996) 

description of resistance may be perceived as neutral, since change is not 

inherently beneficial for organisations. Indeed, in Rumelt‟s (1995) study on 

sources of resistance, maintaining the status quo was found to be a prime issue, 

though not necessarily negative.  However, the research was not clear whether 

this affected the planning phase of the change, or the implementation, or both. 

 

Judson (1991) endeavoured to demonstrate a cascade of resistance to change, 

moving from active resistance to acceptance (Table 4.1). The right hand column 

depicts various elements of resistance according to severity or intensity. Within 

the context of change in the Maltese Public Health Service, active resistance is 

likely to be observed from policymakers as clinicians attempt to introduce work 

practices that are not endorsed by established policies or guidelines. On the other 

hand, it is not inconceivable to experience indifference from Maltese health 

professionals who do not agree with innovative policy directions. 

 

Stages  Examples of resistance 

   

Acceptance  Cooperation 
  Resignation 

Indifference  Apathy 

   

Passive resistance  Work to rule 

  Protests 

Active resistance  Doing as little as possible 

  Committing errors 

  Sabotage 

   

 

 Table 4.1: A cascade of resistive behaviour to change 
(adapted from Judson (1991)) 
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Obviously, when resistance is encountered, strategies are developed to overcome 

this resistance. Kotter and Schlesinger (1979) suggested approaches that range 

from education, communication, involvement and support, to negotiations and 

coercion. Indeed, many authors (Waddell & Sohal 1998; Maurer 1996; Lawrence 

1954) proposed that the reasons for the failure of many change initiatives can be 

found in resistance to change. However, resistance has also been considered as a 

source of information, a response useful in learning how to develop a more 

successful change process (Piderit 2000; Waddell & Sohal 1998; Beer & 

Eisenstat 1996). This was the ultimate scope of the project. 

 

A review of the literature revealed a number of potential barriers, some of which 

are indicated in Table 4.2. These barriers can be categorised as internal or 

external, or they may be grouped in terms of perceptual, economic, emotional, 

cultural or technical dimensions (Carnall 1995). Of course the list is not 

exhaustive or in any way complete. Each organisation experiences a range of 

potential sources of conflict, producing responses to change that are dependent 

on the particular situation it faces at the time. 

 

 

 

Barriers to change in organisations 

  

High cost of change Government regulations 

Financial difficulties Strong organisational culture 

Time limitation Internal politics 

Technical difficulties Fear of unknown 

Lack of skills and resources Commitment to current practices 

  

Table 4.2: A list of possible barriers to organisational change 
(adapted from Alexander (1985), Carnall (1995) and Strabel (1996)) 
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Case studies of innovation in clinical areas such as community health care have 

added to the understanding of the forces that operate as barriers and facilitators to 

implementation efforts (Schulz & Greenberg 1995). Barriers included fear for 

personal safety, lack of resources, legal barriers, territorialism among service 

agencies, and rigidity of organisational boundaries (Stein 1995; Hasenfield 

1983). On the other hand, facilitators for change included active change agents, 

community oriented political contexts, participants‟ recognition of a need for 

change and the cost-reducing benefits of new forms of care (Schulz & Greenberg 

1995; Nelson 1994). 

 

As mentioned above, the perceptions of individuals play a fundamental role in 

the process of change and how they respond to it.  When perceived as a threat to 

one‟s security or ingrained habits, or even as loss of status or as a fear of the 

unknown, a change will generate resistance (Neck 1996). The association of 

change with loss of one‟s control, one‟s routines, one‟s traditions and 

relationships, is cited as a significant motive for resisting change (Wolfram Cox 

1997). If the results of a process of change are linked to the perceptions of 

individuals, then the ability of management to communicate the goals of change 

and to provide motivation become important (Sillince 1999). 

 

Furthermore, as resistance to change is said to relate back to a state of mind 

(Dent & Goldberg 1999), people who undertake or who are involved in change 

respectively expect to exercise forms of resistance, so that the outcomes of 

change are often compromised even before it is implemented. From this 

perspective, resistance arises from the inevitable clash between the management, 
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who decides on the change, and the people tasked to carry it out. In fact, barriers 

are claimed to be produced by an organisational inability to forge lasting trust 

and honesty between senior management and the workforce (Macadam 1996). In 

an all too familiar scenario, instead of using common sense and skills for 

problem solving, opposing parties become immersed in the politics of power and 

intractability. 

