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Frey R, Boyd M, Foster S, Robinson J, Gott M What’s the Diagnosis?  Organisational 

Culture and Palliative Care Delivery in Residential Aged Care in New Zealand Health & 

social care in the community Mar 2015 DOI 10.1111/hsc.12220 

Organisational culture has been shown to impact on resident outcomes in residential aged 

care.  This is particularly important given the growing number of residents with high 

palliative care needs.  The study described herein (conducted from January 2013 to March 

2014) examined survey results from a convenience sample of 46 managers, alongside 

interviews with a purposively selected sample of 23 bereaved family members in order to 

explore the perceptions of organisational culture within New Zealand residential aged care 

(RAC) facilities in one large urban District Health Board.  Results of the Organisational 

Culture Assessment Instrument (OCAI) completed by managers indicated a preference for a 

“Clan” and the structured “Hierarchy” culture.  Bereaved family interviews emphasised both 

positive and negative aspects of communication, leadership and teamwork, and relationship 

with residents.  Study results from both managers’ OCAI survey scores and next of kin 

interviews indicate that while the RAC facilities are culturally oriented towards providing 

quality care for residents, they may face barriers to adopting organisational processes 

supportive of this goal.   
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What is known about the topic: 

• Ageing populations and a rise in chronic conditions translate into a predicted 

exponential increase in demand for palliative care. 

• People entering residential aged care (RAC) present with more complex needs and 

often at a later stage of illness. 

• Organisational culture has become of increasing importance in the delivery of long-

term care. 

 

What this paper adds: 

• Managers and family members see themselves as partners in care, a characteristic 

associated with good palliative care delivery in RAC 

• Economic imperatives may threaten the maintenance of ongoing personal 

relationships between families and RAC management and staff  

• A sense of RAC as family should underpin specific strategies to enhance 

organisational culture. 

 

 

 

 

 

 

 



What’s the Diagnosis?  Organisational Culture and Palliative Care Delivery in Residential 

Aged Care in New Zealand 

Projections indicate that by the year 2030 the populations of sixty countries will 

include at least 2 million people who are 65 or older (Kinsella & Phillips 2005). A 

concomitant rise in chronic conditions  means that those people entering residential aged care 

(RAC) facilities will present with more complex needs and often at a later stage of illness, 

thereby demanding a higher level of skill from staff than was previously required (Boyd et 

al., 2011, Boyd et al., 2012,Currow  & Hegarty 2006).  Residential aged care facility’ is “a 

generic term used to describe care amenities for people who require ongoing assistance with 

activities of daily living” (Phillips et al.  2006, p. 417). International literature has 

demonstrated that residents of RAC facilities have high palliative care needs (Gomez-Batiste 

et. al., 2014).  

The forging of relationships between managers, staff, residents and their families 

provides a sense of community in RAC and has been demonstrated to play a vital role in 

resident wellbeing (Wilson 2008). However, staffing and funding limitations are a common 

problem in the sector, which constrain the ability of staff to deliver the level and type of care 

required (Harper 2002). Thus the increasing acuity of resident health status, combined with 

financial and organisational challenges, translates into an aged care sector under strain. 

The RAC sector in New Zealand faces the same challenges as those documented 

internationally. A shift from not-for-profit, single-site, residential aged care providers to large 

privately-owned facilities (Lazonby 2007, Simpson & Cheney 2007, Boyd et al. 2009, Broad 

et al. 2013 ) has led to work conditions characterised by low wages, delegation of 

increasingly complex tasks to unqualified caregivers, increasing workload, and low staffing 

levels (Kiata et al. 2005, Networkers 2005, Carryer & Hansen 2010, Haultain 2011).  



Although several studies have examined the organisational culture in RAC (e.g. Hughes et 

al., 2007, Grunier & Mor, 2008, Fleshner, 2009)  less is known about the relationship 

between organisational culture and the quality of care in RAC ( Shortell et al. 2004, Wicke et 

al. 2004, Scott-Cawiezell et al. 2005, Van Beek & Gerritsen 2010). One New Zealand study 

by Marshall et al. (2011) on staff perceptions of end-of-life care in RAC, reported that 

organisational culture significantly influenced ability to deliver care.  It cited inflexible 

routines and tasks, as well as lack of time and staffing, as factors impacting on the quality of 

care delivered.  Also an earlier report by the Ministry of Health (2002) had characterised 

palliative care provision within RAC as ‘scanty’ and ‘uncoordinated’.  

Organisational culture “reflects the prevailing ideology that people carry inside their 

heads. It conveys a sense of identity to employees, provides unwritten and often unspoken 

guidelines for how to get along in the organisation, and it enhances the stability of the social 

system that they experience” (Cameron and Quinn 2006, p. 16).   The culture of an 

organisation is reflected in what is valued (e.g. relationships, hierarchy, adaptability, 

profitability), in the leadership style, in symbols and communication patterns, in rules and 

procedures, and in how success is defined (Cameron & Quinn 2006). Organisational culture 

has become of increasing importance in the delivery of long-term aged care (Gibson & 

Barsade 2003, Ronch 2004, Rahman & Schnelle 2008, Koren 2010 ).  Research within the 

RAC sector has demonstrated a relationship between approaches to management 

(communication openness, decision making, relationship-oriented leadership, and 

formalization) and resident outcomes (Anderson et al. 2003). A review of the literature by 

Cummings et al. (2010) concluded that a leadership style focussed on personal relationships 

resulted in improved outcomes for the nursing workforce as well as the effectiveness and 

productivity of healthcare organisations.  In contrast, research by Price et al. (2004) found 

that a highly structured and inflexible management style impacted negatively on care worker 



satisfaction.  Studies by Beer et al. (2010) identified teamwork, communication and 

leadership as key elements of organisational culture which potentially influence staff and 

resident outcomes in care facilities.   

