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ABSTRACT 

A harmonious workplace that guarantees satisfaction of workers and employers’ aspirations is 

essential for enhanced services provision in Kenya’s devolved public health sector. Since the 

devolution of healthcare services in 2013, the devolved public health sector has been affected by 

frequent and often localized health workers’ industrial actions. These industrial actions have an effect 

not only on the citizens well-being but also affects the economic growth of the country. The general 

objective of this study was to determine the influence of adaptive leadership on industrial harmony 

mediated by affective commitment in Kenya’s devolved public health sector. The specific objectives 

of the study were; to determine the influence of collaborative stakeholder engagement, employees’ 

involvement in decision making, continuous organizational learning and leaders’ relational 

authenticity on industrial harmony and to examine the mediating influence of affective commitment 

on the relationship between adaptive leadership and industrial harmony in the Kenya’s devolved 

public health sector. The study was guided by three theories namely; Attitudinal Commitment 

Theory, Experiential Learning Theory and Social Exchange Theory. To achieve these objectives, the 

study used pragmatic research paradigm. The study research design was concurrent mixed methods 

research methodology. The target population for this study was 3,355 health workers in level 5 

County referral hospitals, in the Central Economic Regional Bloc (CEREB). The study selected 351 

respondents using stratified random sampling. In addition, 10 Medical Superintendents (MS), 10 

Secretary Generals from Kenya Medical Practitioners and Dentists Union (KMPDU) and Kenya 

National Union of Nurses (KNUN) were selected for participation in the study through purposive 

sampling. The research instrument was tested for validity using content validity, criterion validity 

and construct validity and for reliability, using Cronbach alpha coefficient. The pilot study was 

carried out at Karatina Level 4 Hospital in Nyeri County as the cadre of staff employed in level 4 

hospitals are similar and with almost similar facilities as those of level 5 hospitals. Data analysis 

involved both qualitative and quantitative analysis. Qualitative data collected through the interview 

guide was analyzed using content analysis technique. Quantitative data collected using the 

questionnaire was analyzed using descriptive and inferential statistics. Descriptive statistics 

comprised means and standard deviation while inferential statistics comprised simple linear 

regression and multiple regression analysis. The study established that collaborative stakeholder 

engagement had a positive and significant influence on industrial harmony (β=1.255, p-value=.000); 

that employee involvement in decision making had a positive and significant influence on industrial 

harmony (β=.939, p-value=.000); that continuous organizational learning had a positive and 

significant influence on industrial harmony (β=1.093, p-value=.000); that leaders’ relational 

authenticity had a positive and significant influence on industrial harmony (β=.703, p-value=.000). 

Collaborative stakeholder engagement had the highest influence explaining 18.5% of industrial 

harmony. It was followed by continuous organizational learning at 14%, employee involvement in 

decision making at 10.3% and finally leaders’ relational authenticity at 5.8%. Affective commitment 

was found to have a positive and significant mediating influence on the relationship between adaptive 

leadership and industrial harmony (β=.141, p-value=0.018). The study concluded that collaborative 

stakeholders’ engagement, employee’s involvement in decision making, continuous organizational 

learning, leaders’ relational authenticity and affective commitment enhanced industrial harmony in 

the Kenya’s devolved public health sector. The study recommends the expansion of the workplace 

stakeholders engagement systems, strengthening of suggestion schemes and brainstorming sessions 

and that more efforts be put in creating, retaining and transferring knowledge within the sector. It 

further recommends setting up of high moral and ethical standards among managers and that 

employees should be part and parcel of the team(s) that develop strategic plans and policies in the 

sector so as to encourage co-ownership of sector goals and objectives. This research contributes to 

the body of knowledge by providing a model of determining the level of industrial harmony given 

the influence of affective commitment and adaptive leadership. 
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CHAPTER ONE 

INTRODUCTION 

1.0 Chapter Overview 

This chapter presents the background of the study, statement of the problem, research 

objectives, research hypothesis, significance of the study, scope of the study, limitations of 

the study, operational definition of terms and assumptions of the study. 

 

1.1 Background of the Study 

The life of citizens and by extension the economy depends largely on an effective and 

efficient health care system (Waithaka et al., 2020). Work stoppages involving health 

workers have the potential to significantly disrupt operations, with potentially serious 

consequences on patients (Shitsinzi, 2015). Sustainable Development Goal 3 (SDG 3) 

prioritizes health and well-being of the people. SDG 3 aims at ensuring healthy lives and 

promoting the well-being for all, at all ages. Health and well-being are important at every 

stage of one’s life. However, statistics show that at least 3.9 billion of the worlds’ 

population cannot obtain essential health services and the situation is worse in developing 

countries (WHO, 2017). 

 

Industrial harmony in the public healthcare institutions is a critical component of quality 

service delivery but many health service providers have struggled to operationalize it in 

practice. It is a state of relative peace and stability which involves trust among work groups, 

employee – management understanding as well as absence of discontent between members 

of an organization (Bassey et al., 2017). It is concerned with the relationship between 

management and employees with respect to the terms and conditions of employment at the 
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workplace (Puttapalli & Vuram, 2012). According to Kuluski, Reid and Baker (2021) 

public healthcare institutions face immense pressure in terms of service quality 

expectations and ability to create a favorable working environment for their employees.  

 

Industrial conflicts usually arise due to a breakdown in negotiation as well as disagreements 

between the employer(s) and the employees and connote a temporary stoppage of work 

resulting from the pursuance of grievance(s) by a given group of workers or when two or 

more parties have opposing attitudes of approaches to a particular situation, issue, or person 

(Osakede & Ijimakinwa, 2014). Nwabueze (2014) noted that while no health worker likes 

to engage in industrial action contravening the Hippocratic Oath, they nonetheless do it as 

a means to demonstrate their grievances related to their well-being, terms and working 

conditions.  

 

Industrial action includes a cessation of work or a refusal to work or to continue to work 

by employees, in combination, in concert or in accordance with a common understanding, 

a slowdown of work, demonstrations, picketing and work-to-rule or other concerted 

activity on the part of employees in relation to their work that is designed to restrict or limit 

output (Adebayo et al., 2010). Bassey et al., (2017) opined that issues of industrial 

disharmony between employees and employers are common in the public health sector. 

 

Health Care Workers (HCWs) industrial actions have become a global phenomenon with 

increasing incidences in many countries and the potential to impact on the quality of 

healthcare service delivery and the doctor-patient relationship which is based primarily on 

the fiduciary duty of trust (Chima, 2013). Employees taking part in industrial action may 

face loss of income, job insecurity and emotional distress plus long hours of work for those 
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who choose not to participate in industrial action (Russo et al., 2019). Despite the demands 

made, health workers involved in industrial actions are left disfranchised and hence re-

think about their occupation within the country or outside the country as result of lack of 

confidence and trust in health sector management teams (Ibezim, 2013). Industrial actions 

also disturb the economic, social and political life of a country (Raj & Rajakrishnan, 2014).  

 

Industrial actions are global phenomena. Weber and Nevala (2011) established that 

industrial actions have been experienced in the health care sector across Europe. In some 

cases, industrial action has been the result of disputes affecting either the whole public 

sector or the health sector as a whole. In the United Kingdom, Cylus et al., (2015) noted 

that effective adaptive leadership is vital for efficient healthcare service delivery for a 

country spending 8% of GDP on healthcare. This kind of leadership has to be truly 

effective, and must involve all clinical professions. However, issues of industrial 

disharmony among healthcare workers still characterize the UK public health sector 

(Bassey et al., 2017).  

 

In the United States, health workers’ industrial actions are some of the major concerns in 

the public health sector. In 2020; 2,800 nurses in Pennsylvania, Washington DC, New 

York, and California went on industrial action protesting against the lack of Personal 

Protective Equipment (PPE), low pay, and understaffing that resulted in them working 

extended hours while taking care of Covid-19 patients (Lee, 2021). 

 

In South Korea, despite the advanced public health care system, industrial action is still 

witnessed among healthcare workers which is attributed to perceived poor leadership and 
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management of public hospitals. Major causes of industrial actions among health care 

workers in South Korea have been linked to leadership and management of the public 

hospitals (Lee, 2021). In India, industrial actions are rampant among public healthcare 

workers. Iyengar, Jain and Vaishya (2020) attributed industrial actions among health 

workers as due to lack of adaptive leadership in the changing working environment, low 

commitment to service tasks among health workers, poor salaries and access to medical 

facilities. 

 

In Africa, industrial actions are a common occurrence in many countries. In South Africa, 

industrial actions among health workers have been linked to weak leadership and 

management of the public hospitals as well as pay and access to medical facilities (Rikwe, 

2018). Poor healthcare leadership and management were cited as the most common causes 

of healthcare workers’ industrial actions at 92% (Dhai & Mahomed, 2018). Ani, Goodman 

and Dyages (2019) linked industrial action in Nigeria to inefficient and ineffective 

leadership and management, gross underfunding, shortage of skilled medical personnel and 

low commitment to quality health service delivery by health workers. 

 

Tanzania reported 63 industrial action cases in 2019 by workers in public hospitals. 

Disharmony was attributed to poor leadership and management of the hospitals (Russo et 

al., 2019). In neighboring Uganda, reported industrial actions were thirty-seven in 2017. 

The causes of industrial actions were linked to style of leadership and governance driven 

by lack of commitment to healthcare workers’ issues (Zang, Fink & Cohen, 2021). 
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Kenya has experienced many and longer health workers’ industrial actions in its history 

before and after devolution in 2013. Between 2013 and 2016 there were six nation-wide 

industrial actions and many more regional industrial actions (Irimu, Ogero & Mbevi, 2018). 

These include that of doctors in 2017 which lasted 100 days and the nurses’ one that lasted 

140 days being a total of 240 industrial action days in a span of 11 months (Tsofa et al., 

2017). There have been many more health workers’ industrial actions across counties in 

Kenya through the years 2018-2020 (Waithaka et al., 2020). The inability of the county 

governments to prevent industrial actions from occurring or escalating is a demonstration 

of their limited leadership capacity to manage and negotiate industrial disputes (McCollum 

et al., 2018). Industrial actions among health workers have been tied to poor pay, lack of 

access to medical equipment and poor leadership and management of the hospitals 

(Sitienei, Manderson & Nangami, 2021). 

 

In a bid to streamline the public health sector in Kenya, the 2010 constitution provided a 

legal framework that guaranteed all-inclusive rights-based approach to health service 

delivery by devolving health care services to counties (Constitution of Kenya, 2010, 

County Governments Act No. 17 of 2012, Kenya Health Policy; 2012-2030). These 

measures however appear not to have streamlined health care services with the issue of 

industrial disharmony and ineffective healthcare service delivery still featuring in Kenya’s 

devolved public health sector (Waithaka et al., 2020). From the synthesis of literature in 

the healthcare sector across countries, industrial disharmony has been linked to poor 

organizational commitment and leadership inefficiency, though this is yet to be 

investigated in the context of the Kenyas’ devolved public health sector. 
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1.1.1 Industrial Harmony 

Industrial harmony is a situation where the employees and the management cooperate 

willingly for the organizations’ commercial objectives and the employees’ benefits 

(Kinzley, 2018). According to Bassey et al., (2012) industrial harmony is a state of relative 

peace and stability which involves trust among work groups, employee – management 

understanding as well as absence of discontent between members of an organization. It is 

concerned with the relationship between management and employees with respect to the 

terms and conditions of employment at the workplace (Puttapalli & Vuram, 2012). 

Industrial harmony covers the following areas of cooperation: industrial democracy, 

employee loyalty, communication and consultation, shared vision and responsibilities 

(Onyeizugbe et al., 2018). 

 

According to Kinzley (2018) industrial harmony requires that people in management 

understand their responsibilities and possess the requisite training and authority to 

discharge them. Employees must understand their duties and responsibilities and be abreast 

with the organizational objectives and make progress towards achieving them (Adekunle, 

Abimbola & Ehimen, 2019). There should therefore be effective interchange of 

information between management and employees, a phenomenon that requires effective 

adaptive leadership.  

 

Employees through trade unions ought to work together with employers in establishing 

effective procedures for negotiations on terms and conditions of service, and conflict 

resolution (Kinsley, 2018). Employers should ensure that they honour agreements with 

employees as failure to do so may result in agitation by employees expressing their 
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demands (Chukwuka, 2013). Dis-harmony at the workplace usually occurs when 

employees perceive management as being exploitative, nonchalant about their work 

conditions and also without regard for their opinion or efforts. Igbaji (2009) observed that 

conflicts arise between workers and managers chiefly because of their differing ideologies 

and opposing interests. The disharmonies at the workplace arise when there is deviation 

from the expectation relating to the terms and conditions of work especially when it affects 

the employees (Alkerman & Torenvlied, 2017).  

 

According to Bhuiyan and Machowski (2012), lack of industrial harmony in the public 

health sector is experienced globally, but the effects have been argued to be worse in low 

and middle-income countries because the health sector remains under-resourced in terms 

of facilities, funding and healthcare personnel. Many scholars have studied drivers of 

industrial harmony identifying some research gaps for further studies. A study by Asif et 

al., (2019) on adaptive leadership, affective commitment, work engagement, and creativity 

focusing on Chinas’ health sector revealed that affective commitment partially mediates 

the relationship between adaptive leadership and workplace harmony. 

 

The results by Asif et al., (2019) concur with attitudinal commitment theory that argues 

that organizational commitment through workers’ desire cultivates workplace harmony. 

However, Chin (2014) studying the effect of adaptive leadership on the relationship 

between affective commitment and workplace harmony indicated that affective 

commitment does not mediate the relationship between adaptive leadership and workplace 

harmony in Chinas’ health sector. The results indicate that there is no consensus on the 
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influence of affective commitment on the relationship between adaptive leadership and 

workplace harmony among scholars. 

 

1.1.2 Adaptive Leadership 

In adaptive leadership, the leader must encourage the follower to adapt to issues and 

challenges confronting the temporary or permanent organization (Heifetz, Linsky & 

Grashow, 2009). Adaptive leadership embraces complexity and ambiguity in situations, is 

authentic, embraces complexity and actively pursues innovative solutions through 

organizational learning, creative problem solving, experiments and collaboration with the 

leader taking a positive role and, at the same time, facilitating teamwork through the 

development of a robust interactive arrangement with the team members (Kezar & 

Holcombe, 2017). 

 

According to Doyle (2017), adaptive leadership is the intersection of people as the core 

strategy for problem-solving. The intersection of people as the core strategy is the leader 

taking a positive role and, at the same time, facilitating teamwork through the development 

of a robust interactive arrangement with the team members. Adaptive leaders navigate 

through the business environment, embrace uncertainty, and encourage the organization to 

look for new approaches, lead with empathy and create a team attitude instead of an 

atmosphere of divide and conquer (Kezar & Holcombe, 2017). 

 

Adaptive leaders learn through self-awareness and encourage experimentation; some 

experiments will fail, but those failures can serve as lessons for the future. Adaptive leaders 

create win-win situations and value platforms for cooperation and build on them (Mulder, 
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2017). To enable, public health institutions to deliver high-quality care for all, effective 

adaptive leadership is vital at every level within a participatory approach (Cyrus et al., 

2015). Often, organizations face new problems termed as adaptive problems in the sense 

that they are not well defined and hence, the solutions are not known in advance (Kezar & 

Holcombe, 2017).  Alhosis (2019) argued that the dynamic work environment necessitates 

rational adaptive leadership qualities. 

 

According to Awee et al., (2014) and Donkor, Dongmei and Sekyere (2021) adaptive 

leadership is likely to build employees affective commitment to the organization. The core 

of adaptive leadership is the people-centric model, which encourages leaders to address 

complex and challenging issues by involving stakeholders (Doyle, 2017). Adaptive 

leadership is managing, with the involvement of team members and stakeholders, 

consequential changes in an uncertain environment with limited solutions available 

(Mulder, 2017; Wong & Chan, 2018). 

 

Adaptive leaders are keen in diagnosing what the problems are, defining them carefully, 

and finding appropriate solutions. Klonsky (2010) identified psychological courage, 

wisdom-in-action, emotional competence, core values, relational authenticity, 

compassionate truth-telling, paradoxical tensions, narrative and content analysis as core 

constructs of adaptive leadership. Disharmonies in the work place require adaptive leaders 

who can create an environment in which employees and leaders combine efforts in solving 

emerging problems (DeRue, 2011). However, critics of adaptive leadership state that even 

though it is effective for organizations planning for change, many organizations are 

actually resistant to an adaptive leadership approach (Yukl & Mahsud, 2010).  
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In the Kenyan context, most studies have focused on effect of adaptive leadership on 

organizational performance and employee performance and few studies have attempted to 

investigate the effect of adaptive leadership on industrial harmony with the mediating 

effect of affective commitment (Sitienei, Manderson & Nangami, 2021; Agunga, 2018). 

Empirical review has shown that despite the many studies that have been done on affective 

commitment and industrial harmony there is still inadequate information on the influence 

of affective commitment on the relationship between adaptive leadership and industrial 

harmony in the Kenyas’ devolved public health sector (Thuku et al., 2020; Wanjau et al., 

2021). 

 

1.1.3 Affective Commitment 

Securing employees’ affection and subsequently, demonstrated commitment is a rising 

concern emerging in organizational development and human resource development 

practice (Bal, Kooij & De Jong, 2013). Dey (2012) conceptualized affective commitment 

as an employees’ emotional attachment to, identification with, involvement in and enjoying 

membership in an organization and that it influences personal characteristics, structural 

characteristics, and work experiences. Affective commitment has been argued and shown 

to be more strongly and more consistently associated with organizational-relevant and 

employee-relevant outcomes (Asif et al., 2019).  

 

Awee et al., (2014) and Donkor, Dongmei and Sekyere (2021) noted that affective 

commitment to an organization is linked to the type of leadership displayed by the 

management of the organization. Studies into the conceptualization, measurement, and 

theoretical framework of organizational commitment are varied, but the most widely 
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accepted model remains the Meyer and Allen (1991) three-component model (Llobet & 

Fito, 2013; Gatling, Kang & Kim, 2018). Meyer and Allen conceptualized commitment as 

a psychological state, or mind-set, which increases the likelihood that an employee 

maintains membership in an organization. 

 

They defined organizational commitment as comprising of affective commitment (desire 

to remain and emotional attachment), continuance commitment (recognition that there are 

costs associated with leaving the organization), and normative commitment (sense of 

obligation/duty to remain in the organization) and argued that employees can experience 

varying combinations of all three mind-sets simultaneously (Balassiano & Salles, 2012). 

 

Affective commitment captures how employees experience a sense of belonging within an 

organization (Contreras-Pacheco et al., 2020). It contributes to a mind-set that involves a 

cognitive recognition that there is an important purpose in what one does in an organization 

characterized by a desire to follow a course of action and exert effort to achieve 

organizational goals (Nkhukhu-Orlando et al., 2019). Increasingly, leaders in modern 

organizations are tasked with attracting, cultivating and retaining talent with the skills and 

capabilities to maintain a firms’ competitive advantage (Albrecht & Marty, 2020). 

 

Research has also shown that human resource (HR) practices that affect levels of affective 

commitment also include recruitment and selection, socialization, mentoring and social 

networking as well as training and development. Morrow (2011) demonstrated that work 

experiences such as socialization, high commitment human resource practices and 

interpersonal relationships positively correlates with high levels of affective commitment. 

Different authors have used different measures of affective commitment including 
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organizational support (Allen & Shanock, 2013), work experience and trust (Bal, Kooij & 

De Jong, 2013) as well as contentment (Mercurio, 2015). Studies corroborate the finding 

that employees’ perceptions of, access to, and involvement with organizational practices 

have an effect on an individuals’ level of affective commitment (Allen & Shanock, 2013). 

 

The extent to which employees feel psychologically attached to their workplace has been 

shown to relate with increased employee satisfaction, performance, citizenship behaviors, 

decreased absenteeism and turnover (Breitsohl & Ruhle, 2013). There is a growing interest 

among researchers in public administration in understanding how employees in 

government agencies become psychologically attached to their workplace (Hassan & 

Rohrbaugh, 2011). Contentment among employees defines work happiness in the 

organization and if an organization only emphasizes on the economic contract, ignoring 

the psychological contract, employees often manifest lower satisfaction (Breitsohl & 

Ruhle, 2013). On the other hand, if the employees’ psychological expectations and 

economic aspirations are met, they tend to experience satisfaction and are willing to stay 

in such an organization (Davila & Garcia, 2012). 

 

Abdullah, Ling and Ping (2017) noted that workplace happiness has successfully become 

a significant predictor towards affective commitment. Semedo, Coelho and Ribeiro (2019) 

further argued that employees’ happiness and affective commitment are central to helping 

organizations meet competitive challenges and take advantage of the opportunities that 

arise. 
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1.1.4 Kenyas’ Devolved Public Health Sector 

The 2010 Constitution of Kenya (CoK) ushered the devolution of healthcare services to 

the counties to support an all-inclusive healthcare access for all Kenyans (Munywoki et al., 

2020). The CoK provided a legal framework that guarantees an all-inclusive rights-based 

approach to health service delivery for all Kenyans. The health sector was the largest 

service sector to be devolved under this new governance arrangement (Masaba et al., 

2020). The rationale for devolving the healthcare sector was to allow the County 

Governments to design innovative models and interventions that suited the unique health 

needs in their contexts (Kimathi, 2017). The 2010 Constitution provides that all citizens 

are entitled to the highest attainable standards of health, which includes the right to 

healthcare services including reproductive health care (Article 43). 

 

To actualize these rights, the constitution divided the healthcare responsibilities between 

the National and County Governments. The fourth schedule of the Constitution provides 

specific guidance on which services the County and National Governments are to provide 

(CoK, 2010). Essential health service delivery is assigned to County Governments, while 

the National Government retains health policy, technical assistance to counties, and 

management of National Referral Health facilities (Masaba et al., 2020). The counties are 

responsible for three levels of care: community health services, primary care services and 

County referral services which consists of levels 1, 2, 3, 4, 5 hospitals in Kenya devolved 

public health sector. The National Government has responsibility for National referral 

services (GoK, 2013). 
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While these two levels of government are distinct in the sense that each exists separately 

and have their own competencies, they are at the same time interdependent and must 

conduct their relations on the basis of consultation and cooperation.  Counties enjoy some 

degree of autonomy and, while the National Government has some supervising role, this is 

very limited and exercisable rather sparingly. Counties enjoy the competence to establish 

offices and appoint officers (County Governments Act, No. 17 of 2012). They can 

determine and structure their own administrative or devolved offices. The Constitution, 

while limiting the number of members that can make up the county executive committee, 

does not dictate which specific offices must exist and hence Counties do enjoy some level 

of discretion in this regard.  

 

Since devolution, integration amongst counties has been witnessed through the formation 

of County regional economic blocs, pegged on a desire to optimize the comparative 

advantage of counties, their economies of scale and ability to attract investments. The six 

regional economic blocs are: The Lake Region Economic Bloc (13 counties), the North 

Rift Economic Bloc (7 counties), the Central Region Economic Bloc (10 counties), the 

Jumuiya ya Kaunti za Pwani (6 counties), the South Eastern Kenya Economic Bloc (3 

counties) and the Frontier Counties Development Council (7 counties) – (KLRC, 2018). 

 

The Kenya Health Policy 2012-2030 proposes that each County is to establish a health 

department whose role is to create and provide an enabling institutional and management 

structure whose responsibility is to coordinate and manage the delivery of healthcare 

services at County level. Despite these health policy provisions, the devolved health sector 

still suffers inefficiency characterized by lack of commitment to the affairs of healthcare 
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employees by healthcare authorities, lack of HCWs commitment to work and frequent 

industrial actions that undermine healthcare service provision to Kenyans (Brownie & 

Oywer, 2016).   

 

In addition, lack of HCWs commitment to work has resulted in brain drain with qualified 

HCWs relocating to developed countries like the United States of America, Canada, 

Australia and Europe where better employment terms are perceived to be offered. It is 

reported that 30-40% of the healthcare workers in Kenya emigrate to developed countries 

every year (Brownie & Oywer, 2016). WHO recommends a doctor to population ratio at 

1:1000. However, Kenyas’ ratio of doctor to population ratio is 1: 16,000 further 

undermining the efficiency of the country’s health care sector (Ndiso, 2018). This ratio is 

further violated during industrial actions when health workers down their tools. 

 

1.2  Statement of the Problem 

Russo et al., (2019) in the World Health Organization (WHO) bulletin identified 

mismanagement of the healthcare system, lack of commitment, poor leadership and 

management and constrained health facilities as challenges that continue to undermine the 

provision of quality health services and achievement of the SDG 3. Muthuri, Senkubuge 

and Hongoro, (2020) cited disharmony at the workplace particularly in the developing 

countries as one of the undermining factors in the provision of quality healthcare.  

 

The dilemma of the right of employees to industrial action and the citizens’ right to health 

care are two delicate and conflicting constitutional provisions that continue to elude policy 

and legislative environment (Sitienei, Manderson & Nangami, 2021). While there is 
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consensus that the right to industrial action is an instrument for the exercise of workers’ 

economic and social rights, there is need for a balance between the protection of these 

rights and the need to guarantee essential public services in order to safeguard citizens and 

their well-being (Kangasniemi, Viitalahde & Porkka, 2010). 

 

Kenya’s health system continues to experience many chronic challenges which include 

industrial actions, drug shortages, understaffing and underfunding, and gaps in the 

coordination of health in counties with workers’ unions demanding that the health function 

be reverted back to the National Government owing to serious health mismanagement in 

the Counties (Agunga, 2018; Kubai, 2019).  

 

Since the devolution of health care functions to Counties, numerous industrial actions have 

been witnessed among health workers across all counties in Kenya. Between 2010 and 

2020 there were six nation-wide major industrial actions and many more regional industrial 

actions (Sitienei, Manderson & Nangami, 2021). The downing of tools by healthcare 

workers resulted in suffering and loss of lives which is against the provision of the 2010 

constitution on right to health and life (Mugo et al., 2018).  

 

According to Barker et al., (2014), Counties were less prepared to provide appropriate 

healthcare services under the devolved system which has resulted in the rampant industrial 

actions. For instance, during an industrial action by health workers in Mombasa County 

Referral Hospital, outpatient attendance declined by 64.4%, special clinics attendance by 

74.4%, deliveries by 53.5%, inpatient admissions by 57.8% and inpatient deaths by 26.3% 

(Njuguna, 2014). Irimu et al., (2018) remarked that admissions across all wards decreased 

dramatically during the industrial action period. A study by Friedman and Keates (2014), 
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on the impact of health workers’ industrial actions established that babies born during 

industrial actions are less likely to survive and less likely to receive valuable early-life 

health inputs and medical care. The rising industrial actions among health care workers in 

counties have been linked to inefficient county leadership on devolved health care services 

(Waithaka et al., 2020). 

 

Various scholars have studied drivers of industrial harmony identifying some research gaps 

for further studies. However, few studies have attempted to investigate the influence of 

adaptive leadership on industrial harmony under the mediating influence of affective 

commitment (Auvinen, 2017; Onyeizugbe et al., 2018; Thondoo et al., 2020). Empirical 

review has also shown that despite the many studies that have been done on affective 

commitment and industrial harmony there is still inadequate information on the influence 

of affective commitment on the relationship between adaptive leadership and industrial 

harmony in the Kenyas’ devolved public health sector (Thuku et al., 2020; Wanjau et al., 

2021). 

 

1.3  Objectives of the Study 

The study sought to achieve the following objectives; 

 

1.3.1  General Objective of the Study 

The general objective of this study was to determine the influence of adaptive leadership 

on industrial harmony mediated by affective commitment in Kenyas’ devolved public 

health sector. 
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1.3.2  Specific Objectives of the Study 

The specific objectives of this study included: 

i. To determine the influence of collaborative stakeholder engagement on industrial 

harmony in Kenyas’ devolved public health sector. 

ii. To establish the influence of employees’ involvement in decision making on 

industrial harmony in Kenyas’ devolved public health sector. 

iii. To assess the influence of continuous organizational learning on industrial harmony 

in Kenyas’ devolved public health sector. 

iv. To establish the influence of leaders’ relational authenticity on industrial harmony 

in Kenyas’ devolved public health sector. 

v. To examine the mediating influence of affective commitment on the relationship 

between adaptive leadership and industrial harmony in Kenyas’ devolved public 

health sector. 

 

1.4 Research Hypotheses 

The study tested the following hypotheses; 

H01 There is no statistically significant relationship between collaborative stakeholder 

engagement and industrial harmony in Kenyas’ devolved public health sector. 

H02 There is no statistically significant relationship between employees’ involvement 

in decision making and industrial harmony in Kenyas’ devolved public health 

sector. 

H03 There is no statistically significant relationship between continuous organizational 

learning and industrial harmony in Kenyas’ devolved public health sector. 
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H04 There is no statistically significant relationship between leaders’ relational 

authenticity and industrial harmony in Kenyas’ devolved public health sector. 

H05 Affective commitment does not have statistically significant influence on the 

relationship between adaptive leadership and industrial harmony in Kenyas’ 

devolved public health sector. 

 

1.5 Justification of the Study 

There have been challenges in the Kenyas’ devolved public health sector which have at 

times paralyzed operations of the health facilities. The challenges have greatly affected the 

level five hospitals which are also known as County referral hospitals. The inability of 

these hospitals to function has greatly affected the well-being of the citizenry and the 

economy of the country. The study findings are of importance to County devolved health 

sector management and County governments as they highlight the form of leadership 

required in enhancing harmony among health-care workers for effective health care service 

delivery. 

 

Lessons learnt can be used in planning and implementation of policies regarding 

employees’ well-being by the County governments and policy makers in the public health 

sector as well as other related sectors. The ministry of health at the national level, county 

health departments, public health institutions and healthcare workers’ unions can also 

benefit while formulating work policies and guidelines that may help harmoniously run the 

devolved public health care institutions. This will help them in making prudent 

management decisions as well as assist in formulation of policies. The study findings also 

helped to identify mechanisms to be adapted in addressing health care employees’ 
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grievances in a harmonious way so that health service delivery is not unduly interrupted 

due to industrial actions. 

 

Scholars and other researchers may find the outcomes of this study relevant as reference 

material to advance in their studies as well as assist health practitioners and sector 

managers connect research to the real world of work. The study also provided a worthy 

benchmark to future research work on adaptive leadership and industrial harmony under 

the mediating influence of affective commitment in the health care sector. 

 

1.6 Scope of the Study 

The scope of the study was Kenyas’ devolved public health sector level 5 county referral 

hospitals in CEREB. Since devolution, integration amongst counties was witnessed 

through the formation of County regional economic blocs, pegged on a desire to optimize 

the comparative advantage of counties, their economies of scale and ability to attract 

investments. The six regional economic blocs are: The Lake Region Economic Bloc (13 

counties), the North Rift Economic Bloc (7 counties), the Central Region Economic Bloc 

(10 counties), the Jumuiya ya Kaunti za Pwani (6 counties), the South Eastern Kenya 

Economic Bloc (3 counties) and the Frontier Counties Development Council (7 counties) 

– (KLRC, 2018). 

 

In the absence of an overarching policy and legislative framework for their establishment, 

the County governments have adopted, with variations, the EU, EAC and Lehigh Valley 

Economic Development Region models to guide the set up and operationalization of the 

regional economic blocs (KLRC, 2018). The level 5 hospitals play a major role in curative 
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care and act as referrals from the low tier health care providers and they are under the 

devolved governments and every county has at least one level five hospital.  

 

The study variables included collaborative stakeholder engagement, employees’ 

involvement in decision making, continuous organizational learning and leaders’ relational 

authenticity as independent variables; industrial harmony as the dependent variable and 

affective commitment as the mediating variable. The study population was the health 

workers in level 5 county referral hospitals in CEREB, MS and KMPDU and KNUN union 

officials. The research focused on the 10 counties because the region has been experiencing 

rampant industrial disharmony. Laikipia and Kirinyaga counties for example permanently 

sacked some of the medical personnel because of industrial actions and the matters are 

ongoing industrial cases (Kenya Law, 2019; Kenya Law, 2020; Sitienei, Manderson & 

Nangami, 2021). 

 

1.7 Limitations of the Study 

The study anticipated that a number of limitations would be encountered. The use of self-

report was anticipated to result in social desirability which could affect the results outcome. 

This was mitigated by encouraging the participants to be thoughtful and articulate when 

providing answers to the questions. The study sample was limited for generalization and 

the operationalization of the variables posed a challenge to the respondents. However, this 

was mitigated by employing concurrent mixed methods methodology by combining 

quantitative and qualitative data. 
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A major limitation was the study’s’ scope was that it was limited to Kenyas’ devolved 

public health sector and thus the findings might be generalized to only to this context. Since 

the factors that affect performance in Kenyas’ devolved public health sector may be 

significantly unique to the country, the findings of this study may not be relevant in the 

context of sectors in other countries. The variables in this research may also react contrarily 

to contextual dynamics in other jurisdictions. 

 

The study did also encounter slow response rates due to time constraint by some 

respondents who were having busy schedules that made them not find time to fill in the 

questionnaires. To address this scenario, the researcher followed up through phone calls as 

well as collection of filled up questionnaires on a later date from the respondents. In some 

instances, the researcher identified a central point where the filled-up questionnaires were 

dropped for ease of collection. 

 

1.8 Operational Definition of Terms 

Adaptive Leadership: a leadership style that is authentic, embraces complexity and 

actively pursues innovative solutions through organizational learning, creative problem 

solving, experiments and collaboration with the leader taking a positive role and, at the 

same time, facilitating teamwork through the development of a robust interactive 

arrangement with team members (Kezar & Holcombe, 2017). In this study it was 

operationalized in terms of collaborative stakeholder engagement, employees’ 

involvement in decision making, continuous organizational learning and leader relational 

authenticity. 
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Industrial Harmony: a state of relative peace and stability which involves trust among 

work groups, employee – management understanding as well as absence of discontent 

between members of an organization (Bassey, Ojua & Achibong, 2012). In this study it 

was operationalized in terms of industrial democracy, employee loyalty and shared vision. 

 

Affective Commitment: the level of attachment that employees have to their employing 

organization, their willingness to work on behalf of the organization and their likelihood 

to remain members of the organization and entails contentment, organizational support and 

trust (Dey, 2012). In this study it was operationalized in terms of work experience, 

perceived organizational support, and trust. 

 

Collaborative stakeholder engagement: The involvement of various agents or partners 

in the management of a project or when undertaking certain tasks (Zwikael, Elias & Ahn, 

2012). In this study it was operationalized in terms of dispute resolution mechanisms, 

policy formulation and information sharing. 

 

Continuous organizational learning: The periodic development of insights, knowledge 

creation, knowledge sharing and knowledge retention, associations between past actions 

and the effectiveness of those actions and future actions (Argote & Miron-Spektor, 2011). 

In this study it was operationalized in terms of knowledge creation, knowledge sharing and 

knowledge retention. 
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Employees’ involvement in decision making: refers to the extent to which employees are 

engaged in day to day operations of an organization giving them an opportunity to achieve 

their goals, contribute their ideas and take responsibilities (Irawanto, 2015). In this study it 

was operationalized in terms of suggestion schemes, collective bargaining, and feedback.  

 

Leaders’ Relational Authenticity: Leaders being deeply aware of how they think and 

behave and are perceived by others as being aware of their own and others’ values/moral 

perspectives, knowledge and strengths; aware of the context in which they operate; being 

confident, hopeful, optimistic, resilient, and of high moral character (Kempster, Iszatt-

White & Brown, 2019). In this study it was operationalized in terms of relational 

transparency, balanced processing and internalized moral perspective. 

