
HOSPITAL MERGER:  
A CASE STUDY OF TAIPEI CITY HOSPITAL 

- 
USING A MIXED METHOD APPROACH TO EXAMINE THE EFFECT 

OF INTER-HOSPITAL LINKS AND EMPLOYEE REACTIONS ON 
QUALITY OF HEALTH CARE SERVICES 

 

 

by 
Chung-Kwe Wang 

 
 

A dissertation submitted to Johns Hopkins University in conformity with the 
requirements for the degree of Doctor of Public Health 

 
 

Baltimore, Maryland 
October, 2015 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

© 2015 Chung-Kwe Wang 
All Rights Reserved 

 



ii 
 

Abstract 
Problem 

Public hospitals in Taipei City have been impacted by the adoption of a nationwide 

health insurance system, which has forced hospitals to merge in order to compete in the 

medical service market. This research examined the effect of inter-hospital links and 

employee reactions on the quality of hospital care. 

Methods 

A mixed methods strategy combining qualitative and quantitative approaches was 

used for this research. Specifically, the case-study method and the sample survey 

approach were used to capture the hospital merger process and impact. The qualitative 

method assists in explaining and interpreting the findings of the quantitative study. All 

full-time clinical professionals and support staff were invited to complete the survey; a 

response rate of 83.5% resulted in 1,002 validated study participants. 

Results 

Summarizing both qualitative and quantitative evidence, there is no strong evidence 

to support the hypothesis that structural links enhance the quality of health care. The 

stepwise results demonstrate that administrative links and resources’ links play 

significant roles in enhancing the quality of health care. Although the quality of health 

care has somehow been affected by negative employee reactions, it is later improved by 

positive employees’ cognitive developments after the merger.   

Conclusions 

 This research sheds light on findings that hospital mergers are complex integrating 

processes that encounter managerial challenges from human factors. A successful hospital 

merger not only improves the quality of health care, but also provides better health care 
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organizations to patients, professional health care workers and the society at large. This 

requires involvement from leaders and employees during each step of the hospital merger 

process, at both the organizational restructuring phase (such as structure, administration 

or resources), as well as the human side, particularly on employee reactions towards 

hospital mergers. Strategies for employee participation and effective communication are 

essential and can soften and smooth any negativities arising from the integration process. 
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Chapter 1:  Introduction 
1.1 Theoretical Rationale 

During the past two decades, the number of global mergers and acquisitions (M&A), 

activities of economic development, have constantly increased. In order to manage rapid 

changes in economies and transformations in the industrial environment, enterprises are 

looking for M&A to consolidate markets and reduce costs to enhance competitiveness. 

M&A has formed a global wave spreading across Europe, America, and Asia. A dramatic 

increase in mergers also has permeated a wide range of sectors in health care  (e.g. Fulop 

et al., 2002; Gaynor et al., 2012; Gunes & Yaman, 2010; Tenn, 2011), for health care is a 

very large and important industry--not only because of its size but because it can save 

lives and affect the quality of life (e.g. Gaynor, 2011; Smith et al., 2014; Williams, 2013). 

Between the 1980s and 1990s, extensive waves of mergers in the organizational 

restructuring of hospitals have occurred in rapid succession. In the health care sector, 

hospital mergers have been regarded as key tools for effecting organizational changes in 

reimbursement mechanisms, slow growth, poor capacity utilization and increasing public 

pressure to reduce health care costs (e.g. Krishnan & Krishnan, 2003; Fulop et al., 2005; 

Choi et al., 2011). Meanwhile the frequency and importance of two or more hospitals 

merging into a single hospital is increasing, particularly in horizontal hospital mergers 

(Connor et al., 1997; Gaynor, et al., 2012). 

Economictheory suggests that hospital mergers offer the opportunity to increase 

efficiency through economies of scale and scope, and increase leverage over suppliers for 

procuring cheaper inputs (Ravenscraft & Scherer, 1987; Connor et al., 1997; Santerre & 

Neun, 2012). However, these benefits are difficult to achieve and are often outweighed 

by the costs. Numerous studies of hospital mergers in western countries have illustrated 
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the point that mergers tend to reduce the quality of care and increase the expense of such 

care (e.g. Dranove & Lindrooth, 2003; Kjekshus & Hagen, 2007; Smith et al., 2014; 

Williams, 2013). Mergers have improved social welfare but harmed total patient utility 

due to price competition (Brekke, et al., 2013).  

Several studies have shown that hospital mergers raise costs of care by more than 2% 

in the US (Weil, 2010) and reduce productivity by around 2.8% in Norway (Kjekshus & 

Hagen, 2007). Some significant evidence has shown that two hospitals closely located in 

a greater metropolitan area such as the US Oakland-Berkeley region may become anti-

competitive due to price increases after merger (Tenn, 2008; 2011). In addition, two other 

closely located hospitals in the northern suburbs of Chicago also found their merger was 

anti-competitive due to price increases post‐merger (Haas‐Wilson & Garmon, 2011). In 

spite of these shortcomings, hospital mergers continue to be pursued in the health care 

sector. The most profound findings, at least in the US, were that the mechanisms of 

hospital mergers (or hospital consolidations) have provided synergistic impacts by 

becoming larger forces in the market. Hospitals are able to take advantage of quantity 

discounts on large purchases, use advertising more effectively, and further lower costs by 

reducing the duplication of facilities. In addition, they have more negotiating leverage 

with managed care organizations and governors (Finkler, 1985; Harris et al., 2000). 

On the other hand, management studies tend to suggest that mergers and acquisitions 

are very difficult to implement successfully. As an illustration of such studies, Bower 

(2001) conducted research into the strategic intent behind mergers, Haspelagh and 

Jemison (1991) discussed the problems of transferring competencies across firms, and 

Cartwright and Cooper (1993) examined the appropriate modes of managing cultural 
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differences. Combining their findings, it is apparent that there is a disarming simplicity to 

some of the discourse surrounding mergers and interventions in the merger process.  

More specifically, hospital mergers are fundamentally embedded in complex 

organizational management issues related to the sensitive and unpredictable nature of the 

services offered, the specialized bodies of knowledge mobilized, the involvement of 

multiple professional groups as well as the existence of fluid and ambiguous governance 

structures (Langley et al., 2003). The lack of coordination among the clinical 

staff/professionals, the management team and other employees, and governance bodies 

has hampered the potential benefits of mergers (Gunes & Yama, 2010; Kjekshus, et al., 

2104; Langley et al., 2003).  

Combining economic and management perspectives, hospital mergers may be said to 

enhance inter-hospital links, which will generate benefits through synergy and expanded 

market power. However, to be truly beneficial, hospitals must be prepared for the 

difficulties in mergers such as combining the organizational structures and abilities of 

employees. Therefore, this study will consider how M&A can be used to create synergy.  

 

1.2 Empirical Rationale 

The Taiwanese government adopted a nationwide health insurance system in March 

1995, the National Health Insurance (NHI) system. The principal goals of NHI were to 

improve the efficiency of the Taiwanese health care system, and to improve social 

welfare by increasing health care coverage. The organizational structure of the health 

system in Taiwan is shown in Figure 1. 
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Figure 1-1: The Organizational Structure of the Health Care System in Taiwan (Source: Wu, Majeed, & 
Kuo, 2010)  

 

The financial structure of the Taiwanese NHI system is shown in Figure 1-2. Both 

retrospective (RPS) and prospective payment systems (PPS) are adopted in the Taiwanese 

NHI. The Bureau of National Health Insurance started to use the diagnosis-related group 

system (Tw-DRG) in January 2010. Every service is accompanied by a co-payment, 

irrespective of the age of the patient. The co-payments vary in different institutions, from 

US$9.23 in hospital medical centers to US$1.58 in GP clinics.   

 

 

Figure 1-2: Financial Structure of the Taiwanese NHI System (Source: Wu et al., 2010). 

 

Due to the absence of the ‘gatekeeper’ function for family doctors in the NHI system, 

Taiwanese patients are able to choose their health care providers freely. Consequently, 
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large medical institutions/centers are constantly at full capacity, while the number of 

middle-sized hospitals is shrinking progressively. This is particularly the case in Taipei 

City. Both the medical service market and government policy have impacted the public 

hospitals in Taipei City. Specifically: (1) many new large private hospitals have emerged, 

which provide high-quality and customized health care services to patients; (2) the Bureau 

of NHI has deployed the policy of expenditure limits to all hospitals; and (3) government 

funding and budgets have shrunk, and annual subsidies have been reduced. In addition, 

the public hospitals in Taipei City have encountered severe challenges not only in 

coordinating and collaborating with the scattered hospitals in each administrative region 

and their specializations in different medical fields, but also in sharing resources and 

reducing duplicated investments. For this reason, in 2005, the ten public hospitals in 

Taipei were merged into one hospital, named Taipei City Hospital, to become the largest 

community hospital in Taipei City.  

During the first few years of the merger, Taipei City Hospital (TCH) encountered a 

decline in outpatient and inpatient rates, a lack of medical staff cohesion and sense of 

stability, as well as poor administrative management efficiency. According to the Mayer 

report of Taipei City Council Communiqué in 2005, 56 doctors resigned, which is 20% of 

total physicians, and medical incomes declined by 4.8 million from January to June of 

2005, from the same period in 2003. In addition, there was a growing incidence of 

inadequate medical treatment. This resulted in a poor overall corporate (hospital) image. 

As it was essential for the Taipei City Hospital to rebuild its reputation in the medical 

service market, as a range of small- to large-scale changes in governance and 

organizational management were implemented during the merger process. These 
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challenges and consequent changes to Taipei City Hospital have inspired the researcher to 

study the hospital’s merger process. In particular, this research is interested in examining 

the way in which hospital mergers evolve and the effect of the evolution on quality of 

health care service in the merger process.  

 

1.3 Background 

Taipei City Hospital is positioned as a fully comprehensive health care service 

provider that aims to fulfil the needs of 2.6 million residents in Taipei. Since the merger, 

Taipei City Hospital has become the largest public health care service provider in 

Northern Taiwan.  Each sub-hospital is regarded as the respective branch of Taipei City 

Hospital in several administrative zones, including Zhongxing, Renai, Heping, Yangming, 

Zhongxiao, Songde, Women and Children, Kunming, Chinese Medicine Clinical Center 

and Lisen (Chinese Medicine) Branch.  It consists of approximately 4,489 hospital beds 

and employs around 3,878 medical professionals scattered around the Taipei metropolitan 

area. Taipei City Hospital performs an average of 3,850,000 clinical procedures yearly.  
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Figure 1-3 Geographical Location of 10 Branch-Hospitals (Source: TCH website)  

 

1.3.1 The Pre-merger Process: Drivers for a Merger  

  Taipei City Hospital was formed on 1st January 2005 by the merger of 10 public 

hospitals scattered around Taipei City in Taiwan. These hospitals were publicly-funded 

regional hospitals, owned and governed by Taipei City Council. The merger decision was 

far from undisputed due to differences in opinion among city council members and 

professional medical employees in the 10 hospitals. In the political arena, the merger was 

promoted for the following reasons: (1) both the medical service market and government 

policy have impacts on the public hospitals in Taipei City (specifically, many new large 

private hospitals have emerged, which provide high-quality and customised health care 

services to patients); (2) government funding and budgets have shrunk, and annual 

subsidies have been reduced; (3) the public hospitals in Taipei City have encountered 

severe challenges not only in coordinating and collaborating with the scattered hospitals 

in each administrative region and their specializations in different medical fields, but also 

in sharing resources and reducing duplicated investments.  

 On July 7th, 2004, Taipei City Council made the formal merger decision. Taipei City 

Hospital became the largest community hospital in Taipei City. The motivation for the 

merger was to rebuild the entire public health care system after a near-pandemic outbreak 

of SARS in Taipei City. The purpose of the merger was to integrate different resources 

and capabilities, including medical care, administration, technological information, 

purchasing, research & development (R&D), quality of health care, community health-
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service and international collaboration to provide top-quality health care and medical 

services to Taipei citizens. 

 
1.3.2 The First Merger Phase: Between 2005 and 2007 

    After the formal merger decision was made, the first hospital director-- the head of 

the Health Bureau in Taipei City--was appointed by the city councillors. A new hospital 

director was based at the central hospital (or headquarters) and was strategically 

responsible for managing 10 branches. The central hospital built up structural, 

administrative and resource links in terms of strategic control, joint-purchasing, and 

resource exchange across 10 branches. In terms of the structural link, the central hospital 

assigned each health care service division heads to oversee its related health care service 

clinics across 10 branches. With regard to the administrative link, each health care 

service division was encouraged to specialize in the area of its core competence and to 

expand its scale of service to support other branches. Despite encouragement to share 

knowledge in the medical service across 10 branches, a lack of ‘in-practice’ collaboration 

and coordination across the 10 branches resulted in management chaos within this period 

of the merger process. A higher turnover rate of 20.9 % in 2005 compared with 

approximately 16.5% in 2006 and 2007 illustrated employee resistance in relation to goal 

uncertainty, organizational culture, and individual insecurity towards the newly-formed 

City Hospital in the first three years. Furthermore, according to the statistical data from 

Taipei City Hospital, the total outpatient rate was reduced by approximately 10% during 

the first two years of the merger. Nonetheless, the integration of purchasing drugs and 

equipment reduced the total expenditure on drugs and equipment by approximately 30% 

between 2005 and 2007.  
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1.3.3 The Second Merger Phase: Between 2008 and 2010  

During the first three years of the merger, Taipei City Hospital encountered a decline 

in outpatient and inpatient rates, a lack of medical staff cohesion and sense of stability, as 

well as poor administrative management efficiency. In response to this, the management 

strategy was changed to ‘local responsiveness’ in 2008. The central hospital, accordingly, 

restructured management to each branch level. Each branch took its own responsibilities 

in managing its operation management system. At the same time, the central hospital 

maintained its structural and resource links with each branch through the ownership and 

integration of the IT system and the purchasing of drugs, medical equipment and 

engineering constructions. During the second phase of the hospital merger, an employee 

turnover rate of approximately 11.5% demonstrated that employee resistance to the 

merger process seemed to be substantially less than in the first phase of the process. 

Moreover, the total outpatient rate did not increase as expected, while the total inpatient 

rate increased by between 5% and 9% in comparison with the first merger phase. In 

addition, the merged hospitals were able to take advantage of quantity discounts on large 

drug and equipment purchases, used advertising more effectively and consequently, 

further reduced costs. 

Overall, problems persisted into post-merger, including difficulties in the merger 

process, such as limited sharing of ‘good practice’, loss of management control, 

insignificant collaboration over health care service branches, and adverse employee 

reactions to the newly-formed hospital. The quality of health care service also revealed a 

significant decline in comparison with the pre-merger years.  
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Haspeslagh and Jenmison (1991) clearly indicate three stages of M&A; pre-merger, 

merger, and post-merger. However, they do not empirically examine pre-merger 

integration and/or decision-making post-merger, both of which play an important role in 

corporate reorganization. It is essential that these issues are explored further through 

application of an in-depth case study, as well as a sample survey. 

 

1.4 Research Aims and Questions, and Anticipated Contributions 

Numerous studies have examined the effect of hospital mergers on organizational 

performance in a variety of ways. The majority of previous studies focus on the impact of 

hospital mergers and/or consolidation on the improvement of hospital pricing, cost and 

quality. However, little is known about the way inter-hospital links and employee 

experience are affected by the evolution of the merger strategy. The aim of this research 

is to understand how the quality of hospital care is enhanced by inter-hospital links and 

employee reactions during the merger process. This research intends to make a 

contribution by building upon economic and management perspectives to examine the 

effect of inter-hospital links and employee reactions on the quality of hospital care. 

Taipei City Hospital has been used as a core case, and its 10 branches, scattered in 

Taipei City, have been used as inter-hospital links. The central research questions of this 

research are:  

1) What types of inter-hospital links, e.g. structure, administration, institutional 

resources (Goes & Park, 1997), impact on the quality of health care and how do 

they do so?  
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2) What categories of employee reactions, e.g. employee resistance to goal 

uncertainty, to hospital reconfiguration or to individual insecurity (Roald & 

Edgren, 2001), impact on the quality of health care and how do they do so?  

3) What are the aggregated effects of inter-hospital links and employee reactions on 

the quality of health care?  
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Chapter 2: Literature Review 

This chapter presents an examination of the background of this research in the context 

of the literature. Mergers have been researched through several theoretical lenses. First, 

the school of strategic management has studied mergers as a method of diversification, 

focusing both on the motives for different combination types (Ansoff, Brandenburg, 

Portner, & Radosevich, 1971; Salter & Weinhold 1981; Walter & Barney 1990) and the 

performance effects of those types (e.g., Lubatkin 1987; Seth 1990; Shelton 1988; Singh 

& Montgomery 1987). Second, research in the field of economics has emphasized such 

factors as economies of scale and market power as motives for merger (e.g., Goldberg 

1983; Ravenscraft & Scherer 1987). Third, organizational research principally has been 

concerned with the post-combination integration process (e.g., Haspeslagh & Jemison 

1991; Pablo 1994), highlighting both culture clash (e.g., Buono et al., 1985; Nahavandi & 

Malekzadeh 1988) and conflict resolution (e.g., Alarik & Edström, 1983; Blake & 

Mouton 1985; Mirvis 1985). Finally, the human resource management literature has 

emphasized psychological issues (e.g., Astrachan, 1990; Levinson, 1970; Marks, 1982), 

the importance of effective communication (e.g., Schweiger & DeNisi, 1991; Sinetar, 

1981), and the effects of merger on career development (e.g., Hambrick & Cannella, 

1993; Hirsch, 1987; Walsh 1989). As these streams of research are not mutually 

exclusive, in this section the four main bodies of knowledge (i.e. strategic management, 

economics, organizational, and human resource management research) are reviewed. 

Specifically, we summarize two perspectives: economics and management (including 

organizational, human resource and strategic management) and examine the issues in the 

context of hospital mergers. 
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2.1 Economic Perspective on Hospital Mergers 

Economic efficiency theory argues that hospital mergers have the potential to 

generate synergies by combining the business operations of two organizations (Morck, 

Shleifer, & Vishny, 1988; Ravenscraft & Scherer, 1987). Synergy gains may arise from 

reduced costs through economies of scale and scope, adoption of more efficient 

production or operational technology, and the combination of administration and R&D 

labs, and enhanced monophony power in the market for inputs  (Jensen & Ruback, 1983; 

Ravenscraft & Scherer, 1987). Merger changes confound the realized cost output,  

resulting from systematic changes due to time, and the potential savings due to scale of 

economies increasing immediately following a merger. The benefits obtained through 

increased efficiency can be passed on to the consumers in the form of lower prices 

(Ravenscraft & Scherer, 1987). However, over time, cost-savings from the merger 

decreases, and the proportion of hospitals experiencing positive cost-saving declines 

(Harrison, 2011). According to Chatterjee (1991) and Singal (1996) market power theory 

argues that mergers result in increased health care costs. This phenomenon is more 

apparent in horizontal mergers, where firms gain greater control over the market and limit 

the options available to customers and suppliers (Weiss, 1992). Some research into 

merging hospitals argues that the economic benefits of their proposed consolidation 

outweigh any anticompetitive risks (Smith et al., 2014; Williams, 2013). In making this 

argument, hospital administrators typically promise to pass on to consumers cost-savings 

from mergers in the form of reduced prices (Gardner, 1997; Greene, 1994; Ovseiko et al., 

2015). However, empirical evidence suggests that hospital mergers do not yield 

significant cost reductions (Dranove & Shanley, 1995; Dranove, 1998; Smith et al., 2014; 
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Williams, 2013). This is partly driven by the fact that a merger between two hospitals 

does not necessarily result in a single larger hospital.  

Often, it is the non-revenue-producing cost centers, such as administrative and 

financial services, that are combined rather than the clinical services (Krishnan & 

Krishnan, 2003). Examining the economies of scale resulting from combining the non-

revenue-producing cost centers, Dranove (1998) founds that efficiency gains are either 

small or non-existent, especially in medium-sized or large hospitals (those above 2500 

discharges per year).  

In addition to the studies examining factors that predict the likelihood of one 

organization entering into a merger with another (e.g. Brooks & Jones, 1997; Whoolley, 

1989), several studies have provided indirect inferences about the possible effects of 

mergers, relying upon cross-sectional information (e.g. Lynk, 1995; Manheim, Bazzoli, 

& Sohn, 1994). The issue of the direct effects of mergers on the performance-efficiency 

of hospitals involved has been guided by longitudinal studies that compare pre- and post-

merger event performance (e.g. Alexander, Halpern, & Lee, 1996; Bogue et al., 1995; 

Ovseiko et al., 2015).   

These studies, however, have yielded mixed results. In their examination of 74 

mergers from 1983 to 1988, Bogue et al. (1995) found reduced duplication of services. In 

a study of 11 mergers by the US Department of Health and Human Services, 17.9% cost 

savings and no price increases were reported. Greene’s (1990) study compared the 

financial and operating performance of 36 hospitals that merged into 18 hospitals 

between 1985 and 1987. The research examined the year during which the merger took 

place and the two years after the merger occurred. The findings of this research suggest 
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that during the merger year, hospitals experienced undesirable results such as financial 

downturns, reduced market share, problems resulting from cultural differences, decreased 

personnel productivity, and increased turnover. In contrast, for the two years following 

the merger year, the merged hospitals were found to have increased profit margins and 

reduced expenses as the result of several factors: increased admissions per bed due to 

reduction in the number of beds; reduction in full-time equivalents per bed; and increased 

markups. This research further showed that merged hospitals gained market power 

through increased profitability. Dranove and Lindrooth (2003) studied the combination of 

single U.S. hospitals that consolidated into a single merged entity or formal system 

between 1989 and 1996. Comparison hospitals were selected on the basis of their sharing 

similar characteristics to the hospitals that were merged. Hospitals were followed at one 

year pre-consolidation and at two, three, and four years post-consolidation. They found 

that even after four years, consolidation into formal systems did not generate savings. 

Significant, robust, and persistent savings resulted from mergers into a single entity. 

Mergers in which hospitals consolidated financial reporting and licenses generated 

savings of approximately 14% at two, three, and four years after the merger. They also 

found that merger effects were not significant with respect to clinical services overlap 

and distance between merger partners.  

In contrast, Ho and Hamilton (2000) compared the quality of health care before and 

after mergers and acquisitions in California from 1991 to 1996 by examining the 

outcomes of heart attack and stroke patients and newborns. Quality measures included in-

patient mortality, readmission rates, and early discharge (< 48 hours) for newborns. There 

were 256,193 heart attack patients (in 461 hospitals); 268,506 stroke patients in 476 
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hospitals and 510,572 newborns (in 335 hospitals). This research found no evidence of 

any impact on in-patient mortality for heart attack or stroke patients resulting from 

hospital consolidation. The same result was found for both private insurance and 

Medicare patients. However, the sample size was small, leading to large standard errors. 

Mergers increased the probability of readmission by 1.7%, while the acquisition of an 

individual hospital increased readmissions by 0.9% and acquisition of chains by chains 

increased readmissions by 0.7%. Overall, consolidation increased the probability of 

readmissions for heart attack patients by 10%. Some hospital acquisitions led to an 

increase in early discharge for newborns, especially in highly concentrated hospital 

markets. 

Taken together, it is apparent that economic perspective studies suggest that hospital 

mergers may affect price, cost, or quality for all hospitals in a particular local market, not 

merely for those involved in merger (e.g. Ho & Hamilton, 2000; Santerre & Neun, 2012). 

Despite the possibility of hospital mergers reducing costs and increasing the quality of 

health care, the clash between merging organizations is inevitable. In particular, the 

process of hospital mergers has been significantly affected by organizational cultural 

change and business process re-engineering (e.g. Choi et al., 2011; Ovseiko et al., 2015). 

For this reason, a balanced management perspective view on hospital mergers is 

reviewed in the next section. 

 

2.2 Management Perspective on Hospital Mergers 

Research into the health care sector generally simplifies some of the discourse 

surrounding organizational change and interventions. A hospital ‘merger’ is a unit of 



 

17 
 

analysis with ‘ambiguous boundaries’ (Langley, 1999), in which the ‘beginning’ and 

‘ending’ of the process is not obvious. As previous research has regarded hospital 

‘mergers’ as having clear boundaries, the complexity of the merger process has been 

underestimated (Fulop et al., 2005; Ovseiko et al., 2015). For example, a number of 

previous studies on hospital mergers have focused on evaluating antecedents and/or 

outcomes of mergers. The findings appear to focus heavily on economic issues, including 

economic gains from scale and scope particularly with regard to management costs and 

the improving of efficiency through provision rationalization (Ferguson & Goddard, 

1997). Arguably, this leads to an under-appreciation of such radical organizational 

change characteristics of hospital mergers, which evolve the dynamic relationship 

between the organization and its context, as well as between the organization and the 

individuals within it (Fulop et al., 2005; Ovseiko et al., 2015).  