People act based on their perceptions of reality (Lincoln & Guba, 1994). This 

perception of reality can be characterised as their cultural worldview.  Cultural worldviews 

represent the beliefs about one’s culture. According to Matsumoto (2006) they “organize and 

guide the processing of social experiences” (p. 36).  Cultural worldviews are promoted by 

organisational leaders who define the culture for members (Matsumoto, 2006).  Managers’ 

cultural worldviews are likely to colour their approach to care delivery within the RAC 

facility (e.g. McMurray & Williams 2004, Glasberg et al. 2007). 

According to Tuckett et al. (2010, p. 2605), research (e.g. Forbes 2001, Harper 2002) 

has often characterised the culture of RAC as “promoting instrumental care, therefore 

prioritising ‘doing for’ over ‘being with’ isolating residents in an environment that is “far 

from homelike.”  This type of organisational culture has implications for both the quality of 

care delivered and for the recruitment and retention of a competent workforce (Eley et al. 

2007, Wallerstedt & Andershed 2007).  Research by Gott et al. (2011) in the UK and New 

Zealand, found a significant gap between the policy of universal palliative care espoused in 

both countries and the reality of service provision in the community including RAC. 

Given the growing need for and challenges faced in palliative care provision in RAC, 

this study therefore aimed to explore both the perceptions and the reality of organisational 

culture within New Zealand RAC’s.  A mixed-method design was used to investigate the 

views of a group of RAC managers and bereaved family members. Quantitative objective 

measures were administered to managers, thereby capturing indicators of perceived 

organisational culture. Qualitative in-depth interviews were conducted, in order to assess the 



experience of service use from the perspective of families, and to capture the complexity of 

the socio-cultural contexts.   By investigating both the managers’ perceptions of the 

organisation and the families’ lived experiences, this research sought to highlight areas of 

agreement and disagreement in the views of the quality of care delivered. 

Method 

Design and Sample 

This two- phase study utilised an explanatory sequential mixed method design 

(Creswell & Clark 2011).  In this approach a quantitative study (Phase One) is followed by a 

qualitative study (Phase Two) with the intention of exploring the results generated from the 

quantitative study in greater depth (Creswell & Clark 2011). Phase One consisted of a 

convenience sample of managers from 52 RAC facilities in one large urban District Health 

Board. Managers in Phase One completed a questionnaire containing the organisational 

culture assessment instrument (OCAI), which provides a framework for profiling the 

dominant culture of an organisation (Cameron & Quinn 2006). Phase Two included 

qualitative data via individual interviews collected with a purposively selected subsample of 

23 bereaved family members.  According to Bellot (2011), mixed methods are the preferred 

approach for assessing organisational culture.  Mixed methods permit greater depth of 

explanation of the organisational culture construct (Alevsson & Berg 1992) and expanded 

opportunity for analysis of the data (Fleeger 1993). By utilising both quantitative and 

qualitative methods, we sought to triangulate on the ‘truth’ or ‘empirical reality’ of RAC 

organisational culture.  

This research approached the understanding of RAC from the perspectives of both 

managers and bereaved family members of former RAC residents. Bereaved family 

members, who frequently act as caregivers and proxy decision-makers for residents in RAC 



(Rowles & High 1996) are valuable sources for retrospective information. They allow for the 

capture of other experiences beyond those of residents with an identified and acknowledged 

life limiting illness (Higginson et al. 1994). The contributions of bereaved family members 

have been utilised in a number studies of the dying in the US (Teno et al., 2001), Europe 

(Beccaro et al., 2010) and the UK (Seale & Cartwright, 1994, Addington-Hall & McCarthy, 

1995).   

Ethics 

This research was approved by the University of Auckland Human Participants Ethics 

Committee (UAHPEC).   Written support was obtained from the CEO’s of all participating 

facilities. All participants provided informed written consent. 

Procedure  

Phase One. Contact with facilities was initially made through the facilities Chief 

Executive Officers (CEO) or area managers, who were provided with information on the 

study. Upon written support from the CEO’s and area managers, emails and telephone calls 

were made to facility managers to provide more information on the study.  Managers from 52 

facilities completed a questionnaire examining their experiences regarding palliative and end 

of life care management, the profile of the education and experience of healthcare staff and 

the existing and desired organisational culture of the facility. Fifty-two questionnaires were 

returned, however only 46 managers completed in full all six content areas (subscales) of the 

OCAI, a requirement for organisational culture to be calculated. 

The data collection tool was adapted from a questionnaire administered to medical 

and nursing staff in the UK (Gott et al. 2001) and a study involving palliative care 

educational needs of clinical staff in an acute hospital in New Zealand (Frey et al. 2013). 