 

Hippocratic Oath: physicians’ pledge to prescribe only beneficial treatments according 

to ability and judgment; to refrain from causing harm or hurt and to live an exemplary 

personal and professional life (Askipotoulou & Vigontzas, 2018). 
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CHAPTER TWO 

LITERATURE REVIEW 

2.1 Introduction 

The chapter discusses the theoretical framework of the study and contains empirical review 

on literature related to the influence of affective commitment on the relationship between 

adaptive leadership and industrial harmony in the Kenyas’ devolved public health sector. 

The review was organized around five variables which included collaborative stakeholder 

engagement, employees’ involvement in decision making, continuous organizational 

learning and leaders’ relational authenticity as independent variables and affective 

commitment as the mediating variable. The chapter also contains the conceptual 

framework of the study, empirical studies and literature review. 

 

2.2 Theoretical Review 

A theory is a set of systemic interrelated concepts, definitions and propositions that have 

been advanced to predict and explain a phenomenon (Cooper & Schidler, 2011). This study 

was anchored on Attitudinal Commitment Theory. In addition, the study was guided by the 

Experiential Learning Theory and Social Exchange Theory. 

2.2.1  Attitudinal Commitment Theory 

Theories that are based on attitudinal commitment focus on the desire of the individual to 

remain in an organization (Meyer & Herscovitch, 2001). Kanter (1968) pioneered the 

theory of attitudinal commitment by hypothesizing that feelings of cohesion or 

involvement with an organization likely contribute to an individual’s commitment to that 

organization.  
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Meyer and Allen (1984; 1991) termed this attitudinal type of commitment affective 

commitment and based their term on Mowday (1999) work in developing the 

Organizational Commitment Questionnaire (OQM). QOM measures affective commitment 

to organizations by measuring values congruence with the organization, feelings of care 

for the organization, pride in the organization and willingness to put forth extra effort into 

the organization. 

 

Attitudinal commitment is a psychological attachment based on different mindsets that can 

play a role in shaping behaviors for different reasons and with different motives (Meyer & 

Herscovitch, 2001; Meyer et al., 2004). Meyer and Herscovitch (2001) based on an 

extensive review of literature, theorized that affective commitment is developed primarily 

by an individuals’ involvement in and identification with the organization. More 

specifically, they asserted that individuals become intrinsically motivated or involved in a 

course of action that develops from an identification, association, and attachment with the 

larger organizations’ values and objectives.  

 

Jaros (2009) critiqued the Attitudinal Commitment Theory pointing out the weakness of 

commitment measures, by asserting that the scale used to measure the sub-constructs of 

organizational commitment at one point in time, may, as time goes by, be less and less 

accurate and valid. Attitudinal Commitment Theory is helpful in understanding 

collaborative stakeholders’ engagement, employee’s involvement in decision making and 

the influence of affective commitment on the relationship between adaptive leadership and 

industrial harmony in the Kenyas’ devolved public health sector. 
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The theory argues that involvement with an organization likely contributes to an 

individuals’ commitment to that organization. According to Wael (2018) the main 

difference between the social exchange theory and the attitudinal approach is that in the 

former, employees give and take their loyalty and commitment in return for incentives from 

their organizations while the latter approach emphasizes that employees willingly offer 

themselves to the organization and its welfare, regardless of reciprocal treatment, believing 

‘it is the right and moral thing to do’.  

 

A healthcare facility at the county that engages all parties including employees, community 

and management and other stakeholders in its daily operations is likely to witness smooth 

operations in terms of health service delivery. The involvement of employees particularly 

on employment matters is helpful in addressing any emerging issues in the Kenyas’ 

devolved public health sector thus promoting industrial harmony.  

 

2.2.2  Experiential Learning Theory 

Experiential Learning Theory was advanced by Kolb (1984). Experiential learning theory 

offers a dynamic theory based on a learning cycle driven by the resolution of the dual 

dialectics of action/reflection and experience/abstraction. These two dimensions define a 

holistic learning space wherein learning transactions take place between individuals and 

the environment (Kolb & Kolb, 2009). The learning space is multi-level and can describe 

learning and development in commensurate ways at the level of the individual, the group, 

and the organization.  
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According to the theory, individual learning styles, managerial problem solving/decision 

making, the process of team learning and organizational learning define the holistic 

learning process in the organization. Experiential learning theory differs from cognitive 

and behavioral theories in that cognitive theories emphasize the role of mental processes 

while behavioral theories ignore the possible role of subjective experience in the learning 

process (Biro, 2014). The experiential theory proposed by Kolb takes a more wholistic 

approach and emphasizes how experiences, including cognition, environmental factors, 

and emotions, influence the learning process.  

 

The theory is built on six propositions: the first proposition is that learning is best conceived 

as a process, not in terms of outcomes. The second proposition is that learning is best 

facilitated by a process that draws out the learners’ beliefs and ideas about a topic so that 

they can be examined, tested, and integrated with new, more refined ideas. As per the third 

proposition, learning requires the resolution of conflicts between dialectically opposed 

modes of adaptation to the world. Conflict, differences, and disagreements are what drive 

the learning process (Kolb & Kolb, 2009). 

 

The Fourth proposition argues that learning is a holistic process of adaptation to the world 

and not just the result of cognition, but involves the integrated functioning of the total 

person - thinking, feeling, perceiving and behaving. In the fifth proposition, learning results 

from synergetic transactions between the person and the environment whereas, as per the 

sixth proposition, learning is the process of creating knowledge. Experiential learning 

theory proposes a constructivist theory of learning whereby social knowledge is created 
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and recreated in the personal knowledge of the learner (Mollae & Rahnama, 2012). 

However, there are some criticisms leveled against the Experiential Learning Theory.  

 

While the theory is good at analyzing how learning occurs for individuals, it does little to 

look at learning that occurs in larger social groups (Wael, 2018). Landers (2014) explains 

that experiential learning theory has not been studied from a theoretical perspective by 

saying that the use of experiential learning on employees is becoming increasingly popular 

but without theoretical models.  

 

Paddlerford (2010) criticized experiential learning as an instructional method for time and 

money. In contrast, Mollae and Rahnama (2012) asserted that experiential learning is a 

powerful way to address individual growth and potential and is adaptable for individual 

style, preferences, strengths and direction. Similarly, Wurdinger and Carlson (2010) 

indicated that in experiential learning, the instructor guides rather than directs learners 

where they are naturally interested in learning. 

 

The devolved healthcare sector needs to support staff through continuous learning and 

work-related job aids. Healthcare is a segment that requires continuous learning to support 

the changing work dynamics in the medical field. Healthcare employees have to be 

provided with a platform to learn and improve on knowledge, experience and competence 

in their areas of specialization. This theory is useful in comprehending the relationship 

between continuous organizational learning, leader’s relational authenticity and affective 

commitment on industrial harmony in the Kenyas’ devolved public health sector. 
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2.2.3  Social Exchange Theory 

The Social Exchange Theory as formulated by Blau (1964) is based on the prism that 

employees’ perceived organizational support creates a sense of indebtedness and an 

obligation within an individual to repay the organization. The theory explains the 

interaction of two parties that is based on cost-benefit analysis to determine risks and 

benefits.  Social exchange reciprocity and indebtedness occurs at all levels of the 

organization and also with immediate supervisors through reciprocation.   

 

Employees’ reciprocation is a way of giving back what they interpret to be a fair and kind 

consideration from the organization and associated with role behaviors, citizenship 

behavior and organizational commitment (Zhang & Jia, 2010). Another key behavioral 

assumption of the theory is that of distributive justice, equity or fairness in non-economic 

relations. For instance, a prior relationship between parties can have an influence on the 

exchange, and the exchange can contribute to the development of continued relationships. 

This debate is yet to be solved as scholars use the terms; transaction and relations 

interchangeably (Moracortez & Johnson, 2020; Davlembayeva, Papagiannidis & Alamano, 

2020). 

 

Social exchange builds trust among employees towards the organization that it will fulfill 

its exchange obligations (Ko & Hur, 2014). Molm (2010) describes the leader member 

exchange to be the cordial relationship between the employee and the supervisor arising 

out of the perception that the supervisor represents the organization to which the employee 

is indebted to. Social exchange is more associated with role behavior with the employee 

developing personal obligation to undertake extra duties, put in more time and minimize 
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conflicts with the supervisors (Lloyd & Mertens, 2018). However, the Social Exchange 

Theory has been criticized for lacking sufficient theoretical precision, and thus has limited 

utility (Cropanzano et al., 2017). 

 

Prominent scholars have questioned the degree to which humans are rational and thus make 

conscious, continuous cost-benefit analysis in their analysis (Redmond, 2015). The theory 

has also been criticized as it relies more on observations than on studying humans' 

calculated decision making and reality as well as the variability of reward values. 

Employees working at the health facilities need to be supported in terms of capacity 

building and mentorship with the aim of supporting the objectives of the organization.  

 

Social exchange has an effect on organizational commitment and organizational 

socialization. According to the theory, concrete rewards and other benefits make 

employees spend extra effort and not leave their organizations. The theory is helpful in 

understanding collaborative stakeholder engagement, employees’ involvement in decision 

making, leaders relational authenticity as well as the mediating influence of affective 

commitment on the relationship between adaptive leadership and industrial harmony in the 

Kenyas’ devolved public health sector. 

 

2.3 Empirical Review 

This section reviews literature on past studies in relation to the study objectives covering 

the concepts of adaptive leadership (collaborative stakeholder engagement, employees’ 

involvement in decision making, continuous organizational learning and leaders’ relational 

authenticity), affective commitment and industrial harmony. The review was helpful in 

identifying research gaps. 



32 

 

2.3.1 Collaborative Stakeholder Engagement and Industrial Harmony 

Stakeholders are any group or individuals who can affect or are affected by the achievement 

of organizations’ objectives (Miles, 2011). The idea of stakeholders originated at the 

Stanford Research Institute (RSI) in the 1960s which defined them as those groups without 

whose support the organization would cease to exist. Collaborative stakeholder 

engagement stands for the involvement of various agents or partners in the management of 

a project or when undertaking certain tasks in terms of dispute resolution mechanisms, 

activity coordination, policy formulation and information sharing (Zwikael, Elias & Ahn, 

2012). Collaborative stakeholder engagement is an important area for enhancing 

organizational performance, establishing long-term relationships and creating value.  

 

The role of stakeholders and their relationships with other team members are critical in 

harmonious operations in organizations. It is an important area for establishing long-term 

relationships between workers and management of an organization, among team members 

and promoting harmonious operations in organizations (Auvinen, 2017). Stakeholder 

engagement in the management of public services; supports greater public acceptance, 

higher likelihood of intervention success, expanded communication and increased 

likelihood of impact on decision-making (Havedaway et al., 2017). However, if 

unchecked, collaborative stakeholder engagement may delay decision-making. 

Nonetheless, the negative impacts should not be taken as a reason to avoid stakeholder 

engagement, but highlight the need for carefully planned, unbiased and balanced 

engagement. 
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Auvinen (2017) researching on stakeholders’ engagement as a success factor for effective 

occupational health care, established that stakeholders serve an organization and its various 

actors as guides in identifying, planning and implementing strategies for managing 

stakeholder relationships to develop occupational health care. The argument by the authors 

is that stakeholder engagement rotates around shared responsibilities. However, it is argued 

that collaborative stakeholder engagement is beyond this, and may be expanded to activity 

coordination and information sharing as in the context of this study.  

 

The constructs of collaborative stakeholder engagement in academic research, however, 

vary among scholars. Thuku et al., (2020) studying the coordination of health workforce 

management in the devolved healthcare in Kenya noted that; strengthening coordination 

mechanisms at the national and county levels, through stakeholder coordination forums, 

capacity building, policy formulation, HRH regulation, and provision of standards and 

stakeholder collaborative platforms helped harmonize HR practices. 

 

Sitienei, Manderson and Nangami, (2021) investigated community participation in the 

collaborative governance of primary health care facilities in Kenya by utilizing a multiple 

case study methodology. The study established that community members participate in 

decision-making, management, oversight, service provision and problem solving. Data was 

collected through document review, key informant interviews and observations taken were 

analyzed through frequencies and percentages. The roles of stakeholders in organizations 

differ depending on the authority.  
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In the context of healthcare facilities, stakeholders including facility management and 

sponsors have different roles which may include conflict management, activity 

coordination and information sharing. This study focused on the role of collaborative 

stakeholder engagement in promoting industrial harmony where community members 

participated. The study stakeholders were managers, trade unions and employees.  

 

Wanjau et al., (2021) studied stakeholder perceptions of current practices and challenges 

in priority setting for Non-Communicable Disease (NCDs) control in Kenya using 

qualitative analysis. The study identified political leadership, government policies and 

budget allocation for NCDs, stakeholder engagement, media, peoples’ cultural and 

religious beliefs as key stakeholder processes. Accordingly, there was no generally 

acceptable scope in the applicability of collaborative stakeholder engagement in 

organizations and thus the scope differs from scholar to scholar based on the contextual 

use of the term. 

 

Collaboration considers the sharing of roles and responsibilities among individuals within 

a group. Modha (2021) studied collaborative leadership with a focus on stakeholder 

identification and engagement and ethical leadership in dental clinics. The researcher 

pointed out that collaborative stakeholder engagement is manifested through shared 

authority, responsibility and accountability for a common goal. However collaborative 

stakeholder engagement includes information sharing and dispute resolution mechanisms 

which the study by Modha (2021) did not consider, presenting a conceptual argument. 
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2.3.2 Employees’ Involvement in Decision Making and Industrial Harmony 

Participation of workers in decision-making processes has resulted in successful value 

creation in many organizations; though the extent to which employees should participate 

in organizational decision making is still a matter of debate among scholars (Irawanto, 

2015). Employee involvement is one of the most important aspects of organizational life 

to achieve increased organizational effectiveness and positive employee perceptions 

(Phipps, Prieto & Ndinguri, 2013). According to Noah (2008), employees’ involvement is 

a special practice where the management allows employees greater engagement with 

respect to bridging the gap between management and employees through their involvement 

in strategic planning activities.  

 

In todays’ turbulent work environment and intense competition, organizations are forced 

to seek ways to be more flexible, adaptive and competitive as they are faced with 

competition pressures and rapidly changing markets (Irawanto, 2015). Employees must be 

involved if they are to understand the need for creativity and must be involved if they are 

to be committed to changing their behaviors at work, in new and improved ways (Kumar 

& Saha, 2017). Through involvement in decision making, productivity is expected to 

increase, and overall organizational goals will be high which helps reduce agitations, 

misconceptions and lack of commitment on the part of employees.  

 

Employee Participation in Decision Making (EPDM) is the extent to which employers 

allow or encourage employees to share or participate in organizational decision making. 

EPDM has been recognized as a managerial tool for improving organizational performance 

by striving to achieve shared goals by employees and managers (Dede, 2019). This is 
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actualized by way of allowing employees’ input in developing the mission statement, 

establishing policies and procedures, promotion and determining perks. 

 

Decision making however, in many organizations is done by top management teams 

without considering the input of the employees at the lower managerial levels (Ijeoma, 

2020). Success depends on involving the workforce's entire capacity to generate new ideas 

and ways of working to enhance organizational competitiveness and efficient product and 

service delivery (Sharif, 2020). It sometimes becomes difficult for some of the decisions 

taken by top management to be implemented, especially when it seems not to be favorable 

to the employees who are mostly the implementers. In the context of this study, the inability 

to seek employees’ views and opinions regarding issues related to human resource 

management, task management and delivery may result in a lack of industrial harmony. 

 

Employees play a critical role in organizational and decision-making processes to usher 

industrial and organizational efficiency. However, the extent to which employees should 

participate in organizational decision making is still a matter of debate (Irawanto, 2015). 

Sharif (2020) argued that participation of employees in decision-making processes has 

resulted in successful value creation in many organizations. It is argued that decision 

making regarding matters of an organization is traditionally seen as reserve for the 

management of the organization. However, the changing dynamics in the business 

environment has called for the need to consider the role of employees in matters related to 

decision making in organizations (Ijeoma, 2020). 

 

Cheng (2014) carried out a study on the effects of employee involvement and participation 

on subjective well-being in urban China using data from the Chinese General Social 
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Survey. The study established that employees’ involvement and participation was in terms 

of participative and consultative management. It also consisted of freedom of expression 

and effective discussion between employees and their supervisors and participation in 

workplace reforms. In the same line, Dixit and Sharma (2014) study on maintaining 

industrial harmony through employees’ involvement established that proper 

implementation of employee involvement activities contributes positively in maintaining 

industrial harmony. However, the two studies did not address clarity of roles and tasks as 

crucial concepts for employee involvement in decision making.  

 

In addition, Cheng (2014); Dixit and Sharma (2014) argued that employee involvement in 

decision making is not an aspect of adaptive leadership which is contrary to Mulder (2017); 

Wong and Chan (2018) who defined involvement of team members as a crucial facet of 

adaptive leadership. Nwokocha (2015) studied the role of employers in enhancing 

industrial harmony in private sector organizations in Nigeria. The study indicated that lack 

of effective communication, non-recognition of trade unions as bargaining parties are 

barriers towards promotion of industrial harmony. Likewise, Brijesh and Pachauri (2017) 

employed a desktop review method to study significance of workers’ participation in 

management in an organization; noted that workers’ participation in management reduces 

industrial unrest and promotes industrial peace by maintaining harmonious relations 

between the workers and the management. However, the two studies did not address the 

influence of employees’ involvement in decision making on industrial harmony. 
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A study on employee involvement and workplace harmony in manufacturing companies in 

Port Harcourt, Nigeria by Tamunosiki and Sorbarikor (2018) established a positive 

significant relationship between employees’ involvement and workplace harmony. 

Onyeizugbe et al., (2018) conducted a study on industrial harmony and employee 

performance in food and beverage firms in Anambra State of Nigeria and established that 

there was a strong significant positive relationship between joint consultation and 

employee engagement. The study also established that there is a very strong positive 

relationship between industrial harmony and employee performance.  

 

The study intimated that industrial harmony is good for organizational performance, yet it 

did not exhaustively conceptualize the concept of industrial harmony limiting itself to only 

employees participating in decision making and suggestion schemes. This study further 

expounded on industrial harmony to include employee loyalty, industrial democracy and 

shared vision. Thondoo et al., (2020) in a study on framework for participatory quantitative 

health impact assessment in low-and middle-income countries established that 

involvement in decision making is useful in mitigating the escalation of industrial actions. 

Nonetheless, the study did not highlight the key platforms for employee participation in 

decision making as there are numerous methods of involving employees in decision 

making. 

 

2.3.3  Continuous Organizational Learning and Industrial Harmony 

Continuous organizational learning is a transformational process through which different 

stakeholders contribute their learning experiences both individually and collectively to 

attain organizational goals (Akhtar & Arif, 2011). Argote and Miron-Spektor (2011) 
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defined organizational learning as the periodic development of insights, knowledge 

creation, knowledge sharing and knowledge retention, associations between past actions 

and the effectiveness of those actions and future actions. Further, McCharen and Martens, 

(2011) defined organizational learning as a change process which enhances the ability of 

an organization to acquire and develop new knowledge.  

 

Wagner (2008) identified three major components of knowledge management in 

organizations; people, who create, share and retain knowledge; processes that acquire, 

create, capture, organize, share, transfer and apply knowledge; and technology that stores 

and provides access to knowledge. Organizational learning is holistic in nature considering 

the individuals’ dynamic use of knowledge to direct behaviors in ways that would help the 

organization to adapt to the changing scenarios. It defines the specific strategies, policies 

and rules which are supportive for promoting learning and affecting decisions and actions 

(Namada, 2018). The organizations’ ability to learn, acquire knowledge and innovate has 

emerged as an important factor influencing organizational performance and survival. 

 

Organizational learning is a multi-dimensional construct and researchers have proposed 

various dimensions to measure learning processes (Akhtar & Arif, 2011). Majority of the 

researchers have focused on the seven dimensions proposed by Watkins and Marsick 

(1996) namely: continuous learning, dialogue and inquiry, team learning, embedded 

system, system connections, empowerment, and leadership. A strong relationship exists 

between organizational learning and organizational performance because the performance 

of an organization increases with the rate of organizational change which leads towards 

improvement of organizational performance (Hussein et al., 2014). 
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Organizational learning enables firms to respond quickly and adapt to the turbulent 

business environment. Similarly, competitive advantage through innovation, focus, 

leadership or differentiation strategies enables firms in various sectors to grow (Ratnapalan 

& Uleryk, 2014). The importance of organizational learning in health care systems is to 

provide the framework for complex interconnected dynamic systems where all operational 

units have to learn and execute their assigned functions to collectively improve safe patient 

care. 

 

In todays’ business world, attention has shifted dramatically from just acquiring wealth in 

the organization to an era where knowledge and learning within the organization becomes 

more critical and important to the organizations’ survival and continuous growth. Tan and 

Olaore (2021) investigated the effect of organizational learning and effectiveness on 

operations, employee productivity and management performance by analyzing data using 

confirmatory factor analysis. The findings showed a positive relationship between 

organizational learning and effectiveness, operations, employees’ productivity and 

management performance.  

 

Kinzley (2018) argued that organizational training is crucial in promoting industrial 

harmony. However, the studies have not elaborated this claim through a quantitative study. 

Tan and Olaore (2021) and Kinzley (2018) relied on desktop review which limited the 

comprehensiveness of result findings resulting in a methodological gap. This study 

determined the influence of continuous organizational learning on industrial harmony by 

employing both quantitative and qualitative research methods. 
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Landau and Cooke (2017) indicated that employee training is not significant in cultivating 

industrial harmony. Jusnitah and Linneria (2016) employing desktop review research 

methodology established that training contributes to harmonious industrial relations. The 

study relied on desktop review which limited the comprehensiveness of research findings 

resulting in a methodological gap. This study determined the influence of continuous 

organizational learning on industrial harmony by employing both quantitative and 

qualitative research methods. The study results by Jusnitah and Linneria (2016) and Landau 

and Cooke (2017) imply lack of consensus among authors on the effect of continuous 

organizational learning on industrial harmony hence the need to undertake this study. 

 

Osaro and Charles (2014) carried out a study on industrial harmony and effective 

healthcare delivery in Nigeria by interrogating past studies and noted that organizational 

learning has a positive significant effect on industrial harmony. However, a study by 

Alonazi (2021) to determine the effect of building learning organizational culture during 

Covid-19 outbreak using cross-sectional study realized that internal learning culture and 

continuous learning did not have an effect on industrial harmony. The studies by Osaro and 

Charles (2014), and Alonazi (2021) imply that there is no consensus among scholars on 

the relationship between continuous organizational learning and industrial harmony. This 

called for further study and hence the undertaking of this study to clarify the relationship 

between organizational learning and industrial harmony. 

 

2.3.4  Leaders’ Relational Authenticity and Industrial Harmony 

Authentic Leadership (AL) has become a significant area of research in the academic arena 

with the emergence of the positive-psychology movement. Authentic leadership is 
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assumed to motivate followers and promote individual, team, and organizational 

effectiveness (Gardner et al., 2011). It has come up as a form of leadership style which has 

gained the attention of numerous practitioners and scholars (Alilyyani, 2018; Iqbal, 2018). 

This kind of leadership has attracted researchers’ attention due to its positive influence on 

employees’ job outcomes and organizational-goal achievements and the call for more 

empirical work (Gardner, 2011; Walumbwa et al., 2011, Avolio & Walumbwa 2014; 

Alilyyani, 2018).  

 

An authentic leader is true and the exhibited behavior positively transforms or develops 

associates into leaders themselves (Besen, Tecchio & Fialho, 2017). An authentic leader is 

confident, hopeful, optimistic, resilient, ethical, future-oriented, and gives priority to 

developing associates to be leaders (Kempster, Iszatt-White & Brown, 2019). In addition, 

they are honest, unselfish, and act with kindness, justice and responsibility. Proponents of 

authentic leadership point to the desire of training and developing leaders who proactively 

foster positive environments and conduct business in an ethical and socially responsible 

way.  

 

Authentic leaders are deeply aware of their way of thinking and acting, as well as the 

context in which they operate. They are perceived to be aware of moral perspectives, 

knowledge of their own and other forces (Kempster et al., 2019). These leaders tend to 

genuinely serve others with their leadership. They delegate so that employees make a 

difference instead of worrying about power, money or prestige for themselves. 
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According to Walubwa et al., (2008) authentic leadership is made up of four components; 

self-awareness, relational transparency, balanced processing and an internalized moral 

perspective. Internalized moral perspective is based on self-regulation, anchored by ones’ 

mission, deep seeded values and a desire to make a difference. Balanced processing 

includes considering others opinions and all available relevant information in decision 

making. Relational transparency refers to one showing one’s true self to others and openly 

but appropriately sharing information regarding one’s thoughts and emotions.  

 

Authentic leaders’ welcome openness and self-disclosure in close relationship with others. 

Authentic leadership helps employees find meaning and connection at work through 

creating awareness (Leroy et al., 2015). Painter-Morland and Deslandes (2017) noted that 

authentic leaders can make a difference in organizations, being important to its success and 

contributing effectively to knowledge management. Empirical evidence reveals the 

significant role of authentic leadership in affecting employees’ workplace outcomes 

(Boehm et al., 2015).  

 

Authentic leadership has been revealed to enhance employees’ Organizational Citizenship 

Behavior (OCB) (Walumbwa et al., 2010; EduValsania, 2012; Avolio & Walumbwa, 

2014) positively related to an ethical culture (Morris, 2014), improving employees’ 

organizational commitment (Gatling, 2016), increasing employees’ work engagement 

(Bamford, Wong, & Laschinger, 2013; Hassan & Ahmed, 2011), better employee 

performance (Leroy et al., 2015), and trust (Wong, SpenceLaschinger & Cummings, 2010; 
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Hassan & Ahmed, 2011). However, little research exists on the influence of leaders’ 

relational authenticity on industrial harmony. 

 

Fallatah (2020) undertook a study on the effect of authentic leadership on new graduate 

nurses’ organizational identification, trust in the manager, patient safety climate, and 

willingness to report errors using non-experimental cross-sectional design. The study 

established that authentic leaders are able to create work environments that support new 

graduate nurses’ error reporting by strengthening their personal identification with the 

leader and building trusting relationships. Likewise, Muceldili et al., (2013) examined the 

relationship of authentic leadership and creativity of nurses working at public hospitals 

through the mediating role of resilience and established that authentic leadership positively 

predicts hope among employees.  

 

Studying the influence of authentic leadership on organizational citizenship behaviour, 

through workplace trust among public health care employees in South Africa using 

quantitative cross-sectional survey design, Coxen et al., (2016) indicated that authentic 

leadership has a significant influence on employee’s trust to the organizations. However, 

the conceptualization of relational authentic leadership is not consistent among authors. 

Muceldili et al., (2013) operationalized authentic leadership as leadership with ability to 

resolve conflicts and full of optimism while Coxen et al., (2016) operationalized it as 

leadership featured with optimism, honesty and resilience. 

 

Kim (2018) examining the effect of authentic leadership on employees’ well-being in a 

leading manufacturing firm in Korea demonstrated that team leaders’ authentic leadership 

increased employees’ eudemonic well-being but did not significantly affect hedonic well-
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being. In the same note, Miidom, Dyke-Ebirika and Tidjoro (2021) in a study on authentic 

leadership and workplace harmony, ascertained that authentic leadership enhances 

workplace harmony. The study considered authentic leadership as a composition of ethics, 

inspirational, balanced sharing of information and leadership transparency to improve 

workplace harmony.  

 

The lack of uniform definition of authentic leadership among scholars may have varying 

impact on employee perception of workplace harmony hence the need to investigate the 

effect of leaders’ relational authenticity on industrial harmony in the public health sector. 

Using descriptive research design, Waweru (2021) examined the effect of authentic 

leadership on good industrial relations in tea estates in Kenya.  The study revealed that a 

leader’ self-awareness, balanced processing, relational transparency and internalized 

morals have statistically significant influence on good industrial relations.  

 

According to Waweru (2021) authentic leadership is characterized by transparency, trust, 

confidence and upholds morals, values and ethical leadership. Qureshi and Alemi (2018) 

investigating the effect of authentic leadership on turnover intention in the healthcare sector 

of Pakistan suggested that authentic leadership significantly and negatively impacts 

turnover intention with partial mediating effect of workplace harmony. It is argued that the 

impact of authentic leadership on industrial harmony tends to differ because of contextual 

differences of organizations.  

 

Further, Anwar, Abid and Waqas (2020) explored authentic leadership and creativity under 

the mediating role of resilience and hope in the health sector and showed that authentic 
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leadership significantly predicts hope while cultivating creativity among employees. 

Studying the mediating role of work climate on the relationship between authentic 

leadership and psychological well-being of nurses at work; Nelson et al., (2014) indicated 

that authentic leadership impacts the work climate in a positive manner; thereby, increasing 

levels of psychological well-being at work. Well-being is one of the aspects that define 

industrial harmony and this study further unpacks industrial harmony into other aspects 

that include shared vision, democracy, and employee loyalty in the context of the 

healthcare sector.  

 

Based on the reviewed studies, the relationship between leaders’ relational authenticity and 

industrial harmony in the public health sector remains contentious as some studies indicate 

positive relationship (Muceldili et al., 2013; Nelson et al., 2014) while others presented 

negative relationship (Qureshi & Alemi, 2018) calling for further in-depth research to 

clarify the nexus between the two variables in the context of the Kenyas’ devolved public 

health sector.  

 

2.3.5 Mediating Influence of Affective Commitment on Adaptive Leadership and 

Industrial Harmony 

Asif et al., (2019) explored adaptive leadership, affective commitment, work engagement, 

and creativity focusing on Chinese public sector employees. The study revealed that 

affective commitment partially mediates the relationship between adaptive leadership and 

work engagement, while both affective commitment and work engagement fully mediate 

the relationship between ethical leadership and employees’ creativity.  Likewise, Chin 

(2014) while studying the effect of adaptive leadership on the relationship between 
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affective commitment and workplace harmony indicated that affective commitment did not 

mediate the relationship between adaptive leadership and workplace harmony in the 

Chinese public sector.  

 

The results by Asif, Qing, Hwang and Shi (2019) indicate that there is no consensus on the 

effect of adaptive leadership on the relationship between affective commitment and 

workplace harmony among scholars. This study expounded on the relationship between 

adaptive leadership and industrial harmony under the mediating effect of affective 

commitment. Scales and Brown (2020) investigated the effect of affective commitment and 

harmonious passion on voluntary turnover among social workers using concurrent mixed 

methods research design. Data was collected using questionnaires and interviews. The 

study established that affective commitment and harmonious passion influences voluntary 

turnover among social workers. The study however, treated affective commitment as an 

independent variable, while in this study; affective commitment was the mediating 

variable. 

 

In another study by Alhosis (2019) on adaptive leadership and work harmony in the 

presence of affective commitment, the study established that adaptive leadership has a 

significant effect on workplace harmony among nurses but insignificant in the presence of 

affective commitment. Using structural equation modeling Donkor, Dongmei and Sekyere 

(2021) investigated the mediating effect of organizational commitment on adaptive 

leadership and employee performance in state-owned enterprises in Ghana and established 

that organizational commitment mediates adaptive leadership and employee performance. 
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The study by Donkor, Dongmei and Sekyere (2021) however, focused on employee 

performance as the dependent variable. This study focuses on industrial harmony as the 

dependent variable, seeking to determine the mediating influence of affective commitment, 

on the relationship between adaptive leadership and industrial harmony. Harris and Mayo 

(2018) carried out a study to determine the mediating influence of leadership authenticity 

on a peaceful work environment at the workplace, in the presence of affective commitment 

by firm managers. Data was collected using questionnaires.  

 

The study established that leader conscientiousness strongly predicts the nature of the 

working environment under the influence of affective commitment. However, the study 

relied more on use of structured questionnaires with closed ended questions that limited in-

depth inquiry on the subject matter by interrogating respondents.  This was addressed in 

this study by using semi structured questionnaires with both closed and open-ended 

questions and interview schedule. 

 

2.4 Research Gap 

Various scholars have studied drivers of industrial harmony identifying some research gaps 

for further studies. However, most studies focused on the effect of adaptive leadership on 

organizational performance or employee performance and few studies have attempted to 

investigate the effect of adaptive leadership on industrial harmony under the mediating 

effect of affective commitment. The theoretical framework has focused on the 

understanding of the research by reviewing the theories related to the study.  
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The conceptual framework has shown the variables of the study and their relationships. 

The empirical review has shown that despite the many studies that have been done on 

affective commitment and industrial harmony; there is still inadequate information on the 

influence of affective commitment on the relationship between adaptive leadership and 

industrial harmony in the Kenyas’ devolved public health sector. Sitienei, Manderson and 

Nangami (2021) established that community members participate in decision-making, 

management, oversight, service provision and problem solving.  

 

Thuku et al., (2020) noted that strengthening coordination mechanisms at the national and 

county levels, through stakeholder coordination forums, capacity building, policy 

formulation, HRH regulation, and provision of standards and stakeholder collaborative 

platforms helped harmonize HR practices. However, the roles of stakeholders in 

organizations differ depending on the authority. In the context of healthcare facilities, 

stakeholders including facility management, employees and sponsors have different roles 

which may include conflict management, activity coordination and information sharing. 

  

Auvinen (2017) established that stakeholders serve an organization and its various actors 

as a guideline in identifying, planning and implementing strategies for managing 

stakeholder relationships to develop occupational health care. Modha (2021) argued that 

collaborative stakeholder engagement is manifested through shared authority, 

responsibility and accountability for a common goal. The argument by the two authors is 

that stakeholder engagement rotates around shared responsibilities. However, it is argued 

that collaborative stakeholder engagement is beyond this, and may include others like 
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policy formulation, information sharing and dispute resolution mechanisms as in the 

context of the current study. 

 

Tamunosiki and Sorbarikor (2018) established a positive significant relationship between 

employee involvement and workplace harmony in manufacturing firms in Port Harcourt.  

Thondoo et al., (2020) established that participating in decision making is useful in 

mitigating the escalation of industrial action and that costs for participation impact 

participatory quantitative health impact assessment. However, both studies did not 

highlight the key platforms of employee participation in decision making. There are 

numerous methods of involving employees in decision making including suggestion 

schemes, collective bargaining and feedback. This study identified the platforms of 

employee involvement in decision making and how these platforms enhance industrial 

harmony. 

 

Osaro and Charles (2014) carried out a study on workplace harmony and effective 

healthcare delivery in Nigeria by interrogating past studies and noted that organizational 

learning has a positive significant effect on industrial harmony. However, a study by 

Alonazi (2021) to determine the effect of building learning organizational culture during 

Covid-19 outbreak using cross-sectional study found out that internal learning culture and 

continuous learning did not have an effect on industrial harmony. The studies by Osaro and 

Charles (2014) and Alonazi (2021) imply that there is no consensus among scholars on the 

relationship between organizational learning and industrial harmony. 
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Kim (2018) examining the effect of authentic leadership on employees’ well-being in a 

leading manufacturing firm in Korea demonstrated that team leaders’ authentic leadership 

increased employees’ eudaimonic well-being but did not significantly affect hedonic well-

being. In the same note, Miidom et al., (2021) in a study on authentic leadership and 

workplace harmony, established that authentic leadership enhances workplace harmony.  