More specifically, the studies presented on hospital mergers have tended to 

emphasize benefits but to underplay organizational management aspects and the 

unintended consequences, for instance diseconomies of scale, problems in integrating 

staff, as well as services and systems of working practices (Ferguson & Goddard, 1997; 

Fulop et al., 2005). Furthermore, one piece of research into the organizational impacts of 

hospital mergers has suggested that a merger provides an opportunity for shared learning 

and collaboration (Leroy & Ramanantsoa, 1997). Other studies have proposed that 

mergers result in some disbenefits in terms of lower morale, stress from fear of loss of 

jobs (Greene, 1990; Mcclenahan & Howard, 1999; Heiden, 2013), and ‘clashes of 

corporate culture’ (Choi et al., 2012; Denis et al., 1999). 
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In contrast, some scholars have argued that more extensive use of sociological 

management viewpoints could complement the economic theories (e.g. Wells & 

Banaszak-Holl, 2000). Research that applies institutional theory suggests that a newly-

generated organization comprises three stages (e.g. Tolbert & Zucker, 1996). The first 

phase is habitualisation – the development of patterns of responses to an existing 

problem. The second phase is objectification: the evolution of social consensus regarding 

a new structure. The third phase is sedimentation: the continuing survival of a form 

across organizational generations. A complementary theory derived from organizational 

ecology offers an explanation of the way in which varying temporal and spatial patterns 

in environmental factors affect the performance implications of diversification (e.g. 

Freeman & Hannan, 1983; Havenman, 1994). Organizational  ecology also provides 

patterns of interorganizational cooperation and competition.  

Having reviewed some aspects of organizational theory, researchers in the 

sociological school argue that researchers cannot evaluate the content of strategic change 

without examining the processes whereby these changes are reached. This is in 

accordance with researchers who have studied processes of hospital mergers, who also 

advocate the importance of developing a better understanding of the kind of hospital 

mergers that work, as well as how and why hospital mergers evolve in particular ways 

over time (Pettigrew, 1990; Van de Ven, 1992; Langley et al., 2003; Fulop et al., 2012). 

Fulop and his colleagues (2015) presented findings from a study of the organizational 

context and processes of provider mergers in the NHS in England. Their research showed 

that problems persisted into the third post-merger year, with loss of management control 

and focus leading to delays in service development. The study also found  difficulties in 
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the merger process, including perceived differences in organizational culture and the 

perception of ‘takeover’, which limited the sharing of ‘good practice’ across newly-

merged organizations.  

Some studies have argued that when post-merger problems arise, senior 

management’s ability to identify and assess relevant strategic and organizational 

differences is called into question (e.g. Duhaime & Schwenk, 1985; Weil, 2010). 

Therefore, the complex link between plans, processes and outcomes of managerial 

change initiatives has to be taken seriously (Pettigrew, 1997). Choi and his colleagues 

examined senior management’s work in implementing radical change initiatives. Their 

key finding was that as mergers are used as tools to effect radical change in the hospital-

care sector, management appears to be limited in terms of initiating change and adopts 

the role of scapegoat due to factors inherent in the change process. Their study also 

highlighted the limitations of the classic top-down approach to radical change in 

professional organizations, and a potential impairment of the change process further 

down the organization during initial managerial success (Choi et al., 2011).  

Roald and Edgren (2001) directed their research at employee reactions in a merger 

between two Norwegian hospitals. Examining employee perceptions of the structural 

change process, they found the appearance of employee resistance in relation to goal 

uncertainty, organizational culture and individual insecurity. They also suggested the 

value of organizational diagnosis (Harrison, 1994) of the situation in order to foresee 

employee resistance before allowing the process of change to proceed (Roald & Edgren, 

2001), as depicted in Figure 2-1.  This figure illustrates the manner in which Roald and 

Edgren demonstrate the way each strategy is able to respond to different types of 
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employee resistance during the merging process. Employees should be motivated to 

cooperate in order to facilitate the formation of the new-emerging organizational unit. 

They should also be invited to participate in the merging process, the motivation for such 

participation being financial reward, public recognition and promotion opportunities (e.g. 

Demers, 2013; Ovseiko et al., 2015).  

 

 

Figure 2-1: Types of Employee Resistance and Proposed Strategies to Counteract them in a Hospital 
Merger (Source: Roald & Edgren, 2001) 
 
 

As McNulty and Ferlie (2002) argue, ‘analysis of organizational change needs to 

attend to the interplay between processes, people and events both internal and external to 

the organization’. This is particularly applicable to research into hospital mergers. During 

a hospital merger, a number of health care services may be reduced in some hospitals and 

possibly concentrated in other hospitals. In this way, each hospital can become 

specialized in their areas of core competence, enabling them to achieve economies of 

scope through a reconfigured value chain. Miles and Snow (1986) suggested that by 

focusing on its own distinctive competence, each organization (hospital) is able to play a 

synergistic role that provides benefits for both / all hospitals involved in the merger. 

However, some conflict during the merger process is inevitable; for instance, employees 

impacted by the closure of hospital services may have strong resistance to the change, 

which may influence the outcome of the merger. We argue that an analysis of more than 
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two horizontal hospital mergers is necessary to investigate the linkages between merged 

hospitals and employee reactions within the process of hospital mergers.  

 

2.3 Employee Perspective on Hospital Mergers 

Health care is an imperative industry in the world today. Due to economic and 

technological development and increasing globalization, organizational change has 

become inevitable (Cummings and Worley, 1997). According to McConnell (2008) and 

Lega (2005) merger or acquisition in the health care system has been the cause of 

continued institutional restructuring. Kotter (1995) argued that most failures of 

organizational change are due to human factors such as change-related responses, 

attitudes and behaviours. In 2008, Ertuk and Pessoa (as cited in Wittig, 2012) argued 

many change efforts fail as a result of underestimating the importance of the individual, 

as they change the cognition-affective nature, the intertwining of emotions and cognition. 

Mergers and acquisitions usually come with great and sudden changes which generate 

a great deal of uncertainty (Davy et al., 1988). Most employees feel that "change" is 

replaced by either unknown or uncertain conditions, which have a negative effect on 

them. McConnell (2008) clearly indicated that fear and negative reactions from the 

changing processes may cause resistance. The greater the organizational benefits the 

greater personal loss, and the stronger resistance to change. Furthermore, those 

employees who believe in "change" have questions about the organization's goals and 

future. The majority of employees are used to the traditional customary mode of 

operation, and when facing change, regardless of the manner and extent of changes, they 

are not willing to cooperate (Robbins, 2001).  
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Wittig (2012) proposes a framework of Spectrum of Employee’s Reactions to 

Organizational Change (SEROC) as defined by the employees’ level of resistance and 

acceptance, represented by polar opposites on a spectrum. All employees are located on 

the spectrum, and their location is determined by the strength of their reaction.  

 

 

 

Figure 2-2: Spectrum of Employees’ Reactions to Orga nizational Change. (Source: Wittig, 2012) 

 

When in a stable and functioning regularization bureaucracy, an employee 

accustomed to stability does not want to change (Robbins, 2001). Therefore, the tendency 

to maintain an employee’s familiar routine is the primary reason for resistance (Lowrey, 

2007). Thus in order to avoid psychological resistance, an organization or manager 

should pay particular attention to employees' psychological safety consciousness while 

organizations aim to pursue innovation or restructuring. 

Organizational change is not only impacted in the management and operation of the 

entire future of medical institutions, but also causes a psychological burden on 

employees’ mentality. Recent research (e.g. Roland-Levy et al., 2014; Van den Heuvel et 

al., 2015; West et al., 2014) has suggested that a healthy psychological climate can 

facilitate positive adjustment among employees experiencing the implementation of 
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organizational change. During the merger processes, employee commitment and 

adjustment have been major influential factors determining organizational change 

(Cortvriend, 2004; Jones, 2003; West et al., 2014). Since employees involved in the 

merger processes are a key factor, those who are underestimated by managers or 

policymakers affect the consequences and outcomes of mergers (Hirschfeld & Moss, 

2011).  

Kavanagh and Ashkanasy (2006) indicated social systems comprising work, people, 

formal and informal systems; organizations are not only designed to neutralize the impact 

of attempts at change but also are inherently resistant to change. For those accustomed to 

the work culture, the first reaction from employees is always shock and "no." They do not 

understand why the change is occurring, create problems for the executive, and then 

attempt to ignore it. When conflict generated by the pressure or stress continues, 

grievance and resistance are raised. The primary work for an organization is to 

understand the evolution of employees’ adaptation ability in organizational culture 

change. Kavanagh and Ashkanasy (2006) argued that keeping  in  mind  how 

organizations  function is the key  to  choosing  the  right  approach  to culture  change.  

Culture change has become a common difficulty for those employees who need to adapt 

to change (Hirschfeld & Moss, 2011). 

  The “merger syndrome” was documented as a phenomenon first by Marks and 

Mirvis in 1985 and 1986 (Kusstatscher & Cooper, 2005). It was used to describe the  

positive and negative effects and consequences of employees or managers’ reactions after 

the announcement triggered by a merger. The employees of the acquired organization are 

usually more affected during the change, leading to the merger syndrome being more 
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intensively felt (Appelbaum, Gandell, & Yortis, 2000). Martin, Jones, and Callan (2006) 

also indicated that more positive attitudes have been reported from the upper level staff 

during change, and more negative attitudes have been reported by non-clinical staff than 

other occupational groups.  

Lazarus and Folkman proposed a cognitive-phenomenological framework for a 

theoretical model of employee adjustment during organizational change by drawing on 

the cognitive phenomenological model of stress and coping (Martin et al., 2005). They 

used survey data from two organizational samples: 779 public hospital employees and 

877 public sector employees, to test two variables and evaluate the model. They found 

that the employee who has more positive perceptions of the psychological climate 

(working organization and environment) appraises change favorably and has better 

adjustment, presented higher job satisfaction, psychological well-being, and 

organizational commitment, and lower absenteeism and turnover intentions.  

Psychological climate refers to how employees are affected by their perception of 

their own psychological well-being due in the work environment (James & James, 1989). 

Jones and James (1979) indicated that employees will interpret events or predict possible 

outcomes, and evaluate the appropriateness of their subsequent actions, according to their 

perception of the psychological climate. While the working environment provides a clear 

and straight conduit for promotion and development opportunities, it also helps improve 

employee perceptions of psychological climate and employees’ psychological safety. 

Employees who have fair treatment within an organization will perceive a higher degree 

of role definition, and will be able to reduce conflicts between their job and self-role even 

during emotional exhaustion. Furthermore, employees with a high degree of freedom are 
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happy to have a chance to show themselves, to cooperate with their peers, and not to fear 

damaging their self-expression, self-image, status or career development (Kahn, 1990). 

Organizational change is necessary to remain competitive in today’s market. To 

successfully implement change initiatives, every organization or management level must 

realize that the role of employees is highly important. The reactions of employees to 

change are influenced by a number of factors, including employees’ emotions and 

cognitions, communication, and participation in decision making (Wittig, 2012).  

 

2.4 A Conceptual Framework and Hypothesis 

Combining economic, management and employee reaction perspectives, we 

recognize that the process of a hospital merger leads to reorganization of more than two 

horizontal hospitals. The benefits of this process are increased opportunities for transfer 

of technical knowledge, legitimacy, resource exchange and inter-hospital coordination to 

increase the availability and quality of health care services. Although a merger is only 

one strategy for organizational change, the dynamic relationship between the merged 

hospitals and their affiliated hospitals, and between the hospital and the individuals, 

makes the merger process more complex (e.g. Ferlie, 1997; Fulop et al., 2005). In 

particular, during the merging process, health care service units may be reduced in one 

hospital and concentrated in another in such a way that the inter-hospital links and the 

change in employee perceptions will become more challenging.  

More specifically, as a hospital merger takes place, the various positive employee 

reactions towards the change process are normally an integral part of the implementation 

of a successful merger (Roald & Edgren, 2001). Conversely, a small number of studies 
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have shown that active resistance to organizational change, such as size reduction in a 

health care service unit, has the potential to generate a degree of conflict in the change 

process, resulting in a failed hospital merger (Reger et al., 1994; Burnes, 1992). 

Therefore, this research includes the dimension of employee reactions to examine the 

impact of employee reactions on the quality of health care during the merger process and 

to shed light on how those reactions affect the process. 

Research into inter-organizational studies suggests that in a collaborative inter-

organizational (inter-hospital) relationship, affiliated organizations (merged hospitals) 

may be viewed as chains of distinctive competencies (e.g. Goes & Park, 1997). By 

specializing in its areas of core competence, while expanding the health care services to 

encompass the competencies of merged hospitals, each hospital is able to then achieve 

greater market power and ‘differential advantage’ by meshing the economic base, 

technical expertise, and legitimacy of constituent organizations (Thorelli, 1986).  

Oliver (1990, p. 241) defines inter-hospital links as “relatively enduring transactions, 

flows and linkages that occur among or between an organization and one or more 

organizations in its environment”. Within this emerging perspective, in-hospital links 

provide alternative ways of understanding the restructuring process of hospital mergers in 

the context of Taipei City Hospital. Figure 2-3 provides an overview of the conceptual 

framework of how inter-hospital links and employee reactions affect the quality of health 

care. 
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Inter-Hospital Links 

Employee Reactions 

The Quality of Health Care 

 
 

 

 

Figure 2-3: An Overview of Conceptual Framework: How Inter-hospital Links and Employee Reactions 
Affect the Quality of Health Care 

 

 

2.4.1 Inter-hospital Links and Quality of Health Care 

Prior studies have used multiple terms to categorize inter-hospital relationships, such 

as merger and acquisition, strategic alliance, joint ventures and consortia. The general 

proposition in this research is that the quality of health care is enhanced by the 

development of inter-hospital links.  

Structural links:  A fast-growing form of structural link in the hospital sector has 

been found in the multihospital system (MHS). An MHS is defined as two or more 

affiliated hospitals that are fully owned, sponsored or managed within a corporate 

framework (Morrisey & Alexander, 1987; Goes & Park, 1997). Although such systems 

vary in complexity, strategic control, ownership and market focus, they usually involve a 

governance structure that is legally distinct from the management structures of their 

member hospitals (Goes & Park, 1997). A joined hospital therefore gains wider access to 

capital finance, products/services, market information, sharing management expertise, 

and/or opportunities for geographic expansion (Fottler et al., 1982). The extent to which 

an MHS member improves access to resources, creates opportunities for shared learning, 
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and provides a more trusting environment for joint transactions, determines the ability of 

the collaborative mechanism to overcome the uncertainty and diffusion of technical 

knowledge (Goes & Park, 1997; Proven, 1984). On the basis of this notion, hospitals 

enhance the quality of health care by sharing information on efficient management 

techniques, services and purchasing.  

 

Hypothesis 1: The quality of health care is more likely to be enhanced when 

hospitals are structurally linked to each other. 

 

Administrative links: The forming of a structural link is not sufficient to enhance 

the quality of health care unless hospitals have the managerial capacity to exploit the link 

effectively. Administrative links enhance the learning process for the newly-emerging 

organization and the associated procedures and activities. They also help to accelerate 

learning by preventing mistakes and identifying emerging standards early in a 

development process (Goes & Park, 1997). Although structural and administrative links 

serve a number of similar purposes, administrative links provide affiliated hospitals with 

greater autonomy. Hospitals with administrative links are able to acquire managerial 

talent; and contractual relationships widen their influence, as well as create a training 

ground for up-and-coming executives (Goes & Park, 1997). 

 

Hypothesis 2: The quality of health care is more likely to be enhanced when 

hospitals are administratively linked to each other. 
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Resources’ links: Pfeffer and Nowak (1976) showed that mergers and similar 

inter-organizational transactions involve many resource exchanges. Higher levels of 

resource exchange lead to more frequent interactions between organizations. A high 

volume of resource exchange increases interactions among a larger group of key 

personnel members from the affiliated hospitals (Goes & Park, 1997). These interactions 

transfer complementary and inter-dependent competencies (Nohria & Eccles, 1992). 

Tight interdependencies within networks create transactions and material flows among 

affiliated organizations (Child, 1987; Teece, 1992), and as the interdependence within 

affiliated hospitals becomes stronger, the exchange of financial resources, organizational 

routines, technical knowledge and personnel becomes more intensive (e.g. Goes & Park, 

1997). We examine the transactional intensity of resource exchanges in terms of financial 

resources, organizational routines and personnel between affiliated hospitals. We assume 

that hospitals which develop more intensive resource links with affiliated hospitals will 

enhance the quality of their health care accordingly. 

 

Hypothesis 3: The quality of health care is more likely to be enhanced when 

hospitals are resourcefully linked to each other. 

 

2.4.2 Employee Reactions and Quality of Health Care 

Most management literature on organizational mergers has demonstrated that 

employees react against organizational mergers, which often results in a failure of the 

mergers (e.g., Blake & Mouton, 1985; Hambrick & Cannella, 1993; Larsson & 

Finkelstein, 1999). Previous research from the psychological management perspective 
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has described the ‘merger syndrome’, in which employees of the merged organization 

experience the process of ‘mourning a corporate death’, and have to cope with worst-case 

rumors, various stress reactions and constricted communication (Marks & Mirvis, 1986, 

p. 41). Organizational mergers can also severely affect the career development of 

employees in terms of enforced layoffs, relocation, and the loss of individual influence 

(Greenwood et al., 1994; Larsson & Finkelstein, 1999). During the merger process, 

organizational culture clashes are commonly found through the disturbance of human 

rights, cultural retrenchment, countercultures, and cultural rejection (e.g. Buono & 

Bowditch 1989; Chatterjee et al., 1992; Sales & Mirvis 1984; Walter, 1985). 

Employee resistance, defined as the individual and collective opposition of 

employees to the combination and subsequent integration of hospital mergers, has been 

found to be negatively related to merger performance (Larsson & Finkelstein, 1999; 

Roald & Edgren, 2001). Employee resistance may take the form of active and passive 

resistance to the merger process. During the process, employee resistance may be in three 

possible forms, all of which are assumed to be strongly related to the quality of health 

care: 1) Goal uncertainty: within the merging process, the goal of the merger might be 

interpreted differently among the employees (e.g. Roald & Edgren, 2001; Larsson, 1990); 

2) Organizational culture: employees try to maintain their pre-merged organizational 

culture and fear any changes from ‘the opposing’ culture. Culture clashes thus become a 

resistance to change; 3) Individual insecurity: in the hospital merger process, employees 

become anxious about their career development, fearing that perceived prestige and 

levels of influence might be changed (e.g. Roald & Edgren, 2001; Larsson & Finkelstein, 

1999). 
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Hypothesis 4: The quality of health care is more likely to be enhanced when 

employee resistance is considerably minimal in the merging process. 

 

2.4.3 Inter-hospital Links and Employee Reactions to Quality of Health Care 

Several studies highlight the importance of organizational integration as a phase in 

the merger process (Buono & Bowditch, 1989; Larsson & Finkelstein, 1999; Pablo, 

1994). Intensive interaction and coordination between merged organizations are essential 

to exploit the strategic interdependencies during the merger process (Haspeslagh & 

Jemison, 1991; Larsson & Finkelstein, 1999; Shrivastava, 1986). Larsson and Finkelstein 

(1999) demonstrated that the degree of integration had a direct impact on merger 

performance. They conceptualized organizational integration in two ways:  (1) The 

degree of interaction between the merged organizations generally taking place through 

restructuring and transaction flows; (2) The extent of coordinative effort required to 

improve the quality of that interaction through special integrators, transition teams and 

preplanning (Larsson & Finkelstein, 1999). 

According to previous studies, inter-hospital (or inter-organizational) links and 

employee reaction (or employee resistance) are important antecedents to merger 

performance. We examine inter-hospital links and employee reactions individually to 

ascertain the way in which hospitals have integrated within the merger process. To some 

extent, performance is driven by the enhancement of quality of health care. Taken 

together, we believe that inter-hospital links and employee reactions have an aggregated 

effect on enhancement of the quality of health care. 
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Hypothesis 5: The quality of health care is more likely to be enhanced when 

inter-hospital links are intensive and employee resistance is minimal in the 

merger process. 
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Chapter 3: Methodology 

This research focused on the way inter-hospital links and employee reactions were 

affected by the evolution of the merger strategy. A variety of enduring transactions, flows 

and linkages occured among and/or between merged hospitals. As the dynamic 

interactions and collaborations drove each hospital to specialize in its own competence, 

merged hospitals were seen as chains of distinctive competencies (e.g., Goes & Park, 

1997). By focusing on its own competence, each hospital could play a synergistic role, 

resulting in enhanced quality of health care for the entire ‘newly-formed’ hospital (e.g. 

Miles & Snow, 1986). Furthermore, this research examined inter-hospital links in terms 

of the structural, administrative, and resource aspects, as well as employee reactions to 

the merger process. With this focus, we evaluated improved quality of health care as a 

successful outcome of the hospital merger. The focal point of this research is ‘hospital 

mergers’, which involved the restructuring of more than two horizontal hospitals. Figure 

3-1 provides an overview of how inter-hospital links and employee reactions affect the 

quality of health care. 

 
Figure 3-1: An Overview of How Inter-hospital and Employee Reactions Affect the Quality of Health Care 
 
 

Inter-Hospital Links 

Employee Reactions 

The Quality of Health Care 



 

34 
 

3.1 Research Strategy: A Mixed Methods Strategy 

  Generally, the choice of a suitable research strategy essentially considers: “a) the 

type of research question posed; b) the extent of control a researcher has over actual 

behavioral events; and c) the degree of focus on contemporary as opposed to historical 

events” (Yin, 2003, p. 5). In fact, social and behavioral scientists have frequently 

employed mixed methods in studies during the 20th century, and they continue to do so 

in the 21th century (Teddlie & Tashakkori, 2009). Teddlie and Tashakkori (2003, p. 711) 

define  mixed methods as “a type of research design in which qualitative and quantitative 

approaches are used in types of questions, research methods, data collection and analysis 

procedures, and/or inferences”.  

Creswell (2003) suggested a systematic framework for mixed methods research to 

consider the following four decisions:  

1) What is the implementation sequence of data collection?  

2) What method takes priority during data collection and analysis?  

3) What does the integration stage involve?  

4) Will a theoretical perspective be used?  

Creswell (2003) uses six strategies:  

1) Sequential Explanatory  

2) Sequential Exploratory  

3) Sequential Transformative 

4) Concurrent Triangulation  

5) Concurrent Nested  

6) Concurrent Transformative  
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Teddlie and Tashakkori (2009) also include five approaches in their mixed methods 

design:  

1) Parallel mixed designs  

2) Sequential mixed designs  

3) Conversion mixed designs  

4) Multilevel mixed designs 

5) Fully integrated mixed designs.  

This research sought to investigate the phenomenon of inter-hospital links and 

employee reactions evolving in the merger process. In general, this research incorporated 

‘how’ and ‘what’ questions with respect to the complexity of public hospital mergers. In 

light of this, a mixed methods strategy combining qualitative and quantitative approaches 

has been designed. A mixed methods problem is used to both understand the relationship 

among variables in a situation and explore the topic in further depth (Creswell, 2003). 

This research sought to understand the relationship between each merged hospital, inter-

hospital links, and explore a detailed view of employee psychological changes and 

employee reactions. As qualitative data helps explore the statistical implications resulting 

from quantitative data, conversely, quantitative outlier results can be better understood 

through qualitative data collection (Creswell et al., 2004). Thus, gathering both forms of 

data facilitated a comprehensive and thorough understanding of the merger process of 

Taipei City Hospital. 

The sequential exploratory strategy, characterized by collection and analysis of 

qualitative data first, followed by collection and analysis of quantitative data, was used in 

this research. This sequential chronological process followed the approach of Teddlie and 
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Tashakkori’s (2009) sequential mixed design. The qualitative strand lead to the 

formulation  of the quantitative strand, but the final inferences were based on the results 

of both qualitative and quantitative strands. In fact, the purpose of sequential exploratory 

strategy is to use qualitative results to assist in explaining and interpreting the findings of 

a quantitative study in which the qualitative strand is considered exploratory to be tested 

and verified during the quantitative phase.  

The major process in this mixed strategy, which began with qualitative focus group 

interview data and group interview coding assessing the impact on inter-hospital links 

and employee reaction affected by the merger, serves as the basic reference for 

subsequent questionnaire design, data analysis, and discussion. Case study and sample 

survey have been used in this mixed strategy research.  

Following the overall interview content design, this study will present the objects and 

qualifications of respondents and interviewers for qualitative research data collection, the 

sampling and design of questionnaire, the way questionnaire was distributed, and the 

definition and measurement of research variables for quantitative research data collection.  

Finally, the results of interviews and questionnaire surveys will be supplemented with 

literature to verify the research model architecture and hypotheses. In addition to research 

through group interviews, this research follows a complete discussion understanding the 

behaviors of inter-hospital linkage and psychological changes in employees, to assist in 

the design of the questionnaire and data collection. The details of qualitative data can 

provide an in-depth understanding to the research problems, while offsetting the 

weakness inherent to using only quantitative data. This type of mixed hybrid design can 
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provide the breadth and depth of understanding and corroborating this research, and also 

increases the possibility of triangulation. 

 

3.1.1 Phase 1: The Case Study Approach 

Cassell and Symon (2004, p. 323) stated that “the aim of case studies is to provide an 

analysis of the context and processes which illuminated the theoretical issues being 

studied.” The case study approach is therefore particularly useful for responding to how 

and why questions about a contemporary set of events (Leonard-Barton 1990), and also to 

answer how and why research questions when conducting research (Yin, 2009).  Case 

studies are particularly useful for detailed understanding of social or organizational 

processes because of the rich data collected in context. For these reasons, case studies are 

widely used in organizational studies in the social sciences (Meyer, 2001). Meyer 

illustrates this by giving examples, as follows:  

“Case studies are tailor-made for exploring new processes or behaviors or ones that 

are little understood (Hartley, 1994). Researchers have argued that certain kinds of 

information can be difficult or even impossible to tackle by means other than qualitative 

approaches such as the case study (Sykes, 1990)” (Meyer 2001, p.330).   

