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Abstract

Background: The prevention of errors and adverse effects from
healthcare in hospitals is a global priority. The beliefs, values, and norms
of an organisation can support patient safety and influence staff

behaviours.

Aim: To understand perceptions of, and influences on, patient safety

culture within an Acute NHS Trust in England.

Method: A case study of one acute NHS hospital Trust with embedded
units of analysis (two medical wards). Semi-structured interviews were
conducted with 16 staff at different levels of the Trust. Documentary
analysis included patient safety metrics and organisational safety

documents.

Theoretical framework: Open Systems Theory.

Findings: There were differing perceptions at the different levels about
acceptable levels of risk and the compromises needed to manage
pressures. There was a lack of opportunities for interaction and dialogue
to establish common values around patient safety. Micro level staff
perceived that a balance had to be struck between maintaining quality of
care and reporting patient safety. There was little internal or externally
facing examination and interrogation of safety metrics that would convey a

commitment to a positive patient safety culture.

Conclusions: A more nuanced understanding of how a system
contributes to patient safety has emerged and some of the factors that act
as enablers of, or barriers to, a positive patient safety culture. Staff at all
levels believed that patient safety was important but patient safety culture
was more about measurement of events and avoidance of specific

measurable harms than a clearly articulated set of values about safety.



Recommendations: Organisations should regularly evaluate the
effectiveness of patient safety feedback loops so clinical staff voices,
including healthcare assistants, become part of meso/macro level
decision-making regarding how safe patient throughput can be managed.
Healthcare organisations should recognise the role that shift co-ordinators
play in keeping patients safe at ward level by providing training for junior
nurses to step into this role. Safety training at all levels is necessary to
create a shared dialogue about risk, safety, reporting and learning so
organisations should embrace the safety syllabus and training for NHS
staff that was introduced in May 2021 and ensure staff have protected

time for this training.
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Chapter 1: Introduction

Patient safety is a global phenomenon experienced across all healthcare
systems (WHO, 2019; Flott et al., 2017; Mauro, 2016) and recognised
from the beginning of medical interventonasencapsul ated by #Afir
h a r 'nTdis chapter contextualises the research study by first defining
patient safety, patient harm and patient safety culture. The importance of
patient safety culture in relation to the avoidance of patient harm is
explained. Patient safety is a well-researched area but mainly focused on
error avoidance, fault finding, and blame attribution so examines
individuals or systems rather than system dynamics and relationships.
What is missing, which this study set out to address, is a more nuanced
understanding of patient safety culture (PSC). Healthcare systems are
complex (Leonard and Frankel, 2010) and aspects of the system
contribute to perceptions and understandings of patient safety culture and
harm-avoidance behaviours. This study differs from other studies by
exploring patient safety culture through the lens of Open Systems Theory
(explained in Chapter 3) in which the healthcare setting is seen as a
complex but open system in which the factors of people, processes,
contextual and organisational demands all interact and can both contribute
to, and mitigate, risks. This chapter concludes with a personal rationale for

undertaking this study and an overview of the thesis structure.

1.1 Definitions

1.1.1 Patient safety

The goal of patient safety is to reduce the risk of injury or harm occurring

to patients as a result of either the structure or process of delivery of care;

this includes avoidance of adverse events (Riley et al. 2010). As the World

Health Organizat i on (WHO) (2019) identifies, it h
occurring due to a preventable medical accident, while receiving

healthcare, i s estimated to be 1 ihpat@de0 0 and

discipline that emerged with the evolving complexity in healthcare systems

1 Attributed to Hippocrates the Greek Philosopher from which comes the sworn
Hi ppocratic Oath, but the original statement ¢ o0me

1



and the resulting rise of patient harm in healthcaref a c i |Vintente s 0 .

(2010, p.31) regarded patient safety as the favoidance, prevention and

amelioration of adverse outcomes or injuries stemming from the process of
healthcareowhereas Hollnagel (2008, p.64) viewed it as ffreedom from

unacceptable risksoarguing that fsafety is something an organisation does

rather than something an organisation has; it is a process rather than a

pr od.Moreyetal. |, (2021) explain Apatient safe
describe the collaborative efforts of healthcare providers, systems,

services and practitioners to ameliorate the risk of unnecessary harm to

patientso.