 

The lack of uniform definition of authentic leadership among scholars may have a varying 

impact on employee perception of workplace harmony hence the need to investigate the 

effect of leaders’ relational authenticity on industrial harmony in the devolved public health 

sector. The various research gaps necessitate the need to determine the influence of 

affective commitment on the relationship between adaptive leadership and industrial 

harmony in the Kenyas’ devolved public health sector. 

 

2.5 Conceptual Framework of the Study 

The study was modeled on the conceptual framework that shows adaptive leadership as the 

independent variable, affective commitment as the mediating variable and industrial 

harmony as the dependent variable. This study adopts a configurational approach which 

does not focus on one variable but models’ inter-relationships between variables hence 

being multi-dimensional (Delery & Doty, 1996). 

 



52 

 

Adaptive Leadership   
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Figure 2.1 Conceptual Framework of the Study 

Source: Author, 2018 
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Adaptive leadership mobilizes employees to tackle tough challenges and thrive. Adaptive 

leadership entails collaborative stakeholder engagement which incorporates dispute 

resolution mechanisms, policy formulation and information sharing), employee 

involvement in decision making which incorporates suggestion schemes, collective 

bargaining and feedback), continuous organizational learning which incorporates 

knowledge creation, knowledge sharing and knowledge retention) and leaders’ relational 

authenticity which incorporates relational transparency, balanced processing and 

internalized moral perspective).  

 

It is hypothesized that adaptive leadership influences industrial harmony directly and 

indirectly through employee affective commitment. Industrial harmony is defined as the 

pleasing combination of elements of a system to form an all- inclusive, all involving and 

more productive team. Industrial harmony refers to a friendly and cooperative agreement 

on working relationships between employers and employees for their mutual benefit. 

According to Puttapalli and Vuram (2012) industrial harmony is concerned with the 

relationship between management and employees with respect to the terms and conditions 

of employment and the workplace.  

 

In this study it was conceptualized as industrial democracy, employee loyalty and shared 

vision. Adaptive leadership is likely to supplement affective commitment in order to 

enhance industrial harmony. Affective commitment is the level of attachment that 

employees have to their employing organization, their willingness to work on behalf of the 

organization and their likelihood to remain members of the organization and entails 
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contentment, organizational support and trust (Dey, 2012). In this study it was 

operationalized in terms of work experience, perceived organizational support, and trust. 

This study therefore, investigated the mediating influence of affective commitment on the 

relationship between adaptive leadership and industrial harmony in Kenyas’ devolved 

public health sector. 
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CHAPTER THREE 

RESEARCH METHODOLOGY 

3.1 Introduction 

This chapter presents the research philosophy on which the study is anchored, the research 

design, target population for the study, sampling design, data collection methods and 

instrumentation. In addition, the chapter addresses validity and reliability of research 

instruments as well as diagnostic tests, data analysis and presentation as well as ethical 

considerations. 

 

3.2 Research Philosophy 

According to Creswell (2013) research philosophy is a pattern of beliefs on the procedural 

steps of research design on how data should be gathered and analyzed. Research 

philosophy is the foundation of knowledge on which a study is based and assists the 

research to expose, understand and minimize research biases (Sekaran & Bougie, 2013). 

This study adopted a pragmatic research paradigm. According to Saunders, Lewis and 

Thornhill (2011) there are four types of philosophies which could be opted for this 

research; positivism, interpretivism, realism and pragmatism. The pragmatism philosophy 

was preferred for this study because it influences the way knowledge is studied and 

interpreted (Yvonne-Feilzer, 2010). It also integrates multiple approaches and strategies 

such as qualitative, quantitative research methods. 

 

Pragmatism argues that knowledge arises from actions, situations, and consequences rather 

than antecedent conditions (Creswell & Plano-Clark, 2011). The concern in this paradigm 

is the application of what works and solutions to problems. Instead of methods being the 
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first priority, the problem is most important, and the researcher uses all approaches to 

understand the problem. This philosophy allowed the study to use both quantitative and 

qualitative methods of inquiry. This is because the nature of the constructs that were being 

investigated required interpretations to be derived from the subjects of the study in order 

to gain deeper and wider understanding (Creswell, 2013; Hall, 2013; Shannon-Baker, 

2016). Pragmatic paradigm assisted in understanding the influence of affective 

commitment on the relationship between adaptive leadership and industrial harmony in the 

Kenyas’ devolved public health sector. 

 

3.3 Research Design 

Research design is the road map of how the researcher intends to go about answering the 

research questions (Lewis, 2014). The research design set the procedure on the required 

data, the methods to be applied to collect and analyze this data, and how study findings 

answered the research question (Gray, 2014). In designing a research, scholars are guided 

by issues such as the type of data to be collected, method of data collection and the purpose 

of the study (Saunders, 2011). 

 

The study employed concurrent mixed methods research design by combining qualitative 

and quantitative data in drawing conclusions. Concurrent mixed methods research design 

is a methodology that incorporates multiple methods to address research questions in an 

appropriate and principled manner (Creswell & Plano-clark, 2011; Bryman, 2012; 

Creswell, 2015). This method is appropriate in collecting both quantitative and qualitative 

data. The use of this method enables researchers to answer research questions with 

sufficient depth and breadth (Enosh, Tzafrir & Stolovy, 2014). The quantitative approach 
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helps the researcher to collect data from a large number of participants; thus, increasing the 

possibility to generalize the findings to a wider population.  

 

The qualitative approach, on the other hand, provides a deeper understanding of the issue 

being investigated and brings out in-depth views of its participants (Bryman, 2012; 

Creswell & Plano Clark, 2018). Concurrent mixed methods research design, therefore, 

offered the best chance of answering the research questions by combining two sets of 

strengths while compensating at the same time for the weaknesses of each method (Saville, 

2012; Plano Clark & Ivankova, 2016). 

 

The use of structured questionnaires formed the quantitative aspect of research in this study 

and this targeted the health workers. Expert opinion from the trade union representatives 

and management representatives was sought using an interview guide, this formed the 

qualitative aspect of research in this study. 

 

3.4 Target Population 

A target population is classified as all members of a given group to which the investigation 

is related (Neuman, 2014). Cooper and Schindler (2011) defined population as the 

collection of elements about which the study refers to. Ott and Longnecker (2015) describe 

a target population as the total number of individuals that the research undertaking intends 

to collect data on and draw conclusions from. The study targeted respondents from the 

level 5 hospitals from the Central Region Economic Block (CEREB) which comprises ten 

counties.  
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The counties include Kiambu County, Murang’a County, Embu County, Nyeri County, 

Meru County, Tharaka Nithi County, Nakuru County, Laikipia County, Kirinyaga County 

and Nyandarua County. The selected counties were representative of the other counties as 

all counties are governed using the same structures as outlined in the Constitution of Kenya 

2010 and the County Government Act of 2013.  

 

The research focused on the 10 counties because the region experienced rampant industrial 

disharmony. In counties like Laikipia and Kirinyaga there were stand offs and protracted 

court battles between the county governments and the trade unions (Kenya Law, 2019; 

Kenya Law, 2020; Sitienei, Manderson & Nangami, 2021). The study also operated with 

budget constraints and could not optimally fund the study in some other regions 

experiencing similar problems. It was also seen as a more expansive region than the Mount 

Kenya region or former Central Province which only consisted of 5 counties and hence a 

more representative sample. It is also the bloc that contributes the largest share of the 

Country's economy at over 26% of the total National GDP based on data from the Kenya 

National Bureau of Statistics (KNBS, 2020). It also has a population of over 10.7 million 

as per the population census of 2019.  

 

There have also been major industrial actions in the health sector within the region resulting 

to dismissals and court cases where for instance in Laikipia and Kirinyaga counties, there 

were stand offs and protracted court battles between the county governments and the trade 

unions (Kenya Law, 2019; Kenya Law, 2020; Sitienei, Manderson & Nangami, 2021).  
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The level five hospitals within the region are presented in table 3.1. Focusing at level 5 

hospitals was based on the fact that these are the major health referral hospitals at the 

County level and play a critical role of attending to cases that are life threatening and which 

the lower tier hospitals are unable to undertake due to limited infrastructure and expertise. 

Many hospitals that were formally provincial and district hospitals were upgraded to level 

5 to ensure that at least each county has a referral hospital.  

 

Table 3.1: List of Level 5 Hospitals in CEREB 

Thika level 5 hospital 

Embu level 5 hospital 

Nyeri county referral hospital 

Meru teaching and referral hospital 

Chuka County Referral Hospital 

Nakuru County Referral Hospital 

Nanyuki Teaching & Referral Hospital 

Kerugoya level 5 hospital 

Muranga County Referral hospital  

J. M. Kariuki Memorial Hospital 

Source: Hosi (2021). https://hosi.co.ke/category/county-referral-hospital 

 

 

The unit of observation were the medical doctors, pharmacists, clinical officers, nurses, 

medical laboratory technologists and technicians, public health officers, radiologists, 

dieticians and nutritionists, consultants, trade union leaders and MS. The MS are involved 

in day to day leadership and management of the level 5 county referral hospitals whereas 

the trade union leaders play a critical role of championing their members’ rights. The health 

workers’ categories were as shown in table 3.2.  

https://hosi.co.ke/category/county-referral-hospital
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The target population for this study was 3,355 health workers, 10 MS, 10 union officers 

from Kenya Medical Practitioners, Pharmacists and Dentists Union (KMPDU) and 10 

from Kenya National Union of Nurses (KNUN) represented by the secretary general and 

in absence; the chairman. The two unions hold the highest number of union is able members 

in Kenyas’ devolved public health sector hence representative of the employees within the 

sector. 

Table 3.2: Population Size 

Medical practitioners Target population 

Medical doctors 266 

Clinical officers 411 

Nurses 2,053 

Medical Laboratory Technicians and Technologists 242 

Pharmacists 150 

Public Health Officers 39 

Radiologists 53 

Dieticians and Nutritionists 59 

Consultants 82 

Total 3,355 

Source: Kenya Harmonized Health Facility Assessment (KHFA) 2020/2021 

 

3.5 Sampling Size and Sampling Procedure 

A sample is a deliberate number of respondents who are to provide data from which a study 

draws conclusions about some larger group whom these people represent (Blumberg, 

Cooper & Schindler, 2014). The sample size is a subset of the population that is taken to 

be representatives of the entire population (Lampard, 2015). Using Bartlett, Kotrlik and 

Higgins table, the study selected 351 respondents as presented in table 3.3. Since the data 

that was collected in this study was largely categorical, the categorical data (margin of 

error= .05) as stipulated by Bartlett, Kotrlik and Higgins (2001) was adapted.  
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According to Bartlett, Kotrlik and Higgins (2001) rresearchers may use this table if the 

margin of error shown is appropriate for their study; however, the appropriate sample size 

must be calculated if these error rates are not appropriate. To ensure equal representation 

of the population stratified random sampling was used. Stratified random sampling was 

appropriate as it ensured equal representation of participants in the study by eliminating 

any possible bias (Blumberg, Cooper & Schindler, 2014). 

 

Table 3.3: Sample Size 

Medical Practitioners 

Target 

population 

Sample size 

Medical doctors 266 28 

Clinical officers 411 43 

Nurses 2,053 214 

Medical Laboratory Technicians and Technologists 242 25 

Pharmacists 150 16 

Public Health Officers 39 4 

Radiologists 53 6 

Dieticians and Nutritionists 59 6 

Consultants  82 9 

Total 3,355 351 

Source: author 2021 

 

From Table 3.3 the total sample size was 351 respondents. Aside from the 351 medical 

practitioners, 10 Medical Superintendents (MS), 10 union officials from KMPDU and 10 

from KNUN respectively were selected for participation in the study through purposive 

sampling. According to Saunders and Thornhill, (2009) purposive sampling requires 

selecting participants who are knowledgeable about the issue in question, sheer 

involvement in and experience of the situation.  
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Purposive sampling is appropriate when the targeted respondents are not readily available 

because of their busy schedules or positions (Saunders & Thornhill, 2009). Scales and 

Brown (2020) in a study on the effect of affective commitment and harmonious passion on 

voluntary turnover among social workers using mixed research design used stratified 

sampling method to select the most resourceful respondents to enrich the study with expert 

opinions. The researcher believed that the MS and union officials were knowledgeable 

about the issues under this study. Purposive sampling enabled the researcher to use 

judgment to select cases that were best in answering the research question(s) and also meet 

the research objectives (Saunders & Thornhill, 2019). 

 

3.6 Data Collection, Methods and Instrumentation 

Primary data was collected using questionnaires and interview guides. Primary data was 

preferred for this study because the researcher wanted to get first-hand information which 

accurately described the current phenomenon as noted by Robinson (2014). The 

questionnaire had both closed and open-ended questions. The close-ended questions were 

ordered on a 5-point Likert scale where the respondents were required to make a choice 

that best described the situation. Each Likert item generated a response from an ordinal 5-

point Likert response categories where strongly agree = 5, Agree = 4, Neutral= 3, Disagree 

= 2 and Strongly Disagree = 1 as shown in appendix ii.  

 

The open-ended questions brought out respondents’ views that were not addressed 

sufficiently by the research tool. The researcher contacted administrators of the respective 

county referral hospitals by physical visits, phone calls and e-mails seeking appointments. 
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Most of the county referral hospitals are located in county headquarters making it more 

accessible since infrastructure is moderately established in these areas. The introductory 

letter from the institution of learning and NACOSTI license were presented to the 

respective sector administrators. Upon receiving these request forms, an appointment was 

scheduled where the researcher engaged the administrators on the logistics of the research, 

harmonization and some other in-house issues before the research was conducted. Upon 

agreement on the modalities of how the exercise was to be conducted, the researcher 

proceeded to the data collection exercise.  

 

The questionnaires were distributed through a drop and pick method by use of well-trained 

research assistants to the health workers at the county referral hospitals. The study faced 

challenges at initial stages because some of the respondents were not willing to respond 

and this was attributed to some having busy schedules that made them not find time to fill 

in the questionnaires. To address this challenge of slow start in data collection, the 

researcher followed up through phone calls as well as physical collection of filled up 

questionnaires on a later date from the respondents. In some instances, the researcher 

identified a central point and a contact person within a facility where the filled-up 

questionnaires would be dropped for ease of collection. 

 

To ensure competency of the research assistants; they were trained on various aspects of 

handling the respondents in the process of administering the questionnaires and on the 

ethical procedures while conducting the research (Vu & Hoffmann, 2011). The 

questionnaire was accompanied with a cover letter introducing the researcher and the 
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purpose of the study as well as a letter of introduction from the university and the research 

permit which was acquired from the NACOSTI. 

 

Interview guide was developed as per the objectives guiding the study and administered to 

MS of the hospitals and the KMPDU and KNUN union officials. The interview guide was 

unstructured and this gave a lee way for the respondents to enrich the study with 

information that questionnaires may not have captured clearly. This approach allowed 

participants to set the parameters of conversation rather than be constrained by a 

predetermined research agenda. The interview questions were exploratory, and served as a 

guide to understanding the participants’ perceptions (Aarons & Sommerfeld, 2011; Tran, 

2014). Interviews were productive since the interviewer pursued specific issues of concern 

that led to focused and constructive suggestions (Saunders, Lewis & Thornhill, 2019).  

 

Interviews involved individual and direct contact between the interviewees and 

interviewer, henceforth dispensing with non-reaction rates. Interviews are an appropriate 

source for collecting data that is difficult to obtain through a written response, such as 

personal experiences (Phillippe et al., 2010; Ocak, 2011). The use of interviews enabled 

deeper understanding of the topic by facilitating open conversation with study participants. 

It also allowed triangulation of findings by complementing quantitative data collected via 

questionnaires (Saunders, 2011). 

 

The study adopted an in-depth interview technique into the state of industrial harmony in 

the Kenyas’ devolved public health sector. The MS of level 5 county referral hospitals were 

engaged in the interview at their respective offices. The MSs’ are involved in day to day 
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leadership and management of the level 5 county referral hospitals. The union leaders were 

also engaged through interviews at their respective stations or other agreed upon points 

which were found conducive for the engagement. The union leaders are often in the fore-

front championing for their members’ rights, involved in planning of medical workers’ 

potential industrial actions and negotiation with their employers and thus it was important 

to involve them in the study. 

 

3.6.1  Pilot Study 

According to Cooper and Schindler (2011) a pilot study is conducted to detect weaknesses 

in design and instrumentation and to provide proxy data for selection of a probability 

sample. The pilot test was done to ensure that the research tool was valid and reliable and 

also to help improve its face validity (Smith, 2015). The pilot study was carried out at 

Karatina level 4 hospital in Nyeri County as the cadre of staff employed in level 4 hospitals 

are similar to those in level 5 hospitals. The exercise was carried out there because the level 

4 hospital shared similar characteristics with other facilities where the study was to be 

undertaken. Reliability was tested by use of thirty-five questionnaires which were piloted 

with randomly selected medical practitioners which represents 10% of the population.  

 

According to Mugenda and Mugenda (2013), when the study population is less than 10, 

000 a sample size of between 10 and 30% is a good representation of the target population 

and hence 10 % is adequate for analysis. Cooper and Schilder (2011) indicated that, the 

rule of the thumb suggests that 5% to 10% of the sample for the study should be adequate 

for the pilot test. The questionnaires were issued to randomly selected employees from the 

various categories under the study.  
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The interview schedule was also tested so as to observe the respondents’ attitudes and 

reactions as they answered the questions and assisted in assessing the wording, layout, 

content, form, sequence, instructions and the difficulty of questions asked. Sekaran and 

Bougie (2013) recommends that the pre-test should be done by use of personal interviews 

so as to observe the respondents’ attitudes and reactions as they answer the questions. 

 

The process of refinement was necessary so as to detect weaknesses in the research 

instrument, check on the language used, help in estimating the time allocation for items 

and to enhance the validity and reliability of the items. The pilot exercise helped to improve 

both the questionnaire and the interview schedule where questions were re-structured to a 

language where all the respondents would understand and give correct responses. Some of 

the questions which were lengthy were re-structured, the unclear and obscure ones were 

amended, and the ineffective and non-functioning questions discarded. 

 

3.6.2  Validity of Research Instruments 

The research tool was tested for validity to establish if it was accurate and able to give 

meaningful results as recommended by Taylor, Bodgan and Devault (2015). Validity is the 

ability of the research instruments to measure what the researcher intends to measure 

(Bolarinwa, 2015). The three types of validity used in this study included construct validity, 

content validity, and criterion validity. Construct validity refers to the degree to which 

inferences can legitimately be made from operationalization’ in a study of the theoretical 

concept on which that operationalization was based (Drost, 2011; Houser, 2011).  
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Construct validity refers to the degree which inferences can legitimately be made from the 

operationalization of studying variables to the theoretical and empirical constructs. For 

construct validity, the questionnaire was divided into several sections to ensure that each 

section assesses information for a specific objective, and also ensure that the same closely 

ties to the conceptual framework of the study (Mahoney, 2008). The main aim of the 

researcher using construct validity was to determine whether the inferences made about the 

results of the assessment were meaningful and served the purpose of the assignment. A 

construct composite validity (Cronbach alpha) of 0.6 or above, is considered adequate 

(Bryman & Bell, 2015). Based on this argument, a coefficient of 0.6 or above for all the 

constructs was accepted. 

 

Content validity refers to the extent to which the items on a test are fairly representative of 

the entire domain the test seeks to measure (Cooper & Schidler, 2014). To uphold content 

validity, the researcher formulated a draft questionnaire which was presented to trade union 

representatives by the virtue of the offices they hold, supervisors and other lecturers for 

fine tuning, reviewing and improving on the content. Expert opinion helped in ensuring 

that the questions and response categories allowed comparisons to other existing data 

(Salkind, 2010). Feedback received was used to fine-tune the questionnaire before 

embarking on the actual data collection. 

 

Criterion validity is used to predict future or current performance. It correlates test results 

with another criterion of interest (Burns et al., 2017). It deals with the relationship between 

scale scores, and some specific measurable criterion. It tests how the scale differentiates 

individuals on a criterion it is expected to predict (Pallant, 2011). It is demonstrated when 
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there is a strong relationship between the scores from the two measurement procedures, 

which is typically examined using a correlation. For example, participants that score high 

on the new measurement procedure would also score high on the well-established test; and 

the same would be said for medium and low scores. 

 

3.6.3  Reliability of Research Instrument 

Reliability refers to the extent to which the measurement of a test remains consistent over 

repeated tests of the same subject under identical conditions (Churchil, Lacobucci & Israel, 

2010). This implies that stability or consistency of scores over time or across raters 

(Arghode, 2012). According to Chakrabartty (2013) reliability measures consistency, 

precision, repeatability, and trustworthiness of a research instrument. It indicates the extent 

to which it is without bias (error free), and hence ensures consistent measurement across 

time and across the various items in the instruments (the observed scores). Reliability of 

the research instrument in this study was tested using an internal consistency test. Internal 

consistency was measured using Cronbachs’ alpha coefficient (α).  

 

The coefficient indicates how well the items in a set are positively correlated to one another 

(Benjamin & Orodho, 2014). The alpha ranges from 0, indicating no internal consistency 

to 1 showing complete internal consistency (Creswel, 2010). In this study a cut off co-

efficient point of 0.7 and above was taken as an adequate level of reliability (Cronbach, 

1951). The internal consistency of the questions was determined via Cronbachs’ co-

efficient alpha (Cronbach, 1951):
 
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s
2
i = the variances for all the individual questions, and  

s
2
sum = the variance for the sum of all the questions.  

 

Table 3.4: Cronbachs’ Alpha 

Cronbachs Alpha    Internal Consistency 

a≥0.9  Excellent 

0.9>a≥0.8      Good 

0.8>a≥0.7 Acceptable 

0.7>a≥0.6 Questionable 

0.6>a≥0.5 Poor 

0.5>α Unacceptable 

Source: Cronbach, 1951 

 

3.6.4 Reliability Test Results 

This is the degree at which a specific measuring method provides comparable outcomes 

over a number of repeated tests that are related to the reliability measurements (Wilson, 

2014). It also relates to an instrument of consistency to produce comparable outcomes at 

various moments. The questionnaires of the respondents were evaluated using a split-half 

method after pilot research. In this process, the system split odd and even numbers into two 

equal halves and scored individually after the test had been undertaken. The coefficient on 

each half of the test should be between 0 and 1.0 and was computed with the results closest 

to 1.0 being a more accurate tool. The coefficient correlation of 0.7 was adopted. The 

reliability test results are as shown in table 3.5. 
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Table 3.5: Reliability test 

 Variable  Cronbach's Alpha                                                      Conclusion  

IH .79 Reliable  

CSE .92 Reliable  

EIDM .94 Reliable  

COI .81 Reliable  

LRA .96 Reliable  

AC .91 Reliable  
IH- industrial harmony, CSE- collaborative stakeholder engagement, EIDM- employees’ involvement in decision making, 

COL- continuous organizational learning, LRA- leaders’ relational authenticity and AC- Affective commitment to 

adaptive leadership 

 

 

The findings in Table 3.5 depicted that reliability test output was above the lower limit of 

acceptability of 0.7 alpha. The alpha coefficient of industrial harmony was 0.79, 

collaborative stakeholder engagement was 0.923, employees’ involvement in decision 

making was 0.94, continuous organizational learning was 0.808, leaders’ relational 

authenticity was 0.960 and affective commitment to adaptive leadership was 0.913. The 

Cronbach alpha coefficients were more than 0.7 and so the instrument was suitable to be 

used in collecting data (Cronbach, 1951).  

 

3.7 Diagnostic Tests 

Diagnostic tests are done on the data collected before it can be analyzed to determine if the 

findings from the data are valid (Harlow, Mulaik and Steiger, 2016). The relationship 

between the dependent and the independent variable according to Henwood (2014) should 

satisfy the assumption of normality, linearity and multi-collinearity. Normality tests, 

linearity tests and multi-collinearity tests were conducted to ensure model test assumptions 

are considered before running any regression model.  
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3.7.1 Normality Test 

Normality test is the likelihood that the collected data has a normal distribution over the 

sampled population (Henwood, 2014). Gujarati and Porter (2009) explain that it is 

necessary to ensure that the data collected passes the normality test before subjecting it to 

analysis. The normality assumption is required in order to conduct single or joint 

hypothesis tests about the model parameters (Brooks & Condori, 2018). Normality test was 

checked using Kolmogorov-Smirnov test. The test compares the ordered sample values 

with the corresponding order statistics from the specified distribution. If p value <0.05, 

data is not normally distributed; otherwise, if p value> 0.05 the data is normally distributed 

(Razali & Wah, 2011). 

 

3.7.2 Multi-collinearity Test 

Multi-collinearity test is done to deduce if there is a linear relationship between the 

explanatory variables included in a multiple regression analysis (Lacobucci et al., 2017). 

If the correlation value is found to be 0 then the conclusion is that correlation does exist 

between the explanatory variables (Field, 2009). In case the value obtained is 1 or -1 then 

the independent variables have perfect multi-collinearity. To test for multi-collinearity, 

Variance Inflation Factor (VIF) was carried out.  

 

As explained by Lacobucci et al., (2017), if the VIF value is lower than 3, it shows lack of 

multi-collinearity; when VIF ≥ 5 there is presence of multi-collinearity. However, if VIF 

values ≥10 or tolerance values lower than 0.1 there is a high multi-collinearity problem. If 

multi-collinearity exists, it means that some variables have to be excluded from the model 
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or re-defined. This allows for many variables to be removed or condensed   into fewer 

dimensions or factors (James et al., 2013). 

3.7.3 Linearity Test 

Linearity test is used to test whether all linear regression models between a dependent 

variable and an independent variable are related to a straight line to the right or bottom 

right. Compare means were used to test for linearity and to visually show whether there 

was a linear or curvilinear relationship between two continuous variables before carrying 

out regression analysis. Regression models can only accurately estimate the relationship 

between dependent and independent variables if the relationship is linear (Williams, 

Grajales & Kurkiewcz, 2013). 

 

3.8 Data Analysis and Presentation 

Data analysis refers to a process through which users convert raw data into useful 

information for decision making (Hox, Moerbeek & Van de Schoot, 2010). It involves a 

step by step process that seeks to derive useful information from the raw data obtained 

from the field (Hair et al., 2010). Data once collected was diagnosed for, coded and 

cleaned. In this study data was analyzed using Statistical Package for Social Sciences 

(SPSS).  

 

Data analysis involved both qualitative and quantitative analysis. Qualitative data collected 

through use of the interview schedule was analyzed using content analysis technique. The 

data was analyzed thematically, presented in narrative form, compared and integrated with 

quantitative results to draw conclusions. Quantitative data was analyzed using descriptive 
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statistics such as means and standard deviation and presented in the form of tables. 

Inferential analysis was also carried out using correlation, simple and multiple regression 

analysis to establish the nature and magnitude of the relationships between the variables.  

 

Pearson’s correlation was carried out to determine the nature and strength of the 

relationship that exists among the study variables. Pearson’s correlation coefficient (r) 

ranges between ±1. Where r= +0.7 and above it indicates a very strong correlation; r=+0.5 

to below 0.7 is a strong correlation; r=0.3-0.49 is a moderate correlation while r=0.29 and 

below indicates a weak correlation. Where r=0 it indicates that there is no correlation 

(Danacica, 2017). Regression analysis was conducted using simple linear regression 

models to determine the extent to which affective commitment influences the relationship 

between adaptive leadership and industrial harmony in the Kenyas’ devolved public health 

sector. 

 

Hypothesis testing was conducted using p calculated values. The acceptance/rejection 

criterion was that, if P-value is > than 0.05, we accept the Ho but if it is <0.05, the Ho is 

rejected.  In testing the significance of the model, the study followed the recommendations 

of Blumberg, Cooper and Schidler (2011) by using the adjusted coefficient of 

determination (R2) to indicate the extent to which the variation in industrial harmony is 

explained by the variations in affective commitment. F-statistic was computed at 95% 

confidence level to test whether there is any significant effect of affective commitment on 

the relationship between adaptive leadership and industrial harmony in the Kenyas’ 

devolved public health sector. If p<0.05, the H0 was rejected; while if p>0.05 H0 was 

accepted.  
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The model of the study is summarized in table 3.6. 

Table 3.6: Summary of the model 
Y1= β0 + β1X1+ε 

Where;  

Y1- Industrial harmony 

X1- collaborative stakeholder engagement  

β1 = the co-efficient of the independent variable      

ε= Random error 

 

Y1= β0 + β1X1+ε 

Where; 

Y1- Industrial harmony 

X1- Employees’ involvement in decision making  

β1 = The co-efficient of the independent variable      

ε= Random error 

 

Y1= β0 + β1X1+ε 

Where; 

Y1- Industrial harmony 

X1- continuous organizational learning 

β1 = the co-efficient of the independent variable 

ε= Random error 

 

Y1= β0 + β1X1+ε 

Where; 

Y1- Industrial harmony 

X1- Leaders’ relational authenticity 

β1 = the co-efficient of the independent variable 

ε= Random error 

 

Mediation was tested using stepwise regression technique as proposed by Baron and Kenny approach 

(1986). When testing mediation, the study monitored changes in R-squared (R2) from step i to step iv. 

Industrial harmony =function (adaptive leadership, affective commitment) 

 

Step i 

Industrial harmony = β0 + β1 Adaptive leadership + ε 

Adaptive leadership is statistically significant with Industrial harmony.  

Step ii 

Affective commitment = β0 + β1Adaptive leadership + ε 

Affective commitment is statistically significant with adaptive leadership. 

Step iii 

Industrial harmony= β0 + β1Adaptive leadership + β2 Affective commitment + ε 

Affective commitment is statistically significant with industrial harmony. 

Step iv 

Sobel test was conducted to establish the indirect influence of affective commitment on the relationship 

between adaptive leadership and industrial harmony. 

 

 

Saunders (2011) affirms that after data entry, checking of errors and data analysis, the next 

stage is presentation. Use of Statistical Package for Social Sciences (SPSS) made it easier 
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to present data through tables and diagrams generated electronically. Graphs, charts and 

tables were used. Quantitative data was presented by use of statistical tables and bar graphs 

while qualitative data was presented descriptively (Sekaran & Bougie, 2013). 

 

3.9 Ethical Considerations 

A letter of introduction from the university outlining the purpose of the study was presented 

to each of the selected MS and in some cases, permission was sought from the County 

Executive Secretary in charge of Health (CES - Health) so as to be allowed to collect the 

necessary data from the respondents. This was necessary so as to ensure that the data 

collection exercise was lawful and had the consent of the relevant authorities. In addition, 

the researcher obtained a research permit from the NACOSTI that was presented to the 

hospital administrators, union leaders and the respondents which assured them that the data 

intended to be collected was for academic purposes only. This also included having sought 

and being issued with an ethical letter from Karatina University. As such the researcher 

observed the standards of behaviour in relation to the rights of the study subjects.  

 

All the respondents were informed of the objective of the study and the confidentiality of 

obtained information which gave informed consent. According to Cooper and Schindler 

(2011) ethics in research ensures voluntary participation and that no harm is inflicted on 

the respondents. The respondents were instructed not to record their names or contacts in 

the questionnaire so as to have their personal information remain undisclosed.  

 

Personal information relating to the individual respondents’ identities remained 

confidential and the researcher collected none of names or other identifying information 

during the survey. The researcher also ensured that there was informed consent by the 
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respondents. To this end, caution was taken to ensure that no participant was coerced into 

taking part in the study and the researcher sought to use minimum time and resources in 

acquiring the information required. Privacy and confidentiality was observed as 

recommended by Houghton, et al., (2010). Moreover, the researcher did not offer any 

inducement to participants nor contact them at unreasonable hours and places. 
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CHAPTER FOUR 

DATA ANALYSIS, PRESENTATION AND INTERPRETATION 

4.1 Introduction 

This chapter presents the research findings, analysis of data and the interpretation and 

presentation of this data. The chapter analysis the response rate, demographic data and 

provides the descriptive statistics and inferential analysis results on the influence of 

adaptive leadership on industrial harmony mediated by affective commitment in Kenyas 

devolved public health sector. The chapter also presents the results of the hypothesis 

testing, analyses and presentation of quantitative and qualitative data. 

4.2 Analysis of Response Rate 

The study target population was 3,355 medical practitioners. The sample size for the study 

was 351 medical practitioners drawn from the Kenyas’ devolved public health sector in 

CEREB. The medical practitioners were medical doctors, pharmacists, clinical officers, 

nurses, medical laboratory technologists and technicians, public health officers, 

radiologists, dieticians and nutritionists and consultants. The data collection exercise was 

carried out in a period of three months and was collected through use of questionnaires and 

interviews.  

 

The questionnaires were distributed through a drop and pick method to the 351 medical 

practitioners whereas interviews were conducted with MSs’, KNUN and KMPDU 

officials. The data collection process was slow and this was occasioned by busy schedules 

of most of the respondents. To address this problem, constant follow ups were made over 

the phone as well as physical visits by the researcher and research assistants to check 

progress and assist those who required clarification in filling the questionnaires.  
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Out of 351 questionnaires distributed, 255 of the questionnaires were returned. The 

response rate was 72.6% and was above 60% that is considered good enough for data 

analysis and reporting. According to Fincham (2008), 60% response rate is considered 

good while that of 70% and above is considered excellent. A sample size of 72.6% is 

representative and was thus considered for further analysis. The interview schedule 

consisted of six questions interrogating the five variables of the study and was meant to 

correlate the leaders’ views with those of the employees. The response rate for MSs’ was 

6 out of 10 representing 60% response rate, for KMPDU 7 out of 10 representing 70% 

response rate and for KNUN 6 out of 10 representing 60% response rate.  

 

4.2.1 Gender of the Respondents 

This research sought to establish the gender of the respondents. The findings are as 

presented in Table 4.1  

Table 4.1: Gender of the Respondents 

 Frequency Percentage  

Male  110 43.1 

Female  145 56.9 

Total 255 100.0 

 

 

From the results in table 4.1, the findings revealed that the majority of the respondents were 

female constituting 56.9% while the male gender constituted 43.1%. The results imply that 

the majority of the staff working in the sector were female. More females have ventured 

into the medical field in the recent decade and this can be attributed to the massive 

campaigns undertaken by government and non-governmental organizations on affirmative 

action empowering women at all aspects of life (National Policy on Gender and 



79 

 

Development, 2019). The health sector is also looked into as an area of tender care which 

is mostly associated with the female gender (Mbanya et al., 2020). 

4.2.2 Age of the respondents 

The research study sought to establish the age of the respondents in the study. The findings 

are as presented in Table 4.2 

Table 4.2: Age of the respondents 

 Frequency Percentage 

18 to 30 years 66 25.9 

31 to 40 years 98 38.5 

41 to 50 years 73 28.6 

51 to 60 years 18 7.0 

Total 255 100.0 

 

The results in Table 4.2 revealed that the majority of the respondents were in the age 

bracket of 31- 40 years representing 38.5% of the respondents. The respondents within the 

age bracket of 41-50 years, was the second largest constituting 28.6% of the respondents. 

Health workers falling in the age bracket of 18-30 years constituted 25.9% and those 

between 51-60 years constituted 7% of the respondents. Majority of the respondents were 

in the age bracket of 31-40 years.  

 

A young and middle-aged workforce is aggressive and expressive and hence are able to 

speak out their ideas and suggestions. Their majority could be by virtue of having had the 

devolved government system of governance established from 2013 and many of the 

workers having been employed by the inaugural County Governments in their early and 

late 20s. This also meant that the respondents had more experience on health matters and 

therefore felt capable of answering the questionnaires as they felt competent and 

knowledgeable on the matters in question. 
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4.2.3 Number of years worked in the devolved public health sector 

The study sought to establish the period that the respondents had worked in the devolved 

public health sector. The findings are as shown in Table 4.3. 