The contextual nature of the case study was illustrated in Yin’s (1993, p. 59) 

definition of a case study as an empirical inquiry that “investigates a contemporary 

phenomenon within its real-life context and addresses a situation in which the boundaries 

between phenomenon and context are not clearly evident.” A case study is concerned 

with the particularity and complexity of a single case and trying to understand its activity 

within important circumstances. It involves investigations of one or several social 
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systems; the empirical research in a case is characterized by intense study of the object in 

focus from several different aspects. There are three types of case study: Intrinsic, 

Instrumental, and Collective (Stake, 1995).  

 

Given the many characteristics to choose from, case studies can use multiple sources 

of data collection, e.g. archives, interviews, questionnaires, and observations. In 

conducting case studies, evidence may be collected through documents, archival records, 

interviews, direct observation, participant observation, and physical artifacts (Yin, 2009). 

Evidence collected should follow three principles: 1) use multiple sources of evidence, 2) 

create a case study database, and 3) maintain a chain of evidence.  

 Eisenhardt (1989) proposed a method using an inductive and exploratory theory for 

building a case study. It is especially appropriate for new topic areas and the final 

resultant theory is often novel, testable, and empirically valid.  Eisenhardt (1989, p. 534) 

suggested that the case study is “a research strategy which focuses on understanding the 

dynamics present within single settings.” A framework established by Eisenhardt (1989) 

for building theories from case study research was used in this research, as summarized 

in Table 3-1. 

Table3-1: Process of Building Theory from Case Study Research 
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    Source: Eisenhardt, 1989, p 533. 

This research used the case study method to understand the effect on the quality of 

health care by analyzing organizational restructurings and employee reactions within an 

inter-hospital merger, as illustrated in the case of Taipei City Hospital (TCH), formed by 

merging ten public hospitals in Taipei. It is necessary to have sufficient information to 

depict and explain the unique features of the case study, as it is possible to work with 

either single or multiple cases, and at numerous levels of analysis. Existing papers or 

theories explaining the phenomenon of hospital integration and merger issues are 

inadequate (e.g. West et al., 2014; Weil, 2010). In particular, Taipei City Hospital has 

undergone several challenges and consequent changes since the year of 2005; this study 

required the use of a variety of data collection procedures over the merger period to 
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respond to the specific research inquiry. Therefore, this research adopted the case study 

method and process to build up the theory to explore the phenomenon of inter-hospital 

links and employee reactions, illustrated by merging ten public hospitals in Taipei. 

 

3.1.2 Phase 2: The Sample Survey Approach 

The survey method was used not only to collect participants’ explanation or 

description about their knowledge, feelings, values and behavior, but also to decide on 

the overall purposed and specific questions of the survey (Fink, 2006). In social research, 

the survey is a central strategy (Punch, 2005). Literature concerning survey methods is 

both general and focused on a particular type of situation. Research use the survey 

method for data collection by collecting detailed information of samples to infer entire 

population characteristics and phenomena with questionnaires in social science research. 

On the other hand, a quantitative survey is designed to produce numerical data and 

proceeds by measuring variables (Punch, 2005).  

One benefit of the survey approach is that it generates quantifiable data from a large 

sample size that is representative of a wider population in the particular context and can 

then be used to test the study hypotheses (e.g. Bryman, 1988; Denscombe, 2003). Use of 

this approach assists this research in answering the study’s ‘what’ questions: 1) What 

types of inter-hospital links impact the quality of health care? 2) What categories of 

employee reactions impact the quality of health care?  3) What are the aggregated effects 

of inter-hospital links and employee reactions on the quality of health care?  

In particular, the sample survey approach allowed this research to test the hypotheses 

and enables assessment of important outcomes, such as enhancement and/or decline in 
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the quality of health care within the process of hospital mergers, and other hospital 

merger impacts, such as the relationship between inter-hospital links and employee 

reactions. A quantitative small scale questionnaire was used in this research to obtain 

participants’ perceptions, opinions and thoughts, and sequential analysis was used to 

integrate the data in order to effectively understand the issues for research. The 

questionnaire was developed through analysis of the case-study interviews to further 

validate the relationship between variables and the deep awareness and thought of 

participants in this research.  

Overall, a mixed methods strategy combining case study and sample survey 

approaches yielded a more complete response to our research questions and aims. More 

specifically, the case study approach assisted in capturing the hospital merger process and 

impacts, while the sample survey approach allowed us to identify the causal relationships 

between different types of inter-hospital links, different categories of employee reactions, 

and the quality of health care. Utilization of two approaches permited method and data 

triangulation, which, in turn, served to strengthen both the validity and reliability of the 

research. 

 

3.2 Data Collection: A Mixed-Method Strategy 

A mixed-method strategy combining qualitative and quantitative approach was used 

for this research. The purpose of this two-phase, sequential mixed methods study was to 

explore different levels of employees who have been through the process of the Taipei 

City Hospital merger. This information has been used to develop and test a questionnaire 

with a sample from the ten branches of Taipei City hospital.  
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The first phase employed a case study approach to explore the nature of inter-hospital 

links, employee reactions and quality of health care affected by the evolution of the 

merger strategy. Data were then collected from interviews and focus group discussions to 

understand the perspectives from various stakeholders about the impact of hospital inter-

links. Using data from an employee survey which was developed based on the interviews 

and focus group discussions, association analyses were conducted to examine the 

association between different kinds of inter-hospital links, employee reactions, and 

employee-perceived quality of health care services. Themes or categories from these 

interviews and focus group discussions were then developed into a questionnaire 

The second phase used the questionnaire was developed from the output of the case 

study to test the hypotheses and to fulfill the aim of this research. 

 

3.2.1 Phase 1: The Case Study 

In accordance with Yin (2003, p. 67), a protocol was used to increase reliability of 

case study research. Moreover, it served as a guide for the investigator during the data 

collection stage of the research. Therefore, a case study protocol was used to ensure that 

relevant issues are covered systematically and to enhance consistency. The researcher 

working inside the merger hospital collected mass documents, official or unofficial, with 

little difficulty. Documents and archival records are important in validating the evidence 

coming from other sources, although they are not necessarily accurate and without 

prejudice. Both types of evidence need to be carefully checked for accuracy and 

credibility.  
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Saunders, Lewis, and Thornhill (2007) stated that each form of interview (standard 

and non-standard) has a distinct purpose.  Quantitative analysis consisted of standard data 

gathering (i.e. the survey), while the qualitative analysis consisted of non-standard, semi-

structured or in-depth data gathering (i.e. the case study strategy). 

This research used qualitative semi-structured interviewing to gain information and 

observe participants. From their behavior, experience, and participation, an objective 

interpretation was revealed. Semi-structured guidance ensured the use of the same major 

questions for all participants, although the sequence of questions varied slightly.  

A successful interview depended on two important issues: 1) whether the interviewers 

were fulfilling their roles effectively?, and 2) whether interviewers were fully helping 

participants to respond with the desired information? (Taylor, Sinha & Ghoshal, 2006).  

In order to ensure collection of relevant information, people lacking information, 

experience, or awareness were excluded from this study. Therefore, data was gathered 

through in-depth interviews of two sample groups directly and indirectly involved in the 

TCH’s merger process: (1) senior management team members who had roles in 

implementing the hospital merger strategy; and (2) professional health care employees, 

such as physicians or nurses, who had experience working in primary health care 

throughout the hospital merger process.  

Typically, focus-group interviews involved between four and eight, and up to twelve 

people, depending on the topic matter, the skill of interviewees, and the character of 

participants (Saunders, Lewis & Thornhill, 2007).   Publicly available documents such as 

newspapers, magazines, personal documents, and books, were the first type of archival 

data used to prepare for the interviews. The second type of data used were the hospital 
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merger documents including pre-merger papers and post-merger meetings, presentations, 

conferences, and any kind of memos.  

This research was designed for three interviewers, each of whom interviews three 

focus-groups that contain seven to ten participants. In order to ensure accuracy in 

obtaining meaningful information and meeting research purposes, the groups were 

formed using 1) horizontal slices - group members having similar work experience, 

position and values, and 2) vertical slices - group members having different work 

experience, position and values. The central questions for a focus-group interview (CQI) 

satisfied two main criteria: 1) being able to sustain researcher curiosity, involvement, and 

participation over a lengthy period time, and 2) being as well-formulated as possible 

(Wengraf, 2001). Following the criteria proposed by Wengraf (2001), the researcher 

possessed a strong degree of self-knowledge and research skills that allowed the author to 

facilitate the in-depth interviews. The detailed information of fourteen CQI is attached in 

Appendix B; the validity of all CQIs was examined by three experts from the health care 

sector to ensure the quality of a focus-group interview.  

The questionnaires were based on the in-depth interviews collected from participants 

who were in different professions directly or indirectly affected by the change process in 

the merger of the TCHs. In-depth interview participants were invited based on sub-

hospital (ten branches in the TCH) and whether they were directly or indirectly involved 

in the merger process as (a) senior management team members, who have played roles in 

implementing the hospital merger strategy; or (b) professional employees, such as 

physicians or nurses, who had experience working in primary health care throughout the 

hospital merger process. 
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 To ensure the participants are confident and fully participating, invitations were 

requested carefully, and the interviewers provided a clear assurance in the introduction 

that each participant has an equal opportunity to speak and answer all questions. Only by 

enthusiastic participation of participants and gaining their full trust can the validity and 

precision of the data collection be increased, reducing any participant insecurity caused 

by the position of researcher and interviewers.  

 

3.2.2 Phase 2: The Sample Survey 

In contrast to other studies that have randomly selected their samples, this research 

used purposive sampling.  This is due to the fact that the researcher, having worked in 

TCH and having had first-hand experience in the hospital merger process, was fully 

familiar with both the range of merger activities and the range of employees most able to 

provide the best information. One sample selection criterion was that respondents, 

including physicians, hospital administrators, and other types of health care employees, 

should have worked for one of branch hospitals during the process of the merger. The 

advantage of adopting purposive sampling is that it allows the researcher to focus on 

specific health care employees and merger activities which are considered critical for the 

research (Denscombe, 2003). The survey was conducted across the ten branch hospitals 

and involved the distribution of 1200 questionnaires.  

In the survey phase, quantitative data were collected from secondary hospital 

performance data and questionnaires on the information about the hospital merger from 

the year of 2005 to 2011. Structured five-point Liker-type questionnaires, consisting of 

two dimensions: inter-hospital links and employee reactions, were mailed to the targeted 
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respondents. Secondary hospital performance data including both clinical and non-

clinical variables were used to measure the quality of health care.  

Regarding response rate, Fink (2006) indicated that to ensure the data collection is 

entirely subjective, the general rule for response rate is “higher is better”. When 

conducting a large complex survey, statistical procedures are needed to determine this, 

whereas for conducting a relatively simple survey such as this, the researcher decided 

how many people were needed for the results to be valid. Firstly, a pilot survey was 

conducted in order to test whether the instructions are clear for respondents and the 

questions answerable.  

To increase the response rate, every respondent should be able to answer all questions. 

Pilot testing helped the researcher to eliminate any difficulties in language and anything 

that may potentially affect the results of the survey.  

 

3.3 Sample of Participants 

In this research, the participants/correspondents took part in: 1) manager/leader 

interviews, 2) employee focus groups, and 3) employee surveys. The criteria for all study 

participants/correspondents include:  a) aged 18 years or older; b) ability to give 

informed consent; and c) ability to participate in the interview, focus group discussion, or 

to complete the survey.   

All managers/leader participants for interviews and focus-groups were selected by a 

researcher who is a senior executive in one of the ten sub-hospitals and is knowledgeable 

about the personnel in all areas of the ten sub-hospitals. Individuals who awere 

recognized as opinion-leaders in their area, or were as willing to share, were preferred. 
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To ensure that all departments and professionals were heard, interviewees and focus-

group participants were selected carefully to represent different opinions and 

perspectives. All participants who agreed to the oral informed consent form before the 

interviews were processed were introduced to the research project. 

1) Manager/leader interview: managers and opinion leaders from various departments 

and levels (e.g., unit-level, department-level, and hospital-level) who played important 

roles in making decisions or implementing the merger strategy were interviewed. 

Managers/Leaders were selected from each branch-hospital to reflect perspectives in at 

least the following four areas: top management, physician leadership, nurse leadership, 

and supportive staff leadership. Interview questions asked about how the decisions about 

merger processes were made, what strategies were taken to make the merger smooth and 

successful, what challenges were faced, and what the next steps would be.  

Five to six managers/leaders were interviewed in each of the ten branch-hospitals to 

represent perspectives from top management, physician leadership, nurse leadership, and 

supportive staff leadership. Approximately 10-15 invitations were emailed out, and 

people who refused to participate were replaced by personnel with similar background 

and positions, to reach the desired sample size in each branch hospital.  

2) Employee focus group: The participants of focus groups were invited from current 

employees in the TCH who had experienced the hospital merger process. Participants 

include physicians, nurses, clinical technicians and support staff. Discussion topics 

included three different questions: 1) what kind of inter-hospital links had they 

experienced and what was the general reaction to the inter-hospital links, 2) what were 

the advantages and disadvantages of inter-hospital links, and 3) what was the impact of 
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inter-hospital links on quality of health care and how were they associated, what were the 

benefits and challenges of the merger, and what was the perceived impact of the merger. 

Two sessions of focus groups were held. In each session, there were three 

simultaneous group discussions each consisting of nine participants, making a total of 27 

participants. Ninety to -120 invitations were sent out to reach the sample size.  

3) Employee survey: current employees who had experienced the merger in the ten 

branch-hospitals were also invited to answer the survey questionnaire, which was 

developed based on the interviews and focus group discussions. Anticipated survey 

questions included types of hospital inter-links (e.g., structure, administration, 

institutional resources) experienced, perceived benefits, perceived resistance and impact 

on quality of health care. Most of these questions were scored by Likert-type scales. The 

instrument was submitted via an amendment application when it was developed and 

before it was used. 

All fulltime clinical professionals and support staff who have worked in the ten 

branch-hospitals since the year of 2005 were invited to fill out the questionnaires 

(approximately 1,200 individuals). All participants were required to read through the 

informed consent and check a check box authorizing their consent on the page before 

starting the survey. The response rate was 85%, which resulted in 1,002 validated study 

participants. 
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3.4 Data Analysis  

3.4.1 Phase 1: The Case Study 

Miles and Huberman (1994) claimed that one cannot ordinarily reach final 

conclusions from huge numbers of field notes sprinkled with vivid quotes; data analysis 

is the heart of building theory (Eisenhardt, 1989). As stated by Miles and Huberman 

(1994), when conducting a case study, the best policy for data analysis is from the first 

case or interview. The researcher therefore commenced case analysis by comparing 

notes, transcripts and documents right after each interview (Miles & Huberman, 1994). 

The data analysis process for the case study is outlined in Table 3-2. 
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Table 3-2: Case-Study Data Analysis Process 

In the data management phase, the first task was to make the data more manageable 

in order to identify themes and/or concepts. The influences of research questions and the 

conceptual framework, proposed in Section 2 gave priority to the relevant analytical 

process (Miles & Huberman, 1994; Yin, 2003). This was followed by data transforming, 

consisting of data selecting, focusing, simplifying and abstracting throughout the case 

study research. The next major aspect of the analysis process was data display. Generally, 

a display is an organized, compressed assembly of information that allows conclusions to 

be drawn which is also verified as the analyst proceeds (Mile & Huberman, 1994). In 

addition, this research, applied Eisenhardt’s (1989) approach, constantly compared data 

and theory to examine which theory most closely fit the data from the within-case and 

cross-cases analysis, themes, and concepts; and  observed the relationships between 

dimensions that begin to emerge. This verification process is similar to that adopted in 

Analysis Process Analysis Activity Reasons Key References 
Managing Data Identifying initial 

themes or concepts 
Assigning meaning  

Gains familiarity,  
Generates themes and 
Concepts 
 

Miles and Huberman (1994) 
Ritchie and Lewis (2003) 

Transforming  Data Coding 
Pattern-matching 
Within-case 
analysis, Searching 
for cross-case 
analysis and 
comparison 
 

Optimizes the identified 
themes and concepts  
Verifies the emergent 
relationships between 
categories 

Eisenhardt (1989) 
Miles and Huberman 
(1994) 
Yin (2003a) 

Displaying Data Case descriptions 
Tabulating of 
evidence for each 
construct and 
displaying in 
matrices 

Allows the unique 
patterns of each case to 
emerge and sharpens 
construct definition and 
validity  

Eisenhardt (1989) 
Miles and Huberman 
(1994) 
Yin (2003a) 

Drawing 
Conclusions and 
Verification 

Enfolding of 
conflicting and 
similar literature 
Explanation-
building verification 

Builds internal validity  
Builds a general 
explanation in order to 
answer how and why 
questions 

Eisenhardt (1989) 
Miles and Huberman 
(1994) 
Yin (2003) 
Glaser and Strauss (1967) 
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the hypothesis-testing method. However, the key difference is that in the case of 

hypotheses, each is studied for every individual case, rather than for the aggregate cases; 

moreover, this process is more researcher-judgmental than objective. 

The analysis strategy proposed by Crabtree and Miller (1999; 1992, p. 18) was also 

adopted for the process of data analysis. This involved editing the analysis style by 

sorting and organizing data to identify category scheme and corresponding codes, in 

order to identify theme patterns to structure that connected the categories. In the data 

transforming phase, the audio recording was first translated into verbatim draft text, then 

the interviews were analyzed chronologically and categories were created and numbered 

sequentially.  

The interview data were decoded and classified first by an initial classification into 

codes, then into categories. For example, interview texts were coded as: Lack of 

instruction/communication, Unstable working environment, and Job rotation. Texts were 

then catalogued and named into categories of Uncertainty, Emotional Response due to 

confrontation, Resentment, and Loss of Cohesion. The codes and categories are presented 

in Appendix C. After continuous revising and induction, data were identified as either 

psychological reactions or system reactions (two main directions) and finally were 

categorized into themes, subcategories, and codes. The following is a sample of a 

verbatim draft text in the transcription phase:  

FG3, M7 (Focus group 3, Member 7)  
“In the beginning of merger, there was a feeling of uncertainty that hit me because no one 
seemed to know what it was going to be after merger. We were not clear about the new 
organization, and we didn’t get enough information or communication about the merger. So 
many of us were fearful, deciding to quit and find other opportunities elsewhere. People 
who remained in job positions, like us, had no ideas what to do. We just kept calm for every 
change and tried to go through the hard time.” 
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After transcription of the field notes, conceptual categories were created so that 

phenomena could be described by a working set of codes, as suggested by Miles and 

Huberman (1994). This research organized and generated first level coding, resulting in 

pattern codes such as the following:  

Code 1: Psychological impact on mid-level managers: a disagreement between headquarters and the 

branch hospital.  

Code 2: The expectation of contracted staff to become government employees.  

 

The summarized segments of data were then identified and categorized into smaller 

analytic groups as follows:  Uncertainty, Emotional response due to confrontation, Loss 

of cohesion, or Resentment. Finally, themes, such as Psychological Impact, were 

proposed and created. This helped the researcher to focus on fieldwork, elaborated a 

cognitive map, and integrated schema. 

 

3.4.2 Phase 2: The Sample Survey 

The data analysis plan in the sample survey phase involved the way in which the data 

was cleaned, transformed and analyzed. Firstly, the data were cleaned by removing 

univariate and multivariate outliers, by dealing with missing data, and by assessing for 

normality. Secondly, the data were transformed; where the data were not normally 

distributed, a transformation of the data had to be applied, e.g. square root, logarithmic 

and inverse. Thirdly, the data were analyzed on the basis of the statement of each 

hypothesis and the types of measurement of the variables, as shown in Table 3-3.  

Table 3-3: Variables, Research Questions and Hypothesis 
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The survey data of this research was gathered from 1002 valid questionnaires; each 

questionnaire included Part I - background information and Part II - questions about the 

hospital merger. The questionnaire was also fully pilot-tested using small samples (n=50) 

that were representative of the official questionnaire respondents. Questionnaires can be 

powerful tools for development of guidelines and policies; and in-depth pilot-testing can 

accurately reflect the real situation, and provide a strong basis for answering research 

questions.  

This research used a questionnaire, developed from the case study and focus-group 

interviews, to test the hypotheses and fulfill the aim of the research.  A Likert scale with 

scores ranging from 5 to 1 was used in questionnaires, along with continuous response 

categories (e.g., 5- strongly agree, 4-agree, 3-neutral, 2-disagree, and 1-strongly disagree) 

depending on the questions’ positive or negative direction. A higher score indicated a 

positive response.  

The quantitative data were prepared, and factor analysis was applied. Factor analysis 

used a factor model framed by the research questions that define the cases and variables, 

and also that is precise and comprehensive to determine the subsequent design (Rummel, 

1988). Factor analysis represented the correlated variables of the research questions. A 

sample of factor analysis results is presented in Table 3-4.  

Variable Name Research Question Hypothesis Type of Data 
Independent Variable  

Inter-hospital Links 
 
What types of inter-hospital links 
impact the quality of health care? 

 
H1, H2, H3, H5 

 
Ordinal  

Employee Reactions What categories of employee 
reactions impact the quality of health 
care? 

H4, H5 Ordinal 

Dependent Variable 
The quality of health 
care 

 
How do the hospital mergers impact 
the quality of health care? 

 
H1,H2,H3,H4,H5 

 
Numerical  
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Second, the chi-square test was used to search for any differences between the ten 

branch hospitals and the different professional health care employees in terms of their 

inter-hospital links, reactions, and the quality of health care. Third, Principal 

Component Analysis (PCA) was adopted in this research to transform correlated 

variables into principal component variables. Five latent variables were defined in this 

research including structurally linked, administrative linked, resource linked, employee’s 

reaction, and the (overall) quality of health care. Finally, multivariable regression 

analysis was applied to examine the association between types of inter-hospital links and 

employee reactions and employee-perceived (overall) quality of health care. The 

regressions were also adjusted for individual characteristics (age category, gender, job 

category), and type of department. 
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Table 3-4: Factor Analysis of Organization Merger 

  Factor Loading 
  Factor I Factor 

II 
Factor 

III 

Factor I：Structure    
1.   The headquarters made all the decisions and had all the resources, 

weakening the management of the Department of Health. 
0.576 0.074 -0.002 

2.   The interaction between the superintendents of branch hospitals and 
the commissioner of the Department of Health has declined, affecting 
management decisions. 

0.658 0.154 0.128 

3.   The branch hospitals were operated by various departments, reducing 
the positive competition between branches. 

0.447 0.062 -0.104 

4.   Directors of departments couldn't assist or instruct the department 
evaluation of branch hospitals. 

0.428 0.326 0.134 

5.   After the medical specialists in branch hospitals left their position or 
were discharged from the executive position, the development of the 
departments was affected and the features of the hospital disappeared.  

0.385 0.398 0.129 

6.   The chief superintendent was responsible for the result. He did not 
understand the teams of branch hospitals and there is a big gap 
between his goal and the goals of the staff.  

0.417 0.573 0.167 

7.  The superintendents of branch hospitals couldn't instantly realize the 
needs of first-line staff and provide solutions, causing the decrease of 
group cohesion. 

0.45 0.476 0.161 

8.  Branch hospitals were evaluated individually, but the data was 
provided by other hospitals, causing confusion and thus affecting the 
cognition and perception of the evaluation committee. 

0.516 0.37 0.05 

9.  The competition relationship between physicians on the entire 
hospitals after merger, resulting in not sharing medical devices. 

0.476 0.122 -0.04 

 

 

3.5 Data Reliability and Validation 

Litwin (1995) suggested five types of reliability; test-retest, alternate-form, internal 

consistency, inter-observer, and intra-observer reliability, and three types of validity; 

content, criterion, and construct validity of survey. Litwin (1995) also addressed two 

types of error in survey research, random and measurement. The first error is due to 

unpredictability in all research, caused by many different factors and affected primarily 

by sampling techniques. The only way to lower random error is to select a larger and 

more representative sample. The second error also always occurs in all research for there 

is no perfect measurement instrument to prevent measurement error.   
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According to Litwin’s definition (1995), reliability is the degree of stability exhibited 

when a measurement is repeated under identical conditions. Reliability is also related to 

internal consistency, the degree to which using different questions or statements 

measure the same characteristic. Therefore, this research examined the validity and 

reliability of the research instruments to ensure that each iwas consistent and that the 

obtained data were accurate and on target.  

This research focused on internal consistency reliability, which measured different 

aspects applied to a group of questions using Cronbach’s coefficient alpha (α) to ensure 

internal consistency of the research questionnaires. Cronbach’s coefficient alpha (α) was 

developed by Professor Lee J. Cronbach of Stanford University in 1951. It assesses the 

internal consistency of a test as an indicator of reliability. A practical application in this 

research is to capture psychological reactions and merger behavior or satisfaction by 

asking respondents to rate a list of statements using Likert rating scales (e.g. 

agree/disagree; strongly agree/strongly disagree; neutral, etc.). For example, in this 

research, we wanted to identify “employee reactions to hospital mergers” by describing 

how an employee’s psychological changes might provide a consistent description that can 

be tested by Cronbach’s coefficient alpha (α). 