In 2004, the WHO | auncWedl dhAl bi ance 2toor Patient
improve patient care. From this, an international classification for patient

safety was drafted in order to consolidate and agree a set of definitions

that could be utilised internationally. This would then allow, in the long

term, for comparisons to be made (internationally) and for trends in patient

safety to be tracked over time. Patient safety is operationally defined in

this thesis as:

Afthe absence of preventable harm to a
healthcare and reduction of risk of unnecessary harm associated

with healthcare to an acceptable minimum.c ( WHO,) 2004

1.1.2 Patient harm

Healthcare-associated harm is recognised as harm arising from or
associated with plans or actions taken during the provision of healthcare,
rather than an underlying disease or injury (Runciman et al., 2009). The
NHS is expected to treat patients in a safe environment while protecting

them from harm that is avoidable. Harm is defined as:

2 World Alliance for Patient Safety is a project encompassing all aspects of patent safety
involving patients, developing a patient safety taxonomy. Researching patient safety and
creating solutions to reduce of harm and promote safety.



funintended physical injury resulting from or contributed to, by

medical care that requires additional monitoring, treatment or
hospitalizati on o (DeWwatandBaowe,20lll,t s i n de:
p.117).

Four levels of harm were classified by the National Patient Safety Agency

(NPSA)2 as low, medium, high and avoidable death (NPSA, 2011). Other

terms commonly used in practice to describe and record harm events are

Apatient safety incidento, finear misso al
used to describe any incident resulting from a healthcare-related event

that is unintended, unexpected, or undesired and which could have or

does cause harm to a patient (NPSA, 2011). Harm is a subset of patient

safety that is measurable; patient safety emphasis is the reduction in risk

of unnecessary harm.

1.1.3 Patient safety culture

Patient safety culture should be viewed as one aspect of an organisational
culture (Cooper, 2000; Weaver et al, 2013). In the context of this study,
organi sati ons a cokectivitesloeentsd tothe ghursaisof
relatively specific goals. They are @urposeful6in the sense that the
activities and interactions of participants are coordinated to achieve
specified goal so (Sco&ful andebdDashaped00fe
perceptions of staff about what is deemed as normal behaviour in the work
environment (Weaver et al., 2013) and, in healthcare, has potential to
impact directly on staff providers and those that receive healthcare
(Manley et al., 2011). Patient safety culture, at an organisational level
encompasses a commitment to detecting and analysing all harms to
patients and making those results available within and outside the
organisation to share learning on how best to improve patient safety (Riley
et al., 2010).

3 NPSA government agency set up to monitor patient safety incidents within the NHS



A positive safety culture creates fan atmosphere of mutual trust where

staff members can speak up freely about safety concerns without fear of
punishmentorblamedo (I nstitute for Healthcare | mp
Central to this is that safety is taken seriously at all levels in an

organisation. Relevant characteristics in healthcare settings have been

described as where individuals working within teams share values and

beliefs about how best to seek to promote patient safety and are willing to

make safety a priority at every patient encounter, all in pursuit of better

patient outcomes (Riley et al., 2010).

A common definition of safety culture utilised in literature (Sammer et al.,

2010; Feng et al., 2008; Willmott and Mould, 2017) and organisations like

the Agency for Healthcare Research and Quality (AHRQ) is derived from

the Advisory Committee on the Safety of Nuclear Installations and Health

and Safety Commission of Great Britain (ACSNI-HSC). This definition has

been adapted to the healthcare setting b
cultured(Hayashi et al., 2020). In this thesis, Patient Safety Culture is

operationally defined as:

fthe product of individual and group values, attitudes, perceptions,
competences, and patterns of behaviour that determine the
commitmentto,and styl e and proficiency of
health and safety management.0 AGSNI-HSC, 1993).