Table 4.3: Number of years worked in the devolved public health sector 
 Frequency Percentage 

Less than 1 18 7.1 

1-3 years 66 25.9 

3-6 years 106 41.6 

Over 6 years 65 25.4 

Total 255 100.0% 

 

From the results in Table 4.3, most of the staff had worked for between 3-6 years and 

constituted 53.3%, staff who had worked for a period between 1-3 years constituted 25.9%. 

Employees who had worked for over 6 years in the Kenyas’ devolved public health sector 

constituted 25.4%. The study further revealed that employees who had worked for a period 

of less than 1 year were the least in terms of the workforce composition, constituting a 

paltry 7.1%. These results show that most of the participants had over 3 years’ experience 

in the sector implying that they were well conversant with the sector's operations and could 

therefore give informed opinions about the sector. 

4.2.4 Highest level of education 

The study sought to establish the respondents’ highest level of education. The results are 

as shown in Table 4.4. 

Table 4.4: Level of education 
 Frequency Percentage 

Certificate 8  3.1 

Diploma 147 57.7 

Undergraduate 81 31.8 

Postgraduate 19 7.4 

Total  255 100.0% 
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The respondents were requested to indicate their highest education qualification. The 

results of educational attainment are presented in Table 4.4. The findings revealed that 

57.7% of the respondents were Diploma holders and 31.8% had Bachelors’ Degree as the 

highest qualification. The study further revealed that 7.4% of the respondents had pursued 

Post Graduate studies while only 3.1% of the respondents were Certificate holders. The 

results thus showed that the majority of the staff had at least a Diploma level of education 

implying that they had adequate academic qualifications to understand the constructs in the 

study and hence the study could rely on their opinions to make inferences.  

 

Majority of the respondents had Diploma level of education. This can be explained by the 

virtue of having the Kenya Medical Training Colleges offering Diploma certificates and 

that this qualification is considered adequate for majority of the professions in the sector. 

The Bachelor’s degrees are offered at universities and have a higher qualification entry 

points. 

4.2.5 Job Designation 

The study sought to establish the job designation of the respondents. The findings of job 

designation are presented in Table 4.5. 
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Table 4.5: Job designation 

 Frequency Percentage 

Medical doctors 18 7.1 

Clinical Officers 64 25.1 

Nurses 

Medical Laboratory 

technicians and technologists 

127 

 

22 

49.8 

 

8.6 

Pharmacists 

Public Health Officers 

Radiologists 

Dieticians and Nutritionists 

11 

2 

3 

3 

4.3 

0.7 

1.2 

1.2 

Consultants  5 2.0 

Total 255 100.0 

 

From the results in Table 4.5, the majority of the respondents worked as nurses representing 

49.8%, clinical officers constituted 25.1%, medical laboratory technicians; 8.6%, while 

medical doctors constituted 7.1%. The pharmacists consisted of 4.3%, consultants at 2.0%, 

radiologists & dieticians and nutritionists constituted 1.2 % respectively whereas public 

health officers constituted 0.7%. The nurses were the majority respondents. Their being 

majority respondents can be explained by virtue of their roles in the sector being the 

primary care workers who spend most of the time with patients both in the casualty and in 

the wards. They also attend to more patients and are charged with administering treatments 

and performing follow-ups on those patients who are on medication (Wakaba et al., 2014). 

 

4.3 Diagnostic Tests 

The study estimated various diagnostic tests before running a regression model to 

determine the influence of adaptive leadership on industrial harmony mediated by affective 

commitment in Kenyas’ devolved public health sector. It is important to estimate 

diagnostic tests before running a statistical model in order to investigate if the calculated 

model and the assumptions made about the data and the model, are consistent with the 
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recorded data. Failure to undertake diagnostic tests may result in the computation of 

incorrect model parameters. The diagnostic tests estimated in this model included 

normality tests, linearity tests and multi-collinearity tests.  

 

4.3.1 Normality Test 

Normality test is the likelihood that the collected data has a normal distribution over the 

sampled population (Henwood, 2014). The study conducted analysis of the Kolmogorov-

Smirnov test. The test was employed to determine if the data was fit for regression analysis. 

According to Ahad et al., (2011) a P-value >0.05 implies that the data is normally 

distributed and is fit to carry out regression analysis. However, a P-value of less than 0.05 

would mean that the data is not normally distributed and hence not stable for regression 

model estimation. The results are as shown in Table 4.6. 

Table 4.6: Normality Test 

 Variable Kolmogorov-Smirnov 

  Statistic  Sig. 

Collaborative Stakeholder Engagement 0.113  0.72 

Employees’ Involvement 0.070  1.02 

Continuous Organizational Learning  0.104  0.61 

Leaders’ Relational Authenticity 0.088  0.84 

Employee Affective Commitment  0.091  0.94 

 

The findings in Table 4.6, show that estimate P-value >0.05 for collaborative stakeholder 

engagement, employees’ involvement, continuous organizational learning, leaders’ 

relational authenticity and employee affective commitment indicating that the data set in 

the study was normally distributed and subsequent inferential analysis could be carried out. 
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4.3.2 Linearity Test 

Compare means were used to test for linearity and to visually show whether there was a 

linear or curvilinear relationship between two continuous variables before carrying out 

regression analysis. Regression models can only accurately estimate the relationship 

between dependent and independent variables if the relationship is linear. If the linear sig 

value is ˃0.05, a linear relationship is found. Regression models can only accurately 

estimate the relationship between dependent and independent variables if the relationship 

is linear (Williams, Grajales & Kurkiewcz, 2013).  

 

Table 4.7: Linearity Test 

   Sig. 

Industrial Harmony * Collaborative 

stakeholder engagement 

Between Groups (Combined) 0.000 

 Linearity 0.000 

 

Deviation 

from 

Linearity 0.612 

Industrial Harmony * Employee 

Involvement 

Between Groups (Combined) 0.000 

 Linearity 0.008 

 

Deviation 

from 

Linearity 0.845 

Industrial Harmony * Continuous 

Organizational Learning 

Between Groups (Combined) 0.000 

 Linearity 0.000 

 

Deviation 

from 

Linearity 0.632 

Industrial Harmony * Leaders’ Relational 

Authenticity 

Between Groups (Combined) 0.000 

 Linearity 0.000 

 

Deviation 

from 

Linearity 0.065 

Industrial Harmony * Affective 

Commitment 

Between Groups (Combined) 0.003 

 Linearity 0.000 

 

Deviation 

from 

Linearity 0.615 
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As shown in Table 4.7, the sig. deviation from linearity for collaborative stakeholder 

engagement against industrial harmony was 0.612>0.05, employee involvement 

0.845>0.05, continuous organizational learning, 0.632>0.05, leader’s relational 

authenticity, 0.065>0.05, and affective commitment and industrial harmony sig. value 

deviation from linearity was 0.615> 0.05. The linearity test results indicated that the data 

set was exhibiting a linear pattern hence linear regression modeling could be conducted 

since all the linearity tests for the variables were > 0.05 and regression analysis could be 

done.  

4.3.3 Multi-Collinearity Test 

Collinearity test was conducted to ascertain whether the data suffered from severe multi-

collinearity. Multi-collinearity is the occurrence of high intercorrelations among two or 

more independent variables in a multiple regression model. Collinearity is determined 

based on the nature of correlation between study variables. Variance Inflation Factor (VIF) 

is a tool that is used to help identify the degree of multi-collinearity. It quantifies the 

severity of multi-collinearity in an ordinary least squares’ regression analysis. AVIF value 

>5 implies presence of severe multi-collinearity (Kock & Lynn, 2012). Collinearity test 

results are presented in Table 4.8. 

Table 4.8: Collinearity Test Findings 

Model Collinearity Statistics 

 Tolerance VIF  

     Collaborative Stakeholder Engagement .608 1.644 

     Employee Involvement .528 1.893 

     Continuous organizational Learning .472 2.120 

     Leaders Relational Authenticity .645 1.551 

     Employee Affective Commitment .590 1.695 

     Industrial Harmony .497 1.821 
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The tolerance for collaborative stakeholder engagement was 1.644<5, employee 

involvement in decision making was 1.893<5, continuous organizational learning was 

2.120<5, leaders’ relational authenticity was 1.551<5, affective commitment was 1.695<5 

and for industrial harmony was 1.821<5. The results indicated that VIF statistics were ˂5 

for all the variables which signify that the data did not suffer from severe multi-collinearity 

and hence suitable for regression analysis. 

4.4 Descriptive Statistics 

This study used both descriptive and inferential statistics to analyze data. Descriptive 

statistics were used to describe the demographic characteristics of the sector and the 

respondents’ opinions, and were computed to obtain information about measures of central 

tendency and dispersion such as mean and standard deviation. The descriptive results 

present the summary of the variable characteristics as indicated by the respondents. The 

respondents were requested to respond to a number of statements based on the extent to 

which each of the statements applied in a Likert scale of 1-5; where 5 represented strongly 

agree, 4 represented agree, 3 represented not sure, 2 represented disagree and 1 represented 

strongly disagree. 

 

The study used descriptive measures (mean and standard deviation) to carry out this 

analysis. The mean score was calculated as the average of the scores for an attribute by all 

the respondents and was interpreted based on the Likert scale. Standard deviation was used 

to measure how far the individual responses deviated from the mean.  
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4.4.1 Descriptive Statistics for Collaborative Stakeholder Engagement 

This research sought to establish the influence of collaborative stakeholder engagement on 

industrial harmony in Kenyas’ devolved public health sector. To establish the level of 

collaborative stakeholder engagement the research used a set of nine statements. The table 

4.9 shows the responses of the set questions. 

Table 4.9: Descriptive Statistics for Collaborative Stakeholder Engagement 

Statement Mean SD 

i. Negotiation as one of conflict resolution mechanisms is largely 

employed in this hospital to address any employment conflicts 
2.17 1.29 

ii. In case of conflict on any agreed terms of employment between 

hospital management and employees, mediation by labour unions 

and national government are employed 
2.37 1.33 

iii. Discussions held by the health workers associations 

organizations and hospital management are often fruitful 
2.44 1.44 

iv. This hospital is responsive to the needs of the hospital employees 

in terms of communicating any information in time 
2.36 1.40 

v. Revision of human resource policies are communicated to health 

care workers in time 
2.33 1.43 

vi. Health care workers are actively involved in the formulation of 

human resource policies in this hospital 
2.22 1.36 

vii. There is timely communication of feedback to employees 

regarding any work-related complaints 
2.47 1.43 

viii. Hospital management work hand in hand with employees to 

resolve any employment conflicts 
2.31 1.36 

ix. The policies guiding recruitment and remuneration are tied to the 

needs of health workers 
2.37 1.38 

   

Mean of means 2.34 1.38 

N=255 
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Item i sought to establish the extent to which negotiation as one of conflict resolution 

mechanisms is employed in the sector to address employment conflicts. The results 

recorded a mean score of 2.17 showing that the extent to which negotiation as one of 

conflict resolution mechanisms is employed in the sector to address employment conflicts 

is low.  The standard deviation was 1.29 showing that there was minimal variation among 

the respondents. Item ii sought to establish whether in case of conflict on any agreed terms 

of employment between management and employees, mediation by labour unions and 

national government are employed. The results recorded a mean score of 2.37 and a 

standard deviation of 1.33.  

 

The results indicated that the rating on mediation by labour unions and national government 

was low and there was minimal variation among the respondents. Item iii sought to 

establish whether the discussions held by the health workers’ unions and management are 

often fruitful.  The results recorded a mean score of 2.44 and a standard deviation of 1.44. 

The results portrayed that the respondents did not agree that discussions held by the health 

workers’ associations and management are often fruitful. 

 

Item iv sought to establish whether the sector is responsive to the needs of the employees 

in terms of communicating any information in time. The results recorded a mean score of 

2.36 and a standard deviation of 1.40. The results show that the respondents disagreed that 

the management responds to the needs of the employees on time. Item v assessed on 

whether revision of human resource policies is communicated to health care workers in 

time. The results recorded a mean score of 2.33 and a standard deviation of 1.43 showing 

that there are gaps of engagement in the sector. Item vi assessed on health care workers 
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being actively involved in the formulation of human resource policies in the sector. The 

results recorded a mean score of 2.22 and a standard deviation of 1.36. This signifies a low 

score which signifies lack of engagement between the two parties.  

 

Item vii assessed on there being timely communication of feedback to employees regarding 

any work-related complaints. The results recorded a mean score of 2.47 and a standard 

deviation of 1.43. The results showed that timely communication of feedback to employees 

regarding any work-related complaints was moderately rated. The standard deviation of 

1.43 indicated minimal deviation among the respondents. Item viii assessed on whether 

management works hand in hand with employees to resolve any employment conflicts. The 

results recorded a mean score of 2.31 showing that the extent to which management works 

hand in hand with employees to resolve any employment conflicts is moderate. The 

standard deviation of 1.36, showed that there was minimal variation among the 

respondents. 

 

The last item number, ix assessed on whether the policies guiding recruitment and 

remuneration are tied to the needs of health workers. The results recorded a mean score of 

2.37 and a standard deviation of 1.38. The results show that the respondents disagreed that 

policies guiding recruitment and remuneration are tied to the needs of the health workers. 

The mean of means score was 2.34 signifying that the level of collaborative stakeholder 

engagement was low with the standard deviation of 1.38 signifying that there was minimal 

variation among the respondents.   

The findings were also collaborated with the open-ended questions responses from 

the respondents. Opinion was sought from the respondents on how collaborative 

stakeholder engagement influenced industrial harmony in Kenyas’ devolved public 

health sector. The respondents’ views were that; improvements are evident, though 
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much still needs to be done, that most goals are yet to be met, the recruitment 

process is not collaborative and hence not transparent, employees rarely voice 

their issues because they might be fired when they provide strong points and that 

employees rarely get chances for engagements by management. 

 

These results were supported by results from interviews with MS, KNUN and 

KMPDU officials who posted mixed results. 67% of MSs’ reported that there was 

collaborative stakeholder engagement whereas 86% of KMPDU and 83% of 

KNUN officials disagreed that there is collaborative stakeholder engagement. The 

MSs’ reported that there are grievance handling mechanisms in place. However, 

the KNUN discredited this argument by saying that outcomes at times are dictated 

by management leading to legal tussles.  

 

The union officials also cited that CBAs are not fully implemented leading to 

disharmony and that negotiations are at times affected by red tape procedures. In 

addition, they reported that employee satisfaction surveys are carried out, but 

employees rarely get feedback on such exercises and that information is released 

selectively and there is no transparency. 

 

These findings concur with the study findings of Thuku et al., (2020) who established that 

strengthening coordination mechanisms at the national and county levels helped harmonize 

health care services. Similarly, Modha (2021) found out that collaborative stakeholder 

engagement that manifests through shared authority, responsibility and accountability for 

a common goal brings about work harmony.  

 

4.4.2 Descriptive Statistics for Employees’ Involvement in Decision Making 

Participation of employees in decision-making processes has resulted in robust decisions 

that significantly enhance organizational value; though the extent to which employees 

should participate in organizational decision making is still a matter that there is no 

consensus and under what terms and conditions of engagement (Irawanto, 2015). The 

descriptive findings of employees’ involvement in decision making was analyzed based on 

the mean and standard deviation as presented in Table 4.10. 
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Table 4.10: Descriptive Statistics for Employees’ Involvement in Decision Making 

Statement Mean SD 

i. Both the supervisors and employees agree on performance targets 

and regularly review the agreed targets 2.30 1.26 

ii. In this hospital, the exchange of ideas between the management and 

employees has helped promote a friendly working environment 2.33 1.25 

iii. Employees are actively involved during performance appraisal 2.36 1.31 

iv. The working schedules for workers in the hospital are agreed upon 

through consultation between employees and hospital management 2.38 1.33 

v. Employees input and ideas are sought before major decisions that 

affect them are made 2.33 1.31 

vi. Collective bargaining mechanisms focusing on safety and welfare 

of employees in this hospital are regarded so as to enhance 

favorable work environment 2.35 1.34 

vii. There is a well-structured mechanism to recognize the input of 

employees in this hospital 2.44 1.34 

viii. During pay review processes consideration is given to the 

suggestions of the health care workers 2.49 1.37 

ix. There is a suggestion scheme where employees can present their 

views for consideration in decision making 2.39 1.32 

   

Mean of means 2.37 1.31 

N=255 

 

Item i sought to assess whether the supervisors and employees agree on performance 

targets and regularly review the agreed targets. The results recorded a mean score of 2.30 

and a standard deviation of 1.26. Lack of agreement on performance targets can adversely 

affect industrial harmony. Item ii assessed whether exchange of ideas between the 

management and employees has helped promote a friendly working environment.  The 

results recorded a mean score of 2.33 and a standard deviation of 1.25. These findings 

signified that there is a challenge of having a conducive working environment.  
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Item iii, iv and v sought to assess whether employees are actively involved during 

performance appraisal exercises, whether working schedules for workers are agreed upon 

through consultation between employees and management and whether employees input 

and ideas are sought before major decisions that affect them are made. The results produced 

mean scores of 2.36, 2.38 and 2.33 respectively and standard deviations of 1.31, 1.33 and 

1.31 respectively. 

 

These findings showed that the respondents disagreed that there were healthy consultations 

and this could lead to apathy and disorientation. Item vi sought to assess whether collective 

bargaining mechanisms focusing on safety and welfare of employees are regarded so as to 

enhance a favorable work environment. The results recorded a mean score of 2.35 and a 

standard deviation of 1.34. These findings revealed that there was a challenge of a favorable 

work environment. Item vii and viii assessed on whether there are well-structured 

mechanisms to recognize the input of employees and whether during pay review processes 

consideration is given to the suggestions of the healthcare workers.  

 

The results recorded mean scores of 2.44 and 2.49 and standard deviation of 1.34 and 1.37 

respectively. The results projected that the respondents were neutral signifying that 

employees’ suggestions are not prioritized in the sector. The standard deviations signifying 

that there was minimal variation among the respondents. Item ix sought to assess whether 

there were suggestion schemes where employees could present their views for 

consideration in decision making. The results recorded a mean score of 2.39 and a standard 

deviation of 1.32. The results signified a situation whereby the respondents had no trust 

with the suggestion scheme system. On aggregate, the results showed a mean of means 
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score of 2.37 indicating that majority of the employees rated lowly that the management 

was involving them in decision making with minimal variation of 1.31 as indicated by the 

standard deviation.  

These results concurred with the responses from the open-ended questions by the 

respondents. The respondents were asked of their opinion on how employee 

participation in decision making has influenced industrial harmony in Kenyas’ 

devolved public health sector. The respondents were of the view that employee 

participation in decision making has been partially addressed, but improvements 

are still needed, that there is minimal consideration of employee participation 

during decision making, that employees should be given equal chances of 

participation, that the voices of employees are not heard, and that at times the 

decisions made are ineffective because they are not considerate of the input of the 

employees. 

 

In a related question item, an interview was carried out on the MSs’, the KNUN and 

KMPDU officials. They were asked to give their views on how employees involvement in 

decision making has influenced industrial harmony in Kenyas’ devolved public health 

sector. Responses by union officials seemed to render support to the views put forth by the 

respondents whereas those of the MSs’ varied. 

100% of the MSs’ acknowledged that the management and workers’ unions hold 

joint meetings which promotes cooperation and increases productivity and that the 

anonymous nature of suggestion schemes helps in bringing out issues that some 

employees cannot openly speak about.  However, majority of the union officials 

(86% from KMPDU and 83% from KNUN) were of the view that not all decisions 

have been implemented fully, saying that the feedback mechanisms are 

bureaucratic which take long to get responses from management and this hampers 

harmonious relationships. They were also of the view that suggestion schemes are 

meant to fulfill government policy but not for employees benefit. This conflicting 

information from the management and the employee representatives revealed that 

there is a gap of involvement between the two parties. 

 

The results are in tandem with the findings by Sharif (2020) that the success of an 

organization depends on involving the workforce's entire capacity to generate new ideas 

and ways of working to enhance organizational competitiveness and efficient product and 

service delivery. Likewise, Dixit and Sharma (2014); Tamunosiki and Sorbarikor (2018) 
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established that proper implementation of employee involvement activities contributes 

positively in maintaining industrial harmony. However, Irawanto (2015), argues that 

employee involvement in decision making should be limited. 

 

4.4.3 Descriptive Statistics for Continuous Organizational Learning 

Continuous organizational learning is a transformational process through which different 

stakeholders contribute their learning experiences both individually and collectively to 

attain organizational goals. The study sought to investigate the influence of continuous 

organizational learning on industrial harmony within Kenyas’ devolved public health 

sector. The descriptive statistics findings are presented in Table 4.11. 

 

Table 4.11:  Descriptive Statistics for Continuous Organizational Learning 

Statement Mean SD 

i. The management encourages research initiatives through funding innovative 

and helpful ideas from employees 2.08 1.35 

ii. There are strategies and tactics to make knowledge accessible through 

mentoring and apprenticeship 2.33 1.47 

iii. The mentoring services provided by medical senior officers towards juniors 

is inspiring and makes one feel part and parcel of the institution 2.31 1.43 

iv. Refresher training is periodically undertaken by the hospital for its workers 

in the respective sections. 2.29 1.46 

v. The management emphasizes capacity building through project teams. 2.13 1.36 

vi. There is a well-structured platform where medical employees can create and 

share knowledge in the hospital 2.19 1.47 

vii. The hospital has partnered with other learning institutions like universities 

and medical training colleges to better equip their workers with necessary 

knowledge 2.24 1.43 

viii. Continuous medical research, creation and utilization of contemporary 

knowledge has helped this hospital deliver well its mandate 2.27 1.49 

ix. There are established mechanisms of storing learnt lessons to make it 

available for future reference 2.24 1.40 

Mean of means 2.23 1.36 

N=255 
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Item i sought to establish whether the sector management encourages research initiatives 

through funding innovative and helpful ideas from employees. From the results in Table 

4.9, the respondents disagreed as shown by the mean score of 2.08 and a standard deviation 

of 1.35 signifying that more needs to be done in this area. Item ii sought to know whether 

there are strategies and tactics to make knowledge accessible through mentoring and 

apprenticeship. The mean score was 2.33 implying that majority of the respondents rated 

it moderately. Item iii sought to establish whether the mentoring services provided by 

medical senior officers towards juniors was inspiring and makes one feel part and parcel 

of the institution.  

 

The respondents rated it at a mean score of 2.31 and a standard deviation of 1.43. This 

shows that the sense of belonging and inclusiveness was lacking and the standard deviation 

of 1.43 signifying minimal variation among the respondents. Item iv on the other hand 

sought to establish whether refresher trainings are periodically undertaken by the sector for 

its workers in the respective sections. Most of the respondents did not agree that the 

trainings are periodically undertaken as shown by the mean score of 2.29 and a standard 

deviation of 1.46. Item v sought to assess whether the management emphasizes capacity 

building through project teams. The respondents rating was a mean score of 2.13 and a 

standard deviation of 1.36 signifying that it was lowly rated and requires improvement.  

 

Item vi sought to establish whether there is a well-structured platform where medical 

practitioners can create and share knowledge within the sector. Most of the respondents 

felt that there were no well-structured platforms as shown by the mean score of 2.19 and a 

standard deviation of 1.47. Item vii sought to establish whether the sector has partnered 
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with other learning institutions like universities and medical training colleges to better 

equip their workers with necessary knowledge. From the respondent’s responses it was 

lowly rated with a mean score of 2.24 and a standard deviation of 1.43 showing that there 

was minimal variation among the respondents.  

 

Item viii sought to assess whether continuous medical research, creation and utilization of 

contemporary knowledge has helped the sector deliver well its mandate. The respondents 

disagreed as shown by the mean score of 2.27 and a standard deviation of 1.49. Item ix 

sought to assess whether there are established mechanisms of storing knowledge to make 

it available for future reference. The results registered a mean score of 2.24 and a standard 

deviation of 1.40 signifying a low rating. 

 

All the statements attracted a mean of means of 2.23 with a standard deviation of 1.36 

which implied that the respondents lowly rated the Kenyas’ devolved public health sector 

in terms of continuous organizational learning. These results suggest that even though 

Kenyas’ devolved public health sector has embraced continuous organizational learning in 

achieving industrial harmony it is only to a moderate extent.  

These results concurred with the responses from the open-ended questions by the 

respondents. The respondents were asked of their opinion on how continuous 

organizational learning has influenced industrial harmony in Kenyas’ devolved 

public health sector. The respondents were of the view that continuous 

organizational learning was but to a moderate extent, that mostly learning that is 

prioritized is for the managers and only a few members in the junior cadres’ benefit, 

that if emphasized it could make much improvement in service delivery. 

 

In a related question item, an interview was carried out on the MSs’, the KNUN and 

KMPDU officials. They were requested to give their views on the platform of continuous 
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organizational learning and how that has influenced industrial harmony in Kenyas’ 

devolved public health sector. Responses by union officials seemed to render support to 

the views put forth by the respondents whereas the MSs’ differed. 

83% of the MSs’ reported that they carry out monthly training and mentoring 

sessions on different matters. The union representatives were of a contrary opinion 

however, saying that the training is limited and hence hampers knowledge creation 

and that training opportunities and that funds are always limited making it difficult 

to learn new knowledge. The scores being 71% for KMPDU and 83% for KNUN. 

The union representatives felt that proper mechanisms should be put in place to 

enhance knowledge acquisition, knowledge transfer and knowledge retention. 

 

The results concur with Kinzley (2018) that organizational learning is crucial in promoting 

industrial harmony. Similarly, Jusnitah and Linneria (2016) established that continuous 

organizational learning contributes to harmonious industrial relations. The findings 

however disagree with the findings of Landau and Cooke (2017) which indicated that 

employee training is not significant in cultivating industrial harmony. 

 

4.4.4 Descriptive Statistics for Leaders’ Relational Authenticity 

Relational authentic leadership motivates followers and promotes individual, team and 

organizational effectiveness. Authentic leadership arises from the crossing of various 

aspects of leadership, ethical issues and positive organizational behavior. The authentic 

leader is confident, hopeful, optimistic, resilient, ethical, future-oriented and gives priority 

to developing associates to be leaders (Kempster, Iszatt-White & Brown, 2019). The 

descriptive statistics results are presented in Table 4.12. 
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Table 4.12: Descriptive Statistics for Leaders Relational Authenticity 

Statement Mean SD 

i. The leadership in this hospital work towards creating win-win 

situations in case of internal conflict between the hospital 

management and workers 2.24 1.43 

ii. Managers are self-controlled and have a sober approach to 

issues 2.26 1.44 

iii. The management of this hospital has assisted employees to 

find meaning and connect with work 2.27 1.47 

iv. The leadership of the hospital considers employees opinions 

and views 2.47 1.56 

v. Hospital leaders have contributed in creation of a harmonious 

work environment 2.29 1.49 

vi. The leaders encourage openness and self-disclosure between 

management and employees 2.30 1.38 

vii. Hospital managers have a sense of self-correction and 

reflection in pursuing a harmonious work environment for all 

workers 2.38 1.46 

viii. Leadership in this hospital offers hope and encouragement to 

employees 2.30 1.47 

ix. The leaders in this hospital encourage sharing of information 2.35 1.51 

Mean of means 2.31 1.47 

N=255 

 

On item i, majority of the respondents disagreed that the leadership works towards creating 

win-win situations in case of internal conflict between the management and workers as 

depicted by the mean scores of 2.24 and a standard deviation of 1.43. On item ii, the study 

sought to assess whether managers are self-controlled and have a sober approach to issues. 

The results recorded a mean score of 2.26 and a standard deviation of 1.44.  The results 

indicated that the respondents disagreed with the statement that managers in the Kenyas’ 

devolved public health sector are self-controlled and have a sober approach to issues.  

 

Item iii and iv sought to assess whether the management assisted employees to find 

meaning and connect with work as well as consider employees’ opinions and views. The 
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scores of 2.27 and 2.47 and standard deviations of 1.47 and 1.56 respectively showed that 

the employees felt left out in connecting with the work environment and having their 

opinions given attention. On item v, it was noted that most of the respondents disagreed 

with the statement that the leadership has contributed in creation of a harmonious work 

environment as shown by the mean score of 2.29 and standard deviation of 1.49. This can 

explain why there have been unrest in the sector.  

 

Item vi and vii sought to assess whether leaders encourage openness and self-disclosure 

between management and employees and whether managers have a sense of self-correction 

and reflection in pursuing a harmonious work environment for all workers. The results 

recorded mean scores of 2.30 and 2.38 with standard deviations of 1.38 and 1.46 

respectively. This suggests that the respondents felt that there was lack of openness and 

that managers were not working towards creating a harmonious work environment. 

 

Item viii and ix sought to assess whether leadership offers hope and encouragement to 

employees and whether the leaders encourage sharing of information. The results show 

that the respondents disagreed that leadership offers hope and encouragement to employees 

as well as encourage sharing of information as shown by the mean scores of 2.30 and 2.35 

and standard deviations of 1.47 and 1.51 respectively indicating that there is a need to 

create hope and openness for cohesion. On aggregate the results recorded a mean of means 

score of 2.31 indicating that the level of leaders’ relational authenticity was low in the 

Kenyas’ devolved public health sector. 

The respondents were also asked to share their opinions on how leaders’ relational 

authenticity has influenced industrial harmony in Kenyas’ devolved public health 

sector. Their responses were that there has been slow decision making from the 
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employers leading to poor performance, that managers sometimes mistreat workers 

because they lack understanding of the employee’s needs, leaders need to make 

some improvement so that there can be industrial harmony, leaders lacking 

authenticity has brought about poor relations and that some managers have 

basically made working life feel as a burden to employees. 

 

In a related question item, an interview was carried out on the MSs’ and the KNUN and 

KMPDU officials. They were requested to give their views on leaders’ relational 

authenticity and how it has influenced industrial harmony in Kenyas’ devolved public 

health sector.  

On being interviewed 86% of the MSs’ felt that leadership is transparent and open 

to constructive criticism and tolerant to divergent views. However, 71% of KMPDU 

and 67% of KNUN reported that employees’ opinions are not sought or are 

disregarded making implementation of certain decisions difficult and cumbersome. 

Some managers were also said to be harsh and had dictatorial tendencies which 

make balanced processing a challenge. They reported that union officials do not 

get comprehensive feedback to give to their members as the managers keep telling 

them to wait without giving them specific timelines. 

 

Leaders’ relational authenticity is an ingredient of conflict resolution at the workplace.  

Sector leadership displaying relational authenticity would cultivate trust among workers. 

The study findings concur with Fallatah (2020) who established that authentic leaders are 

able to create work environments that support and build trusting relationships. Miidom, 

Dyke-Ebirika and Tidjoro (2021) in a study on authentic leadership and workplace 

harmony, ascertained that authentic leadership enhances workplace harmony. However, 

Qureshi and Aremi (2018) established that authentic leadership significantly and 

negatively impacts turnover intention with partial mediating effect of workplace harmony. 

 

4.4.5 Descriptive Statistics for Affective Commitment 

Affective commitment captures how employees experience a sense of belonging and 

entitlement within an organization. Securing employees’ affection and subsequently, 
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demonstrated commitment is a rising concern emerging in organizational development and 

human resource development practice. Descriptive results of affective commitment are 

presented in Table 4.13. 

Table 4.13: Descriptive Statistics for Affective Commitment 

Statement Mean SD 

i. The recruitment, selection and promotion processes in this 

hospital are transparent and based on merit 2.46 1.39 

ii. The hospital management is compassionate towards the 

employees needs and requirements 2.43 1.42 

iii. Trust Employees have confidence in the manner in which 

the hospital management handles their affairs 2.40  1.40 

iv. Employees are psychologically empowered enhancing 

their competencies 2.45  1.40 

v. Working conditions in this hospital are conducive and 

favorable to workers resulting to greater job satisfaction 2.31 1.38 

vi. There is a sense of pride and ownership by employees as 

they feel as part and parcel of this hospital 2.35 1.38 

vii. Employees are assured of job security in this hospital and 

in case of separation due process is followed 2.37 1.42 

viii. Employees are recognized for new ideas and exceptional 

work increasing their morale 2.38 1.35 

ix. The hospital management is honest and supportive towards 

employees welfare 2.44 1.38 

  Mean of means 2.39   1.39 

N=255 

 

From Table 4.13, item i sought to establish whether the recruitment, selection and 

promotion processes in the sector are transparent and based on merit.  It was deduced that 

most of the respondents disagreed that the recruitment, selection and promotion processes 

are transparent and based on merit as indicated by mean of 2.46 and a standard deviation 

of 1.39. On the other hand, item ii sought to assess whether, the sector management is 
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compassionate towards the employees needs and requirements. Majority of the respondents 

disagreed with the statement as shown by the mean score of 2.43 and a standard deviation 

of 1.42 signifying a moderate rating by the respondents.  

 

Item iii sought to establish whether employees have confidence in the manner in which the 

sector management handles their affairs. The results recorded a mean score of 2.40 and a 

standard deviation of 1.40, showing a moderate rating by the respondents. Item iv sought 

to know whether employees are psychologically empowered enhancing their 

competencies. Most of the respondents disagreed that employees are psychologically 

empowered, enhancing their competencies as depicted by the mean score of 2.45 and 

standard deviation of 1.40.  

 

These results signify that the recruitment processes and employee empowerment were 

lowly rated by the respondents. Item v sought to establish whether working conditions in 

the sector are conducive and favorable to workers resulting to greater job satisfaction. 

Majority of the respondents disagreed that working conditions in the Kenyas’ devolved 

public health sector are conducive and favorable to employees resulting in greater job 

satisfaction as shown by the mean of 2.31 and a standard deviation of 1.38. The results 

signified that the working conditions were not conducive and favorable to the employees. 

 

Item vi sought to assess whether there was a sense of pride and ownership by employees 

as they feel as part and parcel of sector. Most of the respondents disagreed that there is a 

sense of pride and ownership as depicted by the mean score of 2.35 and a standard deviation 

of 1.38. This implies low level of pride among the workers. Item vii sought to establish on 
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whether employees are assured of job security in the sector and in case of separation if due 

process is followed. The respondents did not agree as shown by the mean score of 2.37 and 

a standard deviation of 1.42. Item viii and ix sought opinion on whether employees are 

recognized for new ideas and exceptional work increasing their morale and the sector 

management is honest and supportive towards employee’s welfare. 

 

Most of the respondents disagreed as shown by the mean scores of 2.38 and 2.44 

respectively and with standard deviations of 1.35 and 1.38 respectively. This is an 

indication that employees’ confidence with the management is neutral and there is need for 

improvement. The mean of mean score was 2.39 with a standard deviation of 1.39 implying 

that the respondents disagreed that they are affectively committed in the Kenyas’ devolved 

public health sector. 

The respondents were requested to give their opinion on how affective commitment 

has mediated the relationship between adaptive leadership and industrial harmony 

in Kenyas’ devolved public health sector. This was done through open ended 

questions. Their responses were as follows; that every organization today needs to 

have employees who have affective commitment, that the leadership in Kenyas’ 

devolved public health sector is less concerned of employees issues as they are 

merely addressed, satisfied employees offer excellent services which are needed to 

promote harmony in the health sector, employees are not satisfied with their current 

work environment, leaders are slow to adopt to the emerging changes in the health 

sector and that if employees were motivated to work, the level of absenteeism would 

reduce. 