 

Following on the premise that resistance is a response to change influenced by 

individual or collective perceptions and paradigms, a source of resistance to 

change may also be related to the difficulties created by the existence of deeply 

rooted values – inside the group of political and cultural deadlocks (Pardo del 

Val & Fuentes 2003). In fact, Pardo del Val and Fuentes discovered through an 

empirical study of eighty-six organisations that the more radical the change was, 

the more powerful the resistance to change was. They also realised that the 

organisational culture influenced how change is perceived and implemented. 

 

 

 

4.3 Paradigms and culture 

 

Organisational culture may be defined as its basic assumptions. Schein (1985) 

defines basic assumptions as fundamental beliefs, values and perceptions that 

have become so taken for granted that one finds little variation within a cultural 

unit. Therefore, basic assumptions can be thought of as intricate and potent 

systems of beliefs, perceptions and values – paradigms. 
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Calabrese (2003) provides an interesting link between paradigms and responses 

to change. Paradigms affect personal and collective behaviour. As individuals, 

one uses paradigms to interpret the immediate environment. Paradigms save time 

in analysing every situation. As new situations appear, the mind quickly 

processes these situations against numerous paradigms that the mind maintains 

on call. If the new situation is still congruent with the paradigm, then support is 

manifested. However, when the new situation conflicts with the paradigm, a 

defensive reaction develops subconsciously. Stimuli, processed through 

paradigm filters, cause instantaneous judgement with little cognitive processing, 

that leads directly to anger. Calabrese (2003) claims that the greater the 

mismatch between the new situation and the existing set of paradigms, the 

greater the level of resistance. Calabrese‟s article is based on his experience as an 

educator and supported by noted authors in the literature, but it gives a plausible 

way of understanding responses to organisational change. Interestingly, Pardo 

del Val and Fuentes (2003) presented a similar argument. 

 

At an organisational level, rigidity of paradigms is directly proportional to its age 

(Schein 1985). New organisations are created without fixed paradigms. The 

origin of paradigms occurs as the organisation matures. It is through the 

development and application of paradigms that the organisation survives the 

transition of people from one generation to another (Kuhn 1996). Theoretically, 

in an organisation such as the Maltese Ministry of Health, the stabilising force is 

the health professionals, whereas the elected officials have a higher turnover rate. 

The commonly known fact that there is very little job mobility at all levels in 

Government establishments (Gonzi 2006a) perpetuates further the rigidity of 
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organisational paradigms. As Lloyd and Trompenaars (1993) suggested, one 

seldom questions these paradigms, even when they are a source of dysfunctional, 

personal or organisational behaviour. One reacts defensively to any stimuli 

threatening the belief system underpinning the paradigm (Zammit 1994).  

 

As an organisation matures, its members are led to believe that the organisation‟s 

values and actions are above questioning (Ghoshal & Bartlett 1996; Bowman 

1994; Carnall 1986). Consequently, as the organisation becomes increasingly 

inflexible, it develops a type of organisational paranoia because of the group‟s 

attitudes and behaviours. Whoever questions its actions or values may be seen in 

bad light. Therefore members commit themselves more firmly to the organisation 

and its culture, values, beliefs and paradigms (Schein 1985). This determines 

how professionals and policymakers interact, relate to patients and caregivers, 

and value their work. This environment creates a paradigm that determines 

reality. Consequently, it may be considered relevant to argue that the greater the 

number of people committed to the culture, the more difficult it becomes to 

challenge, let alone create, an environment for constructive change. This is 

evidenced everyday in monolithic organisations such as the Maltese Department 

of Health. In effect, the organisation becomes stuck. Moreover, the reality it 

generates may only be an illusion that is changed only through the achievement 

of new knowledge and skills (Lewin 1948). 