Generally, closed questions were incorporated into the questionnaire, employing structured 

responses including Likert-type rating scales; fill in the blank and multi-option formats.   

Topics included:  Service Profile (6 items), Service Provision (8 items) and Organisational 

Culture (utilizing the OCAI) (Cameron & Quinn 2006).  

OCAI is theoretically based on the Competing Values Framework (CVF) (Quinn & 

Rohrbaugh 1983, Cameron & Quinn 1999).  This typological approach to organisational 

culture has been employed in quality management research (Detert et al. 2000), as well as in 

research related to the management of health care (Kalliath et al. 1999, Gifford et al. 2002).  

CVF characterises organisational cultures along two dimensions (flexibility-control, internal-

external focus) which represent alternative approaches to basic challenges that must be 

addressed for an organisation to function (Denison & Spreitzer 1991).  The two dimensions 

form four quadrants each representing a distinct cultural orientation and value emphasis: Clan 

(collaborate), hierarchical (control) market (compete) or adhocracy (create). “Value is created 

whenever an organization develops competencies in Control, Compete, Create and 

Collaborate that collectively generate output that exceeds what individuals or subunits within 

the organisation) could do on their own” (Cameron et al. 2006, p. 29) (See Figure 1) 

Collaborate that collectively generate output that exceeds what individuals or subunits 

within the organisation) could do on their own” (Cameron et al. 2006, p. 29) The OCAI 

consists of six content areas dealing with aspects of the organisation (dominant 

characteristics, leadership, employee management, organisational glue, strategic emphasis 

and criteria for success). Scores from six content areas are combined to inform the overall 

score for each the four orientations. Scoring is then repeated asking the respondent how they 

would prefer the organisation to be five years hence. Comparison of the present and future 

cultural orientations represents aspects for potential change.   According to Denison and 

Spreitzer (1991) organisations are comprised of a mix of the four culture orientations, 



although one orientation may predominate. The reliability and validity of both the CVF and 

the OCAI have been established in numerous studies (Cameron & Freeman 1991, Quinn & 

Spreitzer 1991, Yeung et al.1991, Zammuto & Krakower 1991, Berrio 2003, Yu &Wu 2009).   

Phase Two. Potential participants were recruited from bereaved family members 

whose relative had died in a RAC facility six months to three years prior to the start of Phase 

Two. In each case, we sought to recruit the family member who was involved most closely in 

medical decision-making and was the most knowledgeable about the circumstances of the 

resident’s death based on the facility manager’s recommendations. In order to ensure resident 

and family confidentiality, initial contact with potential participants was made by the 

manager of the facility. Semi-structured interviews averaging 38 minutes in length explored 

the family member’s experience of care for their relative. The interview guide drew on 

questions from the “Views of Informal Carers-Evaluation of Services” (VOICES) instrument 

(Addington-Hall et al. 1998).  Topics included: communication and family care, advance care 

planning, physical care and symptoms, staffing, transitions in care, support and coping with 

loss. Telephone follow up to check participant wellbeing was made one week post interview. 

Data collection and consecutive analyses for Phase One and Phase Two were conducted 

between January 2013 and March 2014. 

 

Data analysis 

Quantitative. Quantitative data were coded into SPSS version 20. Descriptive 

(frequencies, mean, mode, standard deviation) statistics were calculated for the demographic, 

service profile and service provision variables.  Data analysis of the OCAI involved 

computing the average scores for each cultural alternative (A=Clan, B=Adhocracy, 

C=Market, D=Hierarchy), and construction of an organisational culture profile as outlined by 



Cameron and Quinn (2006). Visual patterns were examined for the presence of a dominant 

culture value as well as the congruence of the cultural value across the six content areas. 

When constructing the RAC organisational culture profile, the mean scores of the lettered 

cultural alternatives (A, B, C, D) were computed and graphed for each of the cultural 

orientations (Current and Preferred).  OCAI profiles were compared utilising four of the 

standards recommended by Cameron and Quinn (2006): 1) predominant culture, 2) 

discrepancies between current and preferred culture 3) strength of the dominant culture and 

4) cultural congruence. In the case of the second standard, a repeated measure MANOVA 

was conducted to corroborate observed differences between current and preferred scores.  

Given the transition in RAC in New Zealand from predominantly public to private funding 

(Broad et al. 2013), comparison of Manager cultural orientation based on length of time in 

RAC was also conducted. 

Qualitative. Interviews were digitally recorded and transcribed verbatim with the 

consent of the participants. Participants were also provided with the opportunity to review 

interview transcripts for accuracy. A thematic analysis was conducted, identifying themes 

and sub-themes related to the characteristics associated with the dominant organisational 

culture type (Clan, Adhocracy, Market or Hierarchy) which emerged in Phase One of the 

study, returning to the full transcriptions to ensure all quotations were situated within the 

context of the interview.   Areas of convergence, complementarity and discrepancy between 

the quantitative and qualitative data were identified (Farmer et al. 2006).Themes emerging in 

Phase Two are presented alongside the relevant cultural characteristic identified in the Phase 

One quantitative results. 

  

 



Results 

Setting the Scene 

Manager Personal Profile. A majority of the participants were female (85%) and 

described their current position as director of nursing/care manager/clinical manager (53.2%).  