 

On being asked how affective commitment influences the nature of leadership that they 

display and how this promotes industrial harmony in the sector the MSs’, KNUN and 

KMPDU officials shared the following remarks.  

MSs’ had this to say “it gives one a feeling of inspiration and a feeling that one has 

played a role for and on the employees’ success. KNUN representatives opined 

that; “One feels representative and continues to endear self to the employees to 
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enable them continually have a sense of belonging and trust in the leader. KMPDU 

representative had this to say; “One feels happy, motivated and hence able to work 

more and better to create a harmonious conducive environment” 

 

Affective commitment connects the health care workers to the work place bringing in a 

sense of belonging. The study findings align with Donkor et al., (2021) that organizational 

commitment mediates adaptive leadership and employee performance and thus creating a 

harmonious working environment. The study findings also agree with the findings of Asif 

et al., (2019) whose study revealed that affective commitment partially mediates the 

relationship between adaptive leadership and work engagement.  However, Chin (2014) 

while studying the effect of adaptive leadership on the relationship between affective 

commitment and work place harmony indicated that affective commitment did not mediate 

the relationship between adaptive leadership and workplace harmony in Chinese public 

sector. 

 

4.4.6 Descriptive Statistics for Industrial Harmony 

Industrial harmony was the dependent variable in this study. Industrial harmony is a state 

of relative peace and stability which involves trust among work groups, employee – 

management understanding as well as absence of discontent between members of an 

organization. The study sought to investigate the respondents’ views on industrial harmony 

in the Kenyas’ devolved public health sector using a set of nine statements. The findings 

were as presented in Table 4.14. 
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Table 4.14: Descriptive statistics for industrial harmony 

Statement Mean SD 

i. Employees are involved in making crucial decisions pertaining 

issues in the hospital 
2.48 1.34 

ii. Employees are ready to deliver on their obligations to this 

hospital because the management is conscious of their well 

being 2.40 1.36 

iii. Joint consultations are regularly held between the management 

and the workers representatives 2.46 1.37 

iv. Employees are committed to the strategic goals and objectives 

of the hospital to diligently offer health services guided by 

morals, competency and professionalism 2.45 1.39 

v. Performance appraisals are carried out jointly and matters 

arising addressed amicably. 2.43 1.32 

vi. Employees are willing to stay longer in this hospital because 

remuneration and other employees benefits address their needs 2.42 1.33 

vii. Work committees comprise of management and workers 

representatives 2.41 1.44 

viii. Employees are well equipped with resources, information and 

support to cope with difficult situations and setbacks at work. 2.43 1.38 

ix. Both management and employees focus at delivering quality 

service in serving clients in this hospital 2.35 1.30 

Mean of means  2.43 1.36 

N=255 

 
Item i sought to assess whether employees are involved when the sector is making crucial 

decisions. The results indicate that the sector engaged employees to a low extent in decision 

making, as depicted by the mean score of 2.48 and a standard deviation of 1.34. Item ii 

sought to establish whether employees are ready to deliver on their obligations because the 

management is conscious of their well-being. The results recorded a mean score of 2.4 
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suggesting that the employees feel moderately that their well-being is not a priority of the 

management. Item iii sought to assess whether joint consultations are regularly held 

between the management and the workers’ representatives. 

 

The results show that the majority of the respondents did not agree that industrial 

democracy, joint consultations are regularly held between the management and the 

workers’ representatives as depicted by the mean of 2.46 and standard deviation 1.37. The 

results suggest that dialogue between employees and management is not prioritized. Item 

iv sought to establish whether the employees are committed to the strategic goals and 

objectives of the sector to diligently offer health services guided by morals, competency 

and professionalism. Majority of the employees disagreed as depicted by mean of 2.45 and 

standard deviation of 1.39 signifying that there was minimal variation among the 

respondents.  

 

Item v sought to assess whether performance appraisals are carried out jointly and matters 

arising addressed amicably in the sector.  The mean score of 2.43 indicates that the 

respondents disagreed with this view implying that there was a gap in addressing the issue. 

Item vi sought to assess whether employees are willing to stay longer in the sector because 

remuneration and other employees’ benefits address their needs. Majority differed on this 

statement as shown by the mean score of 2.42 with the standard deviation of 1.33 signifying 

that there was minimal variation among the respondents. Item vii sought to establish 

whether work committees comprise of management and employees’ representatives.   
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Majority of the respondents did not agree as shown by the mean score of 2.41 and a 

standard deviation of 1.44 signifying a need to address the ambiguity. Item viii sought to 

establish whether employees are well equipped with resources, information and support to 

cope with difficult situations and setbacks at work. The respondents disagreed as deduced 

by the mean score of 2.43 and standard deviation of 1.38.  

 

Item ix sought to establish whether both management and employees focus at delivering 

quality service in serving clients in the sector. The results recorded a mean score of 2.35 

and a standard deviation of 1.30. The results showed that the respondents disagreed that 

there was cooperation between management and employees focusing on delivery of quality 

service to the clients. From the mean of means score of 2.43 and a standard deviation of 

1.36; it is clear that most of the employees are not satisfied with the interventions 

undertaken by the sector towards achieving industrial harmony. 

The respondents were requested to give their views on the status of industrial 

harmony in Kenya’s devolved public health sector. Their responses were that 

democracy in the Kenya’s devolved public health sector is minimal at the current 

state; attempts have been made, but much still needs to be done to achieve 

industrial harmony; that there are numerous issues raised by employees and not 

substantially responded to and this has limited achievement of industrial harmony. 

 

These results agree with the findings of Bhuiyan and Machowski (2012) that lack of 

industrial harmony in the public health sector is experienced globally, but the effects have 

been argued to be worst in low and middle-income countries. Locally, in Kenya Sitienei, 

Manderson & Nangami (2021) established that industrial disharmony has been on the rise 

resulting in suffering and loss of lives among the patients. 
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4.5 Inferential Statistics 

The study had a set of five objectives. The study used correlation, simple and multiple 

regression analysis to achieve these objectives and test the hypothesis.  

4.5.1 Correlation Between Collaborative Stakeholder Engagement and Industrial 

Harmony 

The first objective of the study was to determine the influence of collaborative stakeholder 

engagement on industrial harmony in Kenya’s devolved public health sector. It was 

hypothesized that collaborative stakeholder engagement has no significant correlation with 

industrial harmony. To achieve this objective, the research used correlation analysis. Table 

4.15 shows the correlation between collaborative stakeholder engagement and industrial 

harmony in Kenyas’ devolved public health sector. 

Table 4.15: Correlation Analysis between Collaborative Stakeholder Engagement 

and Industrial Harmony in Kenyas’ devolved public health sector. 

    Industrial Harmony  

Collaborative 

Stakeholder 

Engagement Pearson Correlation .430**  

 Sig. (2-tailed) 0.000  

 

The study found out that the correlation between collaborative stakeholder engagement and 

industrial harmony was (r=0.430). This implied that the correlation was positive and 

moderate.  
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4.5.2 Regression Analysis between Collaborative Stakeholder Engagement and 

Industrial Harmony 

The study went further and carried out simple regression analysis between collaborative 

stakeholder engagement and industrial harmony in Kenyas’ devolved public health sector. 

Table 4.16 shows the research findings. 

Table 4.16: Model summary 
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1 .430a .185 .182 4.57350 .185 57.340 1 253 .000  

a. Dependent Variable: Industrial Harmony Score 

b. Predictors: (Constant), Collaborative Stakeholder Engagement 

 

The study found out that (R2=.185) which means that collaborative stakeholder 

engagement explained 18.5% of industrial harmony. Thus, the findings signified that there 

are other factors other than collaborative stakeholder engagement that influence industrial 

harmony in Kenyas’ devolved public health sector. This implies that the remaining 

percentage is explained by other factors other than collaborative stakeholders’ engagement. 

 

Table 4.17: ANOVA 

Model Sum of Squares df Mean Square F Sig. 

1 

Regression 1199.374 1 1199.374 57.340 .000b 

Residual 5291.975 253 20.917   

Total 6491.349 254    

a. Dependent Variable: Industrial Harmony Score 

b. Predictors: (Constant), Collaborative Stakeholder Engagement 
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The ANOVA results in table 4.17 shows an F value of 57.340 and p-value of .000. The 

calculated p-value of .000<0.05 is an indication that collaborative stakeholder engagement 

is a significant predictor of industrial harmony in Kenyas’ devolved public health sector. 

The ANOVA table results confirm that the overall model is statistically significant in 

explaining the relationship between collaborative stakeholder engagement and industrial 

harmony in the devolved public health sector. 

Table 4.18:  Coefficientsª 
 

Model 

Unstandardized 

Coefficients 

Standardized 

Coefficients 

T 

Sig. 

 B Std. Error Beta 

 (Constant) 35.231 .286   123.013 .000 

Collaborative 

Stakeholder 

Engagement 

1.255 .166 .430 7.572 .000 

a. Dependent Variable: Industrial Harmony Score 

b. Predictors: (Constant), Collaborative Stakeholder Engagement 

 

The findings in Table 4.18 show that the constant had an unstandardized coefficient of 

35.231 which means that holding all other factors constant and collaborative stakeholder 

engagement at zero (0), industrial harmony level would be equal to 35.231. The t-statistic 

for the constant was found to be 123.013 which was greater than the t-critical value (at 152 

df and 0.05 significance level= 1.655). The t-test statistic for this coefficient was found to 

be 7.572 which was greater than the t-test critical value (t-critical at 152 df and 0.05 

significance level= 1.655).  

 

The P-value for the collaborative stakeholder engagement coefficient was 0.000 which was 

lower than the 0.05 significance level which led to the rejection of the null hypothesis that 

collaborative stakeholder engagement has no significant influence on industrial harmony 
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in Kenyas’ devolved public health sector and conclusion made that collaborative 

stakeholder engagement has a significant influence on industrial harmony in Kenyas’ 

devolved public health sector.  

 

The study established that the beta coefficient value of collaborative stakeholder 

engagement (β=1.255, p<.000) was positive and statistically significant implying that a 

change in collaborative stakeholder engagement had a 1.255 change in industrial harmony. 

In this regard, the first hypothesis that collaborative stakeholder engagement has no 

statistically significant influence on industrial harmony in Kenyas’ devolved public health 

sector, was rejected. Conclusion was made that collaborative stakeholder engagement has 

statistically significant influence on industrial harmony in Kenyas’ devolved public health 

sector.  

 

The findings indicated that the correlation coefficient between collaborative stakeholder 

engagement and industrial harmony was 0.430 indicating a moderate and positive 

correlation between collaborative stakeholder engagement and industrial harmony. The 

coefficient value of collaborative stakeholder engagement (β=1.255, P-value 0.000<0.005) 

was positive and statistically significant implying that collaborative stakeholder 

engagement enhances industrial harmony in the devolved public health sector.  

The summarized model was in the form of; Y1= β0 + β1X1+ε thus,  

Industrial Harmony= 35.231+ 1.255 Collaborative Stakeholder Engagement + 

error. 
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This shows that stakeholder engagement through various platforms such as meetings help 

in restoring industrial harmony. Modha (2021) noted that collaborative stakeholder 

engagement is manifested through shared authority, responsibility and accountability for a 

common goal. The trade union representatives largely argued that stakeholder engagement 

on industrial matters have not been fully entrenched in Kenyas’ devolved public health 

sector in resolving employees’ grievances. There are several issues that have hindered this 

processes that include dysfunctional disciplinary committees, bureaucracy, lack of 

involvement in policy making process and refusal to have employees’ engagement as part 

of solutions to the challenges affecting the devolved public health sector. Overall, the 

findings of this study compare well with those of other studies.  

 

The research findings agree with Auvinen (2017) whose study on stakeholders’ 

engagement as a success factor for effective occupational health care, established that 

stakeholders serve an organization and its various actors as guides in identifying, planning 

and implementing strategies to develop occupational health care. These findings concur 

with the study findings of Thuku et al., (2020) studying the coordination of health 

workforce management in the devolved healthcare in Kenya noted that strengthening 

coordination mechanisms at the national and county levels helped harmonize health care 

services. Similarly, Modha (2021) studying collaborative leadership with a focus on 

stakeholder identification and engagement and ethical leadership in dental clinics pointed 

out that collaborative stakeholder engagement that manifests through shared authority, 

responsibility and accountability for a common goal brings about work place harmony. 
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Wanjau et al., (2021) studied stakeholder perceptions of current practices and challenges 

in priority setting for Non-Communicable Diseases (NCDs) control in Kenya using 

qualitative analysis. The study identified political leadership, government policies and 

budget allocation for NCDs, stakeholder engagement, media and peoples’ cultural and 

religious beliefs as key stakeholder processes. The findings agree with the current study 

findings which shows that stakeholder engagement is key in bringing about industrial 

harmony. The current study has however also established that information sharing and 

dispute resolution mechanisms are also part and parcel of collaborative stakeholder 

engagement and contribute to industrial harmony.  

4.5.3 Correlation Between Employees Involvement in Decision Making and 

Industrial Harmony 

The second objective of the study was to determine the influence of employees 

involvement in decision making on industrial harmony in Kenyas’ devolved public health 

sector. It was hypothesized that employee involvement in decision making had no 

statistically significant relationship with industrial harmony. To achieve this objective, the 

research used correlation analysis. Table 4.19 presents the correlation research findings. 

 

Table 4.19: Correlation analysis between employee involvement in decision making 

and industrial harmony in Kenyas’ devolved public health sector 

    Industrial Harmony 

Employee Involvement Pearson Correlation .322** 

   

 Sig. (2-tailed) 0.000 
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The study established that the correlation between employee involvement in decision 

making and industrial harmony was (r=0.322). This implied that the correlation was 

positive and moderate.  

4.5.4 Regression Analysis Between Employees Involvement in Decision Making and 

Industrial Harmony 

The research went further and carried out simple regression analysis on the relationship 

between employees’ involvement in decision making and industrial harmony in Kenyas’ 

devolved public health sector. Table 4.20 shows the research findings. 

Table 4.20: Model Summary 
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a. Dependent Variable: Industrial Harmony Score 
b. Predictors: (Constant), Employee involvement in decision making 

 

 

The findings shown in Table 4.20, revealed an R square of .103. This implied that employee 

involvement in decision making explains 10.3% of industrial harmony in Kenyas’ 

devolved public health sector. The R square is quite low because the model focused on a 

single predictor leaving out other predictors that would assert more influence on the 

outcome of the model. However, as per Bala (2018), a low R square does not necessarily 

mean the model is bad as long as the predictors are significant and can offer unique 

contributions to the outcome of the model. Thus, the finding signified that there are other 

factors other than employee involvement in decision making that influence industrial 

harmony. 
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Table 4.21: ANOVA 

Model 

Sum of 

Squares Df 

Mean 

Square F Sig. 

1 Regression 669.146 1 669.146 29.052 .000b 

Residual 5804.228 252 23.033     

Total 6473.374 253       

a) Dependent Variable: Industrial Harmony Score 

b) Predictors: (Constant), Employee involvement in decision making 

 

The Analysis of Variance (ANOVA) was also done to determine if the model was fit to 

predict industrial harmony. The result shows an F value of 29.052 and P-value of .000. The 

calculated P-value .000<0.05 is an indication that employees’ involvement in decision 

making is a significant predictor of industrial harmony in Kenyas’ devolved public health 

sector. The ANOVA table results confirm that the overall model is statistically significant 

in explaining the relationship between employee involvement in decision in Kenya’ 

devolved public health sector. 

Table 4.22: Coefficientsª 
Model Unstandardized 

Coefficients 

Standardi

zed 

Coefficient

s 

t Sig. 

B Std. 

Error 

Beta 

1 

(Constant) 35.248 .301  117.052 .000 

Employee 

Involvement 
.939 .174 .322 5.390 .000 

a. Dependent Variable: Industrial Harmony Score 

b. Predictors: (Constant), Employee involvement in decision making 

 

The study established that the beta coefficient value of employees’ involvement in decision 

making (β=0.939, p<.000) was positive and statistically significant. In this regard, the first 

hypothesis that collaborative stakeholder engagement has no statistically significant 

influence on industrial harmony in Kenyas’ devolved public health sector, was rejected. 
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Conclusion was made that employee involvement in decision making has statistically 

significant influence on industrial harmony in Kenyas’ devolved public health sector.  

 

The findings demonstrated that the constant had an unstandardized coefficient of 35.248 

which means that holding all other factors constant and employee involvement at zero (0), 

industrial harmony level would be equal to 35.248. The t-statistic for the constant was 

found to be 117.052 which was greater than the t-critical value (at 152 df and 0.05 

significance level= 1.655). The results also show that the standardized beta coefficient for 

employee involvement was 0.322. This means that if all the factors are held constant, a rise 

in employee involvement in decision making by a single unit leads to a 0.322 rise in 

industrial harmony in Kenyas’ devolved public health sector. 

 

The t-test statistic for this coefficient was found to be 5.390 which was greater than the t-

test critical value (t-critical at 152 df and 0.05 significance level= 1.655). The P-value for 

employee involvement in decision making coefficient was 0.000 <0.05 significance level 

which led to the rejection of the null hypothesis that employee involvement has no 

significant influence on industrial harmony in Kenyas’ devolved public health sector. 

Conclusion was made that employee involvement in decision making has a significant 

influence on industrial harmony in Kenyas’ devolved public health sector. 

The summarized model was in the form of; Y1= β0 + β1X1+ε thus,  

Industrial Harmony= 35.248+ .939 Employee Involvement in decision making+ 

error. 

The findings indicated that the correlation coefficient between employee’s involvement in 

decision making and industrial harmony was 0.322 indicating a moderate and positive 
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correlation. The coefficient value of employee’s involvement in decision making (β=0.939, 

P,.0.000<0.05) was positive and statistically significant implying that employee’s 

involvement in decision making enhances industrial harmony in the devolved public health 

sector. 

 

The model summary implies that employee involvement explains 10.3% of industrial 

harmony in the Kenyas’ devolved public health sector. This implied that employee 

involvement was only able to influence 10.3% of industrial harmony. The influence of 

employee involvement in decision making on industrial harmony was positive and 

statistically significant. Employees’ involvement in decision making gives them an 

opportunity to express their opinions regarding certain issues. 

 

Dede (2019) noted that allowing employees’ input in developing the mission statement, 

establishing policies and procedures, promotion and determining perks is very important 

in increasing both productivity and enhancing peaceful coexistence within the workplace. 

Collective bargaining is very vital when it comes to negotiation of employees’ 

remunerations and every employer should implement it fully to avoid industrial 

disharmony. Suggestion schemes are essential in improving any related employees’ 

welfare and forms a major component of feedback mechanisms in institutions. 

Organizations should involve employees’ in decision making through platforms such as 

engaging them through collective bargaining, setting up feedback mechanisms and 

establishing suggestions schemes. 
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The union representative’s opinion was that not all CBAs have been implemented and that 

feedback mechanisms are not comprehensive. They also felt that the suggestion schemes 

are only meant to fulfill government policies but not for employees' benefit. They proposed 

that there should be timelines to handle CBAs, suggestions and feedback offered and that 

the processes should be inclusive. 

 

Feedback is one of the most critical communication channels in realizing industrial 

harmony at the workplace. Feedback will help management to link the current actions of 

employees with future outcomes and try to resolve issues based on the current situation. 

Suggestions schemes enable organizations to leverage on creative and innovative ideas 

from their employees’ which may not be expressed during formal meetings. Through the 

suggestion schemes the organization will be able to utilize the untapped talents and ideas 

from their employees and this will boost industrial harmony if employees’ suggestions are 

handled effectively. Management discretion on whether to implement suggestions from 

employees can derail industrial harmony. 

 

The results are in tandem with the findings by Sharif (2020) that the success of an 

organization depends on involving the workforce's entire capacity to generate new ideas 

and ways of working to enhance organizational competitiveness and efficient product and 

service delivery. Likewise, Dixit and Sharma (2014), Tamunosiki and Sorbarikor (2018) 

established that proper implementation of employee involvement activities contributes 

positively in maintaining industrial harmony. However, Irawanto (2015), argues that 

employee involvement in decision making should be limited. 
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4.5.5 Correlation Analysis of Continuous Organizational Learning and Industrial 

Harmony 

The third objective of the study was to determine the influence of continuous organizational 

learning on industrial harmony in Kenya’s’ devolved public health sector. It was 

hypothesized that continuous organizational learning had no statistically significant 

relationship with industrial harmony. To achieve this objective, the research used 

correlation analysis. Table 4.23 presents the correlation research findings between 

continuous organizational learning and industrial harmony. 

Table 4.23: Correlation analysis between continuous organizational learning and 

industrial harmony in Kenyas’ devolved public health sector 

 Industrial Harmony 

Continuous Organizational 

Learning Pearson Correlation .374** 

 Sig. (2-tailed) 0.000 

 

The study established that the correlation between continuous organizational learning and 

industrial harmony was (r=0.374). This implied that the correlation was positive and 

moderate.  

4.5.6 Regression Analysis Between Continuous Organizational Learning and 

Industrial Harmony 

The study went further and carried out simple regression analysis on the relationship 

between continuous organizational learning and industrial harmony in Kenyas’ devolved 

public health sector. Table 4.24 shows the research findings. 
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a. Dependent Variable: Industrial Harmony Score 

b. Predictors: (Constant), Continuous Organizational Learning 

 

The model summary implies that continuous organizational learning explains 14.0% of 

industrial harmony in Kenyas’ devolved public health sector. Conversely, the finding 

implied that continuous organizational learning was only able to influence 14.0% of 

industrial harmony. Thus, the finding signified that there are other factors other than 

continuous organizational learning that affect industrial harmony. 

Table 4.25: ANOVA 

a. Dependent Variable: Industrial Harmony Score 

b. Predictors: (Constant), Continuous Organizational Learning 

 

 

The ANOVA was carried out to determine if the model was fit to predict industrial 

harmony. The results show an F value of 40.939 and a p-value of .000. This signified that 

the model was statistically significant. 

 

 

 

Table 4.24: Model summary 
 M

o

d

e

l 

R R 

Squ

are 

Adjus

ted R 

Squar

e 

Std. 

Error of 

the 

Estimat

e 

Change Statistics 

 R 

Squa

re 

Chan

ge 

F 

Chang

e 

d

f

1 

df2 Sig. F 

Change 

 1 .374a .140 .136 4.70623 .140 40.939 1 252 .000 

Model Sum of Squares df Me

an 

Squ

are 

F Sig. 

1 

Regression 906.753 1 906.753 40.939 
.00

0b 

Residual 5581.455 252 22.149   

Total 6488.209 253    
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Table 4.26: Coefficientsa 

 

 

The study established that the beta coefficient value of continuous organizational learning 

(β=1.093, p<.000) was positive and statistically significant. In this regard, the first 

hypothesis that continuous organizational learning has no statistically significant influence 

on industrial harmony in Kenyas’ devolved public health sector, was rejected. Conclusion 

was made that continuous organizational learning has statistically significant influence on 

industrial harmony in Kenyas’ devolved public health sector. The findings in Table 4.26 

showed that the constant had an unstandardized coefficient of 35.224 which means that 

holding all other factors constant and continuous organizational learning at zero (0), 

industrial harmony level would be equal to 35.224.  

 

The t-statistic for the constant was found to be 119.285 which was greater than the t-critical 

value (at 152 df and 0.05 significance level= 1.655). The results also show that the 

standardized beta coefficient for continuous organizational learning was 1.093. This means 

that if all the factors are held constant, a rise in continuous organizational learning by a 

single unit leads to a 1.093 rise in industrial harmony in Kenyas’ devolved public health 

Model Unstandardized 

Coefficients 

Standardized 

Coefficients 

T Sig.  

B Std. 

Error 

Beta   

1 

(Constant) 35.224 .295 
 

119.285 .000 
  

Continuous 

Organizational 

Learning 

1.093 .171 .374 6.398 .000   

a. Dependent Variable: Industrial Harmony Score 

b. Predictors: (Constant), Continuous Organizational Learning 
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sector. The t-test statistic for this coefficient was found to be 6.398 which was greater than 

the t-test critical value (t-critical at 152 df and 0.05 significance level= 1.655).  

 

The P-value for the continuous organizational learning coefficient was 0.000 which was 

<0.05 significance level which led to the rejection of the null hypothesis that continuous 

organizational learning has no significant influence on industrial harmony in Kenyas’ 

devolved public health sector. The study concluded that continuous organizational learning 

has a significant influence on industrial harmony in Kenyas’ devolved public health sector.  

The summarized model was in the form of Y1= β0 + β1X1+ε thus; 

Industrial Harmony= 35.224+1.093 continuous organizational learning +error. 

The findings of simple regression indicated that continuous organizational learning 

explained 14.0% of industrial harmony in Kenyas’ devolved public health sector. The 

coefficient of continuous organizational learning and industrial harmony was found to be 

positive and significant. The findings indicated that the correlation coefficient between 

continuous organizational learning and industrial harmony was 0.374 indicating a 

moderate and positive correlation between continuous organizational learning and 

industrial harmony. The coefficient value of employee’s involvement in decision making 

(β=1.093, p-value 0.000<0.005) was positive and statistically significant implying that 

continuous organizational learning enhances industrial harmony in the devolved public 

health sector. 

 

Continuous organizational learning is vital for innovation and is accompanied by change 

geared towards combating emerging challenges in the market so that there is harmony at 
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the workplace. Thus, organizational learning is an enabler of development and realization 

of efficiency within a business environment. Further, the delivery of quality services 

largely depends on the level of learning that the employees are exposed to. Increased 

organizational learning equips employees with skills and knowledge and this results in 

better service delivery. This also makes employees motivated because they are more 

equipped to handle the tasks at hand and more importantly their level of job satisfaction is 

likely to be enhanced and thus industrial harmony will be strengthened.  

 

Organizational learning enables firms to respond quickly and adapt to the turbulent 

business environment. Proper management of knowledge gives an organization a 

competitive advantage because the institution will be able to have competent personnel that 

can formulate innovative solutions to emerging problems. Namada (2018) pointed out that 

organizations’ ability to learn, acquire knowledge and innovate has emerged as an 

important factor influencing organizational performance and survival. 

 

MSs’ remarks during the interview were that there are mentoring sessions where skills are 

enhanced and that employees are taken for both short and long-term courses whereas the 

union representatives remarked that the mentorship programs need to be strengthened to 

enable junior staff tap knowledge from the more senior and experienced experts in different 

fields. This shows that both parties agree that organizational learning is a key ingredient in 

every organization's success. 

 



124 

 

The findings of this study were in tandem with other studies; for instance, studies by 

Kinzley (2018), and Tan and Olaore (2021) which revealed that continuous organizational 

learning improves industrial harmony through sharing knowledge in various platforms 

such as training and mentorships. Further Kinzley (2018) acknowledged that some training 

programs are tailored in promoting harmony at the workplace. This includes the 

establishment of knowledge retention schemes especially tapping from the most 

experienced employees to the incoming or the least experienced employees. 

 

According to Jusnitah and Linneria (2016) training offers various avenues in which 

knowledge could be created and recreated to enhance a harmonious working environment. 

The study findings noted that the only way continuous learning can be sustained is through 

having units that create, share and retain knowledge for continuous learning in an 

organization so that the working environment becomes harmonious. This is also echoed by 

the findings of a study by Osaro and Charles (2014) who established that continuous 

learning supports industrial harmony through knowledge sharing. However, studies by 

Landau and Cooke (2017) and Alonazi (2021) found out that continuous organizational 

learning has insignificant influence on industrial harmony contradicting the current study 

finding which established that continuous organizational learning significantly influences 

industrial harmony in Kenyas’ devolved public health sector. 

4.5.7 Correlation between Leaders Relational Authenticity and Industrial Harmony 

The fourth objective of the study was to determine the influence of leaders’ relational 

authenticity on industrial harmony in Kenyas’ devolved public health sector. It was 

hypothesized that leaders’ relational authenticity had no statistically significant 
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relationship with industrial harmony. To achieve this objective, the research used 

correlation analysis. Table 4.27 presents the correlation research findings between leaders’ 

relational authenticity and industrial harmony. 

 

Table 4.27: Correlation analysis between leaders’ relational authenticity and 

industrial harmony in Kenyas’ devolved public health sector 

  

  Industrial Harmony 

Leaders 

Relational 

Authenticity 

Pearson 

Correlation .241** 

 

Sig. (2-tailed) 0.000 

 

The study established that the correlation between leaders’ relational authenticity and 

industrial harmony was (r=0.241). This implied that the correlation was positive and weak.  

4.5.8 Regression Analysis between Leaders Relational Authenticity and Industrial 

Harmony 

The study went further and carried out simple regression analysis on the relationship 

between leaders’ relational authenticity and industrial harmony in Kenyas’ devolved public 

health sector. Table 4.28 shows the research findings. 

Table 4.28: Model Summary 

Model R R 

Square 

Adjust

ed R 

Squar

e 

Std. 

Error 

of the 

Estimat

e 

Change Statistics 

R Square 

Change 

F 

Change 

d

f

1 

df2 Sig. F 

Change 

1 
.241

a 
.058 .052 4.91630 .058 15.570 1 253 .000 

a. Dependent Variable: Industrial Harmony Score 

b. Predictors: (constant), Leaders Relational Authenticity) 
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The model summary implies that leaders’ relational authenticity explains 5.8% of industrial 

harmony in Kenyas’ devolved public health sector. Conversely, the finding implied that leaders’ 

relational authenticity was only able to influence 5.8% of industrial harmony. This finding 

signified that there are other factors other than leaders’ relational authenticity that affect 

industrial harmony in Kenyas’ devolved public health sector. The R square is low because the 

model focused on a single predictor leaving out other predictors that would assert more influence 

on the outcome of the model. Itaoka, (2012) observed that high R square does not necessarily 

determine the effectiveness of a predictor and a model with low R square can still have effective 

predictors explaining the outcome of the dependent variable in a model. 

 

Table 4.29: ANOVA 
Model Sum of Squares df Mean 

Square 

F Sig. 

1 

Regression 412.720 3 137.573 5.681 .001b 

Residual 6078.629 251 24.218   

Total 6491.349 254    

a. Dependent Variable: Industrial Harmony Score 

b. Predictors: (constant), Leaders Relational Authenticity) 

 

The Anova was carried out to determine if the model was fit to predict industrial harmony. The 

results show an F value of 5.681. The conclusion made was that the model was good fit to predict 

the dependent variable. Further the study found the p-value for the F-statistic value was 0.01 

which was lower than the 0.05 significance level. Therefore, based on the significance level, the 

conclusion made was that the model was a good fit to predict industrial harmony in Kenya’s 

devolved public health sector. The coefficients obtained are indicated in Table 4.30 
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a. Dependent Variable: Industrial Harmony Score 

b. Predictors: (constant), Leaders Relational Authenticity 
 

The study established that the beta coefficient value of leaders’ relational authenticity 

(β=.703, p<.000) was positive and statistically significant. In this regard, the null 

hypothesis that leaders’ relational authenticity has no statistically significant influence on 

industrial harmony in Kenyas’ devolved public health sector, was rejected. Conclusion was 

made that leaders relational authenticity has statistically significant influence on industrial 

harmony in Kenyas’ devolved public health sector. 

 

ANOVA was also carried out to determine if the model was fit to predict industrial 

harmony. The findings in table 4.30 shows that the constant had an unstandardized 

coefficient of 35.231 which means that holding all other factors constant and leaders’ 

relational authenticity at zero (0), industrial harmony level would be equal to 35.231. The 

t-statistic for the constant was found to be 114.436 which was greater than the t-critical 

value (at 152 df and 0.05 significance level= 1.655). The results also show that the 

standardized beta coefficient for leaders’ relational authenticity was 0.703. This means that 

Table 4.30: Coefficientsa 

Model Unstandardized 

Coefficients 

Standardized 

Coefficients 

t Sig.  

B Std. 

Error 

Beta   

1 

(Constant) 35.231 .308  114.436 .000   

Leaders Relational 

Authenticity 
.703 .178 .241 3.946 .000   
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if all the factors are held constant, a rise in leaders’ relational authenticity by a single unit 

leads to a.703 rise in industrial harmony in Kenyas’ devolved public health sector. 

 

The t-test statistic for this coefficient was found to be 3.946 which was greater than the t-

test critical value (t-critical at 152 df and 0.05 significance level= 1.655). The P-value for 

leaders’ relational authenticity coefficient was 0.000 which was <0.05 significance level 

which led to the rejection of the null hypothesis that, leaders’ relational authenticity has no 

significant influence on industrial harmony in Kenyas’ devolved public health sector. The 

study concluded that leaders’ relational authenticity has a significant influence on industrial 

harmony in Kenyas’ devolved public health sector. 

The summarized model was in the form of Y1= β0 + β1X1+ε thus; 

Industrial Harmony= 35.321+0.703 leaders’ relational authenticity + error. 

 

The findings indicated that the correlation coefficient between leader’s relational 

authenticity and industrial harmony was 0.241 indicating a weak and positive correlation 

between leader’s relational authenticity and industrial harmony. The coefficient value of 

leaders’ relational authenticity (β=0.703, P,.0.000<0.005) was positive and statistically 

significant implying that leader’s relational authenticity enhances industrial harmony in the 

devolved public health sector. 

 

The model summary implied that leaders’ relational authenticity explains 5.8% of 

industrial harmony in Kenyas’ devolved public health sector. The coefficient of leaders’ 

relational authenticity and industrial harmony was found to be positive and significant.  
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Authentic leadership enhances trust at the workplace which automatically improves 

working relationships. Authentic leadership tends to satisfy workers’ demands on safety 

and sense of ownership as well as self-actualization. 

 

The study concluded that leaders’ relational authenticity has a significant influence on 

industrial harmony in Kenyas’ devolved public health sector. Employees’ behaviors tend 

to resonate with leadership that is transparent, ethical and that handles issues objectively 

without bias. Management ability to cultivate ethical and honest behavior among workers 

is an ingredient of a disciplined workforce that adheres to rules and regulations hence 

minimizing the probability of work-related conflicts in an organization. 

 

Authentic leadership will enable employees to acquire intellectual simulation where they 

can be in a position to address issues and come up with solutions. Whenever employees 

have solutions at their disposal, it becomes easier to resolve any industrial related conflict 

before the crisis deepens. This enhances industrial harmony within the workplace. This 

concurs with a study by Boehm (2015) which established that moral traits exhibited as 

citizenship behavior are crucial in enhancing a harmonious working environment.  

 

A transparent employer discloses all the required information pertaining to employee 

welfare and any form of agreement regarding their welfare. Lack of disclosure of sensitive 

information might promote suspicion, mistrust and lack of accountability which might 

cause a lot of unease at the workplace. The sector leadership was found not to be 

transparent, open to criticism and tolerant to divergent views. This can have a negative 
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influence on industrial harmony as there will be no comprehensive feedback to the 

employees. Feedback without set time frames can also be detrimental to good working 

relationships.  

 

The managers were said not to be role models and some were said to have self-interests 

and that some were not psychologically qualified to manage employees or institutions. It 

will be imperative for the sector to enhance subordination of individual interests to 

organizational interests and as well as enhance managerial skills development for effective 

handling of employee issues. Management approach in processing information among 

employees should depict a balanced, transparent and harmonious formula in order to have 

a conducive working environment. 

 

The findings of this study are in line with Fallatah (2020) study on the effect of authentic 

leadership on new graduate nurses’ organizational identification, trust in the manager, 

patient safety climate, and willingness to report errors using non-experimental cross-

sectional designs. The study established that authentic leaders are able to create work 

environments that support new graduate nurses’ error reporting by strengthening their 

personal identification with the leader and building trusting relationships.  