 

Transformational leaders realise that people who resist change are not the enemy; 

they are caught in a paradigm they did not create, and unwittingly contribute 

each day to the sustenance of that paradigm. Zatz (2000) suggested that changing 
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the culture can allow people to perform more effectively and constructively. This 

applies as much to health departments and hospitals as it applies to business. On 

the other hand, resistance to change may also arise from leadership inaction, 

again either because of fear of the unknown or because of fear of changing the 

comfortable status quo (Beer & Eisenstat 1996; Maurer 1996), embedded 

routines  (Rumelt 1995) and cynicism (Reichers et al. 1997). 

 

4.4 Learned helplessness 

 

When people‟s efforts at taking control meet with resistance, they often learn 

helplessness and become passive. The Maltese Public Health Service, which has 

a rigid managerial hierarchy and is over bureaucratic (Busuttil 2006), can foster 

this passivity. 

 

According to Martinko and Gardner‟s (1982) tenet on the theory of learned 

helplessness, people can become desensitised to uncomfortable situations, and 

therefore not act to change them. They have certain assumptions about likely 

outcomes and these assumptions influence behaviour. Bureaucratic organisations 

make it difficult to do anything not defined by rules or policy. Learned 

helplessness dulls awareness and innovation because people respond to a new 

situation with the assumption that they are incapable of doing anything to change 

events. 

 

Learned helplessness may be further compounded by situations where there is 

job-for-life. Employees in the Public Health Service are employed for life. 
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Hence, they become very loyal to the organisation and its policies, without 

question. However, the paradox lies in the phenomenon that the job-for-life 

scenario may induce low productivity and a sense of entitlement (Mahoney & 

Hextall 1998). These public servants may feel that the state owes them a living 

which may lead to complacency and apathy. 

 

 

4.5 Professional boundaries as a barrier 

 

Francis and Humphreys (2000) claimed that health professionals seem to have 

created a prison for themselves within their establishment thinking and practices 

and, consequently, are frequently blocked from learning. They contend that those 

in power tend to assume that they are right, are distant from the realities of those 

outside their social group and have a tendency to deny information that does not 

conform to the thinking patterns learnt in lengthy training. 

 

Furthermore, the problem may be compounded by the fact that individual 

doctors, including the ones in senior policymaking positions, are the gatekeepers 

of health care (Maddock & Morgan 1998). Whilst they may protect existing 

policies, they also impede new developments, especially outside their own 

speciality and sector, and this may affect the development of community and 

primary health care (Mallia 1999). Consequently, innovation is often named as 

sabotage before it is accepted by the majority within the organisation (Maddock 

& Morgan 1998). 
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Perkin (1996) maintained that managers and professionals have different 

priorities. Managers tend to be organisation people who refer to corporate 

objectives and are looking to improve overall performance, whether that is in 

terms of service development or financial performance. On the other hand, 

professionals are often as narrow, neglecting to consider health needs and intent 

upon protecting their traditional practices, they are unwilling to share knowledge 

and status. Yet, within the service sector, the real impact of service delivery is 

experienced by people who are themselves reacting, responding, and adjusting to 

the care process. Their engagement and participation in the processes, if 

successful, almost invariably leads a shift away from the original framework and 

its anchors (Fottler et al. 1982). 

 

 

4.6 Organisational change and resistance as a response 

 

The general aim of organisational change is an adaptation to the environment 

(Leana & Barry 2000) or an improvement in performance (Boecker 1997). It can 

be divided into two types. The first is the small incremental, evolutionary change 

that alters certain small aspects, looking for improvement but keeping the general 

working framework (Blumenthal & Haspeslagh 1994; Greiner 1972). The second 

type of change is strategic, or transformational, where the organisation changes 

its essential framework, looking for a new competitive advantage and affecting 

the basic capabilities of the organisation ( Ghoshal & Bartlett 1996; Blumenthal 

& Haspeslagh 1994). 
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There are several responses to change linked directly to organisational behaviour. 

Organisations may have the inability to look into the future with clarity (Kruger 

1996), the inability to respond to environmental changes (Barr et al. 1992), 

refuse to accept any information that is not desired (Zeffane 1996), 

communication barriers, and organisational silence, where the information flow 

with individuals who do not or cannot express their thoughts is limited (Morrison 

& Milliken 2000). This means that decisions are made without all the relevant 

information. 