Cronbach's Alpha coefficient value was used to measure the reliability of internal 

consistency of each of the question variables, and results of the analysis show that 

Cronbach's Alpha coefficient value is between 0.772 and 0.956, as shown in Table 3-5. 

Henson (2001) pointed out that Cronbach's Alpha value should be greater than 0.7 for 

developing measurement tools. Bryman & Cramer, (1997) also stated that the scale 

indicates high reliability while the internal reliability coefficient α is 0.80 or more. 
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Therefore, the reliability of this research questionnaire can meet the criteria of the 

eligibility as well as has good reliability. 

 

Table 3-5: Table of Cronbach’s Alpha Coefficient of Internal Consistency 

  Cronbach's 
Alpha 

Variables 

Organizational Merger 
    Structure  
    Administration 
    Resource 

.926 
.787 
.925 
.873 

46 
9 

23 
14 

Psychological Reaction 
Developing strategies of positive cognitive coping 
Generated stratums opposition and distrust feeling between 

divisions, departments and front-lines 
Frustration and anxiety about individual positions and benefits 

.956 
.628 
.912 

 
.919 

 

38 
2 

20 
 

16 
 

Quality of Health Care 
    Quality of Service 
    Quality of Medical 

.722 
.676 
.788 

11 
4 
7 

 

The survey data were confirmed to ensure the latent variables were accurately 

measured.  To measure survey questions subjectively, the researcher needed to ask a 

number of experts who have the experience and/or knowledge of the health care sector or 

mergers to ensure the questions contain the appropriated key issues related to the research 

subject. This research also considered “internal validity” to ensure the questionnaire 

captures this information (i.e. psychological changes) being influenced by the merger are 

complement and can be explained by the desired research outcome.  

 “External validity” also applies to ensure the survey sample is representative and the 

outcome can be generalized to the population. The style of a question influences the 

answer received, and therefore a question design should consider the target population 

being able to respond to the research issues. The researcher used this method to measure 

how meaningful of the instrument was. Factor analysis was also used to evaluate the 
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validity of the research instrument; the correlation between the factors was analyzed to 

verify discriminate validity. 

 

3.6 Bias 

3.6.1 Interview bias:  

In order to reduce interviewer bias, 1) the interviewer conducting the interview must 

be well-trained and exhibit total objectivity to avoid prejudice, 2) the interview schedule 

and questions should be structured and standardized, and thus will not influence the 

respondent responses and further affect the outcome of the interview. To avoid 

interviewer bias, all interviewers in this research were experienced and engaged as long 

term scholars, including one professor with more than twenty years' experience  with 

interview design and execution, and two assistant professors with more than three years' 

of experience. 

To reduce respondent bias, it is necessary to 1) avoid answers which may be a 

response to the status of the researcher, 2) explain clearly to respondents before invitation 

so that they fully understand all processes and questions, and do not feel uncomfortable 

or refuse to respond. Therefore, to avoid respondent bias, all respondents were invited by 

phone or face-to-face to ensure they were interested in the research issues and willing to 

answer the questions. Any unwilling or inexperienced person was excluded during the 

prior communication or invitation. 

 

3.6.2 Questionnaire bias:  
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Hager et al. (2003) declared that response rate is synonymous with response bias, 

since avoiding a low response rate at the beginning is a way to reduce respondent’s bias. 

Patten (2001) suggested that 'thinking aloud' is a particularly effective measurement 

technique by requiring respondents to utter their views and perceptions for each question.  

The main obstacle of using a questionnaire in this research was achieving cooperation 

of respondents and obtaining trustworthy data. Therefore, to reduce questionnaire bias, 1) 

the questionnaire needed to be well-designed, for the quality of a question design will 

affect the quality of information accessed. For example, the sequential or chronological 

order of questions affects whether respondents decide to cooperate or not. The response 

rate would also decrease as the length of the survey increased. Hence, this research 

questionnaire was designed to be completed within half an hour. 2) All questions were 

expert pre-tested, to design a satisfactory questionnaire that avoids complex questions 

and was applicable to all respondents. 3) Questions included a presupposition to avoid a 

situation where respondents cannot provide answers, do not know, or have forgotten. 

Since the researcher was working on a case study with participants who were familiar 

with the whole merger process, all scenarios were under control and predicted. 
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Chapter 4: Results 

There is wide acknowledgement in the literature that quality of health care is an 

indicator of the failure or success of hospital mergers (e.g. Nayar, Ozcan, Yu & Nguyen, 

2013; West, Topakas & Dawson 2014). In this study, some well-used, key measurements 

of the quality of health care were collected from the archived data in Taipei City Hospital 

(THC). Economic, management, and employees’ perspectives were used to examine the 

employee experience of the (overall) quality of health care and the effect of inter-hospital 

links. This research used the merger process of TCH as a core case to explore whether the 

overall quality of health care was enhanced by inter-hospital links and employee 

reactions. In addition, a questionnaire established the way in which different types and/or 

categories of inter-hospital links and employee reactions impacted the quality of the 

health care during the two phases of the TCH’s mergers.  

The purpose of this research is to investigate the relationship between structural links, 

administrative links, resources’ links, and employee reactions, and impact on the quality 

of health care between the year of 2005 and 2008. The sample populations consisted of 

those who participated in hospital mergers directly or indirectly. All findings are based on 

data collection from in-depth interviews, documents, questionnaires, and researcher’s 

observations. 

In general, interviewees were invited by the researcher for one or more of the 

following reasons: 1) had a close relationship with the researcher, 2) worked with the 

researcher, or 3)  interested in the research issues and knowledge or 4) participated in the 

process of the TCH merger.  Forty percent of participants were mid- or high-level 

managers who were able to answer the questions about employee reactions during the 
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integration process. The remaining interviewees were professional health care employees, 

such as physicians and nurses. During the interviews, participants were encouraged to 

express their feelings about the whole process of the merger and the work atmosphere of 

their divisions, departments or units. Participants were also encouraged to freely describe 

their reactions to hospital changes, for instance their job positions, their responses to 

hospital management, and their psychological changes during the merger. On average, 

the years of service in TCH among the three groups were 18.5, 17.5, and 18.5, 

respectively. Nine interviewees were male and 18 female, and their ages ranged from 35 

to 62.  Detailed information on participants of each group is presented in Appendix D. 

The initial data were collected from 27 participants through in-depth interviews. 

Participants were divided into three groups by random grouping at the same available 

interview time. All interviews were conducted by experienced and qualified researchers. 

Under these circumstances, all participants could fully describe their perceptions, feelings 

and experiences. Final results are represented statistically, gathered from 1002 valid 

questionnaires.  

The structural, administrative, and resources aspects, the merger hospitals’ inter-

organizational links, and employees’ psychological reactions during the integration 

process were assessed. The results include not only quantitative analysis and outcomes, 

but also qualitative evidence. The following research questions were examined:  

1) What types of inter-hospital links, e.g. structure, administration, resources (Goes & 

Park, 1997), impacted the quality of health care and how did they do so?  
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2) What categories of employee experience (e.g. employee resistance to goal uncertainty, 

to hospital reconfiguration or to individual insecurity) (Roald & Edgren, 2001), 

impacted the quality of health care and how did  they do so?  

3) What were the aggregated effects of inter-hospital links and employee reactions on the 

quality of health care?  

The 1200 employees were randomly selected from the sample population and were 

mailed questionnaires, yielding 1002 valid questionnaires. All of Part I (background 

information), was required. Twenty-eight questionnaires were ineligible because answers 

were omitted, or respondents returned the questionnaires past the deadline for 

calculations. Therefore, after adjustment the response rate was 83.5%. The final results of 

the questionnaire are presented in Table 4.1. The mean for the aspect of structural links is 

2.67 (Standard Deviation (SD) = .792), 2.29 (SD = .791) for administrative links, 3.17 

(SD = .801) for resource links, 2.50 (SD = .832) for employee reactions, and 2.81 (SD 

= .791) for (overall) quality of health care.  

 

4.1 Descriptive Statistics 

The descriptive statistics of respondents’ background information is presented in 

Table 4-1.  
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Table 4-1: Descriptive Statistics of All Respondents’ Background Data (N=1002) 

Variables 
Gender 

Population Percentage (%) 

 

Male 199 19.9 

Female 791 78.9 

Age           

≤30 21 2.2 

31~50 674 69.4 

≥50 275 28.4 

Education   

Associate, Other 352 35.1 

Bachelor 519 51.8 

Master, Doctor 121 12.1 

Marital status   

Single 239 23.9 

Married 725 72.4 

Divorced, Widowed, Separated or 
Other 

30 3.0 

Religion   

Non 273 27.2 

Folk beliefs or Other 204 20.4 

Buddhism 322 32.1 

Taoism 100 10.0 

Christian or Catholic 87 8.7 

The importance for religion to you   

Very important, Important 420 41.9 

Moderately important 478 47.7 

Of little importance, Unimportant 78 7.8 

Title   

Physician 150 15.0 

Nursing staff 506 50.5 

Administrator 156 15.6 

Other 76 7.6 

Medical staff 107 10.7 

 
Medical unit served 
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Nursing 200 20.0 

Medicine 215 21.5 

Surgery 130 13.0 

Administrative affairs 121 12.1 

Other 231 23.1 

Emergency room & intensive care unit 81 8.1 

Branch hospital served   

Renai 312 31.1 

Zhongxiao 121 12.1 

Heping Fuyou 168 16.8 

Zhongxing 115 11.5 

Yangming 134 13.4 

    Other（Linsen、Songde、Kunming
、General Dist.） 

151 15.1 

Before the merger, did you ever serve as 
a unit head? 
  Yes 
  No 

 
 
 

111 
881 

 
 
 

11.1 
87.9 

The purpose of the municipal hospitals 
merger 

Population Percentage (%) 

Becoming a medical center 334 33.3 

Administrative information and medical 
integration 

560 55.9 

Increased bargaining space for medical 
supplies, pharmaceuticals and purchase 

452 45.1 

Simplifying administrative processes 253 25.2 

Streamlining human resource 544 54.3 

Developing a specialized medical service in 
each branch and other changes 

400 39.9 

Performance considerations 123 12.3 

Establishing a standard operating 
environment 

193 19.3 

Making branches more competitive 170 17.0 

Remaining the poor performance after 
hospital mergers 

159 15.9 

The executives need to exercise power and 
leadership to prove individual worth for a 
successful merger 

133 13.3 
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The majority of respondents 78.9% (N=791) were female, most of whom worked in a 

nursing department or related units. Over 50.5% (N=506) of respondents stated that they 

worked in nursing and related departments; and 15% (N=150 and N=156) were 

physicians or administrators.  Approximately 10% to 20% of respondents served in units 

and branch hospitals and were evenly distributed in each unit and branch hospital; 

additionally, 11% of respondents had served as a unit head, indicating that this research 

gathered data across multiple level sources.  

  The questionnaires also asked respondents what they thought was the purpose of the 

merger. The order of the results indicated that almost 56% of respondents perceived it to 

be administrative information and medical integration, streamlining of human resources, 

and an increase of bargaining power for medical supplies and pharmaceutical purchasing. 

However, 13.3% (N=133) of respondents perceived the merger as a political issue for 

executives to play more prominent roles in promoting the development of the Taipei 

city’s health care reform. That explains why 57.2% (N=573) answered that the original 

goal of the merger was unfulfilled or partially fulfilled, and only 8.9% (N=89) agreed that 

it was fairly or completely fulfilled.  

As indicated in Table 4-2, the descriptive statistics of initial questions about the 

hospital merger are addressed in the order of the questionnaire items, including: 1) 

Gender, 2) Age, 3) Education, 4) Marital status, 5) Religion, 6) The importance of 

religion to you, 7) Title, 8) Medical Unit served, 9) Served branch hospital, 10) Before 

the merger, did you ever serve as unit head? 11) The purpose of the municipal hospitals 

Accumulation of resources 240 24.0 

Other 20 2.0 
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merger. 12) Did the merger of the city hospital affect you or your unit? 13) Prior to the 

establishment of TCH, what was your understanding of the phrase “hospitals are about to 

merge into a hospital”? 14) Before the merger of the municipal hospitals, did anyone 

explain the purpose of it to you? 15) Do you think the result of the merger has achieved 

its original goals? 16) During the process of merger, how often did you participate in the 

events? 17) Do you think the initiator or major coordinator of the merger had the 

experience of managing and promoting united hospitals? 18) Were you satisfied with the 

process of the merger? 19) Has “The medical quality of health care” been enhanced since 

the united hospital changed its operation back to each branch? 20) Has “The service 

quality of health care” been enhanced since the united hospital changed its operation back 

to each branch? 21) Overall, do you think the united hospital has more positive 

evaluations than negative? 22) Overall, was the united hospital successful? 23) According 

to you, what are the advantages of united hospital merger? 24) Personal traits.   
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Table 4-2: Descriptive Statistics of Initial Questions about the Hospital Merger  

Variables Population Percentage (%) 

Did the merger of the city hospital affect you or your 
unit? 

  

No 401 40.0 
Yes, but there was no impact on me 297 29.6 
Yes, and I was affected 279 27.8 

Prior to the establishment of Taipei City Hospital, what 
was your understanding for the phrase “the hospitals are 
about to merge into a hospital”? 

  

Completely unaware and unclear 120 12.0 
Have heard it of but unclear 351 35.0 
Know but it was unclear 284 28.3 
Know and understand a little bit 196 19.6 
Very clear 47 4.7 

Before the merger of the municipal hospitals, did anyone 
 explain the purpose of it to you? 

  

No explanation and communication at all 473 47.2 
There was explanation but no communication opportunity 453 45.2 
Someone fully explained it to me and we communicated 62 6.2 

Do you think the result of the merger has achieved its 
original goals? 

  

Completely unfulfilled 122 12.2 
Not quite fulfilled 451 45.0 
No comment 322 32.1 
Fairly fulfilled 88 8.8 
Completely fulfilled 1 0.1 

During the process of the merger, how often did you 
participate in the events? 

  

Never 525 52.4 
Seldom 225 22.5 
Sometimes 160 16.0 
Often 44 4.4 
All the time 35 3.5 

Do you think the initiator or major coordinator of the 
merger had the experience of managing and promoting 
united hospitals? 

  

Completely inexperienced 117 11.7 
Inexperienced 360 35.9 
Less experienced 319 31.8 
Experienced 167 16.7 
Extremely experienced 7 0.7 

Were you satisfied with the process of the merger?   
Very dissatisfied 132 13.

2 
Somewhat dissatisfied 301 30.

0 
Neutral 485 48.

4 
Somewhat satisfied 71 7.1 
Very satisfied 2 0.2 

Has “The medical quality of health care” been enhanced   
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Table 4-2: Descriptive Statistics of Initial Questions about the Hospital Merger  
Variables Population Percentage (%) 

since the United Hospital changed its operation back to 
each branch? 

Strongly disagree 63 6.3 
Disagree 156 15.6 
Neutral 459 45.8 
Agree 296 29.5 
Strongly agree 15 1.5 

Has “The service quality of health care” been enhanced 
since the United Hospital changed its operations back to 
each branch? 

  

Strongly disagree 50 5.0 
Disagree 130 13.0 
Neutral 430 42.9 
Agree 363 36.2 
Strongly agree 17 1.7 

Overall, do you think the united hospital has more 
positive evaluations than negative? 

  

Strongly disagree 79 7.9 
Disagree 230 23.0 
Neutral 466 46.5 
Agree 211 21.1 
Strongly agree 10 1.0 

Overall, do you think the united hospital was successful?   
Strongly disagree 105 10.5 
Disagree 279 27.8 
Neutral 453 45.2 
Agree 155 15.5 
Strongly agree 6 0.6 

 
According to you, what are the advantages of the united 
hospital merger Population Percentage (%) 

Reduction in cost 413 41.2 
Increase in revenues 92 9.2 
Enhancement of  the quality of service 154 15.4 
Enhancement of the quality of health care 121 12.1 
Enhancement of  information capability 160 16.0 
Increase bargaining space for medical supplies, 

pharmaceuticals, and purchasing 
433 43.2 

Streamlining human resources 269 26.8 
Strengthening the content and extent of education training 159 15.9 
Raising academic status 72 7.2 
No advantages at all 124 12.4 
Other 29 2.9 

Personal traits Yes No 
 Population Percentage (%) Population Percentage (%) 

In general, do you have difficulty 
making friends or maintaining 
friendships? 

94  9.4 901 89.9 

Do you feel that you are a lonely 
person? 

113 11.3 885 88.3 
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In general, can you trust others?             796 79.4 202 20.2 
Are you easily offended under normal 

conditions?  
151 15.1 847 84.5 

Are you usually a more impulsive 
person? 

212 21.2 786 78.4 

Do you easily get worried? 510 50.9 487 48.6 
In general, are you dependent on 

others?  
109 10.9 813 81.1 

In general, are you a perfectionist? 320 31.9 602 60.1 
 
 

The questionnaire results presented what employees knew about and how they felt 

about the influence of the merger policy. As indicated above, 70% (N=698) of 

respondents said the merger was without any impact on themselves, but 58% (N=578) 

said the merger had impacted their units. Furthermore, 75.3% (N=755) said they were 

unclear that the hospitals were going to merge into one hospital, but only 24.3% (N=243) 

respondents said they clearly knew the hospitals were going to merge into one. The 

results also showed that 47.2% (N=473) of respondents did not receive any explanation 

or communication at all, and only 6.2% (N=62) received full explanations and had the 

opportunity for two-way communications. It seemed that employees received insufficient 

information. Additionally, 38.5% (N=385) of respondents said they seldom or sometimes 

participated in the process of merger, 52.4% (N=525) had never participated in the 

process and only 3.5% (N=35) had participated all the time. With regard to the degree of 

participation in the merger process, the respondent rate was extremely low. Executives or 

the management team had not only failed to effectively encourage employees to 

participate in implementing the hospital changes but also failed to effectively 

communicate the hospital changes. The results also acknowledged that employees failing 

to actively participate in the merger had an impact on the outcome of the merger. 
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Regarding whether respondents found advantages with the merger, the top two in 

sequence of those who indicated the biggest advantages were 43.2% (N=433) in 

increasing bargaining space and 41.2% (N=413) in reduction of costs, followed by 26.8% 

(N=269) in streamlining human resources. This suggested that the advantages of the 

merger reported by respondents were based firstly on economic issues and then 

management issues; 12.4% (N=124) of respondents felt there was no advantage at all. 

Approximately 78.4% (N=796) claimed the initiator or major coordinator did not have 

the experience to manage or promote the united project, and only 17.4% (N=174) of 

respondents reported that they did. Therefore, 43.2% (N=433) of respondents confirmed 

they were very or somewhat dissatisfied with the process of the merger, and only 7.3% 

(N=73) felt satisfied. Furthermore, only 30.9% (N=309) gave a positive evaluation, more 

than 22.1% were negative (N=221), and 46.5% (N=465) of respondents did not comment.  

In part II, a total of 144 questions about respondent experiences and perceptions of 

the process of the hospital merger were rated in five categories: structural linkages, 

administrative and management changes, resources changes, psychological reactions, and 

the quality of health care of the TCH’s mergers.  In each category, respondents are asked 

to answer and rate their personal point of view on a scale from 1 to 5. The mean and 

standard deviation of each category are stated and used for evaluating five categories 

(variables). Detailed data for each category is presented in Appendix A. 

 

4.2 Multiple Regression Analysis 

The research questions were based on analysis of data from returned questionnaires 

and verifying the five hypotheses to determine statistical significance. The stepwise 
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regression analysis is used throughout the analysis. During the process of stepwise 

regression analysis, the predictor variables: a) structural links; b) administrative links; c) 

resource links; and d) employee reactions were examined, along with the quality of health 

care. During the analysis procedure, each stepwise analysis was correlated with the five 

control variables, a) title; b) served branch hospital; c) the purpose of the municipal 

hospitals merger; d) the importance of religion; and e) age. 

The response variable of the (overall) quality of health care comprises of the service 

quality and the medical quality of health care. In order to construct validation in the 

questionnaire survey for the (overall) quality of health care, the mean and standard 

deviation of the (overall) quality of health care are indicated in Table 4-3. The mean and 

standard deviation of predictor variables are also listed in between Table 4-10 and Table 

4-13. 
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Table 4-3: Mean and Standard Deviation of the (Overall) Quality of Health Care 

  Topic Mean SD Sort 
  Factor I: Service quality of health care        

1 Exchange information on computers became faster amongst branch 
hospitals. 3.35 0.891 1 

2 The staff has put more time and effort into taking care of patients. 2.84 0.840 4 
3 The quality of service has improved. 3.02 0.805 3 
4 A complete medical referral system was established. 3.29 0.770 2 
  Factor II: Medical quality of health care        

1 Beds were closed due to a serious loss of or insufficient manpower. 2.28  0.824 7 
2 Medical complaints have increased. 2.60  0.760 4 
3 The quality of health care has declined. 2.84  0.825 3 

4 Unexpected complications have increased. 2.89  0.684 2 
5 The result of medical treatment has worsened. 3.04  0.704 1 
6 Clinical staff couldn’t purchase the needed equipment in time, resulting in 

the lack of competitiveness. 2.38  0.787 5 

7 More trustworthy senior physicians, registered nurses, and executives have 
resigned. 2.35  0.806 6 

  Total Average 2.85  0.499    
 

In order to easily understand the results of the stepwise regression analysis, we 

illustrate the relationships between the service quality of health care and significant 

predictor variables:  a) structural links; b) administrative links; c) resources’ links; and d) 

employee reactions, and also control variables. Next we illustrate the relationships 

between the medical quality of health care and signifcant predictor variables, and finalize 

by illustrating the relationships between the (overall) quality of health care and 

significant predictor variables. 

As Table 4-4 shows, the stepwise regression analysis only obtained two statistically 

significant (P = .000) predictor variables (adminstrative- and resource-links) in the 

service quality of health care. Employees who served in Zhongxiao demonstrated more 

significance than in Zhongxing when compared to Renai (P = .001 and .016). Employees 

aged 50 or above are equally significant (P = .025). Regarding the purpose of the 
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municipal hospital mergers, simplification of administrative processes is a significant 

factor in the service quality of health care (P = .043). The summary of regression analysis 

suggesting that the service quality of health care was impacted by staff after the merger is 

statistically significant at P < .001 level (F=78.395, P<.000). 

 

With regard to building a robust regression analysis, the three factors of employee 

reactions were added to the stepwise regression model, as demonstrated in Table 4-5.  

These three indepedent variables (administration, resource, and Factor I of employee 

reactions) are statistically significant (p < .0001). Employees aged over 50 are significant 

at the P < .01 level (p = .008). The service quality of Zhongxiao and Zhongxing are also 

statistically significant at the P < .01 level (p = .001 and .009) with reference to Renai. In 

conclusion, the result of the regression model showed that positive employee reactions 

and resource- and adminstration- links had significant impacts on the service quality of 

health care (p <.001).   

Table 4-4: The Relationship between Service Quality of Health Care and Inter-Hospital 
Links  
 

Variables    B(SE) βeta t Value R2 95% C.I. P-value 
Resources 0.675 -0.035 0.56 19.483 0.366 .607~.743 .000*** 
Administration 0.195 -0.034 0.166 5.789 0.396 .129~.261 .000*** 
Served branch hospital - Zhongxiao b 0.17 -0.051 0.094 3.358 0.402 .071~.270 .001** 
Age≧50 C 0.085 -0.038 0.063 2.25 0.407 .011~.158 .025* 
Served branch hospital - Zhongxing b 0.121 -0.05 0.068 2.418 0.411 .023~.219 .016* 
Title-Other (Ward attendant and maid) a 0.148 -0.069 0.061 2.145 0.415 .013~.283 .032* 
The purpose of the municipal hospital 
mergers - Simplification of administrative 
processes 

0.074 -0.037 0.056 2.029 0.418 .002~.146 .043* 

(Constant) 0.455 -0.118   3.87   .224~.686 .000*** 
 (Sum of Squares =107.434 ;  F=78.395 ;  P<.000 ) 

Group of reference: aPhysician;  bRenai;   c≦30   *P<0.05  ** P<0.01  *** P<0.001 
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The stepwise regression analysis also illustrates the relationships between the medical 

quality of health care and predictor variables, as shown in Table 4-6. The analysis result 

shows that aggregated employee reactions, and administrative and resources’ links 

impact the medical quality of health care (P < .001). Some of the control variables are 

statistically significant (P < .01), such as: Physicians with a job title, those who served 

within a Renai branch hospital, those whose job title is ward attendant or maid, or whom 

have served within a branch hospital in Heping or Fuyou (P = .005 and .015). The 

purpose of the municipal hospitals merging: to make branches more competitive, to 

develop specialized medical services in each branch and other changes are significant for 

medical quality at P < .05 level. Personal religion significantly impacted medical quality 

(The P value of the importance of religion is .049 which is at P < .05 significance level).  