Twenty (42.6%) participants identified their highest degree as Bachelor’s degree (RN) while 

12 (25.5%) reported a post graduate (Graduate Diploma, Master’s degree, MBA, PhD) 

qualification. Participants reported holding their current position for an average of 5.3 years 

and experience in RAC ranged from one to 40 years with an average of 14.6 years. 

Service Profile. The majority of the 46 facilities were privately owned for profit 

(69.6%) and single site (80.4%).  Resident numbers ranged from 15 to 138 with an average of 

51 residents.  Staff most often included one registered nurse (RN) (23.9%) and twenty health 

care assistants (HCA’s) (8.7%) (See Table 1 for demographic characteristics of the managers 

and facilities).  

[Table 1 here] 

Managers most frequently (58.7%) viewed between 1-25% of residents as in the last 

year of life (Table 1). On average managers reported that residents had a current care plan 

(98%) a formal assessment of their needs (91%) and up-to-date progress notes.  However 

only 29.9% had an Advance Care Plan (ACP) and 16% had a palliative care alert.   

On average, 34% of staff had formal training in the use of the Liverpool Care 

Pathway (LCP) for the Dying Patient, while far fewer received formal training in ACP and 

communication skills (8.5%).  Areas of palliative care delivery in need of improvement most 

frequently cited were staff knowledge (17.4%) and family support (15.2%) (Figure 2). 

[Fig 2.] 



Family Member Profile.  The majority of the participants were female (60.9%) NZ 

European (69.6%) and over the age of 55 years (82.6%) Although the sample was selected 

based on relationship to a decedent resident in Phase One RAC facilities, participant reported 

ethnic group identifications were indicative of ethnic groups resident in the district health 

board (although participants of Pacific identification were absent from the sample) (ARPHS, 

2006) (See Table 2 for demographic characteristics of the bereaved family member 

participants).  Decedent relatives were most often over the age of 62 (95.7%) and female 15 

(65.2%), and NZ European ethnicity (60.8%) which is similar proportionally to survey results 

of a regional RAC study by Broad et al (2011). Nine (39.1%) had hospital admissions from 

RAC (Table 3).   Resident information has been presented as aggregate data to protect 

participant and decedent identities. 

[Table 2] 

[Table 3] 

 

Organisational Culture  

The OCAI results demonstrated that a mixture of both “Clan” and “Hierarchical” 

culture types were preferred by the managers.  However, “Clan culture” predominated across 

the OCAI responses (x ̅ = 52.9, SD = 16.6). The structured “Hierarchy culture” recorded the 

second highest mean score (x ̅ = 23.9, SD = 11.2).  Clan culture was also the preferred future 

organisational culture of the RAC facility managers (x ̅ =53.71 SD = 14.19).  This culture 

would be characterised as a strong culture within the RAC facilities based on the large 

number of points awarded to Clan type (greater than 10 point difference between Clan culture 

and Hierarchy culture) in 53.8% of the manager responses.  Values and goals of Clan culture 



emphasise “cohesion, participativeness, individuality, and a sense of ‘we-ness’ (Cameron & 

Quinn 2006, p. 41).  

The six content areas also demonstrated a congruent organisational culture as 

perceived by the managers (Schein 1992). Cultural congruence indicates that the diverse 

components of an organization’s culture (e.g. leadership style, staff management approach, 

reward system) are aligned (Cameron & Quinn 2006). In other words, in all content areas 

Clan culture predominates. Less than 6 of the 24 content areas demonstrated differences of 5 

or more from the mean present and preferred cultural orientation scores.  Tables of the mean 

scores for each of the six aspects of the organisation and the mean differences between 

cultural orientation and content area can be found in Appendix A Table 1A and Appendix B 

Table 1B.   

Phase One results demonstrated that managers perceived their facilities to be best 

described by a Clan cultural orientation. However, while managers aspired to the goals of a 

Clan culture, comparison of key characteristics of this cultural orientation with the bereaved 

families’ responses demonstrated areas in which these ideals were not achieved. 

Collaboration 

Clan culture is defined in part by relationships characterised as close and family-like. Clan 

culture finds resonance with the construct of collectivism (Hofstede 1984) and pertinent to 

the New Zealand context, to Māori tikanga (cultural values, principles, and practices) and 

central values such as whānaungatanga (connections and relationships) and manakitanga 

(reciprocal care) (Moorefield 2011). Among Māori kaupapa principles drive a need for direct 

involvement in the care of relatives during the end-of-life journey in order to ensure balance, 

unity, and harmony (Bellamy & Gott, 2013; Ngata, 2005) as is evidenced by K’s experiences. 

K, whose wife was diagnosed with dementia, described his collaboration with the staff: 



They knew I was going up there to feed [wife name], so quite often if they’d bring the meal 

out a bit earlier…they got used to knowing I wanted to feed her. 

Husband K 

However economic pressures which lead to an emphasis on organisational efficiency created 

challenges to the building of relationships between staff, residents and families. As reported 

in earlier research RAC work conditions foster a task oriented approach to care and limit the 

ability of staff to ‘spend time’ with residents (Forbes 2001). C while acknowledging that the 

overall quality of care of her partner was good noted the effects of this “pressure of time” 

(Diamond 1992, p. 79) on staff interactions with her partner:  

I wonder that if I hadn’t been there for that block in the middle of the day each day talking 

with her… I don’t think they would have had time to…sit there holding her hand or talk with 

her. 