 

Furthermore, the direct cost of change can be perceived as a source of resistance 

or a sense that some sort of sacrifice has to be made (Rumelt 1995). Other 

sources of resistance to change are past failures (Zeffane 1996) and the 

difference in agendas of managers versus employees, especially in the 

appreciation of change results (Waddell & Sohal 1998). 

 

As noted earlier, change is often used to describe efforts to enhance performance 

in which improvement is incremental and the context of the larger organisation 

involved in the process remains largely intact (Leana & Barry 2000). However, 

an organisation is structured to maintain a system, a process, and a routine way 

of doing things. Paradoxically, routines are the life-blood of organisations 

(Bowman 1994) – without routines, organisations could not function. However, 

routines may also get in the way of strategic thinking and change, of innovative 

thinking. Traditionally, the manager‟s role is to keep things running smoothly. 

Change threatens the very stability and continuity that managers are attempting 

to control; therefore change and managers are not necessarily mutual partners. 
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Even managers that are aware of the need to change resist the parts that appear 

too major, too risky, or too different (Tapsell 1998). Indeed, change may be 

perceived as difficult and threatening, which is why people may prefer to 

maintain the status quo (Mariotti 1998). 

 

Consequently, it may be considered natural for change to be met with resistance 

– people resist things they are unsure of (Maurer 1998; Denton 1996); the bigger 

the change, the bigger the resistance to create change. However, the reaction to 

change is often intensified if staff feel they have little or no power to influence 

the future (Dowd 1998). While change is exciting and challenging, it can also 

leave staff with a feeling of powerlessness and ambivalence, causing frustration 

and stress. Moreover, once change is authorised, staff want to understand why 

change is happening and how they will be affected. Otherwise, organisational 

changes can lead to paranoia, confusion, anger and insecurities under the 

auspices of change (Sherer 1997). 

 

Hence, as Schembri (2006) suggested, today‟s hospital staff is more likely to 

expect a participatory style of human resource management in an environment 

where they may contribute to decisions on how their departments are 

administered. This may be partly due to the increasing trend of offering 

management training to undergraduates and professionals in an interdisciplinary 

setting. While this may be a positive development to many, for others it creates 

feelings of stress.  The maxim of “doing more with less” is ever present and 

increasing, transforming a potential positive driving force into a barrier to 

change. This issue is linked to Hill and McNulty‟s (1998) argument that what 
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matters to staff is that they feel that their own contribution is seen as valid in the 

new set-up and that any changes taking place are properly explained and make 

sense to them. 

 

 

4.7 Service delivery 

 

There is a widely acknowledged gap between the evidence base and the delivery 

of health care (Haines & Donald 1998). Malta‟s health care organisations 

function on values built early on in the twentieth century and lag behind changes 

seen in settings, service designs and relationships between provider and client in 

non-health care settings. The older and the larger the organisation, the greater its 

difficulty in fostering and implementing change. However, some sort of 

transformation must occur if public organisations are to remain sustainable. In 

health care, the house may well become the base for delivering more and more 

types of care, including physiotherapy (Nelson et al. 1998). Changes in 

technology, the marketplace, information systems, the global economy, social 

values, demographics, and the political climate all have a considerable effect on 

the processes, products and services provided (Church et al. 1996). In the face of 

increases in consumer demand and global investment in healthcare organisations, 

the Maltese Public Health Service is subjected to higher expectations for 

performance and thus greater accountability both to the consumer as well as the 

investor. 
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4.8 Patients as barriers to change 

 

Patients can play an important role in improving practice. To date, the knowledge 

and expectations of patients have been identified as a barrier to new health 

service innovation (Busuttil 2006). However, this may not always be the case.  