 

Table 4-5: The Relationship between Service Quality of Health Care and Disaggregated 
Employee Reactions  and Inter-Hospital Links 

Variables B(SE) βeta t Value R2 95% C.I. P-value 
       

Resources 0.613 -0.037 0.509 16.624 0.366 .540~.685 .000*** 
Administration 0.220 -0.034 0.188 6.540 0.396 .154~.286 .000*** 
Developing strategies of positive 
cognitive coping (Factor I) 

0.121 -0.026 0.136 4.604 0.41 .070~.173 .000*** 

Served branch hospital - Zhongxiao b 0.170 -0.050 0.094 3.399 0.417 .072~.268 .001** 
Employees aged 50 and over  C 0.098 -0.037 0.074 2.677 0.422 .026~.171 .008** 
Served branch hospital - Zhongxing b 

(Constant) 
0.130 
0.178 

-0.049 
-0.132 

0.073 2.626 
1.349 

0.427 .033~.226 
-.081~.438 

.009** 

.178 
 (Sum of Squares =109.776;  F=95.062 ;  P<.000 ) 

Group of reference: aPhysician; bRenai;  c≦30   *P<0.05  ** P<0.01  *** P<0.001 
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Variables    B(SE) βeta t Value R2 95% C.I. P-value 
Employee Reactions（Summarized three factors） 0.499 -0.039 0.506 12.727 0.463 .422~.576 .000*** 
Administration 0.2 -0.039 0.195 5.112 0.481 .123~.276 .000*** 
Resources 0.099 -0.029 0.094 3.374 0.486 .042~.157 .001** 
Title-Other (Ward attendant and maid) a 0.154 -0.055 0.072 2.816 0.491 .047~.261 .005** 
Served branch hospital - Heping Fuyou b 0.086 -0.036 0.062 2.426 0.495 .016~.156 .015* 
The purpose of the municipal hospital mergers - Makes 
branches more competitive 

-0.085 -0.036 -0.064 -2.377 0.497 -.155~-.015 .018* 

The purpose of the municipal hospital mergers - Develop 
specialized medical service of each branch and other 
changes 

0.056 -0.027 0.055 2.072 0.5 .003~.110 .039* 

The importance of your religion 0.041 -0.021 0.05 1.968 0.502 .000~.082 .049* 
(Constant) 0.521 -0.103   5.044   .318~.724 .000*** 

  (Sum of Squares =96.600 ;  F=185.413 ;  P<.001 ) 
Group of reference: aPhysician;  bRenai        
 
 

Furthermore, the results of the regression analysis on the medical quality of health 

care suggest that two factors of employee reactions – namely Factor II and III of 

employee reactions, administrative- and resources’- links are all statistically significant (p 

= .000), as shown in Table 4-7. 

 

 

Table 4-8 presents the relationship between the (overall) quality of health care and 

independent variables including aggregated employee reactions, administrative and 

Table 4-6: The Relationships between Medical Quality of Health Care and Inter-
Hospital Links and Aggregated Employee Reactions  

Table 4-7: The Relationship between Medical Quality of Health Care and Factor  II  and 
Factor  III  of Employee Reactions and Inter-Hospital Links 

Variables    B(SE) βeta t Value R2 95% C.I. P-value 
Generated stratums opposition and distrustful 
feeling between divisions, departments and front-
lines ( Factor  II)   

0.259 -0.055 0.279 4.692 0.449 .151~.368 .000*** 

Frustration and anxiety about individual job 
positions and benefits ( Factor  III ) 

0.217 -0.043 0.249 5.047 0.464 .133~.301 .000*** 

Administration 0.198 -0.042 0.193 4.741 0.479 .116~.280 .000*** 
Resources 0.113 -0.029 0.107 3.844 0.486 .055~.170 .000*** 
Title-Other (Ward attendant and maid) a 0.162 -0.055 0.076 2.958 0.491 .055~.270 .003** 
Served branch hospital- Heping Fuyou b 0.081 -0.036 0.059 2.263 0.495 .011~.152 .024* 
The purpose of the municipal hospital mergers - to 
make branches more competitive 

-0.069 -0.035 -0.052 -1.987 0.497 -.137~.000 .047* 

(Constant) 0.657 -0.098   6.701   .465~.850 .000*** 
(Sum of Squares =97.833 ;  F=108.217 ;  P<.000 ) 

Group of reference: aPhysician; bRenai   *P<0.05  ** P<0.01  *** P<0.001 
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resources-links, which all at significance levels of P < .001 (p = .000). The control 

variables are also shown in the table.  In reference to physicians, employees whose job 

title is ward attendant or maid are significantly more likely to improve quality of health 

care (at P < .001 significance level, p = .000). In comparison with those who are 

employed at the Renai branch hospital, employees who served in Zhongxiao have a 

statistically significant impact on the quality of health care (P = .045). The purpose of 

“making branch hospital more competitive” impacted the provision of health care at 

significance level of P < .05 (p = .042). In summary, the regression model shows that the 

impact on staff and (overall) quality of health care is statistically significant at P < .001 

level after the merge (F=181.732, P<.000). 

 

Group of reference: a.Physician; b.Renai   *P<0.05  ** P<0.01  *** P<0.001 
 
 

As demonstrated in Table 4-9, the analysis of the three factors of employee reactions 

shows Factor I of employee reactions is at P < .01 significance level (P = .004), whereas 

the other two factors of employee reactions are at P < .001 significance level (P = .000). 

The administrative and resources’-links are the same at P < .001 significance level (P = 

.000), but structure is only at P < .05 significance level (P = .046). With reference to 

physicians, the employees whose titles are ward attendant or maid have an impact on 

Table 4-8: The Relationship between (Overall) Quality of Health Care and Aggregated 
Employee Reactions and Inter-Hospital Links 

Variables B(SE) βeta t Value R2 95% C.I. P-value 

Employee Reactions（Summarized three 
factors） 

0.343 -0.031 0.406 11.205 0.470 .283~.403 .000*** 

Resources 0.306 -0.023 0.339 13.316 0.557 .261~.351 .000*** 
Administration 0.184 -0.030 0.209 6.030 0.577 .124~.243 .000*** 
Title-Other (Ward attendant and maid)a 0.158 -0.043 0.087 3.707 0.584 .074~.242 .000*** 
The purpose of the municipal hospital mergers 
- To make branches more competitive 

-0.055 -0.027 -0.048 -2.033 0.586 -.108~-.002 .042* 

Served branch hospital - Zhongxiao b 0.064 -0.032 0.047 2.008 0.588  .001~.126 .045* 
(Constant) 0.563 -0.075   7.503     .416~.710 .000*** 

(Sum of Squares =84.686 ;  F=181.732 ;  P<.000 ) 
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quality of health care (P = .000) at P < .01 significance level, while employees who 

served in Zhongxiao branch hospital compared to those who served in Renai impacted 

the quality of health care at a significance of (p = .043). The purpose of making a branch 

hospital more competitive is at significance level of P < .05 (p = .042). By further 

analysis of structure and employee reactions, the regression model summary shows that 

the impact staff has on the quality of health care is also statistically significant at P < .001 

level after the merger (F=166.697, P<.001). 

 
 
Table 4-9: The Relationship between (Overall) Quality of Health Care and Dis-
aggregated Employee Reactions and Inter-Hospital Links  
 

Variables B(SE) βeta t Value R2 95% C.I. P-value 
Generated stratums opposition and 
distrustful feeling between divisions, 
departments and front-lines  

0.154 -0.043 0.194 3.612 0.44 .070~.238 .000*** 

Resources (F2) 0.289 -0.024 0.321 11.843 0.544 .241~.337 .000*** 
Administration 0.168 -0.036 0.192 4.717 0.562 .098~.238 .000*** 
Frustration and anxiety about individual 
job positions and benefits (F3) 

0.149 -0.034 0.2 4.433 0.574 .083~.215 .000*** 

Title-Other (Ward attendant and maid) a 0.146 -0.043 0.08 3.395 0.581 .061~.230 .001** 
Developing strategies of positive 
cognitive coping (F1) 

0.048 -0.017 0.072 2.876 0.586 .015~.081 .004** 

Served branch hospital - Zhongxiao b 0.064 -0.032 0.047 2.025 0.588 .002~.126 .043* 

The purpose of the municipal hospital 
mergers - to make branches more 
competitive 

-0.055 -0.027 -0.049 -2.041 0.59 -.108~-.002 .042* 

Structure(S) 0.06 -0.03 0.066 1.999 0.592 .001~.118 .046* 
(Constant) 0.431 -0.09     4.817   .256~.607 .000*** 

(Sum of Squares =85.263 ;  F=122.697 ;  P<.001 ) 
Group of reference: aPhysician ; bRenai   *P<0.05  ** P<0.01  *** P<0.001 
 
 
 
4.3 A Reply to Hypotheses: Combined Quantitative and Qualitative Analysis 

4.3.1 First Hypothesis – Structural Links 

The first hypothesis stated that the overall quality of health care is significantly 

enhanced by structural links between hospitals. Consequently, the major merger purposes 

of TCH are to integrate internal collaborations and resources in case of increasing 
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medical care, administration costs, quality of health care, and community health-service 

for providing top-quality health care and medical services to Taipei city citizens.  

First, the results of regression analysis data (as shown in Table 4-8) shows that the 

(overall) quality of health care after the hospital merger being enhanced by structural 

links is not significant. When three factors of employee reactions are analyzed for the 

(overall) quality of health care (as tabled in 4-9), the structural links variable is 

statistically significant (Beta=.066, R2=.592, P = .046 is significant at P < .05 level). 

 

 

Second, according to the results of the questionnaire (as demonstrated in Table 4-10) 

large numbers of respondents considered that the whole communication mechanism 

between TCH and Taipei City’s Department of Health dis-integrated after the merger, 

decision-making became centralized, and the influence of the new general superintendent 

Table 4-10: Mean and Standard Deviation of Structural Links 
  

Topic Mean SD Sort 

1 The headquarters made all the decisions and had all the resources, 
weakening the management of the Department of Health. 2.94  0.787 1 

2 The interaction between the superintendents of branch hospitals and the 
commissioner of the Department of Health has declined, affecting 
management decisions. 

2.89  0.718 3 

3 The branch hospitals were operated by various departments, reducing the 
positive competition between branches. 

2.90  0.763 2 

4 Directors of departments could not assist or instruct the department 
evaluation of branch hospitals. 2.74  0.840 5 

5 After the medical specialists in branch hospitals left their position or were 
discharged from the executive position, the development of the 
departments was affected and the features of the hospital disappeared.  

2.50  0.794 7 

6 The chief superintendent was responsible for the result. He did not 
understand the teams in branch hospitals and there is a big gap between his 
goal and the goals of the staff.  

2.32  0.818 9 

7 The superintendents of branch hospitals could not instantly realize the 
needs of first-line staff and provide solutions, causing the decrease of 
group cohesion. 

2.37  0.890 8 

8 Branch hospitals were evaluated individually, but the data was provided 
by other hospitals, causing confusion and thus affecting the cognition and 
perception of the evaluation committee. 

2.52  0.853 6 

9 
  

The merger created competition among doctors, leading to some 
difficulties in borrowing medical equipment. 

 
Total Average 

2.88  0.668 4 

 
2.67  

 
0.792  
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increased (the mean of the top three highest topics are 2.94, 2.90 and 2.89). The new 

communication mechanism, which had been expected to unify the entire management 

and eliminate duplicate mutual communications, was established for the new generated 

headquarters, replacing the original role of each branch hospital superintendent to 

concentrate and rebuild the new public health system of Taipei City. As a result, all 

resources and decision-making powers were held at the new headquarters, which affected 

management decisions and led to a weaker management role in the Department of Health. 

During the qualitative research interview process, interviewees presented strong 

feelings concerning the structural linkage, saying that they did not agree with the 

structural link merger because it caused estrangement between the Department of Health 

and branch hospitals and damaged the relationship between branch hospitals. Processing 

and job satisfaction in administration processes also became more complicated. Evidence 

for this was given by a participant in a position as Director of Medical Affairs who said:   

 
“If you understand the concept of the digital nervous system, then you will know that the 
processing time will slow down [with new integration of information]. Such as to say that 
each branch hospital, they probably feel closer to the Department of Health, of course, it is 
our top management on the executive level. But now [I] feel there are a lot of people we are 
not familiar with. Those policies of the Department of Health, is not as we felt were 
previously communicated.” 
 
 

and  

“In fact, it should be said that, previously the superintendent of each branch hospital 
reported to the Department of Health directly, it should be said more exactly in this way,  
that every branch hospital regardless of Renai、Zhongxiao whatever it is, theoretically has 
high levels of interaction between the superintendents and the commissioners of the 
Department of Health. But now I believe that the so-called interaction between the 
superintendent of each branch hospital and the commissioner of Department of Health, 
would not be as much as it was before [the merger]. Therefore, in the policy decision, in the 
management …..” 
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After the job positions and work content adjustment of each department had been 

centralized to headquarters, the centralization could not assist with evaluating 

departments in each branch hospital and also could not provide appropriate information 

to branches. The originally planned new structural architecture linkage had been changed 

to the matrix architecture model (Mean = 2.74 and 2.52 of the following two topics), the 

confusion impacted not only on the future development of each branch hospital but also 

the cognition and perception of the accreditation committee. One director described the 

chaos and confusion from the merger under the new organizational architecture: 

“In that merger stage, for it operated under the branch department system. So during that 
time, we felt as if we had a lot of supervisors. Not only did we have a general 
superintendent, but there was also the superintendent, director of department, and each 
department….. oh, we had so many bosses. Therefore if we wanted to please all those 
bosses, it was very difficult to do. …So Dr. Chen is my deputy director, I have to report to 
Dr. Chen for everything. And I also have to report to the superintendent, and I have to 
report… that we had to report things is really too much. but each person’s views is 
inconsistent, and then we had to also go back to the branch hospital ... the branch hospital 
also had a lot of opinions of their own, And I have a lot of members to take care of …We all 
thought it was very hard…everyone is frustrated…. ” 

 

Initially, the merger was expected to combine all resources to become a medical 

center providing more suitable and better service to compete with nearby medical centers.  

The design of the merger hoped to centralize all resources and to present its own 

specializations in each branch hospital, with each branch retaining its own characteristics 

and presenting different expectations after the hospital mergers. However, it did not seem 

to have functioned as expected and the situation after the merger was inconsistent with 

convenience, trust and employee loyalty, and was even a loss to patients. Nevertheless, 

participants presented a wide range of opinions, with both positive and objective 

experiences regarding the quality of health care resulting from the inter-hospital links.  
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Two questions with the lowest mean figures (2.37 and 2.32) are illustrated in Table 4-

10. There were large discrepancies between the goals of executives and staff because 

executives were not aware of the needs of front-line staff and could not provide solutions; 

as a result of this, group cohesion suffered. 

Further evidence for this is provided in the interviews. One director explained his 

dissatisfaction with the merger by describing the present situation in detail. Patients no 

longer had any idea of the unique characteristics of each branch hospital and were 

becoming dissatisfied due to the medical inertia of previously trusted doctors and nurses.  

Summarizing the above evidence, there is no strong evidence to support hypothesis 1. 

Despite the statistical result (as indicated in Table 4-9) showing a positive relationship 

between the (overall) quality of health care and structural links after the merger, most of 

the stepwise analysis does not show any significance. Respondents felt the newly-

emerged hospital system was not functioning as expected after the structural link was 

established.  

 

4.3.2 Second Hypothesis – Administrative Links 

On its website the TCH clearly expounds the purpose of the merger as combining 

human resources and materials to reduce overheads, eliminate duplicate positions and 

simplify procedures. After the administratively linked merger, TCH can focus more on 

centralized administration resources to provide more efficient and high quality health 

care services. Therefore, the data we captured should verify if administrative linkage 

between hospitals significantly enhanced the quality of health care services. 
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The summary of the total regression analysis results (Table 4-4 to Table 4-9) shows 

that the quality of health care is enhanced by administrative links; whether  service, 

medical, or overall quality of health care, all results are significant (P values all are <.001 

which are significance at P < .001 level). The Beta values are between 1.66 and 1.93, and 

the correlation coefficients (R2) are between .396 and .577. The stepwise results 

demonstrate that administrative links play a significant role in enhancing the quality of 

health care.  
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Table 4-11: Mean and Standard Deviation of Administrative Links 

 Topic Mean SD Sort 
1 After the merger, headquarters controlled all the decision-making and resources, 

prolonging the administrative process. For example, recruitment approval required 
the signature of the chief superintendent, delaying recruitment time and thus 
creating a human resources shortage.   

2.12  0.800  18 

2 Headquarters were responsible for administrative management, the frequency of 
transferring nurses to the planning department or administrative department in 
headquarters has increased, resulting in the shortage of clinical care manpower. 

2.39  0.871  8 

3 The meeting before the merger only advocated for joint procurement not the 
merger of the overall status quo. 

2.45  1.210  5 

4 The superintendents of each branch hospital and directors of departments could 
not reach a consistent standard; the directors were at loose ends. 

2.57  0.712  2 

5 After the merger, the medical staff had to act as administrative staff, having to 
spend more time on administrative work. For example, they had to fill in the 
estimates and machinery maintenance application in the ERP system, which does 
not require medical knowledge. 

2.00  0.838  23 

6 After the merger, the job levels and the proportion of the civil service decreased, 
affecting employment opportunities and promotion. 

2.10  0.841  19 

7 Organizational changes prolonged the administrative processes with many 
constraints, causing decreased creativity and task completion. 

2.08  0.804  21 

8 Structural changes in the organization prolonged the procurement process and 
made it less efficient than previous, resulting in slow first-line supply. 

2.09  0.802  20 

9 The branch hospitals met all the requirements of the merger.  However, the actual 
operation did not change at the same time, increasing the workload of the staff. 

2.17  0.751  16 

10 The severity of the patient differs amongst each branch hospitals; single health 
care quality index is not applicable for each evaluation.  

2.21  0.722  15 

11 Although the architecture of the city hospitals were established, the system was 
not functioning as expected. 

2.17  0.762  17 

12 After the merger, the branch hospitals discharged the welfare committee, affecting 
the benefit of the employees. 

2.01  0.829  22 

13 Uneven distribution of the budget, benefits and promotion of executives. 2.45  0.752  6 
14 The marketing and integration capabilities did not improve after the merger. 2.42  0.739  7 
15 The scale of the city hospital was larger and branch hospitals of different levels 

were geographically dispersed, making the merger and the job of management 
more difficult. 

2.29  0.678  12 

16 The level of professionalism differed greatly between departments and branch 
hospitals. It’s difficult to apply a standard evaluation. 

2.23  0.676  14 

17 The number of hospitals with negative performance growth exceeded those of 
positive growth. 

2.62  0.722  1 

18 The executives at headquarters and branch hospitals might have poor 
communication. Headquarters failed to actively and effectively instruct the 
branches. 

2.50  0.737  3 

19 The heads of departments were reduced. They often needed to do auditing work 
and supervision in each branch hospital thus increasing their workload. 

2.46  0.738  4 

20 Branch operations were changed to department operations. A transfer of 
employees frequently left the staff without guidance. For example, the rotation of 
doctors caused trouble for clinical nurses due to doctors' lack of familiarity with 
their skills. 

2.37  0.805  9 

21 The policies and directions of the merger were unclear, and each hospital branch 
remained fragmented. There was no leadership and the purpose of the merger had 
failed. 

2.35  0.780  10 

22 No branch could continue to develop its original department, causing senior staff 
or executives to leave their positions. Branch hospitals lost their original 
characteristics. 

2.28  0.827  13 

23 The rotation system was not sufficiently open and transparent. The staff rotation 
was too frequent. 

2.35  0.789  11 

  Total Average  2.29  0.791    



 

84 
 

As shown in Table 4-11, the highest scoring topics (mean = 2.57, 2.50 and 2.46) 

illustrate that the standard between superintendents is inconsistent due to poor 

communication, thus causing ineffective instructions and work overload. Furthermore, 

the marketing and integration capabilities have not improved in each branch hospital as 

expected, with the annual budget, personal benefits and executive promotion also being 

uneven between branch hospitals after the merger (mean = 2.45 and 2.42).  

The hospital merger is designed through an administrative integration process to 

enhance the smooth operation of the administrative, personnel and job processes. As the 

questionnaire results demonstrate, respondents corresponded that inappropriate 

personnel transfers frequently resulted in shortage of clinical care manpower and 

unreliable care (mean = 2.39, 2.37 and 2.35). In addition, due to organizational 

structural changes, the headquarters controlled the decision-making and resources 

entirely, prolonging the administrative processes. The prolonged procurement or 

administrative process not only caused a decrease in execution and creativity but 

resulted in a slowdown in first-line supply due to a lack of smoothness in execution 

(Mean = 2.12, 2.09 and 2.08).   

After the merger there were reports of negative responses towards the decrease in 

benefits and increase in workload. The most negative topics presented by employees 

(mean = 2.01 and 2.0) concerned their personal self-interests, heavier workloads, and 

reductions in benefits. These were frequently demonstrated in both scores and 

interviews, as illustrated by a senior physician in the following quotation: 
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“……the medical staff had to act as administrative staff, having to spend more time on 
administrative work. For example, they had to fill in the estimates and machinery 
maintenance application in the ERP system which doesn’t require medical 
professionals…..” 

 

The TCH merger clearly expounded an intention to integrate all administrative 

processes and eliminate manpower duplication. However, the strongest perception was 

that the negative performance of branch hospitals exceeded the positive (mean = 2.62 the 

highest score). The TCH was unable to develop the unique specification of each branch, 

but also caused the loss of senior manpower after the merger, and so branches became 

fragmented. Therefore, the data we verified assert that the administrative link between 

hospitals statistically enhances the quality of health care, but the qualitative evidence was 

not always consistent with the statistical evidence. 

 

4.3.3 Third Hypothesis – Resource Links 

Table 4-12 shows that the average score of the resource category attains a mean of 

3.17, and 2.79 for the lowest score; indicating that respondents strongly support resource 

integration. Especially for clinical resources, the survey demonstrates that clinical 

convenience and need are greatly enhanced by inspection images and diagnostics 

transferred by the computer information system, as consistent within the new structurally 

linked hospital. The enhanced status is confirmed by respondents who score these related 

topics at averages up to 3.7 and 3.43. 

A summary of the total regression analysis results (Table 4-4 to Table 4-9) show that 

the quality of health care is enhanced by resource links (all are significant, P values 

are .000 or .001 which all are significance at P < .01 level; Beta values are between .094 
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and .560, and R2 are between .366 and .557). This demonstrates that resource links play a 

significant role in enhancing the quality of health care. 

Table 4-12: Mean and Standard Deviation of Resource Links 

  Topic Mean SD Sort 

1 Each hospital’s budget pass rate has increased.  2.91  0.703  12 
2 Systems of computer information and inspection instruments used in diagnostics 

were consistent, increasing clinical convenience. 
3.43  0.787  2 

3 Computer images could quickly transfer test results, which was convenient for 
clinical needs. 

3.70  0.722  1 

4 Personnel management and the joint procurement of medical supplies and 
pharmaceuticals could increase bargaining power and save money. 

3.34  0.833  4 

5 Assisted financially poor hospitals continue to operate. 3.20  0.755  6 
6 Branch hospitals could better share information and resources selflessly. For 

example, the hospitals can assist each other in receiving the cases which could be 
beneficial to medical studies. 

3.19  0.752  7 

7 Although branch hospitals streamlined administrative manpower, through the 
integration of information systems the burden of administrative operations was 
moderately reduced. 

2.79  0.922  14 

8 Tax declaration omissions were reduced and accounting accuracy was improved. 3.03  0.730  11 
9 Financial integration and procurement were merged into an online system, 

accelerating the process of problem solving. 
2.86  0.949  13 

10 The administrative centers of the administrative information systems improved the 
processes.  For example, integrated computer system resources allowed accounting 
information to be forwarded more efficiently to the management or the committee 
of each branch hospital. 

3.08  0.803  10 

11 Unusual event notifications of branch hospitals became faster. 3.34  0.780  5 
12 The feasibility of merger between administration, accounting, personnel, medical 

workers and social welfare departments were higher for the increase of mutual 
benefits. 

3.09  0.856  9 

13 The physicians could assess the needs of each patient and complete the patient 
referral or examination between branch hospitals. 

3.36  0.821  3 

14 The heads of the hospitals could lead the staff to broaden their vision and 
contribute to a more successful organizational integration. For example, nursing 
departments could directly contact each hospital to assist the implementation of the 
common plan. 

3.10  0.800  8 

  Total Average 3.17  0.801    

 

The notification system, which received a high Likert scale (mean = 3.34), has clearly 

improved; and was strongly related to patient and medical staff safety. The goals of 

resource sharing activities are also achieved. In particular, inefficient administrative 

operations were reduced by the integration of the information system between branch 

hospitals (mean = 3.19 and 2.79). The results demonstrate that employees have been 

pleased by the financial integration into an online system; procurement has also 
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accelerated the process of problem solving after the merger (Mean = 2.86). Some clear 

evidence is presented during interview; for example, one participant said:   

 “……But in terms of our laboratory, we have established a joint inspection center after the 
merger. The merger has brought some benefits to our hospital. For instance, we now could 
focus on serum biochemistry. If there is more time, we could build up a concentrated 
strategy for our laboratory. Honestly the merger has its advantages, such as bringing down 
the cost of running this laboratory”. 
 
 

More than 40% of respondents are satisfied that the merger has improved purchasing 

bargaining powers and cost reductions. As demonstrated by quantitative and qualitative 

data, resources links have improved the quality of health care.   

 

4.3.4 Fourth Hypothesis – Employee Reactions 

The following interview questions are from employee expressions and experiences. 