Partner C 

Teamwork 

A basic assumption underlying a Clan culture is that the organisation is most effectively 

managed through teamwork.  In such an environment participation is facilitated and both 

families and staff are considered partners in care. In other words, ‘whānau’ (family) 

relationships based on reciprocal caring are built (Anderson et al, 2000). Partnership was 

sought and valued by the participants: 

F whose father had been diagnosed with dementia commented: 

The team were great, terrific really…I mean it’s not an easy job.   

Daughter F 



Clan culture fosters employee loyalty, long-term commitment and participation. T reflected 

that although overall the teamwork was good, a few staff didn’t work to their best: 

I mean you get the odd bad apple everywhere and you don’t know…he was like doing nothing 

even when he was doing some work and he didn’t do any work very often. 

Son T 

Communication 

 Clan culture has an internal focus and a sense of family and teamwork, strongly 

driven by loyalty to one another and the shared cause. Communication is informal and rules 

although not necessarily documented, do still exist and are often communicated and instilled 

socially (Cameron & Quinn, 2006).  In Clan culture similar to the relationships in whānau, 

cohesion and trust are facilitated by open lines of communication (Bishop 1996, Cameron & 

Quinn, 2006) as illustrated by R.  After having cared for her father for ten years, R’s father 

was admitted to residential care due to an inability to weight bear.  Speaking of the 

communication with the facility R stated: 

The communication was good.  If I had any worries I could contact him (doctor) or, but I just 

liaised through the nurses, they were, they were good. 

Daughter R 

Although effective communication is a hallmark of Clan culture, this was not always 

evident, particularly in relation to the status of the resident and the care delivered.  Speaking 

about her mother’s admission to RAC, G spoke about a lack of information concerning care. 

G’s mother had a diagnosis of cancer and spent 5 months in the facility before her death at 

the age of 87. 



 

I thought yes that would have been quite helpful to have a meeting and say this is where your 

mother is…this is the level of pain relief we’re giving her.  That would have been good to 

know but that didn’t happen. 

Daughter G 

 

Leadership Type 

Clan leaders act in a facilitative, supportive way and may take on a parental role. 

Leadership power (mana) is underpinned by relationships (Rito, 2006). In contrast, 

Hierarchical culture is characterised by a formalised and structured workplace. Stability, 

predictability and efficiency are valued within the organisation as well as respect for position 

and power (Cameron & Quinn 2006). 

Leadership type can have real world implications in areas such as staff retention 

(Etherton-Beer et al. 2013). A Clan culture is typified by relationship oriented leadership 

behaviour.   

R supported the relationship between leadership style and staff commitment: 

But there, also that was another reason why I chose [facility name] because I know that staff 

stay with [Manager Name], they don’t move around… If they’re gone, if they’re moving on 

all the time, things aren’t right at the top. 

Daughter R 

Similar to the traditional Māori societal structures, leadership is paternalistic within a 

Clan culture (Mahuika, 1992). A meta-ethnography of organisational culture in primary 



healthcare (also a Clan type culture) for example found a strong orientation towards 

paternalistic leadership styles (Grant et al. 2014). C illustrated this leadership style: 

Yes, and if I did I used to go straight in and see the manager and say well what’s happening 

here…And things usually smoothed out really well but again it’s part of their responsibility I 

think. 

Partner C 

P, whose mother went into care after the death of her husband, reiterated this point 

highlighting the adjustment issues that arise with changes in leadership: 

Both the clinical manager and the facility manager changed within a few months after we 

arrived and the new ones took a little bit of time to settle in. 

Daughter P  

Market Culture 

 The Market culture was slightly more valued than the manager respondents would 

have liked – a negative difference of - 1.7 (16.5%) indicating a perception that there is a bit 

too much emphasis on competitiveness, high results and outpacing competitors (Table 4 and 

Figure 3). 

[Table 4] 

[Fig 3] 

In contrast to the partnership among equals characteristic of the Clan culture, a focus 

on the economic imperatives found in the Market culture was also evident in bereaved family 

responses.  The feeling of interconnection with resident and families projected by the 



managers ceased in some instances once the resident died.  When queried about what 

assistance was offered by the facility after her brother’s death U bluntly stated: 

 They sent us a bill… for his toe nails that had been cut or something…they rang me to see 

what to do with all his stuff coz they needed the room.   

Sister U 

Preferred Organisational Culture 

Multivariate analyses were conducted to corroborate the change in the OCAI scores 

between the present and preferred cultural alternatives and to examine the effect of manager’s 

length of time working in RAC on culture type preference.   

A 2 (Time) x 2 (years in RAC) mixed-model MANOVA revealed that the main effect 

for Years in RAC was significant F (4, 26) = 3.30, p = .026, η2 = .337. Managers with 11+ 

years’ experience wished a greater decrease in market culture compared to those managers 

with 10 years of experience or less.  

In corroboration of the observed OCAI difference, a significant main effect for Time 

was obtained, F (4, 26) = 9.67, p = .000, η2 = .598. Scores for the four cultural alternatives 

differed significantly between’ now’ and preferred. However, no significant Time x Years in 

RAC effect was obtained, F (4, 26) = .518, p = .723, η2 = .074.  