 

Informed patients may facilitate rather than impede service innovation in some 

circumstances. Traditionally, Maltese patients have not acted like conventional 

consumers who make deliberate purchasing decisions based on trading off 

product or service feature and economic impact (Deguara 2001). But this is 

changing. There is a definitive shift toward the true healthcare consumer as the 

central decision maker. According to a recent survey, the Maltese consumer is 

better informed and more assertive than ever with respect to their healthcare 

options (Vassallo 2006), possibly because of the ever increasing presence of 

private health services on the islands. They are bearing more of the economic 

consequences of their decisions, becoming increasingly demanding in terms of 

choice, access, quality of care and service. Allawi (1997) had proposed that these 

forces, together with price, drive the healthcare market away from the traditional 

event-focused, acute-care model towards prevention and wellbeing. However, 

the pace is slow: while the public generally marvels at the scope and pace of 

innovation in high-profile medical technologies, there is less praise about 

innovation in basic clinical, business, and service delivery processes. One 

routinely takes the latest medical technologies of the 21
st
 century and embeds 

them within a service delivery and patient flow process – with its appointments, 
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waiting rooms, waiting lists, and so on – that has remained fundamentally the 

same. 

 

 

4.9 A climate for implementation of change 

 

Implementation is the crucial step between the decision to change and the normal 

use of it as part of the organisation (Klein & Sorra 1996a). An organisation‟s 

climate for the implementation of a given innovation refers to targeted 

employees‟ shared perceptions of the extent to which their use of a specific 

innovation is rewarded, supported, and expected within their organisation 

(Schnieder 1990).  A strong implementation force when the change values are 

not understood or appreciated will result in resistance to change. In fact, 

resistance to change can originate from those departments that will suffer from 

the change implementation (Beer & Eisenstat 1996). It can also emerge if there 

are deep rooted values and emotional loyalties to the organisation (Nemeth 

1997). 

 

Therefore, the more comprehensively and consistently implementation policies 

are perceived by targeted employees to encourage, cultivate, and reward their use 

of a given innovation, the stronger the climate for implementation of that 

innovation (Klein & Sorra 1996a). Interestingly, Klein and Sorra (1996b) then 

argued that climate for implementation does not, however, ensure either the 

congruence of an innovation to targeted users‟ values or internalised and 

committed innovation use. Those with the greatest potential to address barriers 
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range from individual clinicians to national policy-makers – but it is seldom 

possible to identify a single group capable of effectively tackling a barrier in 

isolation. Ultimately, the priorities are determined by national policy-makers in 

establishing frameworks to ensure strategies to tackle barriers to change are both 

multi-level and multi-faceted. 

 

The empirical literature on the implementation of workplace innovations is 

dominated by qualitative, single site studies, such as those by Sproull and 

Hofmeister (1986) and Roitman et al (1988). In rich detail, the authors of these 

studies have described a variety of innovation, implementation, organisational, 

and managerial policies, practices and characteristics that may influence 

innovation use. These include training in innovation use (Fleischer et al. 1988), 

time to experiment with the innovation (Zuboff 1988), user support services 

(Rousseau 1989), praise from supervisors for innovation use (Klein et al. 1990), 

financial incentives for innovation use (Lawler & Mohrman 1991), budgetary 

constraints (Nord & Tucker 1987), and the user friendliness of the innovation 

(Rivard 1987). 

 

As intimated earlier, resistance is a natural part of the change process and is to be 

expected (Coghlan 1993; Steinburg 1992; Zaltman & Duncan 1977). Individuals 

go through a reaction process when they are personally confronted with major 

organisational change (Kyle 1993; Jacobs 1995). According to Scott and Jaffe 

(Scott & Jaffe 1988) this process consists of four phases: initial denial, 

resistance, gradual exploration, and eventual commitment. Unconscious 

processes arise as individuals respond to the threats of change (Halton 1994). 

Individuals unconsciously use well-developed and habitual defence mechanisms 
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to protect themselves from change and from the feelings of anxiety change 

causes (Oldham & Kleiner 1990). These defences can sometimes obstruct and 

hinder an individual from adapting to change (Darling 1993; Halton 1994). In 

fact, as people experience change in different ways (Carnall 1986), they may also 

differ in their ability and willingness to adapt to changes (Darling 1993). 