Based on analysis, the significance of employee psychological responses is verified, such 

as in the impact of employee resistance, on the quality of health care. This section 

demonstrates whether hypothesis four is also statistically significant. 
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Table 4-13: Mean and Standard Deviation of Employee Reactions  
  Topic Average SD Sort 

  Factor I: Developing strategies of positive cognitive coping     

 1.  I would work hard to keep this job for a living. 3.65 0.807 1 
 2. I would transfer negative emotions into positive learning and growth. 3.62 0.755 2 
 Factor II: Generated stratums opposition and distrust feeling between divisions, 

departments and front-lines        

 1. I am aware of junior staffs’ feelings of insecurity and resentment without access to 
appeal. 3.88  0.809 1 

 2. I thought the actual situation after the merger was different from the advocacy and 
vision before the merger. I could not believe the future direction proposed by 
headquarters. 

2.43  0.798 6 

 3. The pre-procedure and advocacy prior to the merger were insufficient, so I was 
worried. For example, managers did not communicate with junior staff, and did not 
explain the purpose, methods and strategies of the merger. 

2.50  0.784 4 

 4. Before the merger, headquarters did not provide an explanation, interpretation, or 
reach a consensus with the employees. As a result, employees’ enthusiasm, 
dedication and creativity declined. 

2.39  0.807 11 

 5. I could feel the hostility between the departments and branch hospitals resulting from 
the assigned executives’ unfamiliarity of the organizational culture. 2.40  1.244 10 

 6. I could feel the negativity of the medical staff resulting from the extra time they had 
to spend on administrative operations. 2.15  0.758 18 

 7. I thought the demotion of the original executives and the assigned executives’ feeling 
of exclusion has made them uncomfortable. 2.51  0.756 3 

 8. I thought the lack of real power or decision making of the superior (executive’s boss) 
has prolonged the process and created a sense of uncertainty for the employees. 2.42  0.777 8 

 9. I could feel the insecurity amongst people triggered by the resignation of the staff. 2.18  0.831 17 

 10. Former hospital-level executives or senior officers needed to spend more effort and 
time to train professionals, resulting in a lot of stress and powerlessness. 2.27  0.756 15 

 11. The positions of civil service have been reduced, making the promotion more 
difficult.  1.97  0.806 20 

 12. I could feel the former staff losing the group cohesion for the organization. 2.25  0.836 16 

 13. I thought that the different number of operations amongst branch hospitals was 
considered for the same amount of performance reward that has depressed the staff. 2.08  0.849 19 

 14. I had difficulties adapting to the expansion of the hospital service in the areas of 
teaching and research. 2.63  0.802 2 

 15. Decisions were made by a certain group of people. I did not know the views of the 
leaders of each branch and those of the junior staff. 2.33  0.774 13 

 16. I thought the hospital failed to understand the needs of the junior staff before the 
merger and could not satisfy medical needs of its customers. 2.42  0.797 9 

 17. The employees were mentally or behaviorally against the hospital. 2.43  0.774 7 

 18. I felt or observed the conflicts the middle managers were facing between the 
disagreement of headquarters and the branch hospital. 2.49  0.714 5 

 19. The hospitals started to compare the number of published research articles or 
advanced professionals, resulting in a lot of competition against each other. 2.36  0.759 12 

 20. The employees have lost group cohesion and trust in the hospital. 2.32  0.82 14 

  Factor III: Frustration and anxiety about individual’s job positions and benefits        
 1. I would stay in the hospital in the position of civil servant or executive with 

reluctance. 2.57 0.968 5 

 2. My future is full of uncertainty. 2.48 0.955 6 

 3. I felt insecure. For example, I feared that the hospitals will be sold or acquired.  2.71 0.991 3 

 4. Position rotation was made without the consent of the person that it would affect. 2.68 0.957 4 

 5. The employees’ relationships to the original staff groups were ignored. 2.34 0.823 11 

 6. It is unfair for there to be different salary for the same job amongst civil servants 
and contract workers. 2.43 0.922 10 
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 7. I thought the junior staff didn’t have an access for feedback, and they weren’t 
reasonably rewarded. 2.31 0.866 12 

 8. The hospital was merged in a very short time with little planning and preparation 
time. I was physically and mentally exhausted and I needed patience to slowly 
adapt to the changes and build recognition. 

2.47 0.800 8 

 9. The merger of the city hospital has directly affected my life and career plans. 2.75 0.800 1 

 10. I thought the hospital merger has only achieved the goals of the superior 
executive without taking care of the employees or the benefits of the junior 
staff.  

2.25 0.803 13 

 11. I felt demoted and a lack of vision in my career. 2.72 0.818 2 

 12. I thought my income or benefits have been reduced. 2.23 0.882 14 

 13. I was unclear of the rotation and duties, causing uncertainty and low 
psychological stability. 2.48 0.821 7 

 14. After the merger, the hospital failed to provide more assistance to first-line 
medical staff, making them exhausted. 2.19 0.800 15 

 15. Employee benefits were reduced in each branch hospital. I did not benefit from 
the integration of resources. 2.14 0.789 16 

  16. I was unwillingly or forcing myself to generate cohesion within the 
organization. 2.45 0.797 9 

Total Average 2.50 0.832   

Since corporate mergers have become an important issue in the world, Rentch and 

Schneider (1989) and Bastien (1987) note that researchers and practitioners are becoming 

concerned about the effects of employees’ reactions (Schweiger, 1991). Organizations 

hope to achieve rapid growth and competitive strength through mergers and acquisitions. 

However, employees must adjust their psychological status during the process, the 

culture of the new organization must be established, and staff career progressions needs 

to be re-developed. 

This research evaluates employees’ reactions from three points of view. Initially, the 

research examines the response strategy of employees for the development of positive 

perception and on understanding whether employees have a positive attitude to 

accommodate change in the working environment (Factor I). The employees' experience 

of organizational change (Factor II) is then investigated, particularly the interaction 

between the various levels and personal feelings about the merger.  

With regards to Factor II, the research identifies levels of opposition and distrust 

between divisions. Finally, it is possible to clarify which issues influenced employees’ 



 

90 
 

work benefits and job satisfaction with regards to Factor III - frustration and anxiety 

about individual job positions and benefits, as shown in Table 4-13 

The results of regression analysis of employee reactions indicate that Factor I of 

employee reactions (as showed in Table 4-5 and in Table 4-9) has significantly impacted 

service quality of health care (P = .000, Beta = .136 and R2 = .410) and overall quality of 

health care (P =.004, Beta=.072, R2=.586), whereas Factors II and III of employee 

reactions (in Table 4-7 and Table 4-9) have significant impacts on the medical quality of 

health care (P = .000, Beta = .279 and .249, R2 = .449 and .464) and overall quality of 

health care (P = .000, Beta = .194 and .200, R2 = .440 and .574). With regard to 

aggregated employee reactions, the results of the regression analysis (as tabled in 4-6 and 

4-8) show that service quality and (overall) quality of health care are significantly 

enhanced by aggregated employee reactions (P = .000 which is significant at P < .001 

level, Beta = .406, and R2 = .470). 

A large number of employees were able to transfer negative emotions into positive 

attitudes, and actively chose to retain their job positions for financial reasons (mean=3.65 

and 3.62 at Factor I). However, the highest scoring question – ‘I am aware of junior staff 

feelings of insecurity and resentment without access to appeal” in Factor II showed that 

junior staffs experienced intense psychological pressure and had no appropriate support 

to relieve their stress (mean value up to 3.88). This psychological anxiety is clearly 

demonstrated in the survey. The management did not effectively communicate with 

employees about the merger process, pre-procedure information and advocacy. The 

employees failed to obtain sufficient information about the merger, leading to an increase 

of employee psychological stress. The two highest questions (mean = 2.75 and 2.72 in the 
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section of the Factor III) also confirm that employees felt the merger had a direct impact 

on their life and future career, as demonstrated in Table 4-13.  

 Nearly all participants expressed negative experiences and hostile reactions to the 

merger process. Strong tone of voice and negative dialogue were present during 

interviews, as illustrated in the following quotation (interpreted from translation from 

English to Mandarin). 

”It was just a business proposition from executives rather than a general consensus [from 
all hospitals]. As far as I knew, most employees showed open hostility to the merger. 
Because everyone had a lot of doubts about the merger. These doubts had not only been the 
substantially hampered work environment and it became more apparent that staffs were in 
bad moods and/or under work stress.”   
   

 

While participants disclosed their feelings, observations and experiences, the word 

“uncertainty” was frequently used to express their reaction against the merger process 

throughout the interviews. Also, interviewees expressed a lack of effective 

communication during the merger process. The following statements (transcribed after 

translation from Mandarin to English) reflected the situations. 

“A kind of uncertainty was emerging at the beginning of the merger due to a lot of 
unknown situations. In fact, everyone did not have a clear understanding of the future of the 
hospital. There was no sufficient written information and oral communication before the 
merger. Therefore, everyone was frightened.”  
 
“In the beginning of the merger, there was a feeling of insecurity coming from me because 

no one seemed to know what it was going to be after merger. We were not clear about the 
new hospital system, and we were not given enough information and effective oral 
communication prior to the merger. Thus, many employees were fearful and decided to look 
for new opportunities elsewhere. Retaining staff, like me, had no idea about our future. I 
just continued my work and held myself together throughout the change curve and the likely 
stages of the merger process to day one of the new hospital system.” 
 
 

During interviews, respondents used helpless tones of voice when describing the lack 

of communication during the merger process.  

“At the initial stage of the merger, the sense of the unknown was spreading around. Because 
the employees did not know where the merger were heading into. In fact, we did not have 
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any clue in that situation due to little communication and plans. Therefore, everyone was 
actually afraid. This resulted in a lot of people resigning from the hospital and moved to 
better workplaces. Whereas remaining staff continued to work under the sense of the 
unknown” 
 

 

A mid-level manager expressed her experience of a negative and stressful period 

during the merger process. 

“I was a head nurse during the merger process. It was probably one of the most frustrating 
periods of my life where I had to stay calm [to manage my workload]. Relatively speaking, 
middle-level managers had tremendous challenges to manage the merger process. Because 
the policy was unclear and the merger outlook was uncertain [at the period of the merger 
process].”  

 
 

In addition, there had been some hostile reactions from employee against the 

integration of the hospital merger. Prior to the merger, employees perceived the outcome 

of the merger differently from executives, and were having doubts about the future of the 

hospital after the merger. An example from a senior physician illustrated this situation. 

 

“Our chief executive used an analogy of a 10-carat diamond for the outcome of the hospital 
merger. The executive told us when ten 1-carat diamonds become a 10- carat diamond, the 10-
carat diamond will be more valuable than ten 1-carat diamonds. Everyone knew that each branch-
hospital had its own leading specialists and its niche market. If the top management team decided 
to combine ten hospitals together, it won’t add value to the current organization. [Metaphorically 
speaking], one will never be able to find a way to make ten 1-carat diamonds become a 10 carat 
diamond…….We felt that the outcome of the hospital merger was unrealistic.” 

 

In the merger process and after the merger, employees showed their resistance to a 

change of the ‘new’ (post-merger) organizational structure and management; as well as 

expressed their anxiety over career developments and levels of influence being changed. 

The following quotations being provided by a senior director and senior physicians 

reflect their circumstances. 

“The dean was inclined towards horizontal [organizational design] because he was a 
division director managing eight branch hospitals. I doubt if a division director could fully 
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understand [effectively manage] the ecosystems of all branch hospitals? The post-merger 
organizational structure undermined the authority of the branch hospital superintendent. [In 
contrast,] A division director had much more power because one person had the amount of 
control over eight branch hospitals. If there was a conflict [between a branch-hospital 
superintend and a division director] on organizational management; as a director, like me, 
which one’s management decision should be followed?”    
 
 
“… just after the merger, like what the senior director said, we had no idea what to do. We 
didn’t know which one we [the employee] should follow - [Either] the superintendent for my 
branch hospital or the director from headquarters of the hospital? No idea [we were so 
frustrated]! We just concentrated on what we can handle and ignored the chaos [the unclear 
top management team]. Nevertheless, the whole city-hospital system was in a state of 
disorder. For instance, I was supposed to support D branch hospital, but I was actually 
allocated in E branch hospital which was far away from my residence. How am I going to 
cope with this management problem? Should I find an accommodation closer to [E branch 
hospital]? …”  
  
 
 
“Prior to the merger, we had eight thousand dollars as manager bonus every month, but 
now it’s withdrawn [from the new organizational management]. There are ten director 
positions now, and it will be reduced to five [director positions] at [the] end. Only those five 
directors can control manager bonuses….as to physicians, the main problem is not just a 
matter of a few thousand [dollars]. Before the merger, he [a physician] had authority and 
power, and also a promising future could be expected; but suddenly everything is changed.” 
 
 

 
Taken together, a number of negative reactions, both in the survey and interview, are 

classified in Factor II as levels of opposition and distrustful feeling, and in Factor III as 

frustration and anxiety regarding individual job positions and benefits. The survey results 

of factor I showed that employees retained the ability to fit into the new organization. 

Although the quality of health care service has somehow been affected by negative 

employee reactions, it was later improved by positive cognitive developments of 

employees post-merger. Evidence suggests that the positive employee reactions towards 

the hospital merger seem to gradually change the atmosphere in the work environment 

and that in turn lead to overall support for the merger. This results in the quality of health 

care being improved. 
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4.3.5 Fifth Hypothesis –Intensive Inter-Hospital Links and Minimal Employee 
Resistances 

 

To test hypothesis 5, the relationships between the quality of health care and inter-

hospital links (aggregated effect of structural, administrative and resource-links) and 

(aggregated) employee reactions are examined.  

As Table 4-9 shows, the structural link is significant at P<0.05 (P=.046), whereas the 

administrative link, resource link, and employee reactions all report significance with 

enhancement to the quality of health care at P<0.01 (P = .000 to .004). Table 4-9 also 

shows that employees who served as ward attendant or maid are statistically significant in 

enhancing the quality of health care (P=.001 at significance P<.001 level) as compared to 

a physician, and that employees who served in Zhongxiao branch hospital also show 

more significant enhancement to the quality of health care as compared to employees 

who served in Renai. 

In table 4-3, the two top ranking questions in service quality are ‘exchange 

information on computers become faster among branch hospitals’ (mean = 3.35) and ‘a 

complete medical referral system was established’ (mean = 3.29). This demonstrates that 

the inter-hospital cooperation mechanism is strongly agreed upon by employees, 

confirming the statement ‘the quality of service has improved’ (Mean = 3.02) by 

employees.  

Interestingly, the above phenomenon was not illustrated in the medical quality results 

as staff reported negatively via statements such as: ‘the result of medical treatment has 

worsened’ (Mean = 3.04); ‘unexpected complications have increased’ (Mean = 2.89); 
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‘medical complaints have increased’ (Mean = 2.84); and ‘the quality of health care has 

declined’ (Mean = 2.60).  

Although the merger has developed a business niche, unfortunately it also come with 

some resistance from staff. The employees passively accepted the merger process; as a 

result staff identity and awareness have become resistant to the merger.  How to integrate 

the management system, values, and work contents are keys to a successful merger, as 

the positive buy-in of employees is the most critical factor of the merger. As there was 

resistance from employees, productivity was reduced, work culture and values were 

difficult to integrate, and management-pattern conflicts were all contributory factors 

which influenced the merger processes. Finding a way to solve the above negative factors 

will greatly increase the success of integration and enhance the quality of health care.  

Therefore, management leadership’s attitude and set-up of the inter-hospital link both 

will affect the quality of health care.  With the sharing of resources and inter-hospital 

cooperation established, over time the merger could facilitate better consensus and 

enhance overall quality. There are some important steps the management of TCH should 

consider. First, employees should have a chance to fully understand the actual situation of 

the merger via a transparent process. Second, consistent communication with employees 

should take place. Third, employees should be encouraged to participate in the merger 

processes. Fourth, the management should add emphasis on workplace training and put in 

place a comprehensive performance reward system. Finally, management should give 

employees an appropriate period of time to adapt to changes during merger as a way of 

counterbalancing the impact employee resistance has to the quality of health care.  

In table 4-2, the figures show that more than half of the respondents have been 
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advised, prior to the merger, of the purpose of the hospital merger, therefore confirming 

that the management had in fact met one of the first conditions. Two participants who 

served in the nursing department reported that communications inside the department has 

become easier and more efficient after the merger, and that with the post-merger inter-

hospital link collaboration, the recognition of workplace training has greatly enhanced the 

quality of health care:  

“For the nursing department, it has been better as a consolidated department, because we could 
through this process to share resources…… Now we have some patients, we are not familiar with these 
kinds of care. So we can through this kind of merger mechanism, help other branch hospitals to get 
these kinds of training in place, from this perspective we have positive feedback.” 

 

and 

“This is a merger, Today we - the Zhongxing hospital had a plan, it needed other brand hospitals to 
help. Of course it is not necessary to document the whole process, making a phone call to say that this 
time is our turn to do some things. Of course some part of things is very OK!” 
 

Some participants have reported the following positive feedback:  

“Actually I felt the general dean still have to do some improvement, they have done some improvement, 
have progress! … general dean have some new policy, those that are important to the welfare authority.  
They passed it down to every branch hospital, I not sure whether it had changed these couple of years 
from a medical and service perspective, I think probably medical environments has changed, still there 
is progress!”. 
and  

“Actually it is good for everyone, let all of us have more competitive ability. If they use this way, they 
are expecting there’s standardization after the merger, with consistency the quality will be became 
better.” 
 

In summary, Hypothesis 1 does not have enough evidence to strongly verify the 

hypothesis; Hypothesis 2 and 3 both have strong evidence and Hypothesis 4 also has 

enough evidence to be accepted as verified. The intensive inter-hospital links and 

employees’ resistance mentioned in Hypothesis 5 was minimal and therefore could not be 

validated.  



 

97 
 

Chapter 5: Discussions and Conclusions 

In this chapter, we discuss the analysis and results presented in Chapter 4, and provide 

further discussions and conclusions of the main findings of this study. The principal 

objectives in this chapter are to discuss the types of inter-hospital links, categories of 

employees’ reactions, and the aggregated effects of inter-hospital links and employees’ 

reactions’ impacting the quality of health care. A comparison between the research 

results and wider literature is used to generalize our findings, reflect on the research on 

hospital mergers, and present implications for health care organizations in Taiwan. 

Limitations and future research are also addressed. 

 

5.1 A Synthesis of Main Findings 

The major motivation of the TCH merger is to combine the ten public hospitals in the 

Taipei metropolitan area in order to integrate different resources and capabilities. As the 

results of structural links demonstrated, the merger restructures the public hospital system 

in Taipei City which not only provides wider access to resouces, medical knowledge, and 

management expertise but also creates a channel for knowledge sharing and collaboration 

amongst the ten branch hospitals. Although structural and administrative links served a 

number of similar purposes, administrative links integrated branch-hospitals’ human 

resources, purchasing and administrative procedures. Intensive resource sharing activities 

in terms of financial resources, organizational routines, and personnel between branch 

hospitals reduced the operational cost, maximized the usages of hospitals’ resources, and 

increased the quality of health care. Despite some benefits of structural, administrative, 

and resources’ links after the merger, employees were in opposition during the process 
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and post-merger. In particular, the newly-generated headquarters’ centralized recourses, 

organizational structure, and administrative management caused employees to resist the 

newly-merged TCH, as illustrated by qualitative evidence. 

In accordance with the literature (e.g. Amorim, 2013; Giessner, Ullrich & Van Dick, 

2012; Nordgren, 2015), both evidence show that employee reactions against the merger 

resulted in lower levels of individual security, goal certainty, and organisational harmony. 

Nevertheless, employee reactions varied in the hospital merger. During the process of the 

merger, employees developed negative feelings, such as increased uncertainty, anxiety, 

stress, and job dissatisfaction. These negative employee reactions led to a significant 

impact on the quality of health care and the strategic goals of the hospital merger 

(Giessner et al., 2012; Swarnalatha, 2014), as illustrated by both qualitative and 

quantitative evidence. Around 90% of respondents reported that effective formal and 

informal communication and substantial information were not available during the 

merger process. This, perhaps, was one of the reasons leading to negative employee 

reactions. During post-merger integration, combined qualitative and quantitative evidence 

demonstrated that retaining employees transferred their negative psychological reactions 

into positive ones, resulting in an increase of the quality of health care. According to 

Social Identify Approach (Tajfel & Turner 1986 as cited in Giessner et al., 2012), 

mergers can affect various employees’ cognitive processes to develop a sense of 

belonging to the merged organizations. That is, when retaining employees of the ten 

branch hospitals became involved in the newly-merged TCH, employees gradually 

identified themselves as members of the TCH, and assisted with the foundation for a 

successful integration (Giessner et al., 2012).  



 

99 
 

Furthermore, both quantative and qualitative evidence gave some insight into 

employee reactions and inter-hospital links. Positive employee reactions and inter-

hospital links in terms of structural, administrative and resources’ links had a positively 

aggregated effect on the quality of health care. During the merger process of hospital 

integration, intensive structural, administrative and resources’ interactions and 

coordination between the ten hospitals aimed to exploit the strategic interdependencies 

(Haspeslagh & Jemison, 1991; Larsson & Finkelstein, 1999; Shrivastava, 1986), and/or 

to create synergy and value (Monin, Noorderhaven & Kroon, 2013) for a newly-emerged 

TCH. However, these intensive inter-hospital links generated negative employee 

reactions in terms of organizational goal and individual uncertainty, and built resistance 

to a centralized management system and newly-emerged TCH’s organizational culture. 

While these merger phenomena have been explored by different scholars in different 

aspects, such as the change of employee reactions to organisational merger (Oreg, Vakola 

& Armenakis,, 2011), the necessity of task and human integration (Birkinshaw, Bresman 

& Håkanson., 2000 as cited in Monin et al., 2013), and employees’ justice make sense in 

post-merger integration (Monin et al., 2013). This research also shed light on findings 

that hospital mergers are complex integrating processes through structural, administrative 

and resources’ links, and also encounter managerial challenges from human factors 

(Monin et al., 2013; Oreg, Michel & By, 2013). The positive outcomes of hospital 

mergers (namely, enhanced quality of health care)  require postive employee reactions 

towards the merger, and successful structural, administrative and resources’ interactions, 

and coordination between the merged branch-hospitals.  
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5.2 Further Discussion on Main Findings  

Despite the quantitative evidence showing that there are statistical impacts on the 

quality of health care through inter-hospital links, the integrated process of the ten 

branch-hospitals created negative employee reactions which offset the benefits of the 

overall quality of health care. In seeking explanations for the divergent results, survey 

data provided the statistical relationship between inter-hospital links (structural, 

administrative and resource-links), employee reactions, and the overall quality of health 

care. Interview data helped to understand remaining employees’ cognitive and 

physiological reactions in the process of the hospital integrations.  

 

5.2.1 Further Discussion on Inter-Hospital Links  

With regard to structural links, most interviewees felt that each of branch hospitals 

was not functioning as expected after the structural link was established. There is little 

quantitative evidence to support a significant relationship between the (overall) quality of 

health care and structural links, except for the statistical result tabled in 4-9. After the 

merger, structural links were intended to increase the interactions and efficiencies 

between headquarters and the ten branch hospitals in terms of governance, strategic 

control, and decision-making process. However, the evidence showed that each of the 

branch hospitals encountered loss of accreditation as a result of large discrepancies 

between the goals of the executives and professional medical workers, and also the loss 

of specialties of each branch hospital. According to studies on mergers and acquisitions, 

developing centralized control systems assists to bring the merging organizations into a 
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single unit; however, this also causes a primary problem in effectively managing mergers 

(Haspeslagh & Jemison, 1991; Shrivastava, 1986, as cited in Risber, 2003).  

The statistical results (in Table 4-4 to Table 4-9) indicate that the quality of health 

care is enhanced by administrative links. Establishing administrative links across the ten 

branch hospitals enabled the TCH merger to integrate all administrative processes and 

eliminate manpower duplications. The branch hospitals can thus take advantage of the 

economies of scale by reducing costs in operating hospital systems, and integrating 

hospital IT and accounting systems. Nevertheless, there were reports of negative 

reactions towards the decrease in benefits and increase in workload, as illustrated in the 

qualitative results. According to M&A scholars (Schweiger and Weber, 1989; Weber & 

Schweiger, 1992; Haspeslagh & Henusibm 1991, as cited in Risber, 2003), the more 

intense integration results the more negative the attitudes by employees towards the 

merger. Employee resistance to the merged organizations hinder the expected merger 

outcomes that reflect not only on administrative links, but also structural and resource 

links.  

 Establishing resource links led to centralized financial budgets and the procurement 

of medical supplies, as well as a channel for resource sharing, medical and service 

knowledge sharing, and general management skill sharing across the ten branch hospitals. 

This led to an enhancement of the quality of health care.  

   Taken together, the TCH merger provided a platform for the ten branch hospitals to 

create value through inter-hospital links in terms of structural, administrative, and 

resources-links. The benefits of inter-hospital links are to increase opportunities for the 

transfer of health care knowledge, legitimacy, resources exchange, and inter-hospital 
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coordination to expand health care services, as well as to enhance the quality of health 

care. Nonetheless, according to organization theory, the degree of inter-hospital 

integration across the ten branch hospitals should be related to the degree of 

differentiation of health care services. A high degree of differentiation of health care 

services requires more intensive integration (Lawrence & Lorsch, 1967, as cited in 

Ahgren & Axelsson, 2011, p.5). At the center of the hospital merger, however, a main 

determinant of the extent to which any integration can succeed, is how professional 

workers react to the hospital merger (Cartwright, 2012; Oreg et al., 2011; Risberg, 2003). 

This will be discussed in the next section. 