Univariate tests indicated there were significant time effects for Clan, F (1, 29) = 

8.46, p = .007, for Market, F (1, 29) = 21.89, p = .000, η2 = .430 and Hierarchy F (1, 29) = 

14.04, p = .000, η2 = .326.   

 

 



Potential for Organisational Change 

An assessment of the flexibility score for each RAC facility was conducted by 

summing overall Clan and Adhocracy cultural value scores. Higher flexibility scores indicate 

an organisational culture that facilitates quality improvement (Scott-Cawiezell et al. 2005). 

The RAC flexibility scores ranged from 40.83 to 100 with a mean of 64.71 (SD = 13.7) for 

the sample. 

Discussion 

 Quantitative and qualitative results indicate that both managers and bereaved 

relatives perceived themselves as partners in resident care.  A family atmosphere based on 

collaborative relationships is a key aspect of the Clan culture (Cameron & Quinn 2006). It is 

also a characteristic associated with good palliative care delivery in RAC (Phillips et al. 

2008). Research by Van Beek and Gerritson (2009) conducted in Dutch nursing homes found 

that quality of care was better in dementia units characterised by a Clan culture.  Ongoing 

personal relationship between staff the, resident and family were perceived by bereaved 

family participants as key to their perceptions of quality care.  Previous research has 

highlighted the importance of a welcoming environment and approachable staff to the 

establishment of positive relationships with family (Bauer & Nay 2011).    

Although bereaved family participants were primarily NZ European (which is 

representative of the current RAC population) (Boyd et al. 2009), indigenous cultural values 

and beliefs find synchrony with an RAC Clan culture orientation. The Ministry of Health 

(2011) reported that by 2026, Māori will comprise 9.5% of the older people’s population, up 

from 6.8% in 2006. As increasing numbers of Māori age and require support,  there will be 

greater need for culturally appropriate residential care staff to assist aging Māori residents. 

Māori tikanga as well as Māori principles of whanaungatanga and manakitanga and kaupapa 



principles for the care of the dying would therefore be critical components of any 

interventions to improve organisational culture. 

In contrast to the positive effects of a Clan culture, both Market and Hierarchical 

cultural orientations may have a negative impact on quality of care. In the present study  

those managers with 10 years of experience or less recorded scores for Market culture that 

were almost double those for managers with 11 years or more experience. Over the past thirty 

years in New Zealand larger for-profit organisations have expanded their capacity whilst the 

smaller not-for-profit organisations have decreased in number (Lazonby 2007). Differences 

in Market culture preference may be indicative of a “marketized model of service delivery” 

(Simpson & Cheney, 2007, p. 191) among managers who took up their roles after the shift to 

privately owned RAC facilities.  Hierarchy was also valued among the managers, receiving 

the second highest OCAI mean score. Wicke et al. (2004) found that staff teamwork and 

quality of resident care were adversely impacted by a preference for Hierarchical and Market 

cultures.   

Despite the ideal of a sense of ‘we-ness’ as indicated by the managers’ OCAI scores, 

the real world implications of staff shortages and increasing workloads were often reported 

by next of kin in terms of their relatives’ care. Managers’ perceptions seem at odds with this 

reality. Only one manager (1.9%) in Phase One cited resources as an area for improvement. 

Further research considering the perspectives of staff involved in the care of the residents 

may provide a better understanding the disparate perceptions of managers and families.  

Previous research however has indicated that resource limitations (e.g. time constraints and 

low staffing levels) have a negative impact on staff ability to deliver quality care at the end of 

life (Costello 2001, Clarke & Ross 2006, Hanson et al. 2008, Casey et al. 2011).   Evidence 

of the repercussions of such resource limitations could be found in comments concerning 

difficulties in communication, staff availability, teamwork, leadership, and ultimately the 



quality of care.  Research has indicated that quality end-of-life care includes consultation 

with a resident’s next of kin (Katz et al. 1999), ‘making time’ with residents (Percival & 

Johnson 2013), teamwork (Crawford & Price 2003) and effective leadership and management 

(Pearson et al. 2007).  

Utilising the contributions of both managers and bereaved families, increases the 

reliability of results. Gathering data from several sites across one large urban district health 

board also increases the generalisability of results to some extent. However, invitations to 

participate in the study were not random and the OCAI was completed by 46 of the 52 RAC 

managers, potentially introducing a selection bias and thus limiting generalisability. Including 

both health care staff and residents in future data collections would permit further exploration 

of disparate points of view on issues such as staffing levels and further enhance the 

opportunities to triangulate data sources. Despite these limitations, the data collected is the 

first to examine the RAC organisational culture utilising this instrument in New Zealand. The 

qualitative data generated not only made the study more robust but led to different 

conclusions than would have been derived from the quantitative data alone.  

Study results from both manager OCAI survey scores and next of kin interviews 

indicate that while the RAC facilities are culturally oriented towards being resident centered, 

the reality of resource limitations prevent full realisation of this goal. There is cause for hope 

however. According to McMurray and Williams (2004) managers’ perceptions influence 

their capacity for innovation in the workplace. Congruency of culture as indicated by the 

OCAI results has also been associated with organisational effectiveness (Cameron & Quinn, 

2006).  Additionally, higher mean score for flexibility indicate some capability among the 

managers to embrace and sustain improvements in service (Scott-Cawiezell et al. 2005).  As 

recommended by Scott-Cawiezell et al. action plans for RAC management teams must 

consider strategies that not only encourage growth of the group-oriented environment but also 



provide opportunities for risk taking (developmental culture value). Interview comments 

concerning manager’s responsiveness to family concerns also support this view.   