 

According to Maurer (1997), the failure of many commercial change 

programmes can be traced to employee resistance. A longitudinal study by 

Waldersee and Griffiths (1997) of about five hundred organisations revealed that 

employee resistance was the most frequently cited implementation problem 

encountered by management when introducing change. Over half the 

organisations surveyed experienced employee resistance. These findings raise 

questions about how resistance is managed when implementing change, indeed 

whether it is to be managed or resisted. 

 

 

4.10 Communication in strategies for change 

 

Since organisational change involves moving from the known to the unknown, 

and since the future is uncertain, organisational members generally do not 

support change unless compelling reasons persuade them to do so (Cummings & 

Worley 1993). A key issue in planning for action, therefore, is how to motivate 

commitment to organisational change. This requires attention to two related 

tasks: 

1. creating readiness for change; and 

2. overcoming resistance to change 
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Creating readiness for change depends on the perceived need for change. This 

involves making people so dissatisfied with the status quo that they are motivated 

to try new things and new patterns of behaviour. With that intent, at least three 

major processes are involved to overcome resistance to change: 

1. communication 

2. support; and 

3. participation (Cummings & Worley 1993). 

 

Effective communication can take away at least part of the feeling of uncertainty 

and lack of information about the change, reducing speculation and unfounded 

fears. When interest is shown in their feelings and perceptions employees are 

more likely to be less defensive and more willing to share their concerns and 

affairs (Shaw et al. 1993; Covin & Kilmann 1990). By involving organisational 

members directly in the planning and implementation process of change, one 

cannot only overcome resistance, but also take the needs of individual members 

into account in the changes (Darcy & Kleiner 1991). 

 

 

4.11 The management of change 

 

There are many working models that deal with change. Although all are different 

in their approaches and contexts, they do contain fundamental components that 

comprise the core of any change model (Figure 4.1). They consist of five broad 

groups representing the open system‟s approach to organisational change at the 

centre of which lie the core dimensions.  
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The five broad categories are the setting, the organisation, the manager, the 

group and the results.  These can affect morale and performance (Zeffane 1996); 

for example, the manager‟s skills for solving complex problems, or the groups‟ 

method of decision making. The core dimensions are culture, assumptions, and 

mind-sets of those involved (Lloyd & Trompenaars 1993). Core dimensions may 

be difficult to control and may be a source of resistance that may invariably 

negatively affect results even if every effort is made to ameliorate them. 

 

Change is said to occur as a result of the interaction of a variety of external and 

internal forces, as illustrated in Table 4.3 (Kreitner & Kinicki 1998). These 

factors include various controllable and uncontrollable factors. When considered 

in the context of the Maltese Public Health Service, these become more complex 

as one adds job-for life situations, island state economy structures, the absence of 

market or competitive forces, and other compounding features. 

The 

organisation 

Culture 

Assumptions 

Mind-sets 

The 

manager 

The setting 

The group 

The results 

Figure 4.1: The fundamental components of models of change 

 (adapted from Lloyd and Trompenaars 1993) 



  109 

 

External Forces Internal Forces 

Demographic forces Human resource problems 

     age      job dissatisfaction 

     education      unmet needs 

     skill level      team participation 

     gender Managerial behaviour 

Market changes      leadership 

     competition      conflict 

     public versus private      structural reorganisation 

     economic conditions Organisational structure 

Social and political pressures      ownership 

     values       accountabilities 

     leadership      identity 

     social movements      changing roles 

     political ideologies Community responsiveness 

      political/social philosophies 

      opportunities for change 

  

 

 

 

Kreitner and Kinicki (1998) also suggested in their multi-published book that 

change can be viewed along a continuum from low to high, representing the 

degree of complexity, and uncertainty, and reflecting the potential for resistance 

to change. At the low end, where there is little complexity, change may be 

considered adaptive and minimal. Minor changes in physiotherapy treatment 

record keeping would be an example of low change in the Physiotherapy 

Department of the Public Health Service. At the other end of the continuum, 

change can be viewed as complex but innovative, bringing with it considerable 

resistance to overcome. Introducing open referral systems, general practitioner 

patient registration systems and home-based rehabilitation would be good 

examples of complex innovative change with uncertain outcomes. 