 

Muceldili et al., (2013) observed that authentic leadership is an ingredient to conducive 

working environment. Internalized moral perspective in an organization is entrenched 

through elaborate processes such as cultivating trust through the leadership ranks. 

According to Coxen et al., (2016) trust in a workplace is vital in enhancing a harmonious 
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working environment. This is because trust is considered a crucial tool in closing ranks and 

strengthening relationships among employers and employees thus promoting a harmonious 

working environment. Miidom, Dyke-Ebirika and Tidjoro (2021) in a study on authentic 

leadership and workplace harmony, ascertained that authentic leadership enhances 

workplace harmony. 

 

A study by Waweru (2021) also observed that various authentic leadership aspects such as 

balanced processing, relational transparency and internalized morals significantly 

influence the industrial harmony at the workplace. However, the current study findings 

differed with Qureshi and Alemi (2018) who established that authentic leadership 

significantly and negatively impacts turnover intention with partial mediating effect of 

workplace harmony. The findings differed because the current study established a positive 

and significant relationship between authentic leadership while the previous study 

established a negative and significant relationship with the corresponding study variables. 

 

4.5.9 Mediating Influence of Affective Commitment on the Relationship Between 

Adaptive Leadership and Industrial Harmony 

The fifth objective of the study sought to establish the mediating influence of affective 

commitment on the relationship between adaptive leadership and industrial harmony. To 

achieve the objective, the study tested the null hypothesis that affective commitment does 

not have statistically significant influence on the relationship between adaptive leadership 

and industrial harmony in Kenyas’ devolved public health sector. 
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The study adopted the Baron and Kenny (1986) steps to establish the mediating influence 

of affective commitment on the relationship between adaptive leadership and industrial 

harmony. The first step involved determining the influence of adaptive leadership on 

industrial harmony which was conducted using simple linear regression of adaptive 

leadership predicting industrial harmony. Thereafter, the second step involved simple 

regression analysis conducted with adaptive leadership predicting affective commitment in 

Kenyas’ devolved public health sector. 

 

The third step involved multiple regression analysis with affective commitment and 

adaptive leadership predicting industrial harmony in Kenyas’ devolved public health 

sector. The final step involved sobel test analysis involving affective commitment and 

industrial harmony in the devolved public health sector. The direct influence of adaptive 

leadership on industrial harmony in Kenyas’ devolved public health sector is shown in 

Table 4.31. 

 

Table 4.31: Model Summary 

Model R R Square Adjusted R Square Std. Error of 

the Estimate 

 .442 .195 .192 .49925 

 

From the findings in Table 4.31 adaptive leadership explains 19.5% of industrial harmony. 

Conversely, the finding implied that adaptive leadership was only able to influence 19.5% 

of industrial harmony. This finding signified that there are other factors other than adaptive 

leadership that affect industrial harmony in Kenyas’ devolved public health sector. 

 



133 

 

Table 4.32: ANOVA 

Model Sum of 

Squares 

Df Mean 

Square 

F Sig. 

 

Regressi

on 
15.313 1 15.313 61.437 .000 

Residual 63.060 253 .249 
  

Total 78.373 254 
   

 

The ANOVA was carried out to determine if the model was fit to predict industrial 

harmony. The results show an F value of 61.437 and a p-value of .000. This signified 

that the model was statistically significant. 

 

Table 4.33: Coefficientsa 
Model Unstandardized 

Coefficients 

Standardized 

Coefficients 

T Sig. 

B Std. Error Beta 

 

(Constant) 1.162 .165  7.060 .000 

Adaptive 

leadership 
.546 .070 .442 7.838 .000 

a. Dependent variable industrial harmony, b constant, predictors adaptive leadership 

 

As can be seen in Table 4.33, it was established that adaptive leadership is a statistically 

significant predictor of industrial harmony (β=.546, p-value=0.000). One unit change in 

adaptive leadership alone explains 0.546 units of the total variations in industrial harmony 

in Kenyas’ devolved public health sector. This means that in the absence of other variables 

influencing industrial harmony in Kenyas’ devolved public health sector, adaptive 

leadership when left to act alone is responsible for 0.546 units of industrial harmony. In 

step one, the first condition for testing mediating influence was satisfied since adaptive 

leadership had a positive and significant influence on industrial harmony in the devolved 

public health sector. 
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In step two, simple regression analysis was conducted with adaptive leadership predicting 

affective commitment in the devolved public health sector. In step two, the independent 

variable should significantly influence the mediating variable. Variable in step two of 

testing for mediating influence was satisfied and the findings are as shown in Table 4.34.  

 

Table 4.34: Regression Coefficient of Adaptive Leadership and Affective 

Commitment 

a. Model Summary 

Model R R Square Adjusted R Square Std. Error of the 

Estimate 

 .473 .224 .221 .52688 

b. ANOVA 

Model Sum of 

Squares 

df Mean 

Square 

F Sig. 

 

Regression 20.283 1 20.283 73.065 .000 

Residual 70.234 253 .278   

Total 90.517 254 
   

c. Coefficientsa 

Model Unstandardized 

Coefficients 

Standardized 

Coefficients 

t Sig. 

B Std. 

Error 

Beta 

 

(Constant) .945 .174  5.437 .000 

Adaptive 

leadership 
.629 .074 .473 8.548 .000 

a. Dependent variable affective commitment, b constant, predictors’ adaptive leadership 

 

From the results in Table 4.34c it was established that adaptive leadership is positive and 

statistically significant in predicting affective commitment in Kenyas’ devolved public 

health sector (β=.629, p-value=.000). The second condition that the independent variable 

must be significant in predicting the mediator variable in step two of testing for mediating 

influence was satisfied. Step three involved conducting multiple regression analysis with 
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affective commitment and adaptive leadership predicting industrial harmony in Kenyas’ 

devolved public health sector. In step three, the mediator should significantly predict the 

dependent variable for the test to proceed to the last step.  

Table 4.35: Regression Coefficient of Adaptive Leadership and Affective 

Commitment on Industrial Harmony 
a. Model Summary 

Model R R Square Adjusted R Square Std. Error of the 

Estimate 

 .462a .213 .207 .49471 

b. ANOVA 

Model Sum of 

Squares 

             

df 

Mean 

Square 

F Sig. 

 

Regression 16.700 2 8.350 34.118 .000 

Residual 61.673 252 .245   

Total 78.373 254    

c. Coefficientsa 
Model Unstandardized 

Coefficients 

Standardi

zed 

Coefficient

s 

t Sig. 

B Std. 

Error 

Beta 

 

(Constant) 1.030 .172  5.972 .000 

Adaptive leadership .458 .078 .371 5.841 .000 

Affective 

Commitment 
.141 .059 .151 2.380 .018 

 
a. Dependent variable industrial harmony, b constant, predictors adaptive leadership, affective 

commitment 

 

From the results in Table 4.35c the analysis of affective commitment as an independent 

variable explains 0.141 units of industrial harmony in the devolved public health sector.  

Affective commitment is statistically significant in explaining industrial harmony in 

Kenyas’ devolved public health sector (β=.141, p-value=0.018). Adaptive leadership 

explains 0.458 units change of industrial harmony in Kenyas’ devolved public health sector 

and is statistically significant (p-value=0.018<0.05). 
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It was established that adaptive leadership and affective commitment explains 21.3% of 

industrial harmony (Table 4.34a). Both adaptive leadership and affective commitment are 

significant predictors of industrial harmony in the devolved public health sector. It 

therefore means that there exists a partial mediating influence of affective commitment on 

the relationship between adaptive leadership and industrial harmony in the devolved public 

health sector. The test proceeded to step four where Sobel test was conducted to establish 

the indirect influence of affective commitment on the relationship between adaptive 

leadership and industrial harmony. 

Table 4.36: Sobel Test Finding of Indirect Influence of Mediating Variable 
T-Testing  Std error P-value  Indirect influence 

of affective 

commitment on 

industrial harmony 

 

2.30062862 0.0385499 0.02141263 0.088689 

 

The Sobel test revealed that affective commitment mediated the relationship between 

adaptive leadership and industrial harmony by yielding an indirect influence of 0.088689 

that is statistically significant (P=0.02141263<0.05). This implied that affective 

commitment improved the relationship between adaptive leadership and industrial 

harmony in Kenyas’ devolved public health sector.  

 

The study rejected the null hypothesis that affective commitment does not have statistically 

significant influence on the relationship between adaptive leadership and industrial 

harmony in Kenyas’ devolved public health sector. The conclusion made was that affective 

commitment has statistically significant influence on the relationship between adaptive 

leadership and industrial harmony in Kenyas’ devolved public health sector.  
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The four steps for testing mediating influence advanced by Baron and Kenny (1986) were 

partially satisfied. These steps are highlighted as follows; In step one, adaptive leadership 

had a positive and significant influence on industrial harmony in the Kenyas’ devolved 

public health sector(β=.546, p-value 0.000<0.05). Similarly, in step two adaptive 

leadership had a positive and statistically significant in predicting affective commitment in 

Kenyas’ devolved public health sector (β=.629, p-value .000<0.005).  

 

In step three, the predictor variable and the presumed mediating variable were regressed 

jointly as independent variables to establish the net influence on the dependent variable. In 

this case both adaptive leadership (β=.458, p-value .000<.005) and affective commitment 

(β=.141, p-value=0.018<.005) were found to be significant predictors of industrial 

harmony in the devolved public health sector.  

 

When predictor and mediating variables are both statistically significant regarding their 

influence on the dependent variable as a result of multiple regression then an inference is 

drawn that the mediation is partial (Agler & De Boeck, 2017). Finally, in step four, the 

sobel test revealed that affective commitment mediated the relationship between adaptive 

leadership and industrial harmony by yielding an indirect influence of 0.088689 that is 

statistically significant (P=0.02141263<0.05). This implied that affective commitment 

improved the relationship between adaptive leadership and industrial harmony in Kenyas’ 

devolved public health sector.  

 

This indicates that there exists a partial mediating influence of affective commitment on 

the relationship between adaptive leadership and industrial harmony in Kenyas’ devolved 

public health sector. The study rejects the null hypothesis that affective commitment does 
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not have statistically significant influence on the relationship between adaptive leadership 

and industrial harmony in Kenyas’ devolved public health sector. The study concludes that 

affective commitment has statistically significant influence on the relationship between 

adaptive leadership and industrial harmony in Kenyas’ devolved public health sector.  

 

Affective commitment captures how employees experience a sense of belonging within an 

organization. Affective commitment contributes to a mind-set that involves a cognitive 

recognition that there is an important purpose in what one is doing in an organization 

characterized by desire to follow a course of action and exert effort to achieve 

organizational goals. Affective commitment as a mediator partially explains the 

relationship between adaptive leadership and industrial harmony in Kenyas’ devolved 

public health sector. A settled employee who adheres to terms and regulations of service 

will always be committed to industrial harmony. 

 

The fact that an employee is committed to fulfill a certain course is always an incentive to 

realization of industrial harmony within an organization. The findings of this study agree 

with the findings of Asif et al., (2019) study which explored adaptive leadership, affective 

commitment, work engagement and creativity focusing on Chinese public sector 

employees. The study revealed that affective commitment partially mediates the 

relationship between adaptive leadership and work engagement, while both affective 

commitment and work engagement fully mediate the relationship between ethical 

leadership and employees’ creativity. Likewise, Scales and Brown (2020) investigating the 

effect of affective commitment and harmonious passion on voluntary turnover among 

social workers established that affective commitment and harmonious passion influences 

voluntary turnover among social workers.  
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A study by Donkor, Dongmei and Sekyere (2021) on the mediating effect of organizational 

commitment on adaptive leadership and employee performance in state-owned enterprises 

in Ghana established that organizational commitment mediates adaptive leadership and 

employee performance. On the contrary however, Chin (2014) while studying the effect of 

adaptive leadership on the relationship between affective commitment and workplace 

harmony indicated that affective commitment did not mediate the relationship between 

adaptive leadership and workplace harmony in the Chinese public sector.  

 

4.5.10 Adaptive Leadership and Industrial Harmony 

The main aim of the study was to determine the influence of adaptive leadership on 

industrial harmony mediated by affective commitment. Adaptive leadership is a broad 

concept that has four aspects in accordance with this study. The four aspects of adaptive 

leadership in this study included; collaborative stakeholder engagement, employee 

involvement in decision making, continuous organizational learning and leaders’ relational 

authenticity. The findings of the study revealed that collaborative stakeholder engagement, 

employee involvement in decision making, continuous organizational learning and leaders’ 

relational authenticity had a positive and significant influence on industrial harmony in the 

Kenyas’ devolved public health sector.  

 

Overall, it was established that adaptive leadership is a statistically significant predictor of 

industrial harmony and had a positive and significant influence on industrial harmony 

(β=.546 p-value=.000). Adaptive leadership was also found to explain 19.5% of industrial 

harmony. Adaptive leadership is instrumental in offering solutions when there is a crisis 

such as industrial unrest. Adaptive leadership is essential in navigating through uncertain 
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times in an organization. The participatory nature of adaptive leadership increases quality 

of services in an organization thus making the working environment conducive and 

harmonious.  

 

Today, the working environment is becoming dynamic and adaptive leadership is needed 

to offer solutions to emerging issues, especially rational ingredients such as involvement, 

collaboration and continuous learning. It is through adaptive leadership that employees will 

commit to an organization thus promoting conducive working environment. The core 

principle of adaptive leadership is bringing people together so as to get to an agreed 

position amicably. Adaptive leadership is keen in finding solutions by defining them 

carefully, and remedying appropriately. The study findings agree with the study by Alhosis 

(2019) on adaptive leadership and work harmony in the presence of affective commitment, 

which established that adaptive leadership has a significant effect on workplace harmony 

among nurses. 
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CHAPTER FIVE 

SUMMARY OF FINDINGS, CONCLUSIONS AND RECOMMENDATIONS 

5.1 Introduction 

In this chapter the study findings are summarized according to the objectives as discussed 

in the previous section. Recommendations are also discussed based on the study findings 

and conclusions. The chapter finalizes by proposing areas that should be considered for 

further research. 

 

5.2 Summary of Findings 

The objective of this study was to determine the influence of adaptive leadership 

(collaborative stakeholder engagement, employees’ involvement in decision making, 

continuous organizational learning and leaders’ relational authenticity) on industrial 

harmony mediated by affective commitment in Kenya’s devolved public health sector. 

5.2.1  Collaborative Stakeholder Engagement and Industrial Harmony 

The first objective of the study was to determine the influence of collaborative stakeholder 

engagement on industrial harmony in Kenyas’ devolved public health sector. The null 

hypothesis of the study was that there is no significant influence of collaborative 

stakeholder engagement on industrial harmony.  

 

Based on the findings of the study, the null hypothesis was rejected and an inference made 

that collaborative stakeholder engagement significantly influences industrial harmony in 

Kenyas’ devolved public health sector. Stakeholder engagement in the running of public 

services enhances public acceptance, successful intervention, effective and elaborate 

communication and improves decision-making processes.  
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It is through this process that long term relationships are established between employees 

and management in the health sector which brings about harmony within the working 

environment. Strengthening coordination mechanisms at the national and county levels 

through stakeholder coordination forums, capacity building, policy formulation, HRH 

regulation, and provision of standards and stakeholder collaborative platforms help 

harmonize HR practices. 

 

5.2.2 Employees’ Involvement in Decision Making and Industrial Harmony 

The second objective was to establish the influence of employees’ involvement in decision 

making on industrial harmony in Kenyas’ devolved public health sector. The null 

hypothesis of the study stated that there is no statistically significant relationship between 

employees’ involvement in decision making and industrial harmony in Kenyas’ devolved 

public health sector. The descriptive findings of the study established that most of the 

respondents were in consensus that employees’ involvement in decision making affected 

industrial harmony in Kenyas’ devolved public health sector. However, employees’ input 

of ideas was not reflected in policy, collective bargaining agreements were not fully 

implemented and employees’ suggestions were not considered by management.  

 

The study established that employees’ involvement in decision making had a positive and 

significant influence on industrial harmony in Kenyas’ devolved public health sector. The 

study established that even though CBAs were in place, not all of them have been 

implemented fully as the sector has been reluctant in actualizing them. Feedback 

mechanisms were found to be incomprehensive, bureaucratic and hence making it take 

long to get responses and thus hampering harmonious relationships. 



143 

 

Results also revealed that even though suggestion schemes are in place they are not trusted 

by employees who see them as only meant to fulfill government policy. It was also 

established that the process was not inclusive and that there were no set timelines in which 

feedback is offered. Cognizant to the findings of the study, the null hypothesis was rejected 

and inference made that employees’ involvement significantly affects industrial harmony 

in Kenyas’ devolved public health sector.  

5.2.3 Continuous Organizational Learning and Industrial Harmony 

The third objective of this study was to assess the influence of continuous organizational 

learning on industrial harmony in Kenyas’ devolved public health sector. The null 

hypothesis of the study stated that there is no statistically significant relationship between 

continuous organizational learning and industrial harmony in Kenyas’ devolved public 

health sector. The descriptive finding of the study established that most of the respondents 

agreed that continuous organizational learning affects industrial harmony in Kenyas’ 

devolved public health sector. Nonetheless, the sector did not encourage research initiatives 

by funding, emphasizing on capacity building and lacked well-structured platforms of 

sharing, storing and retaining knowledge. 

 

With the adoption of simple regression model, the study deduced that continuous 

organizational learning had a positive and significant influence on industrial harmony in 

Kenyas’ devolved public health sector. As deduced from the interview schedule, mentoring 

sessions where skills are enhanced should be prioritized. Training opportunities and funds 

being limited making it difficult to learn new knowledge is retrogressive as it hampers 

acquisition of new skills and knowledge. The short and long-term courses, use of 
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consultants/experts invited to train staff, mentorship/attachment are a necessity in the 

sector and should be enhanced further. 

 

Based on the findings of the study, the null hypothesis was rejected and an inference made 

that continuous organizational learning significantly affects industrial harmony in Kenyas’ 

devolved public health sector.  Organizational learning is a continuous action which forms 

the fundamental substance that gives a firm competitive edge over others. The sector 

should empower employees through learning in order to stay ahead because competition is 

no longer about physical resources but rather, includes other investments such as skills and 

knowledge.  

 

5.2.4 Leaders’ Relational Authenticity and Industrial Harmony 

The fourth objective of the study was to establish the influence of leaders’ relational 

authenticity on industrial harmony in Kenyas’ devolved public health sector. The null 

hypothesis indicated that there is no statistically significant relationship between leaders’ 

relational authenticity and industrial harmony in Kenyas’ devolved public health sector. 

The descriptive statistics from the study depicted that many of the respondents were of the 

view that leaders’ relational authenticity influenced industrial harmony in Kenyas’ 

devolved public health sector. However, sector management has not been working hand in 

hand with the employees’ and their representatives to create a win-win situation. 

Leadership in the sector does not offer hope and encouragement as well as consider 

opinions of employees. 
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The coefficient of leaders’ relational authenticity was positive and statistically significant 

with industrial harmony in the devolved public health sector. Regarding the findings of the 

study, the null hypothesis was rejected and an inference made that leaders’ relational 

authenticity significantly affects industrial harmony in Kenyas’ devolved public health 

sector.  

 

Interview results showed that the existing policies, at times, hinder balanced processing. 

This is an area that requires to be addressed and reviewing of the policies done through 

participative forums. Seeking employees’ opinions can make implementation of decisions 

easy and effective.  Disregarding employees’ views is retrogressive and should be shunned. 

The sector leadership should be transparent and open to criticism as well as be tolerant to 

divergent views. This will have a positive influence on industrial harmony. Work progress 

feedback should also be given within time frames agreed on and where not possible 

progress reports should always be provided. 

 

The managers should be role models and hence setting good examples for others to follow, 

should not be self-seekers and should be psychologically qualified to manage employees 

or institutions and adhere to the core values. The ability and willingness of leaders with 

these qualities to foster self-awareness and internalized moral perspectives through 

supporting mechanisms targeting ethical and physiological traits in employees, improves 

industrial harmony at the workplace. Management-employee engagement should depict a 

balanced, transparent and harmonious co-existence in order to have a conducive working 

environment. 
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5.2.5 Mediating Influence of Affective Commitment on Adaptive Leadership and 

Industrial Harmony 

The fifth objective of the study was to examine the mediating influence of affective 

commitment on the relationship between adaptive leadership and industrial harmony in 

Kenyas’ devolved public health sector. The null hypothesis predicted that affective 

commitment does not have statistically significant influence on the relationship between 

adaptive leadership and industrial harmony in Kenyas’ devolved public health sector.  

 

Collaborative stakeholder engagement, employee involvement in decision making, 

continuous organizational learning and leaders’ relational authenticity were subjected to 

simple regression to test their relationship with industrial harmony and affective 

commitment as the mediating variable. It was established that affective commitment has a 

significant mediating influence on the relationship between leaders’ relational authenticity, 

employees’ involvement in decision making, collaborative stakeholder engagement and 

continuous organizational learning on industrial harmony in Kenyas’ devolved public 

health sector.  

 

The four steps for testing mediating influence advanced by Baron and Kenny (1986) were 

partially satisfied. In step one, adaptive leadership had a positive and significant influence 

on industrial harmony in the devolved public health sector. Similarly, in step two; adaptive 

leadership was found to be positively and statistically significant in predicting affective 

commitment in the devolved public health sector. Further, step three was satisfied since 

affective commitment had a positive and significant influence on industrial harmony. Both 

adaptive leadership and affective commitment were significant predictors of industrial 
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harmony in the devolved public health sector. This indicates that there exists a partial 

mediating influence of affective commitment on the relationship between adaptive 

leadership and industrial harmony in Kenyas’ devolved public health sector. 

 

In step four, the sobel test revealed that affective commitment mediated the relationship 

between adaptive leadership and industrial harmony. Based on these findings, the study 

rejected the null hypothesis that affective commitment does not mediate the relationship 

between adaptive leadership and industrial harmony. Conclusion was made that affective 

commitment mediates the relationship between adaptive leadership and industrial harmony 

in Kenya’s devolved public health sector. Affective commitment captures how employees 

experience a sense of belonging within an organization.  

 

Affective commitment contributes to a mind-set that involves a cognitive recognition that 

there is an important purpose in what one is doing in an organization characterized by 

desire to follow a course of action and exert effort to achieve organizational goals. 

 

5.3 Conclusions 

The conclusions in this section were derived from the key findings of the study. 

Conclusions are based on the strength and nature of relationship between the study 

variables that include collaborative stakeholder engagement, employees’ involvement in 

decision making, continuous organizational learning, and leaders’ relational authenticity 

as the independent variables and affective commitment as the mediating variable on the 

relationship between adaptive leadership and industrial harmony in Kenyas’ devolved 

public health sector.  
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The first objective of this study was to establish the influence of collaborative stakeholder 

engagement on industrial harmony in Kenyas’ devolved public health sector. Collaborative 

stakeholder engagement was found to have a positive and significant influence on 

industrial harmony in Kenyas’ devolved public health sector. The findings indicated that 

the correlation coefficient between collaborative stakeholder engagement and industrial 

harmony was 0.430 indicating a moderate and positive correlation.  This shows that 

stakeholder engagement through various platforms such as meetings help in restoring 

industrial harmony. The study concluded that collaborative stakeholder engagement 

enhances industrial harmony.  

 

The quality service delivery of medical services in the sector is a collaborative task that 

brings on board all stakeholders in the sector. Stakeholder engagement will assist the sector 

in identifying, planning and implementing strategies that will enhance effective and 

efficient service delivery. The study findings were also in support of the social exchange 

theory based on the prism that employees’ perceived organizational support creates a sense 

of indebtedness and an obligation within an individual to repay the organization. The 

results were also in line with the existing empirical literature which supports that there is a 

positive relationship existing between collaborative stakeholder engagement and industrial 

harmony. In addition, literature supports that collaborative stakeholder engagement 

promotes industrial harmony. 

 

The second objective of this study was to establish the influence of employees’ 

involvement in decision making on industrial harmony in Kenyas’ devolved public health 

sector. The study established that employees’ involvement in decision making had a 
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positive and significant influence on industrial harmony in Kenya’s’ devolved public health 

sector. Employees’ involvement was positively correlated with industrial harmony in 

Kenyas’ devolved public health sector.  

 

The results were consistent with propositions of social exchange theory which outlines that 

employees develop personal obligations to undertake extra duties, put in more time and 

minimize conflicts with the managers based on how well they are involved in managing 

the affairs of the organization. The results were also in line with existing empirical 

literature which shows that employees must be involved if they are to understand the need 

for creativity and if they are to be committed to changing their behaviors at work, in new 

and improved ways. Through involvement in decision making, productivity increases, 

overall organizational goals are achieved which help reduce agitations, misconceptions and 

lack of commitment on the part of employees. Literature also shows that employees’ 

involvement in decision making can make or break relationships at the workplace. 

 

The third objective of the study was to establish the influence of continuous organizational 

learning on industrial harmony. The coefficient of continuous organizational learning and 

industrial harmony was found to be positive and significant. The findings indicated a 

moderate and positive correlation between continuous organizational learning and 

industrial harmony.  

 

Organizational learning in the health care system provides a framework for complex 

interconnected dynamic systems where all operational units have to learn and execute their 

mandate. The results agreed with the provisions of the experiential learning theory which 
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is, based on the assumption that, conflict differences and disagreements are what drives the 

learning process. The findings further concurred with the existing empirical literature 

which shows that continuous organizational learning is a transformational process through 

which different stakeholders contribute their learning experiences both individually and 

collectively to attain organizational goals. 

 

The fourth objective of this study was to establish the influence of leaders’ relational 

authenticity on industrial harmony in Kenyas’ devolved public health sector. Leaders’ 

relational authenticity was found to have had a positive and significant influence on 

industrial harmony in Kenyas’ devolved public health sector. The findings indicated a weak 

and positive correlation between leader’s relational authenticity and industrial harmony. 

The coefficient of leaders’ relational authenticity and industrial harmony was found to be 

positive and significant.  Authentic leadership enhances trust at the workplace which 

automatically improves working relationships. Authentic leadership tends to satisfy 

workers’ demands on safety and sense of ownership. Through authentic leadership, 

recognition of workers is a priority and this will strengthen self-actualization of workers.  

 

The results were consistent with the theoretical foundations of social exchange theory 

which postulates that employees’ reciprocation is a way of giving back what they interpret 

to be a fair and kind consideration from the leaders and associated with role behaviors, 

citizenship behavior and organization commitment. Based on the postulates of this theory 

it is deduced that a cordial relationship between the employee and the manager arises out 

of the perception that the manager positively predicts hope among employees. The findings 
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were also consistent with empirical literature as they showed that authentic leadership helps 

employees find meaning and connection at work through creating awareness. 

 

The fifth objective of the study was to establish the influence of affective commitment on 

the relationship between adaptive leadership and industrial harmony. The study concluded 

that affective commitment has a significant mediating influence on the relationship 

between leaders’ relational authenticity, continuous organizational learning, employees’ 

involvement in decision making, collaborative stakeholder engagement and industrial 

harmony. The four steps for testing mediating influence advanced by Baron and Kenny 

(1986) were partially satisfied.  

 

This implied that affective commitment improved the relationship between adaptive 

leadership and industrial harmony in Kenyas’ devolved public health sector. This indicates 

that there exists a partial mediating influence of affective commitment on the relationship 

between adaptive leadership and industrial harmony in Kenyas’ devolved public health 

sector. The findings were in line with attitudinal commitment theory which postulates that 

affective commitment is developed primarily by an individuals’ involvement and 

identification with the organization. The findings were also in line with empirical literature 

that supports that affective commitment mediates adaptive leadership and workplace 

harmony among scholars. 
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5.4 Recommendations of the Study 

This section gives recommendations, which are based on the conclusion and the objectives 

of the study. 

 

The study recommends the expansion of engagement mechanisms between management 

and employees/employee representatives so that employees can channel their issues 

without being victimized. Expanded communication will bring out issues of concern that 

may not be disseminated in the common official communication structures. The sector can 

also establish effective internal dispute resolution mechanisms. The dispute resolution 

mechanisms should have a fair representation where decisions arrived at will not be 

presumed biased. The study recommends the expansion of the workplace engagement 

systems so that employees can channel their issues, suggestions and opinions without fear 

or intimidation. 

 

The study further recommends comprehensive implementation of CBAs. Collective 

bargaining is a product developed out of full employees’ involvement and any violation 

will result in industrial disharmony. Collective bargaining is one of those sensitive 

components that are so attached to employees’ since it takes care of their needs. 

Government should initiate a policy that strengthens implementation of collective 

bargaining agreements and transparency therein.  

 

The second objective of this study was to establish the influence of employees’ 

involvement in decision making on industrial harmony in Kenyas’ devolved public health 

sector. The study recommends the strengthening of suggestion schemes within the sector 
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so that employee’s suggestions can inform policies. Policies that do not reflect the wishes 

of employees or those that are not taking care of their interest are likely to face resistance 

and to some extent jeopardize industrial harmony. 

 

Employees also need to be part of the decision-making processes as involving them will 

bring in innovative ideas that can enable the sector to thrive and enhance competitiveness. 

It also recommends re-designing of suggestion schemes to enhance employees confidence 

and carrying out of brainstorming sessions within the sector so that employees’ suggestions 

can inform policies. Talented employees can incorporate their creative ideas which will 

inform the decision-making process. 

 

Employees’ involvement in decision making is crucial in their affective commitment to an 

organization. Employees are more involved in executing organizational strategies 

conceptualized by management. The study therefore recommends involvement of 

employees in decision making and that they be part of the team that develops strategic ideas 

and plans in the sector. Employees will use their talent and innovativeness to help the 

management in formulating strategies that will not only improve productivity, but also 

improve the welfare of the employees and ultimately increase their affective commitment 

to the course that they are proudly associated with because they extensively took part in 

formulating.  

 

The third objective of this study was to establish the influence of continuous organizational 

learning on industrial harmony in Kenyas’ devolved public health sector. The study 

recommends training of employees to gain more knowledge and sharpen their skills. 

Training of employees will lead to talent acquisition and exploration which later may be 
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nurtured to incorporate innovativeness and creativity within the workplace. Talent 

retention is very critical to performance of an organization and industrial harmony to a 

larger extent. Intensive training will always improve and leverage efficiency of individual 

talent. It is through training that talent is nurtured and utilized to strengthen competitive 

advantage.  

 

There is a need for the sector to strengthen mentorship programs in order to equip 

employees with more updated knowledge. Today, organizations’ over reliance on physical 

resources is not enough for them to remain competitive and efficient. The study 

recommends that more efforts be undertaken in creating, retaining and transferring 

knowledge within the sector as well as benchmarking with best practices. The sector should 

invest in mentorship programs that develop, retain and share knowledge appropriately. 

 

Further, the study recommends organizational learning to enable the sector to respond 

quickly and adapt to the turbulent business environment. This can be made possible by 

having these three major components of knowledge management in organizations; people 

who create, share and retain knowledge; processes that acquire, create, capture, organize, 

share, transfer and apply knowledge; and technology that stores and provides access to 

knowledge. The study also recommends re-training of managers within the sector in human 

resource management so that they become psychologically attached to the needs, and 

become emotionally attached to the general well-being of employees. The training 

curriculum should be tailored towards the uniqueness of the needs in the sector as well as 

its unique challenges and opportunities. 
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The fourth objective of this study was to establish the influence of leaders’ relational 

authenticity on industrial harmony in Kenyas’ devolved public health sector. The study 

recommends setting up of high moral and ethical values between management and 

employees. Ethical and moral values define cordial working relationships which are vital 

for a harmonious working environment. Ethics define trust that can be bestowed on 

leadership and how that trust can play out whenever issues arise and need to be resolved. 

The study recommends setting up high moral and ethical standards among managers, 

enhancing honest, genuine and timely work progress feedback. 

 

High levels of morals and ethics define integrity which is very paramount when dealing 

with industrial issues. The study recommends a transparent process through which 

management conveys information to employees relating to industrial matters. Full 

disclosure of information to employees by management builds confidence and trust 

between management and employees. Trust is very vital when it comes to dealing with 

industrial related matters. Morals and ethics are core to the discipline of any manager or 

employee in an organization. Discipline is synonymous with focus and concentration on a 

given course of action.  

 

Responsible stakeholders engaged in the sector need to propose policies of 

institutionalizing ethical and moral values within the sector. Ethical values foster trust and 

confidence within a working environment. Establishing codes of conduct and signing by 

managers and employees as a way of commitment is not enough to enforce moral and 

ethical values.  The sector should look into ways of rewarding those managers and 
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employees who exemplify good ethical and moral values as well as monitoring adherence 

continuously so as to enhance industrial harmony. 

 

The fifth objective of this study was to establish the influence of affective commitment on 

the relationship between adaptive leadership and industrial harmony in Kenyas’ devolved 

public health sector. The study recommends that employees should be part and parcel of 

the team/s that develop strategic plans and policies in the sector so as to encourage co-

ownership of sector goals and objectives. The study recommends the need for enhanced 

employees organizational support from Kenyas’ devolved public health sector 

management to bring in a sense of belonging. The support should be in terms of provision 

of adequate health care equipment, conducive and safe working environment and social 

support. There is also a need for Kenyas’ devolved public health sector management to 

create trust with employees by keeping their work related and remuneration memoranda. 

 

5.5 Suggestions for Further Research 

The study suggests the following areas for further research. 

i. The study found out that among the independent variables, collaborative stakeholder 

engagement had the highest positive correlation with industrial harmony. However, the 

mean of means score for collaborative stakeholder engagement was 2.34 signifying that 

the level of collaborative stakeholder engagement was low. Thus, there is need for 

future studies to establish the most effective way of enhancing collaborative 

stakeholder engagement. 

ii. The study targeted the Kenyas’ devolved public health sector in a specific economic 



157 

 

region (CEREB). This block comprises ten Counties. There is thus need for future 

studies to focus on other regional economic blocks.  

iii. The study also covered the level 5 hospitals in CEREB. It is suggested that further 

studies can be done in level 1, 2, 3 and 4 hospitals.  

iv. Adaptive leadership as mediated by affective commitment explained 21.3% of 

industrial harmony in the Kenya’s devolved public health sector meaning that, there 

are other factors that influence industrial harmony not explained by this study.  

v. Current study used regression analysis. Other studies may explore other methods such 

as structural equation modelling among others. 

 

 

 



158 

 

REFERENCES 

Aarons, G. A., Fettes, D. L., Sommerfeld, D. H., & Palinkas, L. A. (2011). Mixed methods 

for implementation research: Application to evidence-based practice 

implementation and staff turnover in community-based organizations providing 

child welfare services. Child Maltreatment, 17(1), 67-79 

Abdullah, A. G. K., Ling, Y. L., & Ping, C. S. (2017). Workplace happiness, 

transformational leadership and affective commitment. Advanced Science Letters, 

23(4), 2872-2875. 

Adebayo, S. B., Anyanti, J., Ankomah, A., Omoregie, G., &Mamman-Daura, F. (2010). 

Understanding self-appraisal of HIV-infection risk among young adults in Nigeria: 

evidence from a national survey. African journal of AIDS research, 9(1), 51-61. 

Adekunle, A. M., Abimbola, O. S., &Ehimen, E. J. (2019). Conflicts management 

strategies: A tool for industrial harmony. Izvestiya, 63 (1), 19-34. 