As the role of RAC facilities in providing palliative care continues to expand, 

facilities will be challenged to satisfy residents’ and families’ expectations and achieve 

acceptable outcomes of care. Despite the challenges, the growing need for palliative care in 

RAC mandates that solutions be found to overcome the difficulties noted in this research.  

There is no “magic solution” to enhance palliative care delivery in RAC.  

Nevertheless interventions to enhance organisational culture, yet to be designed, must be 

context appropriate to be sustainable.  Key elements of such initiatives should facilitate 

improved communication, teamwork and collaboration (all hallmarks of a Clan culture). 

Underpinned by sufficient human resources, these strategies may contribute to the building of 

stronger relationships between RAC and families so that the palliative and end-of life needs 

of residents are better met. 
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Table 1 Manager and RAC Service Profile 

Managers      RAC Facilities   

 Frequency Percent  Frequency Percent 
Gender   Type   
Male 6 12.8 Private for profit 33 70.2 
Female 40 85.1 Not-for-profit (church, community charity) 9 19.5 
Unknown 1 2.1 Other 1 2.1 
Age   Unknown 3 6.5 
26-35 3 6.4 Number of Residents   
36-45 9 19.1 1-25 9 15.1 
46-55 18 38.3 26 -51 20 42.6 
56-65 14 29.8 52 and over 14 29.8 
> 65 2 4.3 Unknown 4 8.5 
Unknown 1 2.1 Staff Role   
Ethnicity   Nurse Care Coordinators   
New Zealand European 23 48.9 none 30 63.8 
Māori 2 4.3 1-5 13 27.7 
Pacific 4 8.5 Unknown 4 8.5 
Chinese 4 8.5 Registered Nurses   
Asian (unspecified) 2 4.3 1-5 23 48.9 
Filipino 2 4.3 6 or more 21 44.7 
British 2 4.3 Unknown 3 6.4 
European 2 4.3 Enrolled Nurses   
South African 1 2.1 1-5 42 89.4 
Unknown 1             2.1 6 or more 1 2.1 
English as a first language   Unknown 4 8.5 
Yes 34            72.3 Health Care Assistants   
No 12            25.5 1-5 3 6.4 
Unknown 1 2.1 6 or more 40 85.1 
Position   Unknown               4          8.5 
Director of Nursing/Care Manager/Clinical Manager 25 53.2 Allied Health (Physical, Occupational, Language 

Therapists) 
  

Owner/Proprietor 4 8.5 1-5 43 91.5 
Manager/CEO 16 34.0 Unknown 4 8.5 
Other 2 4.3 Volunteers   
Education   1-5 41 87.2 
Post Graduate (Graduate Diploma, Master’s degree, MBA, PhD) 12 25.5 6 or more 2 4.2 
Bachelor’s Degree (Nursing RN) 20 42.6 Unknown 4 8.5 
Other Bachelor’s Degree (including Honours) 3 6.4 Other ancillary staff   
Associate Diploma/Undergraduate Diploma 1 2.1 1-5 37 78.7 
Certification (Aged Care, Attendant Care/Child Care) 3 6.4 6 and over 6 12.8 
High School or below 3 6.4 Unknown 4 8.5 
Other 2 4.3 Proportion (%) of Residents Eligible for EOL care    
Unknown 1 2.1 none 1 2.2 
   1-25 27 58.7 
   26-50 2 4.3 
   51-75 2 4.3 
   76-100 2 4.3 
   Unknown 11 23.9 



Table 2 Interview Participant Characteristics 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Interview Gender Age Ethnicity Religion Relationship 
A Female 55+ British Cosmologist Daughter 
B Female 55+ NZ European Protestant Wife 
C Female 55+ NZ European Protestant Partner 
D Male 55+ NZ European None Husband 
E Female 35-54 NZ European Protestant Daughter 
F Female 55+ NZ European Protestant Daughter 
G Female 55+ NZ European Protestant Daughter 
H Female 55+ NZ European Protestant Wife 
I Female 55+ NZ European Other Daughter 
J Male 55+ British Protestant Husband 
K Male 55+ Māori/NZ 

European 
Protestant Husband 

L Male 55+ NZ European Protestant Son 
M Male 55+ British Jewish Husband 
N Male 55+ Māori/NZ 

European 
Protestant Stepson 

O Female 55+ NZ European Protestant Daughter 
P Female 55+ NZ European Other Daughter 
Q Female Unspecified NZ European Unspecified Daughter 
R Female 55+ NZ European Catholic Daughter 
S Female 55+ NZ European Other Daughter 
T Male 35-54 NZ European None Son 
U Female 55+ NZ European Catholic Sister 
V Female 55+ NZ European Protestant Daughter 
W Male 25-34 Chinese None Son 

                    



 

 

 

 

 

 

 

 

 

Table 3 Decedent Resident Profile 

 

               
 