 

5.2.2 Further Discussion on Employee Reactions 

Employee reactions have a different impact on the medical and service quality of 

health care. According to the qualitative and quantitative results, restructuring activities 

involving changes to job content, job design and employee benefits occurred in divisions, 

departments and frontlines at the time of the hospital merger. This caused employee (such 

as professional medical workers) to sense job and career progression insecurity, and 

influenced employee morale. Low employee morale can spread to other colleagues in the 

same workplace (Barsade, 2002; Bartel and Saavedra, 2000; as cited in Teerikangas and 

Välikangas, 2015). Employees are swayed to collective negative reactions against 

hospital mergers, and further form a distrustful and unsupportive atmosphere in the work 

environment (Giessner et al., 2012). This results in a lower quality of health care, as 

demonstrated in both qualitative and quantitative findings. 
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Nonetheless, when employees develop positive coping strategies during the merger, 

they statistically impact service and overall quality of health care, according to Table 4-5 

and Table 4-9. As stated by organizational scholars (Kahn, 1992; Schaufeli & Bakker, 

2004, as cited in Teerikangas & Välikangas, 2015), employees develop positive emotions 

that support the engagement of employees in the merger. Employees positively engage in 

the integration process leading to a positive work environment, low turnover intentions, 

and better customer satisfaction (Teerikangas & Välikangas, 2015, p. 133, p.143).  

In short, the more interactions (via structural, administrative and resources-links) 

undertaken between headquarters and branch hospitals, the more reactions from health 

care professionals would impact the performance outcome of hospital mergers (Ahgren & 

Axelsson, 2011; Risberg, 2003). Employee reactions towards hospital mergers are 

complex. The hospital merger usually causes negative reactions and resistance among 

employees (Oreg et al., 2011). Evidence suggests that the integration process fell short 

due to the fact that the management team and health care professionals had different 

expectations and perceptions towards the merger. Despite the management team’s 

concentrated efforts on reducing operation costs, controlling financial budgets and 

maximizing the usages of resources, hospital professionals tended to defend their 

interests against such changes (Clark, Gioia, Ketchen Jr, & Thomas, 2010; Pettigrew, 

2012), as demonstrated in both quantitative and qualitative results. This could hinder the 

outcome of the consolidation of the ten branch hospitals. Additional information, 

supportive and effective communication during the integration process could not only 

decrease the levels of uncertainty and anxiety, but also enhance trust in management and 

employee retentions (Axtell et al., 2002; Bordia et al., 2004; Paterson & Cary, 2002; 
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Wanberg & Banas, 2000, as cited in Oreg et al., 2011). Nonetheless, there is not enough 

evidence (only 6.2% of respondents) to suggest that employees received substantial 

information and effective communication during the hospital merger. Studies on 

participation in planning and implementing the organizational changes also suggest that 

when employees participate in execution during the integration process, employees will 

develop positive emotions, and thus improve interpersonal trust and increase commitment 

to the newly-emerged hospital systems (Bartunek, Rousseau, Rudolph & DePalma, 2006; 

Steel & Lloyd, 1988, as cited in Oreg et al., 2011). However, the quantitative data 

demonstrates that more than 50% of respondents never participated in the planning or 

implementation of TCH’s merger.  

All-in-all, a successful hospital merger not only improves the quality of health care, 

but also provides better health care organizations for patients and professional health care 

workers. This requires involvement from management and employees during each step of 

the hospital merger process, at both the organizational restructuring phase (such as 

structure, administration or resources) of the hospital, as well as the human side, 

particularly on employee reactions towards hospital integrations (e.g. Cartwright, 2012; 

Meglio & Risberg, 2012; Monin et al., 2013; Oreg et al., 2013). Effective strategies, 

particularly communication and participation, can often soften and smooth any 

negativities arising from the integration process (Cartwright & Cooper, 2013; Oreg et al., 

2011). 
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5.3   Additional Reflections on the TCH Merger  

The main goal of the TCH merger was to centralize duplicated resources, such as 

financial capital, medical, and human resources, and to differentiate the specialty of each 

branch hospital through an integration of ten branch hospitals in order to provide better 

health care service to the capital city of Taiwan.   

Increasing patients’ wealth (Cartwright & Cooper, 2013) and creating value (Monin 

et al., 2013) for the newly-emerged TCH are the critical outcomes for examining whether 

the objectives of hospital mergers had been achieved. As quantitative data showed, the 

integration through structural, administrative, and resources’ links over the 10 branch 

hospitals increased the overall quality of health care. However, negative employees’ 

reactions offset the benefits of the inter-hospital links, as illustrated by qualitative 

evidence. Initially, the board of the Taipei local government perceived that the newly-

emerged TCH would differentiate the ten branch hospitals on the basis of its 

specialization. Each of the branch hospitals would continually develop its specialty based 

on its medical specialty and orientation. For instance, a branch-hospital that specialized in 

cardiovascular surgery prior to the merger would continually develop this specialty and 

orientation after the merger. However, each of the branch hospitals hardly continued to 

develop its original specialty due to centrally controlled financial resources and a lack of 

clarity about the policy and direction of post-merger integration. This had resulted in the 

loss of a significant number of patients and health care professionals, as well as damage 

to the reputation of TCH and its branch-hospitals.   

Furthermore, TCH centralized duplicated resources and administrative management 

system, as well as implemented resources and knowledge sharing activities in terms of 
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medical diagnostic tools, surgeons’ knowledge, and outcomes of medical research which 

provided a consistent and integrated health care system to the Taipei metropolitan area. 

The integration of administrative management across the ten branch hospitals not only 

reduced the procurement cost of operating medical research but also provided systematic 

medical administration, which benefited patients. The result of integrating resources and 

administrative activities across the ten branch hospitals is in accordance with the findings 

proposed by Connor, Feldman, Dowd, & Radcliff (1997). Their study indicated that the 

net impact of mergers on patients’ welfare depends on whether the benefits exceed those 

available pre-merger. Their research also confirmed that horizontal hospital mergers 

produced savings in annual operating expenses for the merging organizations and that 

these savings were largely passed on to patients.  

Taken together, the qualitative and quantitative evidence do not provide conclusive 

performance targets. This leads one to question – can one evaluate the success of the 

hospital merger through the financial viability of the new clinical activity, the positive or 

negative effects on the marketing effort of the merger, and the potential for increased 

operational success and efficiency (Winston, Angrisani, & Goldman, 2012, p.1)? Should 

one adopt the hospital merger as a multitude of processes (Grant, Frimanson & Nilsson, 

2015, p.287) to determine the success of the hospital merger? The concept of the multiple 

process can provide explanations as to the hospital mergers’ sequences of events/actions 

(Langley, Smallman, Tsoukas, & Van De Ven, 2013, as cited in Grant et al., 2015, 

p.287), and construct understandings of and meanings around how different professional 

health care workers’, executives and related-stakeholders’ experience the processes of 

hospital mergers. This further examination sheds light on the limitation of this research. 
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Thus, future research design for hospital mergers could focus on further qualitative and 

quantitative sequence of hospital mergers’ events or actions (Langley et al., 2013, p.10; 

Grant et al., 2015, p.287).  

 
5.4 Implications for the Health care Organizations in Taiwan 

Total health care spending in Taiwan in 2013 was 6.63% of Taiwan’s GDP, whereas it 

was 3.3% of the Taiwan’s GDP in 1980. Figure 5-1 and 5-2 demonstrate the Taiwanese 

trend variation of annual growth rate for health care expenditures and its related 

determinant factors since 1990. Approximately 60% of spending came from the National 

Health Insurance Administration, with the remainder spread across the general 

administration of government departments, capital expenditures of public health and 

medical institutions, families, private insurance and non-profit organizations with health 

care expenditure, and capital expenditures in the private sector (Wen et al., 2012). 

 
Figure 5-1: An Analysis of the Growth of Health care Expenditure in Taiwan. (Source from Wen et al., 
2012) 
 

Nominal GDP growth rate 
Population growth rate 
Medical price index growth rate 
Nominal health care costs growth 
rate 
Health care co-pays ratio growth 
rate  
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Annual growth rate (%) 

Term Percentage of health 
expenditure to GDP 

Nominal health care 
spending 

Real health care 
spending Population 

1980-1985 3.3 14.85 9.84  1.58 

1985-1990 4.0 12.85 11.04  1.11 

1990-1995 4.2 15.36 12.23  0.92 

1995-2000 5.3 8.54 5.96  0.84 

2000-2005 5.8 3.81 1.40  0.42 

2005-2009 6.1 5.35 1.65  0.38 

1980-1990 3.3 13.84 10.44  1.35 

1990-2000 4.2 12.32 9.46  0.88 

2000-2009 5.8 4.49 2.02  0.47 

Figure 5-2: An Analysis of the Annual Growth of Health care Expenditure in Taiwan. (Source from Wen 
et al., 2012)  

 
 

The challenge to health care in Taiwan is to improve integrated health care systems 

with lower costs and larger scope, as health care is a vast and essential professional sector. 

Prediction of the change from primarily volume-driven to value-based payments in future 

payment models is reflected in the total costs of health care. Health care systems are 

struggling with rising costs and quality assurance. In response, the management teams in 

health care systems are devoted to reducing costs through expanding economies of scale, 

implementing electronic medical records, and sharing medical resources to provide 

higher quality of health care at an affordable price. Meanwhile, well-trained clinicians 

strive for excellent clinical treatments in a condition of limited resources and cost-cutting 

environments.     

In comparison with the other developed countries (such as US, UK and Germany), 

ongoing pressure to deliver high quality of health care at lower cost is also entering into 
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efforts to govern, consolidate, and reduce duplicated clinical activities in hospital systems. 

Consequently, an increasing number of hospital systems are planning mergers to ensure 

their clinical and financial viability (Health Care Services Acquisition Report, 2012, as 

cited in Dash, Dimson, Meredith & White, 2012). For instance, in the United States, the 

number of hospital mergers, in 2012, was more than twice what it was in 2009 and each 

of those deals may involve multiple hospitals (A Wave of Hospital Mergers, 2013). In 

2014, there were 95 hospital mergers, acquisitions, and joint ventures among U.S. 

hospitals, down only slightly from 98 in 2013 (Curfman, 2015, para. 1). The health care 

systems in the U.S., particularly hospitals, have experienced seismic shifts in patient care 

from the advent of managed care to the Patient Protection and Affordable Care Act 

(Goodman, 2013). The action is transforming the economics of health care and pushing a 

growing number of hospitals into the large-super regional systems and even some 

national systems (Creswell & Abelson, 2013). 

In Taiwan, the significant trend in the health care sector has headed towards the 

hospital consolidation through mergers or acquisitions to increase productivity and 

reduce costs. Given the current economic and medical environments, health care budgets 

gradually decreased. The health care indemnity functions of the government gradually 

weakened, and the competitive pressure, therefore, become extremely strong in the 

Taiwanese health care market, forcing hospital systems to seek mergers or acquisitions as 

primary strategic options. TCH thus initiated the merger strategy and expected the 

hospital consolidation to improve health care services and financial viability. TCH was 

therefore used as a core case to examine whether the quality of health care has been 

improved through the public hospital mergers. Given this, the findings of this research 
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could provide some lessons to health care organizations that consider mergers as an 

option to create value and/or synergy. 

As discussed in Section 5.2, despite the merger having produced savings in annual 

operating expenses for the TCH as a whole, and improved efficiency, access to health 

care, and the quality of health care, the restructuring process caused distrust between the 

management team and professional health care employees. As described in Chapter 1, the 

TCH merger was initiated through a top-down approach, which was not welcomed by 

professional medical employees in the ten branch-hospitals. According to previous 

research (Åhgren & Axelsson, 2011; Pettigrew, 2012; Risberg, 2003), the merger 

initiated from the top of the organization is often resisted by professional medical 

workers, particularly, by physicians, as demonstrated in our qualitative findings. 

Evidence suggests that if the TCH merger had invited prominent physicians and/or more 

medical workers across the ten branch-hospitals to participate in planning and in 

executing the hospital consolidation, employees would perhaps experience less stress and 

develop overall support for the merger (Amiot et al., 2006; Holt et al., 2007, as cited in 

Oreg et al., 2011). Furthermore, if the amount and quality of merger information and 

effective communication had been timely, accurate, and consistent during the pre- and 

post- hospital merger phases, the level of employee and organizational uncertainty and 

turnover intentions would be lower (Risberg, 2003; Oreg et al., 2011).  

The integration of hospital mergers is a complex organizational process that involves 

difficult managerial challenges (Monin et al., 2012) – namely that the merger process not 

only includes organizational but also human integrations. Scholars also emphasized that 

the integration process is rather essential for a successful outcome of organizational 
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mergers (Haspeslagh & Jemison, 1991; Marks, 1982, as cited in Risberg, 2003). As 

evidence demonstrated, in the integration process, the management team seemed to 

concentrate on centralizing the organizational aspects of structure, administration, and 

resources. This caused a relatively high level of uncertainty, anxiety, and distrust among 

employees. As suggested by Birkinshaw et al. (2000), the integration process comprised 

of two areas: task integration and human integration. The task integration is to identify 

and achieve operational synergies; and the human integration focuses on creating positive 

reactions towards the merger among employees. They proposed that the integration was 

not as linear as expected but that it was conducted in different time phases. Their findings 

indicated that the consolidated organizations were left rather autonomous in the initial 

stage of the integration, and the human integration had to precede task integration for a 

successful outcome (Birkinshaw et al., 2000, as cited in Risberg, 2003). Given this, the 

approach of task and human integrations is an appropriate option for hospital mergers. 

Due to diffuse power and divergent objectives amongst physicians (Pettigrew, 2012) and 

executives/leaders, if the TCH had maintained the autonomous culture with the merged 

hospitals, provided timely interactions with the employees via effective informed 

communication, but also invited employee participation in planning and implementing 

the merger, the positive reactions towards the merger would increase. TCH could then 

initiate the integration of the human interactions - for instance, personnel reallocation, a 

change of reward system, an action for employee redundancy…etc., and then follow up 

with task (operational) consolidations among the merged hospitals. 

Overall, although research shows that ‘almost half to two-thirds of all mergers simple 

do not work, and one-third of all merger failures are caused by defective integration’ 
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(Shrivasava, 1986, as cited in Risberg, 2003, p.2), the case of the TCH merger provides a 

vivid example for health care organizations in Taiwan, who may consider a merger to 

improve financial performance and quality of health care services. As demonstrated by 

the TCH merger, a merger is not just a strategic option; it brings with it emotional and/or 

economic costs for individual employees (e.g., stress, anxiety) and society (e.g., Taipei 

citizens) (Meglio & Risberg, 2011). Nonetheless, while a hospital merger is supported by 

not only compelling strategic rationales from the internal (e.g. improvement of health 

care services) and external (e.g. public health care policy) hospital system, it also requires 

well-planned and well-implemented pre- and post-merger processes in order to provide 

improved health care services to the public. 

 

5.5 Research Limitations and Suggestions for Future Research  

As addressed in section 5.3, there are a number of limitations and potential future 

research following this research, which are discussed in full below.  

First, variables such as adminstrative, structural, and resource-links, and employees’ 

reaction were an objective assessment because interview participants and questionnaire 

respondents were from similar contexts  (i.e the same location, within the same 

management architecture, working in homogeneous institutions—public hospitals, and 

under the same government jurisdiction of Taipei City). However, memory regarding the 

previous eight years may produce a common method variance issue from the same single 

questionnaire collected from the same group of subjects (Avolio, Yammarino, & Bass, 

1991；Doty & Glick, 1998). It was possible to make a correlation producing deviation 

between variables. Furthermore, this research was retrospective and cross-sectional 
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which may cause recall bias and difficulty approaching further information because of 

time issues. Therefore, it is suggested that future research conduct surveys at different 

points of time to absolve the problem of common method variance.  

Secondly, the research questionnaire captured information under a single time 

scenario instead of obtaining indicators for comparison of quality of health care service 

between pre- and post-merger phases. This may not be sufficient to explain the 

importance of all indicators on the quality of health care services. 

Therefore, future research may consider a variety of different levels or nature of 

interviews and questionnaires. This could include for example, psychological insecurity 

of employees, patient satisfaction, hospital competitiveness, and overall performance. 

That is, different indicators combined with hospital merger activities to identify the path 

of employee perception of psychological safety impact on the hospital merger will help to 

establish the framework for a new theory. 

Finally, the qualitative data for quality of health care services by hospital 

reorganization and employee psychological perception in this research has been collected 

sometime after the merger has occurred. Consequently, organizational restructuring and 

employee psychological feeling affecting the quality of health care service may no longer 

be apparent or visible. To further explore whether the time factor affects the relationship 

between quality of health care service, the hospital restructuring activities, and employee 

reactions, this research recommends follow-up studies of longitudinal nature. 
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5.6 Conclusions  

Numerous studies (Choi et al., 2011, 2012; Fulop et al., 2005; Kjekshus, Bernstrøm, 

Dahl & Lorentzen, 2014) have examined the effect of hospital mergers on organizational 

performance in a variety of ways. Previous studies were examined primarily on the 

impact hospital mergers had on the improvement of hospital pricing, cost and quality. 

However, little is known about the way inter-hospital links and employee reactions are 

affected by the hospital merger. The aim of this research is to understand how the quality 

of health care is enhanced by inter-hospital links and employee reactions during the 

merger process. Taipei City Hospital has been used as a core case, and its ten branch-

hospitals, scattered throughout Taipei City, have been used as the inter-hospital links. A 

mixed-method approach was used to collect and analyze qualitative and quantitative data. 

The findings of this research suggest that established structural links across the ten 

branch hospitals integrated internal collaborations and resources; however, there is no 

strong evidence to support the quality of health care being enhanced by the link. Despite 

structural and administrative links providing a number of similar purposes, administrative 

links are able to integrate branch-hospitals’ human resources, purchasing and 

administrative procedures. Evidence also shows that administrative links appear to 

enhance the quality of health care. Intensive resources’ links maximize the usage of 

branch-hospital’s resources and increase the quality of health care. Although the quality 

of health care has somehow been affected by negative employee reactions during the 

merger, it is later improved by positive employees’ cognitive developments post-merger. 

The findings illustrate that a coping strategy developed by employees towards the 
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hospital merger seemed to gradually change the atmosphere in the work environment, 

and that in turn leads to overall support for the merger, resulting in the quality of health 

care being improved. Furthermore, positive employee reactions and inter-hospital links 

have a positively aggregated effect on the quality of health care through the structural, 

administrative, and resources’ links. During the merger process of the hospital integration, 

intensive structural, administrative and resources’ interactions, and coordination between 

the ten branch-hospitals aimed to exploit the strategic interdependencies and create 

synergy for the TCH. However, these intensive inter-hospital links generated negative 

employee reactions in the areas of organizational goal, individual uncertainty, and 

resistance to a centralized management system and newly-emerged TCH’s organizational 

culture.  

This research also shed light on findings that hospital mergers are complex 

integrating processes through structural, administrative, and resources’ links, and also 

encounter managerial challenges from human factors. A successful hospital merger not 

only improves the quality of health care, but also provides better health care 

organizations for patients, professional health care employees, and the society at large. 

This requires involvement from leaders and employees during each step of the hospital 

merger process, at both the organizational restructuring phase (such as structural, 

administration, or resources) of the hospital, as well as the human side, particularly on 

employee reactions towards hospital mergers. Strategies for employee participation and 

effective communication are essential and can soften and smooth any negativities arising 

from the integration process (Cartwright & Cooper, 2013; Oreg et al., 2011). 
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In addition, increasing patients’ wealth (Cartwright & Cooper, 2013) and creating value 

(Monin et al., 2013) for TCH are the critical outcomes for examining whether the 

objectives of hospital mergers have been achieved. As quantitative results showed, the 

integration through structural, administrative and resources’ links over the ten branch 

hospitals increased the quality of health care. However, negative employees’ reactions 

offset the benefits of the inter-hospital links, as illustrated by qualitative results. Initially, 

the board of the Taipei local government perceived that TCH would differentiate the ten 

branch hospitals on the basis of its specialization. Each of the branch hospitals would 

continually develop its specialty based on its medical specialty and orientation. However, 

each of the branch hospitals hardly continued to develop its original specialty due to 

centrally controlled financial resources and a lack of clarity about the policy and direction 

of post-merger integration. This resulted in the loss of a significant number of patients 

and health care professionals, as well as damage to the reputation of TCH and its branch-

hospitals during the first three years of the merger. Given this, although hospital mergers 

provide beneficial outcomes, it requires a clearly-guided public health care policy, 

respect for each hospital’s characteristics, and most importantly—alignment leaders and 

invested health care professionals.  These, as well as the potential effects upon patients 

and the society, must be carefully considered before and while in the process of 

undertaking any hospital mergers. 
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Appendix A: Questionnaires 

 
                                                                                   January 21, 2014 
Dear employee of the Taipei City Hospital, 
 
Ten Taipei city hospitals have been merged into one large community hospital since 
2005.  It has been many years as of today.  The said hospital merger is a rare experience 
in domestic hospital management.  Certain changes, such as number of patients, rate of 
hospitalization, employee sense of belonging and stability and efficiency of 
administration, encountered by the Taipei City Hospital when implementing hospital 
merger.  Therefore, it was back to regional operation and administration of each hospital 
in 2008.  We interviewed employees in different levels and detailed analyzed important 
information relevant to the merger process of Taipei city hospitals and make this 
questionnaire.  I would like to understand your personal experiences and feelings of 
hospital merger through this questionnaire.   
 
It is expected that you provide me with your precious personal experience and comments 
after going through the city hospitals merger and going back to regional operation so that 
I understand more about the impact on employees and the reaction thereto, and the 
improvement or degeneration of health quality regarding hospital merger.  The 
conclusion may be a reference to any policy related to hospital merger and similar to the 
said merger.    It is expected to have your great support and assistance to complete this 
research so as future hospital managers may learn merger experiences from you.  
 
The information provided in this questionnaire will not be disclosed.  Please answer each 
question step by step based on real situation of your department.  If you have any 
questions, please feel free to share and discuss with us so that we may improve ourselves.  
Thank you in advance for your assistance.   
 
Best Wishes, 
Chung-Kwe Wang  
Taipei City Hospital, Ren-Ai Branch 
Deputy Superintendent 
 
Phone number: (02) 2709-3600*1147/1159 
Fax number：(02) 2704-7859   
Contact: Miss Yu-Shia Wang 
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The experience of the Taipei City Hospital Merger, the 
psychological reaction of the medical staff and the research of their 

impact on the quality of health care 
 
 
 

 

 

 

 
 
Background Information    
1. Sex：□①Male  □dFemale 
2. Date of birth：____________(yyyy/mm) 
3. Education：□①Associate  □dBachelor  □eMaster  □fDoctor  □gOther            
4. Marital status：□①Single  □dMarried  □eDivorced □fWidowed □gSeparated  

□ROther       
5. Religion：□①None □dFolk beliefs □eBuddhism □fTaoism  □gChristian □RCatholic 

□SOther            
6. The importance of religion to you：□①Very important □dImportant □eModerately 

Important  □fOf little Importance □gUnimportant 
7. Title：□①Physician，position:□①Executive  □dNon-executive 

□d Registered Nurse and Licensed Practical Nurse，position: □①Executive (Head nurse 
and above) □d Non-executive 

□ePharmacist  □fMedical Technicians  □gAdministrator  □RRadiologists 
□SDietitian □TOther        

8. Served Medical Unit：□①Pharmacy Division   □dInternal Medicine  □eSurgery   
□fMedical Laboratory □gRadiology □REmergency Room & Intensive Care Unit  
□SNutrition □TFamily Medicine □kDentistry □⑩Administration __________Section 
□⑪Nursing □⑫Chinese Medicine □⑬Gynecology and Obstetrics  □⑭Pediatrics  
□⑮Other                  

9. Professional service years:  ______ years_____months (Medical Staff: please count from R1 
or N1; Non-medical professionals are not required to answer.) 

10. Municipal Hospital service years: ______ years_____months (Please count from the first 
working day at the municipal hospital.) 

11. Before the merger, did you ever served as unit head? □cNo  □dYes 
12. Did the merger of the city hospital affect you or your unit?  
   □cNo  □dYes, but there was no impact on me.  

□eYes, and I was affected, for example                                          . 

Note: The following questions regard your background information and  
relevant experience with the Taipei City Hospital Merger. Please read 
the narratives and fill in the blanks or check the box (es) according to 
the actual situation. Thank you. 

(Today’s Date：________________) 

Branch  □□ 
Number  □□□ 
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13. Prior to the establishment of Taipei City Hospital, what was your understanding for the 
phrase  “-the hospitals are about to merge into a hospital”? 

   □cCompletely unaware and unclear □dHave heard it of but unclear □eKnow but 
it was unclear □fKnow and understand a little bit □gVery clear 

14. Before the merger of the municipal hospitals, did anyone explain the purpose of it to you?  
   □cNo explanation and communication at all   □dThere was explanation but no 

communication opportunity    □eSomeone fully explained it to me and we 
communicated  

15. Before the merger, to your understanding, what do you think the purpose of the municipal 
hospitals merger was (check all that applies):    
□ cBecome a medical center □ d Administrative information and medical 
integration  
□eIncrease bargaining space for medical supplies, pharmaceuticals and purchase   
□fSimplify administrative processes □gStreamline human resources  
□RDevelop specialized medical service of each branch and other changes 
□SPerformance considerations □jEstablish standard operating environment 
□kMake branches more competitive □⑩Retain the hospitals of poor performance 
□⑪The achievement of executive’s historical position    □⑫Accumulate resources   
□⑬Other (Please Specify)                                                       . 