Agler, R. and De Boeck, P. (2017). On the Interruption and use of Mediation: Multiple 

Perspectives on Mediation Analysis. Front. Psychol. Vol. 8:1984.  

Agunga, P. W. (2018). County Health Leadership and Readiness for Non-Communicable 

Disease Services (Doctoral dissertation, Walden University, Minneapolis, 

Minnesota). 

Ahad, N. A., Yin, T. S., Othman, A. R., &Yaacob, C. R. (2011). Sensitivity of normality 

tests to non-normal data. SainsMalaysiana, 40(6), 637-641. 

Akhtar, C. S., &Arif, A. (2011). Impact of organizational learning on organizational 

performance: Study. International Journal of Academic Research and 

Development, 3(5), 327-331. 

Albrecht, S. L., & Marty, A. (2020). Personality, self-efficacy and job resources and their 

associations with employee engagement, affective commitment and turnover 

intentions. The InternationalJournal of Human Resource Management, 31(5), 657- 

681. 

Alhosis, K. F. (2019). Adaptive leadership among nurses: A qualitative   meta- synthesis. 

Majmaah Journal of Health Sciences, 7(2), 56-74. 

Alilyyani, B.; Wong, C.A.; Cummings, G. (2018). Antecedents, mediators, and outcomes 

of authentic leadership in healthcare: A systematic review. International Journal of 

Nursing Studies. 83(3), 34–64. 

Alin, A. (2010). Multicollinearity. Wiley Interdisciplinary Reviews: Computational 

Statistics, 2(3), 370-374. 



159 

 

Alkerman, A. & Tolenvlied, T. (2017). Effect of industrial conflict between and within 

organizations: Contagion in collective bargaining and deterioration of work 

relations. Paper presented at the annual meeting of the Dutch and Flourish Political 

Science Associations, Leuven, May 27-28. 

Allen, D. G., & Shanock, L. R. (2013). Perceived organizational support and 

embeddedness as key mechanisms connecting socialization tactics to commitment 

and turnover among new employees. Journal of Organizational Behavior, 34(3), 

350-369. 

Alonazi, W. B. (2021). Building learning organizational culture during COVID-19 

outbreak: a national study. BMC Health Services Research, 21(1), 1-8. 

Ani, O., Goodman, J., & Dyages, A. (2019). Influence of equitable remuneration among 

health care professional on industrial harmony in a University Teaching Hospital 

in Southeast, Nigeria, Academic Journal of Nursing and Health Education, 7(4), 

18-29. 

Anwar, A., Abid, G., & Waqas, A. (2020). Authentic leadership and creativity: moderated 

meditation model of resilience and hope in the health sector. European Journal of 

Investigation in Health, Psychology and Education, 10(1), 18-29. 

Arghode, V. (2012). Qualitative and quantitative: paradigmatic differences. Global 

Education Journal,4(3), 144-163. 

Argote, L., & Miron-Spektor, E. (2011). Organizational learning: From experience to 

knowledge. Organization science, 22(5), 1123-1137. 

Asif, M., Qing, M., Hwang, J., & Shi, H. (2019). Ethical leadership, affective commitment, 

work    engagement, and    creativity:    Testing    a     multiple     mediation approach. 

Sustainability,11(16), 4489. 

Auvinen, A. M. (2017). Understanding the stakeholders as a success factor for effective 

occupational health care. Occupational Health, 29(7), 25-43. 

Avolio, B. J.; Walumbwa, F.O. (2014). Authentic Leadership Theory, Research and 

Practice: Steps Taken and Steps that Remain. In the Oxford Handbook of 

Leadership and Organizations; Oxford University Press: Oxford, UK, 2014. 

Awee, A., Cheah, W. Y., Cheng, C. N., Hong, K. S., Ling, L. B., & Tan, M. C. (2014). 

Effect of servant leadership on affective commitment among hotel 

employees. International Journal of Scientific and Research Publications, 4(11), 

1-7. 

Babbie, E. (2003). Survey Research Methods. Belmont, California: Wadsworth Publishing 

Company. 



160 

 

Bal, P. M., Kooij, D. T., & De Jong, S. B. (2013). How do developmental and 

accommodative HRM enhance employee engagement and commitment? The role 

of psychological contract and SOC strategies. Journal of Management Studies, 

50(4), 545-572. 

Bala, H. (2018). Re: Low R-squared? Retrieved from: 

https://www.researchgate.net/post/Low_R-squared/5bcde0e511ec739dc37284ea/ 

citation/download. 

Balassiano, M., & Salles, D. (2012). Perceptions of equity and justice and their implications 

on affective organizational commitment: A confirmatory study in a teaching and 

research institute. Brazilian Administration Review, 9(3), 268-286. 

Bamford, M., Wong, C. A. & Laschinger, H. (2013). The influence of authentic leadership 

and areas of work life on work engagement of registered nurses. Journal of Nursing 

Management. 2013, 21, 529–540. 

Barker, C; Mulaki, A; Mwai, D. & Dutta, A. (2014). Assessing county health system  

readiness in Kenya: A review of selected health inputs. Retrieved from  

www.healthpolicyproject.com 

Bassey, A. O., Ojua, T. A., Archibong, E. P., & Bassey, U. A. (2017). The impact of inter- 

union conflicts on industrial harmony: The case of tertiary health institutions in 

Cross River State, Nigeria. Geografia-Malaysian Journal of Society and Space, 

8(4), 33-39 

Bartlett, J., Kotrlik, J. W. & Higgins, C. C. (2001). Organizational research: Determining 

appropriate sample size in survey research appropriate sample size in survey 

research. Information technology, learning, and performance journal, 19 (1), 43. 

Benjamin, B. A. & Orodho, J. A. (2014). Teaching and learning resource availability and 

teachers’ effective classroom management and content delivery in secondary 

schools in Huye District, Rwanda. Journal of Education and Practice,4(9), 402-

423.  

Besen, F., Tecchio, E., & Fialho, F. A. P. (2017). Authentic leadership and knowledge 

management. Gestao & Producao, 24(1), 2-14. 

Bhuiyan, M. M. Z. U., & Machowski, A. (2012). Impact of 20-day industrial action in 

Polokwane hospital. South African medical journal, 102(9), 755-756. 

Biro, G. I. (2014). Didactics 2.0: A pedagogical analysis of gamification theory from a 

comparative perspective with a special view tttohe components of learning. Social 

and Behavioural Sciences, 141(25), 148-151.  

Blau, P. (1964). Exchange and Power in Social Life. New York: Wiley. 

https://www.researchgate.net/post/Low_R-squared/5bcde0e511ec739dc37284ea/%20citation/download
https://www.researchgate.net/post/Low_R-squared/5bcde0e511ec739dc37284ea/%20citation/download
http://www.healthpolicyproject.com/


161 

 

Bloomsbury, G. (2002). A strategy for industrial relations in Great Britain. Britain Journal 

of Industrial Relations,10(20), 12-20. 

Blumberg, B. F., Cooper, D. R. & Schidler, P. S. (2014). Business research methods. New 

York: McGraw-hill education. 

Boehm, S. A.; Dwertmann, D. J. G.; Bruch, H.; Shamir, B. (2015).  The missing link? 

Investigating organizational identity strength and transformational leadership 

climate as mechanisms that connect CEO charisma with firm performance. The 

leadership quarterly, 26(2), 156-171. 

Bolarinwa, O. A. (2015). Principles and methods of validity and reliability testing of 

questionnaires used in social and health science researches. Nigerian Postgraduate 

Medical Journal, 22(4), 195-201. 

Breitsohl, H., & Ruhle, S. (2013). Residual affective commitment to organizations: 

Concept, causes and consequences. Human Resource Management Review, 23(2), 

161-173. 

Brewer, C. J., & Jones, R. L. (2002). A five-stage process for establishing contextually 

valid systematic observation instruments: The case of rugby union. The Sport 

Psychologist, 16(2), 138-159. 

 Brijesh, V., & Pachauri, A. (2017). Significance of workers’ participation in management 

in an organization. International Journal of science and Technology, 6(5), 502-504. 

Brooks, C. D., & Condori, A. A. (2018). A resolvent criterion for normality. The American 

Mathematical Monthly, 125(2), 149-156. 

Brownie, S., & Oywer, E. (2016). Health professionals in Kenya: strategies to expand reach 

and reduce brain drain of psychiatric nurses and psychiatrists. BJPsych 

international, 13 (3), 55-58. 

Bryman, A. (2012). Social research methods (4th ed.). Oxford university press, USA. 

Burns, G. N., Morris, M. B., Periard, D. A., LaHuis, D., Flannery, N. M., Carretta, T. R., 

&Roebke, M. (2017). Criterion-related validity of a big five general factor of 

personality from the TIPI to the IPIP. International Journal of Selection and 

Assessment, 25(3), 213–222. 

Carter, N, Bryant-Lukosius, D, DiCenso, A, Blythe, J, & Neville, A. J. (2014). The use of 

triangulation in qualitative research. Oncology Nursing Forum. 41(5), 545-7.  

Caze, A. & Jackson, B. (2011). Authentic Leadership in Bryman D. Collinson, K. Grint, 

B. Jackson & M. Uhil-Blen (eds). The Sage Handbook of Leadership (pp.352-364) 

London, Sage. 



162 

 

Chakrabartty, S. N. (2013). Best Split-Half and Maximum Reliability. IOSR Journal of 

Research & Method in Education, 3(1), 1-8. 

Cheng, Z. (2014). The effects of employee involvement and participation on subjective 

wellbeing: Evidence from urban China. Social Indicators Research, 118(2), 457-

483. 

Chima, S. C. (2013). Global medicine: Is it ethical or morally justifiable for doctors and 

other healthcare workers to go on strike? BMC Medical Ethics, 14(1), 1-10. 

Chin, T. (2014). Harmony as means to enhance affective commitment in a Chinese 

organization. Cross Cultural Management, 21(3), 326-344. 

Chukwuka, C. O. (2013). Industrial conflict - causes and effects in Universities/Colleges. 

DoubleGist, July 22, 2013. www.com/industrial- conflict-effects- universities 

colleges 

Churchil, G. A., Lacobucci& Israel, D. (2010). Marketing research: A southern Asian 

perspective. New Delhi: Cengage Learning. 

Constitution of Kenya (2010). Available at 

http://kenyalaw.org/kl/index.php?id=398.  

Contreras-Pacheco, O. E., Vecino-Arenas, C., E. & Lesmez-Peralta, J., C. (2020). 

Correlating affective commitment with prosocial behavior: Does perceived 

meaningfulness at work matter? Journal of Management, 36(68), 112-125. 

Cooper, D. & Schindler, P. (2011). Business research methods (11th ed.). Boston: McGraw 

Hill. 

County Governments Act, No. 17 of 2012. 

Coxen, L., Van der Vaart, L., & Stander, M. W. (2016). Authentic leadership and 

organizational citizenship behaviour in the public health care sector: The role of 

workplace trust. SA Journal of Industrial Psychology,42(1), 1-13. 

Craney, T. A., & Surles, J. G. (2002). Model-dependent variance inflation factor cutoff 

values. Quality engineering, 14(3), 391-403. 

Creswell, J. W. (2013). Research design. Qualitative, quantitative and mixed methods 

approaches (4th ed.). Thousand Oaks: Sage Publications, Incl. 

Creswell, J. W. (2015). A concise Introduction to Mixed Methods Research. Sage 

Publications Ltd. 

Creswell, J. W., & Plano Clark, V. L. (2011). Designing and Conducting Mixed Methods 

Research. Sage Publications.  

http://kenyalaw.org/kl/index.php?id=398


163 

 

Creswell, J. W., & Plano Clark, V. L. (2018). Designing and Conducting Mixed Methods 

Research (3rd ed.). Sage Publications. 

Creswell, J. W. & Plano Clark, V. L. (2011). Designing and conducting mixed methods 

research (2nd ed.). Los Angeles: Sage Publications. 

Cronbach, L. J. (1951). My current thoughts on coefficient alpha and successor procedures. 

Educational and Psychology Measurement, 64(3),391-418. 

Cropanzano, R., Anthony, E. L., Daniels, S. R., & Hall, A. V. (2017). Social exchange 

theory: A critical review with theoretical remedies. Academy of management 

annals,11(1), 479-516. 

Cunningham S. A., Mitchell, K., Narayan, K. M., et al. (2008). Doctors’ industrial actions 

and mortality: a review. Social Science & Medicine, 67 (11):1784–8.  

Curtis, E. A., Comiskey, C., & Dempsey, O. (2016). Importance and use of correlational 

research. Nurse researcher, 23(6), 20-25. 

Cylus, J., Richardson, E., Findley, L., Longley, M., O'Neill, C., Steel, D., & World Health 

Organization. (2015). United Kingdom: health system review. World Health 

Organization. Regional Office for Europe. Available at 

https://apps.who.int/iris/handle/10665/330250.  

Danacica, D. (2017). Methodological and applicative problems of using Pearson 

correlation coefficient in the analysis of socio-economic variables. Romanian 

Statistical Review Supplement, 65(2), 148-163. 

Davies, B. E. (2009). What happened in the industrial dispute at friction dynamics and the 

ensuing legal cases?https://www.ier.org.uk/wp-content/uploads/Bryan- Davies-

Friction-Dynamics-Report.pdf.  

Davila, M. C., & Garcia, G. J. (2012). Organizational identification and commitment: 

correlates of sense of belonging and affective commitment. The Spanish journal of 

psychology, 15(1), 244-255. 

Davlembayeva, D., Papagiannidis, S. & Alamanos, E. (2020). Sharing economy: studying 

the social and psychological factors and the outcomes of social exchange. 

Technological forecasting and social change, Elsevier, 158(9), 120-143. 

Dede, C. H. (2019). Employee participation in decision making and organizational 

productivity: case study of cross river state board of internal revenue, Calabar. 

IIARD International Journal of Economics and Business Management, 5(1), 84-94. 

Delery, J. E., & Doty, D. H. (1996). Modes of theorizing in strategic human resource 

management: Tests of universalistic, contingency, and configurational performance 

predictions. Academy of management Journal, 39(4), 802-835. 

https://apps.who.int/iris/handle/10665/330250


164 

 

DeRue, D. S. (2011). Adaptive leadership theory: Leading and following as a complex 

adaptive process. Research in organizational behavior, 31(9), 125-150. 

Dewey, J. (1986). Experience and education. The educational forum, 50(3), 241-252.  

Dey, T. (2012). Predictors of organizational commitment and union commitment: A 

conceptual study. IUP Journal of Organizational Behavior, 11(4), 62-75. 

Dhai, A., & Mahomed, S. (2018). The National Education, Health and Allied Workers’ 

Union (NEHAWU) industrial actions: South Africa’s healthcare battlefield. South 

African Medical Journal, 108(8),632-633. 

Dixit, G. K. & Sharma, A. K. (2014). Maintaining industrial action through employee’s 

engagement - A study report conducted in automobile industry. International 

Journal of Research and Scientific Innovation,2(7), 11-25. 

Donkor, F., Dongmei, Z., & Sekyere, I. (2021). The mediating effects of organizational 

commitment on leadership styles and employee performance in SOEs in Ghana: A 

structural equation modeling analysis. SAGE Open, 11(2),1-17. 

Doyle, A. (2017). Adaptive challenges require adaptive leaders. Performance 

Improvement, 56(9), 18-26. 

Drost, E. A. (2011). Validity and Reliability in Social Sciences Research. Education 

Research and Perspectives, 38(1),105-123. 

EduValsania, S.; Moriano Leon, J. A.; Molero Alonso, F.; TopaCantisano, G. (2012). 

Authentic leadership and its effect on employees’ organizational citizenship 

behaviours. Psicothema, 24(12), 561–566. 

Enosh, G., Tzafrir, S. S., & Stolovy, T. (2014). The development of client violence 

questionnaire (CVQ). Journal of Mixed Methods Research, 9(3), 273–290.  

Eriksson, P., & Kovalainen, A. (2008). Research philosophy. Qualitative methods in 

business Research. Scandinavian Journal of Management 24 (4), 354-363. 

Fallatah, F. (2020). The effect of authentic leadership on new graduate nurses’ 

organizational identification, trust in the manager, patient safety climate, and 

willingness to report errors. Nursing Outlook, 65(2), 172–183. 

Field (2019). Discovering statistics using SPSS. New York, Sage Publications. 

Fincham, J. E. (2008).  Response rates and responsiveness for surveys, standards and the 

Journal. Am J Pharm Educ. Article 43. 

Foster, M., & Arnold, G. (2019). The impact of stakeholder engagement on local policy 

decision making. Policy Sciences, 52(4), 549-571. 



165 

 

Friedman, W. and Keates, A. (2014). What can we learn from babies born during health 

workers industrial actions? 

http://akeats.faculty.wesleyan.edu/files/2019/03/strikes_2022_28sep22.pdf 

Gardner, W. L.; Cogliser, C.C.; Davis, K. M.; Dickens, M.P. (2011). Authentic leadership: 

A review of the literature and research agenda. The leadership quarterly, 22(6), 

1120-1145. 

Gatling, A.; Kang, H. J. A. & Kim, J. S. (2016). The effects of authentic leadership and 

organizational commitment on turnover intention. Leadership & Organization 

Development Journal, 37(2), 181-199. 

George, B. (2003). Authentic leadership: Rediscovering the secrets to creating lasting 

value (Vol. 18). John Wiley & Sons. 

Glesne, C. (2015). Becoming qualitative researchers: An introduction. Delhi: Pearson 

Education. 

Gray, D. E. (2014). Doing research in the real world (3rd ed.). Thousand Oaks: Sage 

Publishers. 

Gujarati, D. N. & Porter, D.C. (2009). Basic Econometrics (5th edition). Mcgraw hill. 

Haeffel, G. J., & Howard, G. S. (2010). Self-report: Psychology’s four-letter word. The 

American journal of psychology, 123(2), 181-188. 

Hair, J., Black, W. C., Babin, B. J., Anderson, R. E., & Tatham, R. L. (2010). Multivariate 

data analysis. Upper Saddle River: Pearson Prentice Hall. Links. 

Hall, R. F. (2013). Mixed methods: In search of a paradigm. In T. Le, & Q. Le (Eds.), 

Conducting research in a changing and challenging world (71-78). New York: 

Nova Science Publishers Inc. 

Harlow, L. L., Mulaik, S. A. & Steiger, J. H. (2016). What if there were no significance 

tests? Classic edition. Abingdon, United Kingdom: Routledge. 

Harris, J., & Mayo, P. (2018). Taking a case study approach to assessing alternative 

leadership models in health care. British Journal of Nursing, 27(11), 608-613. 

Hassan, A. & Ahmed, F. (2011). Authentic leadership, trust and work engagement. 

International Journal of Humanities and Social Science, 6(3), 164–170. 

Hassan, S., & Rohrbaugh, J. (2011). The role of psychological climate on public sector 

employees' organizational commitment: An empirical assessment for three 

occupational groups. International Public Management Journal, 14(1), 27-62. 

Havedaway, N. R., Kohl, C., da Silva, N. R., Schiemann, J., Spok, A., Stewart, R., ... & 

Wilhelm, R. (2017). A framework for stakeholder engagement during systematic 

http://akeats.faculty.wesleyan.edu/files/2019/03/strikes_2022_28sep22.pdf


166 

 

reviews and maps in environmental management. Environmental evidence, 6(1), 1-

14. 

Heifetz, R. A., Linsky, M., & Grashow, A. (2009). The practice of adaptive leadership: 

Tools and tactics for changing your organization and the world. Cambridge, MA: 

Harvard Business Press. 

Henwood, K.  (2014).  Qualitative research.  Encyclopedia  of  Critical  Psychology, 19(23), 

1611-1614. 

Hosi (2021). https://hosi.co.ke/category/county-referral-hospital. Accessed on November 

29th 2021. 

Houghton, C., Casey, D., Shaw, D. & Murphy, K. (2010). Ethical challenges in qualitative 

research: Examples from practice. Nurse Researcher, 18(1), 14-24. 

Houser, J. (2011). Nursing Research: reading, using and creating evidence. New Delhi: 

Jones and Bartlett Publishers, LLC. 

Hox, J. J., Moerbeek, M., & Van de Shoot, R. (2010). Multilevel analysis: Techniques and 

applications. Abingdon, United Kingdom: Routledge. 

Human Resources for Health (HRH) Strategy 2014-2018. Ministry of Health, Kenya.  

Human Resource for Health Strategic Plan; 2009-2012. Ministry of Health, Kenya. 

Hussein, N., Mohamad, A., Noordin, F., & Ishak, N. A. (2014). Learning organization and 

its effect on organizational performance and organizational innovativeness: A 

proposed framework for Malaysian Public Institutions of Higher Education. 

Procedia-Social and Behavioral Sciences, 130(34), 299-304. 

Iacobucci, D., Schneider, M. J. Popovich, D. L. & Bakamitsos, G. A. (2017). Mean 

centering, multicollinearity, and moderators in multiple regression: The 

reconciliation redux.Behav Res. 49, 403–404. https://doi.org/10.3758/s13428-016-

0827-9 

Ibezim, N. & Obi, C. (2013). Re-Engineering University Education through Strategic 

Information Management: The Nigerian Experience. Modern Economy, Vol. 4(11) 

783-789. doi: 10.4236/me.2013.411083. 

Igbaji, P. (2009). Industrial conflict and goal achievement of tertiary institutions in Cross 

River State, Nigeria. Journal of Research in National Development, 7(2), 23-56. 

Ijeoma, C. (2020). Employee participation in decision making and its impact on 

organizational performance: Evidence from Government Owned Enterprises, Port 

Harcourt, Nigeria. Port Harcourt, Nigeria (August 5, 2020). 

https://dx.doi.org/10.2139/ssrn.3667548. 

https://hosi.co.ke/category/county-referral-hospital
https://doi.org/10.3758/s13428-016-0827-9
https://doi.org/10.3758/s13428-016-0827-9


167 

 

Iqbal, S.; Farid, T.; Ma, J.; Mehmood, Q. (2018). Cultivating Employees’ Communal 

Relationship and Organizational Citizenship Behavior through Authentic 

Leadership: Studying the Influence of Procedural Justice. Psychology Research 

and Behavior Management. 11(3), 545–555. 

Irawanto, D. W. (2015). Employee participation in decision-making: Evidence from a 

state- owned enterprise in Indonesia. Management-Journal of Contemporary 

Management Issues, 20(1), 159-172. 

Irimu, G., Ogero, M. & Mbevi, G., (2018). Tackling health professionals’ industrial 

actions: an essential part of health system strengthening in Kenya. British medical 

journal, 3(6),1-5. 

Itaoka, K. (2012). Regression and interpretation low R-squared. In Proceedings of the 

presentation at Social Research Network 3rd Meeting, Noosa. Mizuho Information 

and Research Institute, Inc. 

https://ieaghg.org/docs/General_Docs/3rd_SRN/Kenshi_Itaoka_RegressionInterpr

etationSECURED.pdf 

Iyengar, K. P., Jain, V. K., & Vaishya, R. (2020). Medical doctors in India are on industrial 

action: a moral and national conundrum. Postgraduate Medical Journal, 45(2), 12-

34. 

James, G., Witten, D., Hastie, T., & Tibshirani, R. (2013). An Introduction to Statistical 

Learning: With Applications in R. Springer. DOI 10.1007/978-1-4614-7138-7 

Jaros, S. (2009). Measurement of commitment. In: H. J. Klein, T. E. Becker & J. P. Meyer, 

(Eds.). Commitment in Organizations: Accumulated Wisdom and New Directions 

(347-382). Ohio: Routledge Academic. 

https://www.researchgate.net/publication/285480334 

Johson, C. (2012). Numerical solution of partial differential equations by the finite element 

method. Courier Corporation. Journal of Mathematics and Physics, 6 (3), 345-378. 

Jusnitah, I. & Linneria, L. (2016).  Factors that contribute to harmony Industrial Relation. 

https://www.academia.edu/32948510/Factors 

Kangasniemi, M, Viitalahde, K & Porkka, S. (2010). A theoretical examination of rights 

of nurses. Nursing Ethics 17(5):628-635. 

Kanter, R. M. (1968). Commitment and social organization: A study of commitment 

mechanisms in utopian communities. American Sociological Review, 33(9), 499-

417. 

Kayes, D. C. (2002). Experiential learning and its critics: Preserving the role of experience 

in management learning and education. Academy of Management Learning & 

Education, 1(2), 137-149. 

https://www.academia.edu/32948510/Factors


168 

 

Kempster, S., Iszatt-White, M., & Brown, M. (2019). Authenticity in leadership: 

Reframing relational transparency through the lens of emotional labour. 

Leadership, 15(3), 319- 338. 

Kenya Health Policy, 2012-2030. 

Kenya Law; Case no. 2 of 2020. 

Kenya Law; Case no.17 of 2019. 

Kenya National Bureau of Statistics (2019). Economic Survey Report. 

Kezar, A. and Holcombe, E. M. (2017). Shared leadership in Higher Education: Important 

lessons from research and practice. Washington, DC: American Council on 

Education. 

Kim, M. (2018). The effects of authentic leadership on employees’ well-being and the role 

of relational cohesion in leadership. IntechOpen, 34(1), 23-56. 

Kimathi, L. (2017). Challenges of the devolved health sector in Kenya: teething problems 

or systemic contradictions? Africa Development, 42(1), 55-77. 

Kimutai, G., Gachunga, H., Wanjau, K., & Waititu, G. A. (2013). Influence of employee 

capacity on health workforce performance in Kenya’s public health sector: A tale 

of ISO 9001: 2008 certified hospitals. European Journal of Business and Social 

Sciences, 19(5), 37-56. 

Kinzley, W. D. (2018). Industrial harmony in modern Japan: the invention of a tradition. 

Routledge:London. 

Klonsky, M. F. (2010). Discussing undiscussables: Exercising adaptive leadership 

(Doctoral dissertation, Fielding Graduate University). 

https://espace.curtin.edu.au/bitstream/handle/20.500.11937/57145/Vyas%20Alkes

h%202017.pdf?sequence=1&isAllowed=y 

Ko, J., & Hur, S. (2014). The impacts of employee benefits, procedural justice, and 

managerial trustworthiness on work attitudes: Integrated understanding based on 

social exchange theory. Public Administration Review, 74(2), 176-187. 

Kock, N., & Lynn, G. (2012). Lateral collinearity and misleading results in variance-based 

SEM: An illustration and recommendations. Journal of the Association for 

information Systems, 13(7),1-40. 

Kolb, A. Y., & Kolb, D. A. (2009). Experiential learning theory: A dynamic, holistic 

approach to management learning, education and development. The SAGE 

handbook of management learning, education and development, 42(6), 68-79. 



169 

 

Kolb, D. A. (1984). Experience as the source of learning and development. Upper Sadle 

River: Prentice Hall. 

Kubai, J. N. (2019). The impact of devolution of health care systems in Kenya: a case study 

of Meru County health facilities (Masters’ thesis, Norwegian University of Life 

Sciences, As). https://nmbu.brage.unit.no/nmbu-

xmlui/bitstream/handle/11250/2612581/Job%20Kubai%20Ntongai%20Master%2

0Thesis%202019.pdf?sequence=1&isAllowed=y 

Kuluski, K., Reid, R. J., & Baker, G. R. (2021). Applying the principles of adaptive 

leadership to person centred care for people with complex care needs: 

Considerations for care providers, patients, caregivers and organizations. Health 

Expectations, 24(2), 175-181. 

Kumar, S. P., & Saha, S. (2017). Influence of trust and participation in decision making on 

employee attitudes in Indian public sector undertakings. Sage Open, 7(3), 

2158244017733030. 

Lampard, E. E. (2015). Two cheers for quantitative history: An agnostic foreword. In the 

New Urban History (12-48). Princeton University Press: New Jersey. 

Landau, I., & Cooke, F. L. (2017). Employment regulation and industrial relations in 

Indonesia, Malaysia, the Philippines, Thailand, and Vietnam. Routledge Handbook 

of Human Resource Management in Asia (109-127). 

https://research.monash.edu/en/publications/employment-regulation-and-

industrial-relations-in-indonesia-malay 

Landers, L. (2014). Developing a theory of gamified learning: linking serious games and 

gamification of learning. Simulation and gaming, 45(6): 752-768. 

Lee, B. H. (2021). Employment relations in South Korea. International and Comparative 

Employment Relations (266-290). 

https://www.researchgate.net/publication/342931355 

Lee, K. (2009). Gender differences in Hong Kong adolescent consumers' green purchasing 

behavior. Journal of consumer marketing, 45(1), 34-56. 

Leroy, H., Anseel, F., Gardner, W. L., & Sels, L. (2015). Authentic leadership, authentic 

followership, basic need satisfaction, and work role performance: A cross-level 

study. Journal of management,41(6), 1677-1697. 

https://doi.org/10.1177/0149206312457822 

Lewin, K. (1951). Field theory in social science; selected theoretical papers. D. Cartwright 

(ed.). New York: Harper & Row. 

https://scirp.org/reference/referencespapers.aspx?referenceid=2647283 

Lewis, S. (2014). Qualitative inquiry and research design: Choosing among four 

approaches. Health promotion practice, 16(4), 473-474. 



170 

 

Lings, I., Durden, G., Lee, N., & Cadogan, J. W. (2014). Socio-emotional and operational 

demands on service employees. Journal of Business Research, 67(10), 2132-38. 

Llaurado, O. (2015). Likert scale: what it is and how to use it. 

https://www.netquest.com/blog/en/likert-scale 

Lloyd, R., & Mertens, D. (2018). Expecting more out of Expectancy Theory: History urges 

inclusion of the social context. International Management Review, 14(1), 28-43. 

Maat, S. M., Zakaria, E., Nordin, N. M., & Meerah, T. S. M. (2011). Confirmatory factor 

analysis 

of the mathematics teachers’ teaching practices instrument. World Applied Sciences 

Journal, 12(11), 2092–2096. 

Mahoney, J. (2008). Toward a unified theory of causality. Comparative Political 

Studies, 41(4-5), 412-436. 

Masaba, B. B., Moturi, J. K., Taiswa, J., & Mmusi-Phetoe, R. M. (2020). Devolution of 

healthcare system in Kenya: progress and challenges. Public Health, 189(74), 135-

140. 

Maxwell, J. A. (2016). Expanding the history and range of mixed methods research. 

Journal of Mixed Methods Research, 10(1), 12–27.  

Mbanya, V. N., Terragni, L., Gele, A. A., Diaz, E., & Kumar, B. N. (2020). Barriers to 

access to the Norwegian healthcare system among sub-Saharan African immigrant 

women exposed to female genital cutting. PloS one, 15(3), e0229770. 

McCharen, B., Song, J., & Martens, J. (2011). School innovation: The mutual impacts of 

organizational learning and creativity. Educational Management Administration & 

Leadership, 39(6), 676-694. 

McCollum, R., Limato, R., Otiso, L., Theobald, S., & Taegtmeyer, M. (2018). Health 

system governance following devolution: comparing experiences of 

decentralisation in Kenya and Indonesia. British Medical Journal, 3(5), 1-11. 

Mercurio, Z. A. (2015). Affective commitment as a core essence of organizational 

commitment: An integrative literature review. Human Resource Development 

Review, 14(4), 389-414. 

Meyer, J. P., & Allen, N. J. (1984). Testing the “side-bet theory” of organizational 

commitment: Some methodological considerations. Journal of Applied 

Psychology, 69, 372-378. 

Meyer, J. P., & Allen, N. J. (1991). A three-component conceptualization of organizational 

commitment. Human Resource Management Review, 1(1), 61-89.  



171 

 

Meyer, J. P., & Allen, N. J. (1997). Commitment in the workplace: Theory, research, and 

application. Sage publications. 

Meyer, J. P., & Herscovitch, L. (2001). Commitment in the workplace: Toward a general 

model. Human Resource Management Review, 11(3), 299-326. 

Meyer, J. P., Stanley, D. J., Herscovitch, L., & Topolnytsky, L. (2002). Affective, 

continuance, and normative commitment to the organization: A meta-analysis of 

antecedents, correlates, and consequences. Journal of Vocational Behavior, 61, 20-

52. 

Miidom, D., F., Dyke-Ebirika, D. & Tidjoro, C.  (2021). Authentic Leadership: A Panacea 

for Workplace Harmony. International Journal of Advanced Academic Research, 

7(8), 74-83. 

Miles, S. (2011). Stakeholder definitions: profusion and confusion. EIASM 

1stinterdisciplinary conference on stakeholders, resources and value creation, IESE 

Business School, University of Navarra, Barcelona. 

https://radar.brookes.ac.uk/radar/file/ce737d15-ae2e-420e-8e4c-

4f9daaa450dd/1/Stakeholder%20Theory%20Classification%20Definitions%20an

d%20Essential%20Contestability.pdf 

Mishra, K., Boynton, L., & Mishra, A. (2014). Driving employee engagement: The 

expanded role of internal communications. International Journal of Business 

Communication, 51(2), 183-202. 

Mkandawire, S. B. (2019). Selected common methods and tools for data collection in 

research. Selected Readings in Education, 2(9), 143-153. 

Modha, B. (2021). Collaborative leadership with a focus on stakeholder identification and 

engagement and ethical leadership: a dental perspective. British Dental Journal, 

231(6), 355-359. 

Molm, L. D. (2010). The structure of reciprocity. Social Psychological quarterly, 73(2), 

119-131. 

Montgomery, D. C., Peck, E. A., & Vining, G. G. (2015). Introduction to linear regression 

analysis. John Wiley & Sons: New York. 

https://books.google.com/books/about/Introduction_to_Linear_Regression_Analy

s.html?id=27kOCgAAQBAJ 

Moracortez, R. & Johnson, W. J. (2020). The coronavirus crisis in B2B settings: crisis 

uniqueness and managerial implications based on social exchange theory. 

Industrial Marketing Management, 88(43),125-135. 

Morgan, D. L. (2014). Integrating qualitative and quantitative methods: A pragmatic 

approach. Sage Publications. DOI: https://doi.org/10.4135/9781544304533 



172 

 

Morris, J. T. (2014). The impact of authentic leadership and ethical firm culture on auditor 

behavior. Journal of Behavioral Studies in Business, 7(1), 1-32. 

Morrow, P. C. (2011). Managing organizational commitment: Insights from longitudinal 

research. Journal of Vocational Behavior, 79(1), 18-35. 

Mowday, R. T. (1999). Reflections on the study and relevance of organizational 

commitment. Human Resource Management Review, 8(4), 387-401. 

Muceldili, B., Turan, H., & Erdil, O. (2013). The influence of authentic leadership on 

creativity and innovativeness. Procedia-Social and Behavioral Sciences, 99, 673-

681. 

Mugenda, O. M. and Mugenda, A, H. (2009). Research Methods: Quantitative and 

Qualitative Approaches. Nairobi; Acts Press. 

Mulder, P. (2017). Adaptive leadership. Available at 

https://www.toolshero.com/leadership/adaptive-leadership/. 

Munywoki, J., Kagwanja, N., Chuma, J., Nzinga, J., Barasa, E., & Tsofa, B. (2020). 

Tracking health sector priority setting processes and outcomes for human resources 

for health, five-years after political devolution: A county-level case study in Kenya. 

International Journal for Equity in Health, 19(1), 1-13. 

Muthuri, R. N. D. K., Senkubuge, F., & Hongoro, C. (2020). Determinants of happiness 

among healthcare professionals between 2009 and 2019: a systematic 

review. Humanities and Social Sciences Communications, 7(1), 1-14. 