 Male Female Total                       Percent 
Gender 8 15 23              100 
Age     
51-61 0 1 1 4.4 
62 or > 7 15 22 95.6 
Ethnicity     
New Zealand European 5 9 14 60.8 
Chinese 0 1 1 4.4 
British 2 5 7 30.4 
European 1 0 1 4.4 
Most Important Health Professional     
GP 1 5 6 26.0 
Nurse 4 7 11 47.8 
Caregiver 2 3 5 21.7 
Manager 1 0 1 4.4 
Length of Residence     
0 to 1 month 2 0 2 8.69 
1.5 months to 1 year 1 6 7 30.4 
1.5 years to 5 years 3 9 12 52.1 
5.5 years and > 2 0 2 8.7 
Diagnosis     
Cancer 1 4 5 21.7 
Pneumonia 1 2 3 13.0 
Dementia 4 4 8 34.7 
Spina Bifida 0 1 1 4.3 
Cardiac Disease 0 2 2 8.7 
Inability to Weight-Bear 1 0 1 4.3 
Old Age 1 0 1 4.3 
Stroke 0 1 1 4.3 
Weight Loss 0 1 1 4.3 
Hospital Admission      
Yes 3 6 9 39.1 
No 5 9 14 60.8 
Number Hospital Admissions 6 6 12 52.1 



Table 4. Means, Standard Deviations, Minimum and Maximum Scores for OCAI Cultural 
Orientation 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 Current  Preferred  
Cultural Orientation (n= 38) (n = 32) 
 Mean SD Minimum Maximum Mean SD Minimum Maximum 
         
Clan 51.83 16.93 24.17 100.00 53.71 14.19 25.00 80.00 
Adhocracy 12.88 7.62 .00 28.33 13.42 8.45 .00 30.83 
Market  11.16 8.63 .00 36.67 8.53 6.73 .00 25.00 
Hierarchy 23.63 11.04 .00 48.33 21.18 10.06 .00 40.00 



Appendix A 

 

Table A1 Means and Standard Deviations (in Parentheses) for Six OCAI Content Areas by Cultural Orientation Now and Preferred 

 Cultural Orientation Cultural Orientation 
 Now Preferred 
 Clan Adhocracy Market Hierarchy Clan Adhocracy Market  Hierarchy 
Content Area n = 38 n = 38 n = 38 n = 38 n = 32 n = 32 n = 31 n = 32 
Characteristics 54.66 (22.34) 14.67 (10.50) 13.13 (8.66) 16.67 (13.30) 54.50 (21.55) 14.23 (9.96) 10.23 (8.09) 16.56 (13.22) 
Leadership 47.51 (18.24) 14.07 (9.70) 10.00 (8.44) 28.80 (16.03) 49.94 (16.59) 14.40 (11.19) 6.83 (7.35) 29.81 (17.63) 
Management 52.73 (19.76) 14.24 (10.68) 9.70 (8.89) 23.73 (13.96) 56.45 (18.80) 14.55 (11.16) 6.55 (8.67) 23.36 (14.40) 
Organisational 
Glue 

50.87 (20.02) 12.52 (9.19) 8.80 (9.77) 27.12 (16.16) 53.08 (20.81) 13.74 (9.56) 6.92 (7.50) 26.60 (16.79) 

Strategic 
Emphasis 

46.09 (21.69) 13.55 (10.27) 14.50 (17.53) 26.62 (15.99 50.41 (19.65) 13.12 (9.73) 11.08 (9.86) 26.57 (16.34) 

Criteria for 
Success 

61.09 (23.91) 8.25 (10.77) 9.75 ( 10.80) 20.75 (15.71) 63.89( 22.30) 8.56 (11.18) 7.67 ( 8.52) 21.20 (15.78) 

 

 

 

 

 

 

 

 



Appendix B 

 

Table B1 Mean differences between Cultural Orientation and Content Area 

 

  

 Cultural Orientation Cultural Orientation 
 Now Preferred 
 Clan Adhocracy Market Hierarchy Clan Adhocracy Market Hierarchy 
Content Area n = 38 n = 38 n = 38 n = 38 n = 32 n = 32 n = 31 n = 32 
Characteristics -5.04 1.74 1.59 -8.05  2.12 .95 1.79 -4.68 
Leadership -5.04 1.37 -.90 4.65 -4.87 1.82 -1.40 7.19 
Management    .13 1.03 -1.35 .65 1.25 1.39 -1.40 2.13 
Organisational 
Glue 

-1.17 -.68 -2.12 3.55 -1.37   .43 1.48 5.00 

Strategic 
Emphasis 

-6.43 .72 3.83 2.55 -6.06 -.07 3.33 6.63 

Criteria for 
Success 

8.42 -4.19 -1.03 -3.36 8.93 -4.53 -.83 .13 



 

 

Figure 1 The Competing Values Framework of organisational culture (Cameron & Quinn 
1999). 

Plotting Programme freeware (Cozens & Cozens 2010) 

 

 

 

 

 

 

 

 



 

 

 

Figure 2 Managers’ perceptions of areas of palliative care delivery in need of improvement in 
RAC (valid percent). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

Figure 3 Organisational Culture Profile Now [] and Preferred [] 

Plotting Programme freeware (Cozens & Cozens 2010) 

  

 

 