Table 4.3: Some forces affecting organisational change 
(adapted from Kreitner and Kinicki 1998) 
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One aspect of change management is the issue of the leadership of the change 

initiative. Change involves „unfreezing‟ the mindset and current operations, 

making the change and then „refreezing‟ to establish a new mode of operations 

(Lewin 1951). Based upon this model, Kotter (1996) suggested 8 steps for 

leading change: 

 Establishing a sense of urgency 

 Create the guiding coalition 

 Develop a vision and strategy 

 Communicate the change vision 

 Empower action 

 Generate short term-wins 

 Consolidate gains and produce more change 

 Anchor new approaches in the culture 

 

Another model of change advocated by Beer (Armstrong 1999) recognises that 

change is more complex, and therefore requires a more complex, albeit still 

uniform, set of responses to ensure its effectiveness. This model prescribes a six-

step process to achieve effective change. They concentrate on task alignment, 

whereby employees‟ roles, responsibilities and relationships are seen as seen as 

key to bring about situations that enforce changed ways of thinking, attitudes and 

behaving. These stages are: 

 Mobilise commitment to change through joint diagnosis 

 Develop a shared vision of how to organise 

 Foster consensus and competence 

 Spread the word about the change 

 Institutionalise the change through formal policies 

 Monitor and adjust as needed 
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Shaw (2002) looked at change in a different manner. Change is seen as both 

complex and evolutionary. This model‟s starting point is that the environment of 

an organisation is not in equilibrium. As such, the change mechanisms within 

organisations tend to be somewhat chaotic and may be seen to operate in reverse 

to the way outlined by Lewin. It is argued that it is not appropriate to consider 

the status quo as a good starting point, given that organisations are not static 

entities. Rather, the forces for change are already inherent in the system and 

emerge as the system adapts to its environment. 

 

The existence of several models of change may be explained by arguing that they 

are continually evolving as new contexts, changing world events and fluid 

management approaches are analysed in scientific and professional fora as the 

perceived need arises. Furthermore, as people perceive the world around them in 

endlessly different ways (Guba & Lincoln 1989), then it should come as no 

surprise to discover that change can be actuated in numerous ways. 

 

 

4.12 Metaphors and constructed realities 

 

Earlier, organisational culture was linked to paradigms. However, culture can be 

explored using metaphors, such as the pattern of interaction, the language that is 

used, the images and themes explored in conversation, and the various rituals of 

daily routine (Morgan 1986). This approach had become very influential. The 

culture metaphor developed into the one of the most common metaphors in 
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writing on organisation (Meyerson & Martin 1987). One interesting metaphor 

proposed by Morgan (1986) is the enactment view of culture which 

 

“leads us to see that organisations are in essence socially 

constructed realities that rest as much in the heads and 

minds of their members as they do in concrete sets of rules 

and relations." (Morgan 1986, p.131) 

 

Constructed realities are therefore self-sustaining and self-renewing. The 

challenge of inducing change is consequently not simply a matter of raising 

awareness or introducing reasoned reflections (Guba & Lincoln 1989) but a 

matter of tackling the problematic nature of the constructions themselves – the 

culture. This is in line with Meyerson and Martin‟s (1987) support of the 

principle that cultures are socially constructed realities and that how culture 

changes depends on how one perceives and enacts culture. 

 

Following a review of organisational analysis literature based on the organisation 

as cultures metaphors, Alvesson (1993) stated that there was substantial variation 

within the images, perspectives and analyses conducted based upon this 

metaphor. Moreover, Holland (1999) implied that in focusing on metaphors, 

Morgan was disregarding the patterns of power and control that may underline 

the way in which organisations are enacted. 

 

In contrast to Morgan, discourse theorists view organisations not simply as social 

collectives where shared meaning is produced, but rather as sites of struggle 
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where different groups compete to shape the social reality of organisations in 

ways that serve their own interests (Mumby & Clair 1997). Ultimately, however, 

that argument is linked to Meyerson and Martin‟s (1987) support of the principle 

that cultures are socially constructed realities and that how culture changes 

depends on how one perceives and enacts culture. 