Namada, J. M. (2018). Organizational learning and competitive advantage. In Handbook 

of research on knowledge management for contemporary business environments 

(86- 104). IGI Global. DOI: 10.4018/978-1-5225-3725-0.ch006 

Sessional Paper No. 02 of 2019 on National Policy on Gender and Development (2019). 

Ndiso, J. (2018). Kenyan doctors angered by move to hire Cuban doctors. 

https://www.reuters.com/article/us-kenya-healthcare-cuba-idUSKCN1IF24B.  

Nelson, K., Boudrias, J. S., Brunet, L., Morin, D., De Civita, M., Savoie, A., & Alderson, 

M. (2014). Authentic leadership and psychological well-being at work of nurses: 

The mediating role of work climate at the individual level of analysis. Burnout 

Research, 1(2), 90-101. 

Nelson, T., & Squires, V. (2017). Addressing complex challenges through adaptive 

leadership: A promising approach to collaborative problem solving. Journal of 

Leadership Education, 16(4), 111-123. 

Neuman, W. L. (2014). Social Research Methods: Qualitative and Quantitative 

Approaches. Teaching Sociology 30(3). Delhi: Pearson Education.  

https://www.researchgate.net/journal/Teaching-Sociology-1939-862X?_tp=eyJjb250ZXh0Ijp7ImZpcnN0UGFnZSI6InB1YmxpY2F0aW9uIiwicGFnZSI6InB1YmxpY2F0aW9uIn19


173 

 

Njuguna, J. (2018). Impact of nurses’ industrial action in Kenya on number of fully 

immunized infants in 18 county referral hospitals. Journal of Health Care, 29(4): 

1281-1287. 

Nkhukhu-Orlando, E., Brown, B., Wilson, D. R., Forcheh, N., Linn, J. G., & Fako, T. T. 

(2019). The affective commitment of academics in a university in Botswana. 

International Journal of Educational Administration and Policy Studies, 11(2), 12-

19. 

Noah, Y. (2008). A study of worker participation in management decision making within 

selected establishments in Lagos, Nigeria. Journal of Social Science, 17 (1): 31-39. 

Nordstokke, D. W., & Zumbo, B. D. (2010). A new nonparametric Levene test for equal 

variances. Psicologica, 31(2), 401-430. 

Nwabueze, N. (2014). Industrial action by state-sector doctors, the dual mandate and 

inherent contradictions in Public Health Management. International Journal of 

Humanities Social Sciences and Education, 1(11), 12-22.  

Nwokocha, I. (2015). Employers and the enhancement of industrial harmony in private 

sector organizations in Nigeria. IOSR Journal of Humanities and Social Science, 

20(5), 28-35. 

Ocak, M. A. (2011). Why are faculty members not teaching blended courses insights from 

faculty members? Computers & Education, 56(3), 689- 699. 

Onuka, A. O. U., & Junaid, I. O. (2008). Effective time management for teaching 

effectiveness. European Journal of Social Science, 5(4),122-132. 

Onyeizugbe, C. U., Aghara, V., Olohi, E. S., & Chidiogo, A. P. (2018). Industrial harmony 

and employee performance in food and beverage firms in Anambra State of Nigeria. 

International Journal of Managerial Studies and Research, 6(6), 22-35. 

Osakede, K. O. & Ijimakinwa, S. A. (2014). The effect of public sector health care 

workersstrike: Nigeria experience. Review of Public Administration and 

Management, 36(15), 1-8. 

Osaro, E., & Charles, A. T. (2014). Harmony in health sector: a requirement for effective 

healthcare delivery in Nigeria. Asian Pacific journal of tropical medicine, 7, S1-

S5. 

Ott, R. L., & Longnecker, M. (2015). An introduction to statistical methods and data 

analysis. Nelson Education. 

Oyeniyi, K. O., Adeyemi, M., & A Olaoye, O., (2017). Organizational Commitment and 

Employee’s Job Performance: Evidence from Nigerian Hospitality Industry. 

International Journal of Innovative Psychology & Social Development, 5(3), 15-

22. 



174 

 

Ozili, P. K. (2023). The acceptable R-square in empirical modelling for social science 

research. In Social Research Methodology and Publishing Results: A Guide to Non-

Native English Speakers (pp. 134-143). IGI Global. 

https://dx.doi.org/10.2139/ssrn.4128165 

Painter-Morland, M., & Deslandes, G. (2017). Authentic leading as relational 

accountability: Facing up to the conflicting expectations of media leaders. 

Leadership,13(4), 424- 444. 

Pallant, J. (2011). A step by step guide to data analysis using the SPSS program: 

SurvivalManual, (4th Ed.). McGraw-Hill, Berkshire. 

https://www.scirp.org/(S(i43dyn45teexjx455qlt3d2q))/reference/ReferencesPaper

s.aspx?ReferenceID=851962 

Phillippe, F. L., Vallerand, R. J., Houlfort, N., Lavigne, G. L., & Donohue, E. G. (2010). 

Passion for an activity and the quality of interpersonal relationships: The mediating 

role of emotions. Journal of Personality and Social Psychology, 98(45), 917-932 

Phipps, S. T., Prieto, L. C., & Ndinguri, E. N. (2013). Understanding the impact of 

employee involvement on organizational productivity: The mediating role of 

organizational commitment. Journal of Organizational Culture, Communications 

and Conflict, 17(2), 107-119. 

Piaget, J. (2000). Piaget’s theory of cognitive development. Childhood cognitive 

development: The essential readings, 2(7), 33-47. 

Plano-Clark, V. L. & Ivankova, N. V. (2016). Mixed methods research. A guide to the field. 

Sage Publications. 

Poth, C., & Munce, S. E. P. (2020). Commentary-Preparing today’s researchers for a yet 

unknown tomorrow: Promising practices for a synergistic and sustainable 

mentoring approach to mixed methods research learning. International Journal of 

Multiple Research Approaches, 12(1), 56-64.  

Puttapalli, A. K., & Vuram, I. R. (2012). Discipline: The tool for industrial harmony. 

International journal of multidisciplinary educational research, 1(1), 146-151. 

Qureshi, M. A., & Aleemi, A. R. (2018). Authentic leadership and turnover intention: 

mediating role of work engagement and job satisfaction in the healthcare sector of 

Pakistan. Abasyn University Journal of Social Sciences, 11(2), 400-408. 

Raj, A. E. A & Rajakrishnan, V. S. (2014). A study on industrial disputes and its effects: 

Exceptional reference to Indian Industries. International Journal of 

Interdisciplinary Research. 1(6), 1-8. 

Ratnapalan, S. & Uleryk, E. (2014). Organizational learning in health care organizations. 

Systems, 2(1), 24-33. 



175 

 

Razali, N. M., & Wah, Y. B. (2011). Power comparisons of shapiro-wilk, kolmogorov-

smirnov, lilliefors and anderson-darling tests. Journal of statistical modeling and 

analytics, 2(1), 21-33. 

Redmond, M. V. (2015). Social exchange theory (p. 36) [English Technical Reports and 

White Papers]. Iowa State University. http://works.bepress.com/mark_redmond/2/ 

Reid, M. F., Riemenschneider, C. K., Allen, M. W., & Armstrong, D. J. (2008). 

Information technology employees in state government: A study of affective 

organizational commitment, job involvement, and job satisfaction. The American 

Review of Public Administration, 38(1), 41-61. 

Rikwe, Z. (2018). The effectiveness of the mechanisms to manage industrial actions in 

essential services in the public health sector, Western Cape, South Africa (Doctoral 

dissertation, Cape Peninsula University of Technology). 

https://ir.cput.ac.za/handle/20.500.11838/2875?mode=full. 

Robinson, O. C. (2014). Sampling in interview-based qualitative research: A theoretical 

and practical guide. Qualitative research in psychology, 11(1), 25-41. 

Russo, G., Lihui, X., McIsaac, M., Matsika-Claquin, M. D., Dhillon, I., McPake, B., & 

Campbell, J. (2019). Health workers’ industrial actions in low income countries: 

the available evidence. Bulletin of the World Health Organization: ID: 

BLT.18.225755. 

Salkind, N. J. (2010). Encyclopedia of research design (Vols. 1-0). Thousand Oaks, CA: 

SAGE Publications, Inc.  

Saunders, M., Lewis, P. & Thornhill, A. (2009).Research Methods for Business Students. 

Pearson. 

Saunders, M., Lewis, P. & Thornhill, A. (2011). Research methods for business students 

(6th ed.). Delhi, Pearson Education. 

https://www.researchgate.net/publication/330760964. 

Saunders, M., Lewis, P. & Thornhill A. (2019). Research Methods for business students 

(8th ed.). Harlow: Pearson education limited. 

https://www.researchgate.net/publication/330760964_Research_Methods_for_Bu

siness_Students 

Saville, N. (2012). Applying a model for investigating the impact of language assessment 

within educational contexts: The Cambridge ESOL Approach. Cambridge ESOL: 

Research Notes 50.https://www.cambridgeenglish.org/images/101052-research-

notes-50.pdf 

Scales, A. N., & Brown, H. Q. (2020). The effects of organizational commitment and 

harmonious passion on voluntary turnover among social workers: A mixed methods 

study. Children and Youth Services Review, 11(78), 104-782. 



176 

 

Sekaran, U. & Bougie, R., (2013). Research methods for business: A skill building 

approach (6th ed.). New Jersey: John Wiley & Sons.  

Semedo, A. S., Coelho, A., & Ribeiro, N. (2019). Authentic leadership, happiness at work 

and affective commitment: An empirical study in Cape Verde. European Business 

Review, 31 (3), 15. 

Shannon-Baker, P. (2016). Making paradigms meaningful in mixed methods research. 

Journal of Mixed Methods Research, (10), 319-334.  

Sharif, O. (2020). Employee participation in decision making and its effect on job 

satisfaction. International Journal of Research, 8(7), 415-422. 

Shitsinzi, R. S. (2015). Influence of industrial action on provision of medical services by 

nurses in public hospitals: a case of rift valley provincial general hospital, Nakuru 

County, Kenya (Doctoral dissertation, University of Nairobi). 

http://erepository.uonbi.ac.ke/bitstream/handle/11295/90540/Shikuku%2CRonald

%20S_%20influence%20of%20industrial%20action%20on%20provision%20of%

20medical%20services%20by%20nurses%20in%20public%20hospitals%20a%20

case%20of%20rift%20valley%20provincial%20general%20hospital%2C%20nak

uru%20county%2Ckenya..pdf?sequence=3 

Sitienei, J., Manderson, L., & Nangami, M. (2021). Community participation in the 

collaborative governance of primary health care facilities, Uasin Gishu County, 

Kenya. PloS one, 16(3), 34.56. 

Smith, J. A. (2015). Qualitative psychology: a practical guide to research methods. 

California: Sage publications 

Tamunosiki, B. & Sorbarikor, L. (2018). Employee Involvement and Workplace Harmony 

in Manufacturing Companies in Port Harcourt, Rivers State, Nigeria. International 

Journal of Economics and Business Management, 5(3), 1-11. 

Tan, F. Z., & Olaore, G. O. (2021). Effect of organizational learning and effectiveness on 

the operations, employees’ productivity and management performance.  Journal of 

Management, 27(34), 34-56. 

Taylor, S. J., Bogdan, R. & Devault, M., (2015). Introduction to qualitative research 

methods.: a guidebook and resource. New Jersey: John Wiley & Sons. 

Thondoo, M., De Vries, D. H., Rojas-Rueda, D., Ramkalam, Y. D., Verlinghieri, E., Gupta, 

J., & Nieuwenhuijsen, M. J. (2020). Framework for participatory quantitative 

health impact assessment in low-and middle-income countries. International 

journal of environmental research and public health, 17(20), 1-20. 

Thuku, M. K., Muriuki, J., Adano, U., Oyucho, L., & Nelson, D. (2020). Coordinating 

health workforce management in a devolved context: lessons from Kenya. Human 

resources for health, 18(1), 1-7. 



177 

 

Tran, N. (2014). What is Self-Determination Theory? Positive Psychology. 

http://www.apa.org/pubs/journals/index.aspx. 

Tsofa, B., Goodman, C., Gilson, L., & Molyneux, S. (2017). Devolution and its effects on 

health workforce and commodities management–early implementation experiences 

in Kilifi County, Kenya. International journal for equity in health, 16(1), 1-

13.https://equityhealthj.biomedcentral.com/articles/10.1186/s12939-017-0663-2 

Vu, P. H., & Hoffmann, J. (2011). Using online surveys in Vietnam: An exploratory study. 

International Journal of Market Research, 43(7), 41-62.  

Wael, S. Z. (2018). The influence of organizational commitment on building organizational 

branding. International Journal of Economics, Commerce and Management, 6(2), 

90-112. 

Wagner, R. (2008). The power of knowledge. Paper presented at the Libraries and 

Information Management Forum on 21-22 August 2008, Sandton Hilton, 

Johannesburg, South Africa. 

Waithaka, D., Kagwanja, N., Nzinga, J., Tsofa, B., Leli, H., Mataza, C., ...& Molyneux, S. 

(2020). Prolonged health worker industrial actions in Kenya-perspectives and 

experiences of frontline health managers and local communities in Kilifi County. 

International journal for equity in health, 19(1), 1-15. 

Wakaba, M., Mbindyo, P., Ochieng, J., Kiriinya, R., Todd, J., Waudo, A., Noor, A., 

Rakuom, C., Rogers, M., English, M. (2014). The public sector nursing workforce 

in Kenya: a county-level analysis. Human Resource Health Journal. Vol. 12:6.  

Walumbwa, F.O.; Luthans, F.; Avey, J.B.; Oke, A. (2011). Retracted: Authentically 

leading groups: The mediating role of collective psychological capital and trust. 

Journal of Organizational Behavior. 32(9), 4–24. 

Wanjau, M. N., Kivuti-Bitok, L. W., Aminde, L. N., & Veerman, L. (2021). Stakeholder 

perceptions of current practices and challenges in priority setting for non- 

communicable disease control in Kenya: a qualitative study. British medical 

journal, 11(4),1-13. 

Watkins, K. E., & Marsick, V. J. (1996). In action: Creating the Learning Organization. 

Alexandria VA. American Society for Training and Development, 14(3), 1-5. 

Waweru, E. (2021). Effects of authentic leadership on good industrial relations in tea 

estates in Limuru (Doctoral dissertation), University of Nairobi, Kenya. 

Weber, T. & Nevala A.M., (2011). Employment and industrial relations in the health care 

sector. EIR Online, 14(2), 1-15. 

https://equityhealthj.biomedcentral.com/articles/10.1186/s12939-017-0663-2


178 

 

WHO (2017). World Bank and WHO: Half the world lacks access to essential health 

services, 100 million still pushed into extreme poverty because of health expenses. 

https://www.who.int/news/item/13-12-2017 

Wilson, J. (2014). Essentials of business research: A guide to doing your research 

project. Essentials of Business Research, 78(5), 1-376. 

Williams, M. N., Grajales, C.A., & Kurkiewcz, D. (2013). Assumptions of Multiple 

Regression: Correcting Two Misconceptions. Practical Assessment, Research and 

Evaluation. Vol. 18, No. 11. 

Wong, C. A., Spence-Laschinger, H. K. & Cummings, G. G. (2010). Authentic leadership 

and nurses’ voice behaviour and perceptions of care quality. Journal of Nursing 

Management. 18(6), 889–900. 

Wong, G. K. W., & Chan, D. L. (2018). Adaptive leadership in academic libraries. Library 

Management; 39(1/2), 106-115.  

Yukl, G., & Mahsud, R. (2010). Why flexible and adaptive leadership is essential. 

Consulting Psychology Journal: practice and research, 62(2), 81-93. 

Yvonne Feilzer, M. (2010). Doing mixed methods research pragmatically: Implications for 

the rediscovery of pragmatism as a research paradigm. Journal of mixed methods 

research, 4(1), 6-16. 

Zhang, H., Fink, G., & Cohen, J. (2021). The impact of health worker absenteeism on 

patient health care seeking behavior, testing and treatment: A longitudinal analysis 

in Uganda. PloS one, 16(8), 34-51. 

Zhang, Z., & Jia, M. (2010). Using social exchange theory to predict the effects of high‐

performance human resource practices on corporate entrepreneurship: Evidence 

from China. Human Resource Management, 49(4), 743-765. 

Zwikael, O., Elias, A. A., & Ahn, M. J. (2012). Stakeholder collaboration and engagement 

in virtual projects. International Journal of Networking and Virtual Organizations, 

10(2), 117-136. 

 

  



179 

 

APPENDICES 

Appendix I: Letter of Introduction 

Beauttah Mwangi Waweru  

Karatina University 

P. O. Box 1957-10101 

Karatina 

 

Dear Participant, 

 
RE: REQUEST FOR RESEARCH PARTICIPATION 

I am a student of Karatina University currently undertaking a PhD research in Human 

Resource Management entitled: the influence of affective commitment on the relationship 

between adaptive leadership and industrial harmony in the Kenyas’ devolved public health 

sector. I am kindly requesting you to find time and complete this questionnaire. The 

information provided for this research was treated with utmost confidentiality and was used 

purely for academic purposes. If you require any clarification, please feel free to contact 

the undersigned. 

 

Thanking you in advance. 

 

Yours faithfully, 

 

    Beauttah Mwangi  

Mobile No.0721-200679 

 

Email address- beauttahem@yahoo.com 

 

  

mailto:beauttahem@yahoo.com
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Appendix II: Questionnaire 

This questionnaire is designed to collect data to establish the relationship between adaptive 

leadership, affective commitment and industrial harmony in Kenyas’ devolved public 

health sector. Please answer all questions as indicated by either filling in the blank or ticking 

the option that applies. 

Section A: Demographic Information 

I. Name of Hospital………………………….. 

II. County…………………….. 

III. Kindly indicate your designation…………………….. 

[ ] Doctor    [ ] Clinical Officer 

[ ] Medical laboratory technicians and technologists [ ] Public Health Officer 

[ ] Pharmacist  [ ] Radiologist 

[ ] Dietician and Nutritionist [ ] Nurse 

[ ] Consultant  [ ] Other (specify) ……………… 

 

IV. Kindly indicate your gender  [ ] Male [ ] Female  

V. Kindly indicate your age [ ] 18-30   [ ] 31-40  [ ] 41-50 

  [ ] 51-60 [ ] Over 60 years  

VI. How many years have you worked in the level 5 County referral hospital? 

 [ ] Less than 1 year [ ] 1-3 years 

 [ ] 3-6 years [ ] Over 6 years   

VII. Kindly indicate your educational level attainment 

[ ] Certificate [ ] Diploma 

[ ] Undergraduate [ ] Postgraduate   

VIII. What is your overall working experience while in this hospital    

        

         



181 

 

SECTION B 

(I). Collaborative Stakeholder Engagement and Industrial Harmony in the Devolved 

Public Health Sector 

1. Please indicate the extent to which you agree with the following statements on 

collaborative stakeholder engagement and how they influence industrial harmony in 

the Kenyas’ devolved public health sector. 

Where 5- Strongly Agree 4-Agree 3-Not Sure 

2- Disagree 1-Strongly Disagree 

 Collaborative stakeholder 

engagement 

Strongly 

agree 

Agree Not 

Sure 

Disagree Strongly 

disagree 

CSE1 Hospital management work hand in 

hand with employees  to resolve any 

employment conflicts    

     

CSE2 Negotiation as one of conflict 

resolution mechanisms is largely 

employed in this hospital to address 

any employment conflicts    

     

CSE3 In case of conflict on any agreed terms 

of employment between hospital 

management and employees, 

mediation by labour unions and 

national government are employed 

     

CSE4 The policies guiding recruitment and 

remuneration are tied to the needs of 

health workers 

     

CSE5 Health care workers are actively 

involved in the formulation of human 

resource policies in this hospital  

     

CSE6 Revision of human resource policies 

are communicated to health care 

workers in time  

     

CSE7 This hospital is responsive to the 

needs of the hospital employees in 

terms of communicating any 

information in time 

     

CSE9 Discussions held by the health 

workers associations organizations 

and hospital management are often 

fruitful 

     

CSE10 There is timely communication of 

feedback to employees regarding any 

work related complaints  
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2. In your own opinion how has collaborative stakeholder engagement influenced 

industrial harmony in the Kenyas’ devolved public health sector?   

            

             

(II). Employee Involvement in Decision Making and Industrial Harmony in the 

Devolved Public Health Sector 

3. Please indicate the extent to which you agree with the following statements on 

employee involvement in decision making and how they affect industrial harmony 

in the Kenyas’ devolved public health sector. 

Where 5-Strongly Agree 4-Agree 3-Not Sure 

2- Disagree 1-Strongly Disagree 

 Aspects of employee involvement in decision 

making 

Strongly 

agree 

Agree Not 

Sure 

Disagree  Strongly 

disagree 

EI1 There is a suggestion scheme where employees 

can present their views for consideration in 

decision making 

     

EI2 Employees input and ideas are sought before 

major decisions that affect them are made 

     

EI3 There is a well-structured mechanism to 

recognize the input of employees in this 

hospital 

     

EI4 Mechanisms focusing on safety and welfare of 

employees in this hospital are regarded so as to 

enhance favourable work environment  

     

EI5 During pay review processes consideration is 

given to the suggestions of the health care 

workers 

     

EI6 The working schedules for workers in the 

hospital are agreed upon through consultation 

between employees and hospital management 

     

EI7 In this hospital, the exchange of ideas between 

the management and employees has helped 

promote a friendly working environment  

     

EI8 Employees are actively involved during 

performance appraisal 

     

EI9 Both the supervisors and employees agree on 

performance targets and regularly review the 

agreed targets 
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4. In your own opinion how has employee participation in decision making influenced 

industrial harmony in the Kenyas’ devolved public health sector.   

             

             

              

 

(III). Continuous Organizational Learning and Industrial Harmony in the Devolved 

Public Health Sector 

5. Please indicate the extent to which you agree with the following statements on 

continuous organizational learning in this hospital and how they affect industrial 

harmony in the devolved public health sector. 

Where 5- Strongly Agree 4-Agree 3-Not Sure 

2- Disagree 1-Strongly Disagree 

 

 Aspects of continuous 

organizational learning 

Strongly 

agree 

Agree Not 

Sure 

Disagree Strongly 

disagree 

COL1 Refresher trainings are periodically 

undertaken by the hospital for its 

workers in the respective sections.  

     

COL2 There is a well-structured platform 

where medical employees can create 

and share knowledge in the hospital 

     

COL3 The hospital has partnered with other 

learning institutions like universities 

and medical training colleges to 

better equip their workers with 

necessary knowledge 

     

COL4 This hospital emphasizes on 

capacity building through project 

teams. 
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COL5 Continuous medical research, 

creation and utilization of 

contemporary knowledge has helped 

this hospital deliver well its mandate  

     

COL6 The hospital encourages research 

initiatives through funding 

innovative and helpful ideas from 

employees 

     

COL7 There are strategies and tactics to 

make knowledge accessible through 

mentoring and apprenticeship  

     

COL8 The mentoring services provided by 

medical senior officers towards 

juniors is inspiring and makes  one 

feel part and parcel of the institution 

     

COL9 There are established mechanisms of 

storing learnt lessons to make it 

available for future reference 

     

 

6. In your own opinion how does continuous organizational learning influence industrial 

harmony in the Kenyas’ devolved public health sector?     

             

             

              

 

 (IV). Leaders’ Relational Authenticity and Industrial Harmony in the Devolved 

Public Health Sector 

7. Please indicate the extent to which you agree with the following statements of 

leaders’ relational authenticity and how they influence industrial harmony in the 

devolved public health sector. 
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Where 5- Strongly Agree 4-Agree 3-Not Sure 

2- Disagree 1-Strongly Disagree 

 Aspects of Leaders’ relational 

authenticity 

Strongly 

agree 

Agree Not 

Sure 

Disagree Strongly 

disagree 

LRA

1 

The leaders in this hospital 

encourage sharing of information 

     

LRA

2 

Hospital leaders have contributed in 

creation of a harmonious work 

environment  

     

LRA

3 

The leaders encourage openness 

and self-disclosure between 

management and employees 

     

LRA

4 

Managers are self-controlled and 

have a sober approach to issues 

     

LRA

5 

Hospital managers have a sense of 

self-correction and reflection in 

pursuing a harmonious work 

environment for all workers 

     

LRA

6 

Leadership in this hospital offers 

hope and encouragement to 

employees  

     

LRA

7 

The leadership of the hospital 

considers employees opinions and 

views 

     

LRA

8 

The leadership in this hospital work 

towards creating win-win situations 

in case of internal conflict between 

the hospital management and 

workers 

     

LRA

9 

The management of this hospital 

has assisted employees to find 

meaning and connect with work 

     

8. In your own opinion how has leaders’ relational authenticity influenced industrial 

harmony in the Kenyas’ devolved public health sector?    
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(V). Mediating Influence of affective commitment on the relationship between 

adaptive leadership and Industrial Harmony in the Devolved Public Health 

Sector 

9. Please indicate the extent to which you agree with the following statements of 

affective commitment and how they influence the relationship between adaptive 

leadership and industrial harmony in the devolved public health sector. 

Where 5-Strongly Agree 4-Agree 3-Not Sure 

2- Disagree 1-Strongly Disagree 

 Affective Commitment Strongl

y agree 

Agree Not 

Sure 

Disagre

e  

Strongly 

disagree 

EAC1 The recruitment, selection and 

promotion processes in this hospital are 

transparent and based on merit 

     

EAC2 Working conditions in this hospital are 

conducive and favourable to workers 

resulting to greater job satisfaction 

     

EAC3 There is a sense of pride and ownership 

by employees as they feel as part and 

parcel of this hospital 

     

EAC4 Employees are assured of job security 

in this hospital and in case of 

separation due process is followed 

     

EAC5 Employees are recognized for new 

ideas and exceptional work increasing 

their morale 

     

EAC6 Employees are psychologically 

empowered enhancing their 

competencies 

     

EAC7 Employees have confidence in the 

manner in which the hospital 

management handles their affairs  
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EAC8 The hospital management is 

compassionate towards the employees 

needs and requirements  

     

EAC9 The hospital management is honest and 

supportive towards employees welfare 

     

 

10. In your own opinion how has employee affective commitment influenced the 

relationship between adaptive leadership and industrial harmony in the Kenyas’ devolved 

public health sector?          

             

             

             

VI. Industrial Harmony in the Devolved Public Health Sector 

11. Please indicate the extent to which you agree with the following statements on industrial 

harmony in the devolved public health sector. 

Where 5-Strongly Agree 4-Agree 3-Not Sure 

2- Disagree 1-Strongly Disagree 

  

Aspects of Industrial Harmony 

Strongly 

agree 

Agree Not 

Sure 

Disagr

ee  

Strongly 

disagree 

IH1 Joint consultations are regularly 

held between the management and 

the workers representatives  

     

IH2 Employees are involved in making 

crucial decisions pertaining issues 

in the hospital  

     

IH3 Work committees comprise of 

management and workers 

representatives  

     

IH4 Employees are ready to deliver on 

their  obligations to this hospital 

because the management is 

conscious of their well being  
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IH5 Employees are committed to the 

strategic goals and objectives of 

the hospital to diligently offer 

health services guided by morals, 

competency and professionalism 

     

IH6 Employees are willing to stay 

longer in this hospital because 

remuneration and other employees 

benefits address their needs  

     

IH7 Both management and employees 

focus at delivering quality service 

in serving clients in this hospital 

     

IH8 Performance appraisals are carried 

out jointly and matters arising 

addressed amicably. 

     

IH9 Employees are well equipped with 

resources, information and support 

to cope with difficult situations and 

setbacks at work. 

     

 

12. How has industrial harmony been in the Kenyas’ devolved public health sector, in terms 

of industrial democracy, employee loyalty and shared vision?    

             

             

 

Thank you for your Participation 
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Appendix III: Interview Schedule 

 

Beauttah Mwangi Waweru  

Karatina University 

P. O. Box 1957-10101 

Karatina 

 

Dear Participant, 

 
RE: REQUEST FOR RESEARCH PARTICIPATION 

I am a student of Karatina University currently undertaking a PhD research in Human 

Resource Management entitled: the influence of affective commitment on the relationship 

between adaptive leadership and industrial harmony in the Kenyas’ devolved public health 

sector. I am kindly requesting you to find time and participate in this interview. The 

information provided for this research was treated with utmost confidentiality and was used 

purely for academic purposes. If you require any clarification, please feel free to contact 

the undersigned. 

 

Thanking you in advance. 

 

Yours faithfully, 

 

 

Beauttah Mwangi Waweru 

 

Mobile No.0721-200679 

Email address- beauttahem@yahoo.com 

 

 

 

 

  

mailto:beauttahem@yahoo.com
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INTERVIEW SCHEDULE 

County  Date __________  

Hospital ___________________________  

[  ]Medical Superintendent              [   ] KNUN [   ] KMPDU  

1. How is leadership structured to enhance industrial harmony in this hospital? Probe   

adaptive leadership among hospital administrators of the hospitals   

            

            

            

             

2. How does collaborative stakeholder engagement in the hospital promote 

industrial harmony in the hospital? Probe; 

i. Dispute resolution mechanisms,        

            

            

             

ii. Policy formulation,          

            

            

             

iii. Information           

            

            

             

3. How does involving employees in key decision-making influence industrial harmony in 

the hospital? Probe; 

i. Suggestion scheme          
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ii. Collective bargaining          

            

            

             

iii. Recognition and feedback         

            

            

             

4. Is there any platform for continuous learning among health workers in this hospital? 

Yes [ ]  No [ ] 

If yes, how has it influenced industrial harmony in the hospital? Probe;  

i. Knowledge creation         

           

           

            

ii. Knowledge sharing          

           

            

iii. Knowledge retention          

           

            

5. How does leaders’ relational authenticity influence industrial harmony in the 

hospital? Probe; 

i. Relational transparency (Showing ones’ true self to others)     

            

            

         

ii. Balanced processing (considering others opinions and internalized moral 

perspective)           
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iii. Internalized moral perspective (self-regulation, anchored by ones’ mission, deep 

seeded values and desire to make a difference)      

            

            

            

             

6. How does employees’ affective commitment influence the nature of leadership you 

display and how does it promote industrial harmony in the hospital?   

            

            

             

 

Thank you for your participation 
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Appendix IV: Schedule of Regional Economic Blocs in Kenya 

1. Frontier Counties Development Council (FCDC) comprising of seven (7) counties 

namely; Garissa, Wajir, Mandera, Isiolo, Marsabit, Tana River and Lamu.   

2. North Rift Economic Bloc (NOREB) comprising of seven (8) counties namely Uasin 

Gishu, Trans-Nzoia, Nandi, ElgeyoMarakwet, West Pokot, Baringo, Samburu and 

Turkana.   

3. Lake Region Economic Bloc (LREB) comprising of thirteen (14) counties namely 

Migori, Nyamira, Siaya, Vihiga, Bomet, Bungoma, Busia, Homa Bay, Kakamega, 

Kisii, Kisumu, Nandi, Trans Nzoia and Kericho.   

4. JumuiayaKaunti za Pwani comprising of six (6) counties namely, Tana River, Taita 

Taveta, Lamu, Kilifi, Kwale and Mombasa 

5. South Eastern Kenya Economic Bloc comprising of three (3) counties namely Kitui, 

Machakos and Makueni.   

6. Mt. Kenya and Aberdares Region Economic Bloc Comprising of ten (10) counties 

namely Nyeri, Nyandarua, Meru, Tharaka Nithi, Embu, Kirinyaga, Murang’a, Laikipia, 

Nakuru and Kiambu. 

 

Source: Council of Governors website  
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Appendix V: List of Level 5 County Referral Hospitals in CEREB 

1. Chuka County Referral Hospital 

2. Embu Level 5 Hospital 

3. J.M. Kariuki Memorial Hospital 

4. Kerugoya County Referral Hospital 

5. Kiambu County Referral Hospital 

6. Meru Teaching & Referral Hospital 

7. Murang’a County Referral Hospital 

8. Nakuru County Referral Hospital 

9. Nanyuki Teaching & Referral Hospital 

10. Nyeri County Referral Hospital 

11. Thika level 5 Hospital 

Source: Hosi (2021). https://hosi.co.ke/category/county-referral-hospital 

 

 

 

 

 

  

https://hosi.co.ke/category/county-referral-hospital
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Appendix VI: Bartlett, Kotrlik and Higgins (2001) Table 
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Appendix VII: Research Permit 
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Appendix VIII: Introduction Letter from University 

 



199 
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Appendix IX: List of Publications from Thesis 

 

 Influence of Collaborative Stakeholder Engagement on Industrial Harmony in the 

Devolved Public Health Sector in Kenya. Management and Economics Research 

Journal, 9(2): 9900079. https://doi.org/10.18639/MERJ.2023.9900079 

 Nexus between Employees Involvement in Decision Making and Industrial 

Harmony in the Devolved Public Health Sector in Kenya. International Journal of 

Academic Research in Economics and Management and Sciences, 12(2), 370 – 

394. DOI:10.6007/IJAREMS/v12-i2/17289 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

https://doi.org/10.18639/MERJ.2023.9900079
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Appendix X: Summary for testing Mediating effect of affective commitment on the 

relationship between adaptive leadership and industrial harmony 

 

 

Steps  Results Conditions  Inference 

Step 1; Influence of 

adaptive leadership on 

industrial harmony 

(total effect)  

 

(β=.546, R2= .195, 

F=61.437, p-

value=0.000<0.05) 

Adaptive leadership 

significantly 

influences 

industrial harmony. 

The first condition was 

satisfied since the predictor 

variable was statistically 

significant when regressed 

against the dependent variable. 

Step 2; Influence of 

adaptive leadership on 

affective commitment 

 

(β=.629, R2=. .224, 

F=20.283, p-

value=0.000<0.05) 

Adaptive leadership 

significantly 

influenced affective 

commitment.  

The second condition was 

satisfied since the predictor 

variable has a significant 

association with the presumed 

mediating variable.   

Step 3a; direct 

influence of adaptive 

leadership on 

industrial harmony by 

multiple regression 

model with affective 

commitment and 

adaptive leadership as 

predictors of 

industrial harmony. 

 

Step 3b; direct 

influence of affective 

commitment on 

industrial harmony by 

multiple regression 

model with affective 

commitment and 

adaptive leadership as 

predictors of 

industrial harmony.  

(β=.458, R2=.213, 

F=34.118, p-

value=0.000<0.05) 

 

 

 

 

 

 

(β=.141, R2=.213, 

F=34.118, p-

value=0.018<0.05) 

Adaptive leadership 

had a significant 

effect on industrial 

harmony.  

 

 

 

 

 

Affective 

commitment had a 

significant effect on 

industrial harmony. 

The third condition was 

satisfied since the presumed 

mediating variable had a 

significant association with the 

dependent variable. Adaptive 

leadership also has a 

significant influence on 

industrial harmony thus 

resulting to partial mediation.  

Step 4 Conduct a 

sober test to establish 

the mediation effect 

of affective 

commitment on the 

relationship between 

adaptive leadership 

and industrial 

harmony 

(Sober test= 

2.30062862, P= 

0.0214126, indirect 

effect of the 

mediator=0.089)  

Affective 

commitment 

partially mediates 

the relationship 

between adaptive 

leadership and 

industrial harmony.  

The fourth condition was met 

since affective commitment 

was statistically significant 

after the Sober test was 

conducted. Additionally, 

adaptive leadership was 

statistically significant during 

the multiple regression 

analysis thus affective 

commitment offers partial 

mediation.  