16. Do you think the result of the merger has achieved its original goals? 
□cCompletely unfulfilled  □dNot quite fulfilled □eNo comment  □fFairly 

fulfilled  
□gCompletely fulfilled 
On a scale from 0-10 for assessing the degree of achievement, (10 being fully 
achieved), you would give the merger a score of       
You think the achievements are                                                   .         

17. During the process of merger, how often did you participate in the events? 
□cNever  □dSeldom  □eSometimes  □fOften  □gAll the time 

18. (Following the previous question) On a scale from 0-10 for assessing the degree of 
participation, you would give yourself a score of       

19. Do you think the initiator or major coordinator of the merger had the experience of 
managing and promoting united hospitals?  
□ cCompletely inexperienced □ dInexperienced □ eLess experienced □

fExperienced   □gExtremely experienced 
20. Were you satisfied with the process of the merger?  

□cVery dissatisfied  □d Somewhat dissatisfied  □e Neutral  □f Somewhat 
satisfied     □gVery satisfied 

21. (Following the previous question) On a scale from 0-10 for assessing the degree of 
satisfaction, you would give the merger a score of ______ 

22. “The quality of health care” has enhanced since the United Hospital changed its operation 
back to each branches.   
□cStrongly disagree  □dDisagree  □e Neutral  □fAgree  □gStrongly agree 

23. “The quality of service” has enhanced since the United Hospital changed its operation back 
to each branches. 
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□cStrongly disagree  □dDisagree  □e Neutral  □fAgree  □gStrongly agree 
24. In your opinion, the advantages of united hospital or merger includes □cReduce cost  

□dIncrease revenue □eEnhance the quality of service  
□fEnhance the quality of health care □gEnhance information capability  
□RIncrease bargaining space for medical supplies, pharmaceuticals and purchase 
□SStreamline human resources □TStrengthen the content and extent of education 
training □kRaise academic status □⑩No advantages at all 
□⑪Other                                                                    

25. Overall, the united hospital was more.   
□c Strongly disagree □d Disagree  □e Neutral  □f Agree  □g Strongly agree 

26. Since personal traits will now affect the research, we would like to know your opinion 
regarding the following questions. Please check the answer that you think more appropriate. 
Please answer each question, and keep in mind that there is no need to overthink them.  

 
 
 

 
 

(1) In general, do you have difficulty making friends or maintaining 
friendships?  

□Yes □No 

(2) Do you feel that you are a lonely person? □Yes □No 
(3) In general, can you trust others?             □Yes □No 
(4) Are you easily offended under normal conditions?  □Yes □No 
(5) Are you usually a more impulsive person? □Yes □No 
(6) Do you easily get worried? □Yes □No 
(7) In general, are you dependent on others?  □Yes □No 
(8) In general, are you a perfectionist? □Yes □No 

Survey on the Hospital Merger: A Case Study of Taipei 
City Hospital 
Description: In order to understand your experience and perception 
during the process of the hospital merger, please read the following 
statements and click on the answer which best matches your point of 
view. There are no right or wrong answers to these questions, and your 
responses are anonymous, so please be as honest as you can.  
I. Between the merger and 

the City Hospitals Level of agreement 
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changed its operation 
back to each branches, 
in terms of structural 
connection between the 
hospitals, my opinions 
are as follows.   

Strongly 
disagree Disagree Neutral Agree Strongly 

agree 

1. The headquarters made all the 
decisions and had all the 
resources, weakening the 
management of the 
Department of Health. 

□ □ □ □ □ 

2. The interaction between the 
superintendents of branch 
hospitals and the commissioner 
of the Department of Health 
has declined, affecting 
management decisions.  

□ □ □ □ □ 

3. The branch hospitals met all the 
requirements to be adjusted.  
However, the actual operation 
didn’t adjust at the same time, 
increasing the workload of the 
staff. 

□ □ □ □ □ 

4. The branch hospitals were 
operated by various 
departments, reducing the 
positive competition between 
branches. 

□ □ □ □ □ 

5. Directors of departments 
couldn’t assist or instruct the 
department evaluation of 
branch hospitals. 

□ □ □ □ □ 

6. After the medical specialists in 
branch hospitals left their 
position or discharged from the 
executive position, the 
development of the 
departments was affected and 
the features of the hospital 
disappeared.    

□ □ □ □ □ 
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7. The severity of the patient differs 
among branch hospitals; single 
health care quality index is not 
applicable for evaluation.   

□ □ □ □ □ 

8. Although the form of city 
hospital was established, the 
system was not functioning as 
expected.  

□ □ □ □ □ 

9. The chief superintendent was 
responsible for the result. He 
didn’t understand the teams of 
branch hospitals and there’s a 
big gap between his goal and 
the goals of the staff.  

□ □ □ □ □ 

10. The superintendents of branch 
hospitals couldn’t instantly 
realize the needs of first-line 
staff and provide solutions, 
causing the decrease of group 
cohesion.   

□ □ □ □ □ 

11. Branch hospitals were 
evaluated individually, but the 
data was provided by other 
hospitals, causing confusion 
and thus affecting the 
cognition and perception of the 
evaluation committee.   

□ □ □ □ □ 
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II.Between the merger and 
the City Hospitals 
changed its operation 
back to each branches, 
in terms of 
administration and 
management changes 
between the hospitals, 
my opinions are as 
follows.   

Level of agreement 

Strongly 
disagree Disagree Neutral Agree Strongly 

agree 

1. Financial integration and 
procurement were    merged into 
an online system, accelerating the 
process or problem solving.  

□ □ □ □ □ 

2. The administrative centers of the 
administrative information 
systems improved the processes.  
For example, integrated computer 
system resources allowed 
accounting information to be 
forwarded more efficiently to the 
management or the committee of 
each branch hospital. 

□ □ □ □ □ 

3. After the merger, the headquarters 
controlled all the decision-making 
and resources, prolonging the 
administrative process. For 
example, recruitment approval 
required the signature of the chief 
superintendent, delaying 
recruitment time and thus creating 
a human resource shortage.     

□ □ □ □ □ 

4. The headquarters are responsible 
for administrative management, 
the frequency of transferring 
nurses to the planning department 
or administrative department in 
headquarters has increased, 
resulting in the shortage of clinical 
care manpower. 

□ □ □ □ □ 

5. The meeting before the merger □ □ □ □ □ 
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only advocated for joint 
procurement not the merger of 
the overall current status. 

6. The superintendents of each 
branch hospital and directors of 
departments couldn’t reach a 
consistent standard; the directors 
were at loose ends.   

□ □ □ □ □ 

7. After the merger, the medical staff 
had to act as administrative staff, 
having to spend more time on 
administrative work. For example, 
they had to fill in the estimates 
and machinery maintenance 
application in the ERP system, 
which don’t require medical 
profession. 

□ □ □ □ □ 

8. After the merger, the job levels and 
the proportion of the civil service 
decreased, affecting employment 
opportunities and promotion. 

□ □ □ □ □ 

9. Organizational changes prolonged 
administrative processes with 
many constraints, causing 
decreased creativity and 
execution. 

□ □ □ □ □ 

10. Structural changes in the 
organization prolonged the 
procurement process and made it 
not as smooth as it used to be, 
resulting in slow first-line supply. 

□ □ □ □ □ 

11. Wards repair has improved.   □ □ □ □ □ 
12. Unusual event notifications of 

branch hospitals became faster. 
□ □ □ □ □ 

13. After the merger, the branch 
hospitals discharged the welfare 
committee, affecting the benefit of 
the employees.  

□ □ □ □ □ 
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III. Between the merger and the 
City Hospitals changed its 
operation back to each 
branches, in terms of 
institutional integrations 
between the hospitals, my 
opinions are as follows.   

Level of agreement 

Strongly 
disagree Disagree Neutral Agree Strongly 

agree 

1. The feasibility of merger between 
administration, accounting, personnel, 
medical workers and social welfare 
departments were higher for the increase of 
mutual benefits. 

□ □ □ □ □ 

2. The physicians could assess the needs of each 
patient and complete the patient referral or 
examination between branch hospitals.  

□ □ □ □ □ 

3. The heads of the hospitals could lead the staff 
to broaden their vision and contribute to a 
more successful organizational integration. 
For example, nursing department could 
directly contact each hospital to assist the 
implementation of the common plan. 

□ □ □ □ □ 

4. The scale of the city hospital was larger and 
branch hospitals of different level were 
geographically dispersed, making the merger 
and management more difficult.    

□ □ □ □ □ 

5. The level of professionalism differed greatly 
between departments and branch hospitals. 
It’s difficult to apply a standard evaluation.   

□ □ □ □ □ 

6. The numbers of hospitals of negative 
performance growth exceeded those of 
positive growth.  

□ □ □ □ □ 

7. The executives of headquarters and branch 
hospitals might have poor communication. 
The headquarters failed to actively and 
effectively instruct the branches.    

□ □ □ □ □ 

8. The heads of departments were reduced. They 
often needed to do auditing work and 
supervise in each branch hospital thus 
increasing their workload.  

□ □ □ □ □ 
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9. Branch operating was changed to department 
operating. Frequently transferring employee 
left the staff without guidance. For example, 
the rotation of doctors will cause troubles for 
clinical nurses for the doctors’ unfamiliarity of 
the skills.  

□ □ □ □ □ 

10. The policies and directions of the merger were 
unclear, and each hospital branch remained 
fragmented. There was no leadership and the 
purpose of merger has failed.  

□ □ □ □ □ 

11. Each branch couldn’t continue to develop its 
original featuring department, causing senior 
staff or executives to leave their positions. 
Branch hospitals lost their original features. 

□ □ □ □ □ 

12. The rotation system wasn’t sufficiently open 
and transparent. The staff rotation was too 
frequent.   

□ □ □ □ □ 

 
 
 
 
 
 
 
 

IV. Between the merger and the 
City Hospitals changed its 
operation back to each 
branches, in terms of resources 
changes between the hospitals, 
my opinions are as follows.   

Level of agreement 

Strongly 
disagree Disagree Neutral Agree Strongly 

agree 

1. Each hospital’s budget pass rate has 
increased.  

□ □ □ □ □ 
2. Systems of computer information and 

inspection instruments used in diagnostics 
were consistent, increasing clinical 
convenience. 

□ □ □ □ □ 

3. Computer images could quickly transfer test 
results, which was convenient for clinical 
needs. 

□ □ □ □ □ 

4. Personnel management and the joint 
procurement of medical supplies and 
pharmaceuticals could increase bargain 

□ □ □ □ □ 
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space and save money. 
5. Helped financially poor hospitals continue to 

operate. 
□ □ □ □ □ 

6. The merger created competition among 
doctors, leading to some difficulties in 
borrowing medical equipment. 

□ □ □ □ □ 

7. Branch hospitals could better share 
information and resources selflessly. For 
example, the hospitals can assist each other 
in receiving the cases which could be 
beneficial to medical studies.   

□ □ □ □ □ 

8. Although branch hospitals streamlined 
administrative manpower, through the 
integration of information systems the 
burden of administrative operations was 
moderately reduced.  

□ □ □ □ □ 

9. Tax declarations omissions were reduced and 
accounting accuracy was improved. □ □ □ □ □ 

10. Uneven distribution of the budget, benefits 
and promotion of executives. 

□ □ □ □ □ 
11. People seldom use the shuttle bus between 

branch hospitals.  
□ □ □ □ □ 

12. The marketing and integration capabilities 
didn’t improve after the merger. 

□ □ □ □ □ 
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V. Between the merger and the City 
Hospitals changed its operation 
back to each branches, I have the 
following psychological responses. 

Level of agreement 

Strongly 
disagree Disagree Neutral Agree Strongly 

agree 

1. I would work hard for the living and payment 
of the National Health Insurance 
Administration. 

□ □ □ □ □ 

2. I would transfer negative emotions into 
positive learning and growth. 

□ □ □ □ □ 
3. I could feel the burden of junior staffs’ 

feelings of insecurity and resentment 
without access to appeal. 

□ □ □ □ □ 

4. I thought the actual situation after the merger 
was different from the advocacy and vision 
before the merger. I couldn’t believe the 
future vision proposed by headquarters.  

□ □ □ □ □ 

5. The pre-procedure and advocacy were 
insufficient, so I was worried. For example, 
the heads did not communicate with junior 
staff, and did not explain the purpose, 
methods and strategies of the merger. 

□ □ □ □ □ 

6. Before the merger, the headquarters didn’t 
provide an explanation, interpretation, or 
reach a consensus with the employees. As a 
result, employees’ enthusiasm, dedication 
and creativity declined. 

□ □ □ □ □ 

7. I could feel the hostility between the 
departments and branch hospitals 
resulting from the assigned executives’ 
unfamiliarity of the organizational 
culture. 

□ □ □ □ □ 

8. I could feel the negative emotion of the 
medical staff resulting from the extra time 
they had to spend on administrative 
operations. 

□ □ □ □ □ 
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9. I thought the demotion of the original 
executives and the assigned executives’ 
feeling of exclusion has made them 
uncomfortable. 

□ □ □ □ □ 

10. I thought the lack of real power or 
decision making of the superior 
(excutive’s boss) has prolonged the 
process and created a sense of 
uncertainty for the employees. 

□ □ □ □ □ 

11. I could feel the insecurity among people 
triggered by the resignation of the staff.  □ □ □ □ □ 

12. Former hospital-level executives or 
senior officers needed to spend more 
effort and time to train professionals, 
resulting in a lot of stress and 
powerlessness. 

□ □ □ □ □ 

13. The positions of civil service have been   
reduced, making the promotion more 
difficult.  

□ □ □ □ □ 

14. I could feel the former staff losing the 
group cohesion for the organization. □ □ □ □ □ 

15. I thought that different amount of 
operations among branch hospitals were 
credited with the same performance 
bonuses has depressed the staff.  

□ □ □ □ □ 

16. I had difficulties adapting to the 
expansion of the hospital service in 
teaching and research.  

□ □ □ □ □ 

17. I would reluctantly stay in the hospital in 
the position of civil servant or executive.  □ □ □ □ □ 

18. My future is full of uncertainty.  □ □ □ □ □ 
19. I felt insecure. For example, I had the 

fear of the hospitals being sold or being 
acquired.  

□ □ □ □ □ 

20. Position rotation was made without the 
consent of the person that it would 
affect.  

□ □ □ □ □ 

21. The employees’ emotional links to the 
original staff groups were ignored. □ □ □ □ □ 

22. It is unfair for there to be different pay 
for the same job among civil servants 
and contract workers.  

□ □ □ □ □ 

23. Rules were made by few people. I didn’t 
know the views of the leaders of each □ □ □ □ □ 
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branch and those of the junior staff. 
24. I thought the junior staff didn’t have an 

access point for complaints, and they 
weren’t reasonably rewarded. 

□ □ □ □ □ 

25. The city hospital was merged in a very 
short time with little planning and 
preparation time. I was physically and 
mentally exhausted and I needed 
patience to slowly adapt to the changes 
and build recognition. 

□ □ □ □ □ 

26. The merger of the city hospital has 
directly affected my life and career 
planning.  

□ □ □ □ □ 

27. I thought the city hospital failed to 
understand the needs of the junior staff 
before the merger, and couldn’t satisfy 
medical needs of customers. 

□ □ □ □ □ 

28. I thought the staff would slowly keep up 
with the changes in organizational 
structure and identity. 

□ □ □ □ □ 

29. I thought the hospital merger has only 
achieved the goals of the superior 
executive without taking care of the 
employees or the benefits of the junior 
staff.   

□ □ □ □ □ 

30. I felt demoted and a lack of vision in my 
career.  □ □ □ □ □ 

31. I thought my income or benefits has 
been reduced. □ □ □ □ □ 

32. I was unclear of the rotation and duties, 
causing uncertainty and low 
psychological stability. 

□ □ □ □ □ 

33. The employees were mentally or 
behaviorally against to the hospital. □ □ □ □ □ 

34. The employees have lost the group 
cohesion and trust in the hospital.  □ □ □ □ □ 

35. After the merger, the hospital failed to 
provide more help to first-line medical 
staff, making them exhausted. 

□ □ □ □ □ 
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36. I felt or observed the conflicts the 
middle managers were facing between 
the disagreement of the headquarters and 
the branch hospital.   

□ □ □ □ □ 

37. The hospitals started to compare the 
number of published research articles or 
advanced professionals, resulting in a lot 
of pressure on each other. 

□ □ □ □ □ 

38. Employee benefits were reduced in each 
branch hospital. I did not benefit from 
the integration of resources. 

□ □ □ □ □ 

39. I was unwillingly or forcing myself to 
generate cohesion to the organization.  □ □ □ □ □ 
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Quality of health care 

Description: We would like to understand your experience in “the hospital where 
you have served and the patients you have taken care of” and your opinion on 
changes of the quality of health care. Please read the following statements and click 
on the answer which best matches your point of view. There are no right or 
wrong answers to these questions, and your responses are anonymous, so please 
be as honest as you can. 

Between the merger and the City 
Hospitals changed its operation back 
to each branches, in terms of the 
quality of health care in the hospitals, 
my opinions are as follows.   

Level of agreement 

Strongly 
disagree Disagree Neutral Agree Strongly 

Agree 

1. Opportunities for experience sharing 
among branch hospitals were 
increased. 

□ □ □ □ □ 

2. Opportunities for resources sharing were 
increased. □ □ □ □ □ 

3. Exchange  information on computers 
became faster among branch hospitals □ □ □ □ □ 

4. Beds were closed due to a serious loss of 
or insufficient manpower. □ □ □ □ □ 

5. The quality of professional teaching in 
each department has declined. □ □ □ □ □ 

6. The mishandling of the medical crisis in 
branch hospitals couldn’t be responded 
to or dealt with immediately. 

□ □ □ □ □ 

7. The staff has put more time and effort 
taking care of the patients. □ □ □ □ □ 

8. Medical complaints have increased. □ □ □ □ □ 
9. The quality of service has improved. □ □ □ □ □ 
10. The quality of health care has declined. □ □ □ □ □ 
11. Unexpected complications have 

increased. □ □ □ □ □ 
12. The result of medical treatment has 

worsened. □ □ □ □ □ 
13. The quality of service didn’t comply 

with the goal of the merger. □ □ □ □ □ 
14. Customers complained about referral 

problems. □ □ □ □ □ 
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15. A complete medical referral system 
was established. □ □ □ □ □ 

16. The administrative system was 
confusing. □ □ □ □ □ 

17. Directors of the department couldn’t do 
anything about teaching or research 
studies, resulting in declined research 
quality. 

□ □ □ □ □ 

18. Employees understood the new plans 
and goals to strive for and could get a 
sense of accomplishment. 

□ □ □ □ □ 

19. Unstable administrators. □ □ □ □ □ 
20. Staff enthusiasm or creativity has 

weakened and started to decline. □ □ □ □ □ 
21. Clinical staff couldn’t purchase the 

needed equipment in time, resulting in 
the lack of competitiveness. 

□ □ □ □ □ 

22. The goal of becoming a medical center 
has been achieved. □ □ □ □ □ 

23. Administrative and medical 
information integration has enhanced. □ □ □ □ □ 

24. Less patients seeking for medical 
treatment has led to more negative 
performance growth of the branch 
hospitals.  

□ □ □ □ □ 

25. The competitiveness of the hospital has 
diminished. The performance were 
significantly more negative than those 
before the merger. 

□ □ □ □ □ 

26. Health care for patients has decreased. □ □ □ □ □ 
27. The cost of buying equipment, 

pharmaceuticals and shared testing 
equipment has decreased. 

□ □ □ □ □ 

28. The effectiveness and quality of 
teaching and training has improved. □ □ □ □ □ 

29. Administrative processes and job 
performance has declined. □ □ □ □ □ 

30. The quality of health-related research 
has declined. □ □ □ □ □ 

31. More trustworthy senior physicians, 
registered nurses and executives have 
left their jobs. 

□ □ □ □ □ 
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Thank you for your help and patience. If you want to know the results of this study, 

please leave your contact information below (at your convenience). We will share the 
major results with you as soon as possible. 
 
Name ：

________________________________________________________________________
__ 
Phone number ：

___________________________________________________________________ 
Email：                                                                           
Address：                                                                         
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Appendix B: Central Questions for Focus-Group Interviews 

 
CQI1: What kind of the understanding and feedback does the staff have during the 
merger process?  
CQI2: Were there any conflict which affected the by the merger? 
CQI3: Were there any impact to staff rights or benefits by the post-merger system? 
CQI4: Was quality affected by the post-merger systems change? 

 
 

1. Were the purposes and reasons for the merger been advised prior to the merger? 
2. As far as you are aware, were there any changes to the organizations prior to the 

merger? 
3. In your opinion, were there any post merger benefits at the intra-hospitals linkage?  
4. Can you name any disadvantages from the merger? 
5. What mental/emotional impact did you think the merger had on the hospital 

employees? 
6. What kind of pressure do you think employees have had post merger? 
7. What changes at an individual level were employees affected post merger? 
8. Were there any changes regarding employee promotion or job transfer post merger? 
9. Was the hospital culture affected, if any post merger? 
10. Were there any resistance in employee behavior or sentiments post merger? 
11. What kinds of active and passive resistance did the employees exhibit post 

merger? 
12. Were there any improvements in medical or service quality post merger? 
13. In your opinion, did the merger achieve its goals, was it successful? 
14. What kinds of things could headquarters do to reduce the impact of the merger? 

Or else increase the benefits of the merger? 
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Appendix C: Theme, Category, Codes 
 

 
Sample of interview content: 
FG3, M7 (Focus group 3, Member 7)  

“In the beginning of the merger, it was the feeling of uncertainty that hit me because no one 
seemed to know what it was going to be like after the merger. We were not clear about the 
new organization, and we didn’t get enough information or communication about the 
merger decision before. So many of us were fearful, deciding to quit and find other 
opportunities elsewhere. People who stayed, like us, had no idea what to do. We just stayed 
and kept calm through every change, getting by the hard time.” 

 
 

 

Psychological Impact 
Categories 
 

Codes 
 

Uncertainty z Pre-merger 
      Lack of instruction/communication 
z Post-merger 
      Unstable working environment, job rotation, low administrative 

efficiency 
 
 
 
Emotional Response due to 
confrontation 

z Psychological impact to mid-level managers 
      Dispute between main hospital and branch hospitals, dispute within 

department and hospital 
z Psychological impact for medical workers 
      Poor / insufficient support from an administrative aspect 
z Confrontation between government workers and contract workers 
      Less opportunities to get government works, government workers 

have better welfare 
 
 
 
 
 
Resentment 

z Inconsistency 
      Conditions were inconsistant between pre and post merger 
z Practical Issues 
      Less performance rewards, heavier workload, unfair reward 

payment, fewer opportunities for promotion 
z Management Issues 
      Manager from other hospital systems, get lower position than the 

original one, change of power and authority after merger 
z Communication 
      No office to deal with employees’ opinions (post merger) 
      Lack of bottom-up communication to employees’ feelings (pre and 
post merger) 

Loss of Cohesion z Loss of cohesion 
      Numerous redundancies, merged regulation restricted professional 

development, truncated personnel and hospital structure 
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Appendix D: Descriptive Information of Participants 

 
Group        Gender               Age              Job Position              Years of Service 
 
 1 Male 46 Director 24 
 Female 46 Head Nurse 24 
 Female 42 Technician 20 
 Female 37 Technician 15 
 Male 43 Technician 21 
 Male 62 Chief Director 40 
 Female 35 Technician 14 
 Female 56 Director 5 
 Female 45 Supervisor Nurse 12 
 
2 Male 54 Director 25 
 Female 54 Director 19 
 Female 57 Director 9 
 Female 40 Supervisor Nurse 18 
 Male 58 Chief Director 8 
 Female 47 Head Nurse 27 
 Female 51 Supervisor Nurse 28 
 Male 61 Director 25 
 Male 53 Chief Director 7 
 
3 Female 45 Supervisor Nurse 25 
 Female 52 Director 30 
 Female 53 Director 28 
 Female 51 Director 5 
 Female 52 Supervisor Nurse 25 
 Male 53 Director 25 
 Female 38 Head Nurse 18 
 Female 50 Head Nurse 20 
 Male 53 Chief Director 2                                                                                                                    
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F. T., Jeng, Y. S., & Chen, P. H. (1992). p53 Gene mutation in gastric Cancer. The 
22th (1992) Annual Convention of the Gastroenterological Society of ROC. 
Chinese Journal of Gastroenterology, 9(1), 69-70. 

13. Wang, C. K., Lin, S. Y., Chang, J. G., & Chen, P. H. (1993, Mar.). The 
molecular biological study of gastric cancer. The 1993 Technical and Application 
of Molecular Biology in Digestive Medicine. Current Content in Digestive 
Disease, 6, 55-63. 

14. Wang, C. K., Shih, L. S., Li, H., Seth, A., Papas, T. S., & Chen, P. H. (1994, 
May). Isolation and characterization of breast cancer specific marker genes. The 
1994 Annual Convension of the Pathological Society of ROC. Transaction of the 
Pathological Society of the ROC, 249-450. 

15. Wang, C. K., Wang, C. S., Chen, W. C., Chen, R. C., Duh, S. J., Lo, H. Y., Liao, 
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