 

The views and values of culture of local elite groups do shape organisational 

structure. In an interesting paper on changing professional practice, Ferlie et al 

(2000) suggested that implementation is more likely given active professional 

support and leadership, highlighting the continued importance of professions as 

creators and carriers of culture. Regardless of organisational structure and 

outcome expected, any plan to control organisational culture will have to work 

with and through these professionals and their cultures. That culture is played out 

in the talk and text of individuals as they conduct their daily relationships with 

colleagues, patients and carers. Although affected by organisational and 

professional factors, this enactment is also influenced by the personal and 

collective history of the individuals involved in the interaction (Peck et al. 2001). 

 

 

4.13 Resistance, barriers or constraints? 

 

A wide variety of tools, techniques and strategies have been tried to improve 

service delivery with varying success (Breen et al. 2002). An emerging 

philosophy that offers a fresh approach to performance enhancement and 

catalyses change is called the Theory of Constraints (TOC) (Table 4.4). 

Originally developed by Eliyahu Goldratt (1992), the TOC considers an 
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organisation as a chain of interdependent processes where the performance of 

each process is dependent upon the previous process. Therefore the structure of a 

system and its interdependencies define its performance. The factor that is 

limiting performance is labelled a constraint. 

 

The five focusing steps of the of the Theory of Constraints 

1. Identify the system‟s constraint 

2. Decide how to exploit it 

3. Subordinate and synchronise everything else to the above decisions 

4. Elevate the system‟s constraints 

5. If in the above steps the constraint has shifted, go back to step 1. 

 

 

 

 

A constraint is neither good nor bad; it just is. This gives one the prospect to 

view barriers to change with a more neutral attitude, transforming them into 

opportunities rather than obstacles. However, identifying constraints is no mean 

feat. Attempting to improve the performance of an organisation without due 

attention to the constraints would do nothing to improve the system as a whole 

(Womack and Flowers 1999). Consequently, a Maltese paralleling argument may 

be that constructing a new large replacement hospital and upgrading specialist 

services, without developing primary and community health care, may do little to 

advance the Public Health Service in general (Busuttil 2006), or meet the needs 

of the consumers. This is assuming that community health care in Malta is 

Table 4.4:  The thinking behind the process of increasing 

performance of a system by identifying one major 

constraint.  
(Adapted from Breen et al (2002)) 
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considered as a constraint, limiting the state‟s mission to offer full access to the 

best possible care to its citizens (Department of Health 1996). 

 

The TOC offers a logical and rigorous method for analysing (Roybal et al. 1999) 

and improving the performance (Dettmer 1998) of a health care enterprise, based 

essentially on a thinking process that may probably be written off as common 

sense! 

 

4.14 Summary 

Resistance is often viewed by managers as the enemy of change, which must be 

overcome if a change effort is to be successful (Schein 1985). However, the 

literature surrounding resistance as a response to change indicates that the 

adversarial approach has little theoretical support. Rather, work undertaken 

during the 60‟s and 70‟s found that there is in effect benefit to be gained from 

resistance (Waterman and Peters 1988). Therefore, a contrasting view is that it 

should not be avoided as recommended by classical management theory. Barriers 

may be considered factors that may facilitate improved practice if they operate 

the other way round (Kitson et al. 1998). For example, cost consciousness may 

be a barrier if more funds are perceived to be needed to increase performance, 

while it may be considered a facilitator to make sure that the service operates as 

efficiently as possible. Waddel and Sohal (1998) argued that one should consider 

the value of resistance in introducing added energy in to the change process, 

encouraging the search for other methods and outcomes with the purpose of 

converging the conflicting opinions that may exist. On the other hand, if barriers 

are perceived as neutral by both management and professional staff, then it may 
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stimulate the opportunity to produce strategies to tackle these “constraints” in a 

manner that is congruent to all shareholders. This study supports this notion and 

promotes a strategy that is easily embedded within the current local work culture. 

This chapter took the resistance to change theory and focussed literature on 

organisational behaviour, and applied it to innovation in health service delivery 

and work culture in Malta. 

 

 

  