A positive safety culture is characterised by shared perceptions of the
priority of safety and in the efficacy of preventative measures with Cooper
(2000) suggesting that safety culture exists at a higher level of abstraction

in comparison to safety climate.

1.1.4 Patient safety climate

Patient safety cultureand &6 pati ent safety climated ar €
interchangeably in reports, research and documents when referring to

organisational culture but there are small differences between these



tebrms.Zohar (1980) coined t hlescribeéehem oO6safety
perceptions that employee share about their work environments. Over
time, this has been expanded to become a set of perceived or shared
attributes identifiable from the safety policies and practices imposed by
organisations on their employees. Clarke (2010) reasoned that safety
climate is merely an indication of safety culture at a particular time.
Wiegmann et al. (2004) argued that safety culture constitutes more
enduring characteristics of an organisation whereas safety climate is more
temporary and subject to change consequent upon situational and
environmental factors. As Yule (2003) identified, definitions of safety and
safety culture share similar aspects with the main difference being that

safety culture is characterised by:

fshared underlying beliefs, values and attitudes towards work and
the organisation in generalowhereas safety climate is more related
to fday-to-day perceptions towards the working environment
working practices, organizational policies and management.o(Yule
2003, p.3).

In this thesis, safety climate is defined as:

Athe surface features of safety cul tul
and attitudes at a given point in time and thus a measurable
component of safety culture.0(Halligan and Zecevic, 2011, p.340).

Patient safety climate is often viewed as a snapshot of staff perceptions

obtained through staff surveys (Weaver et al., 2013) making it easier to

measure than safety culture in the NHS because it is concerned with staff

perceptions and how safety is managed within an organisation. Arguably,

this reflects Yuleds (2003) position tha
operate on different levels reflecting their 1980s origins in organisational

psychology, organisational behaviour, and management theories.



Mandatory annual surveying of all NHS staff in England commenced in
2003. Until 2019, the survey covered twelve dimensions from which to
inform both employers and national stakeholders about staff experiences.
Changes were made for 2020 reflecting the pandemic (NHS England
2020a). Only one dimension relates to safety culture, but other dimensions
are relevant to safety climate. The survey conducted on the 1st of
September 2018 was circulated to over 1.1 million NHS employees, with a
response rate of 46% (n=497,117). The 2018 survey identified an overall
score of 6.7, up from 6.6 (on a scale of 0-10, with 10 representing the best
score) for 2017, in relation to measures of organisational culture. It
identified a growth of nearly 3% of staff reporting incidents/near-misses up
from 25% in 2017 to 27.8% in 2018 with improvements having been made
in the reporting namely 68.6% in 2017 to 70.4%. The reporting of errors
and incidents/near-misses increased from 57.9% in 2017 to 59.9% in
2018. However, another key dimension, quality of care, saw a decrease
from 82.7% in 2017 to 80.7% in 2018 (NHS, 2018). There were also
increases in staff experiencing and reporting harassment and bullying by
managers and colleagues. Employee health and wellbeing showed a

nominal decline in staff health from a score of 6 in 2017 t0 5.9 in 2018.

I n the context of thi s insarpordtes, Opati ent
measurable components of safety culture such as: NHS staff surveys,

NHS safety metrics and Care Quality Commission (CQC) data. Arguably,

these allow for the perceptions of safety climate in organisations to be

compared, and the influence of any interventions to be monitored over

time but fail to provide the nuances of patient safety culture that this thesis

aims to explore through a case study approach.

1.1.5 Organisational culture and patient safety

1.1.5.1 Shaping organisational culture
Accepted behaviour al nor ms, 60t he way we
2010, p.257) form the culture of an organisation. Safety culture reflects

how patient safety is viewed and implemented by staff and the

S



organisational processes and structures that support it (Weaver et al,
2013). Organisational culture was a fundamental factor in the Mid
Staffordshire incidents of patient harm where the senior staff focused on
meeting financial targets rather than on what was occurring at the micro
(ward) level regarding direct patient care (Francis, 2013). Culture is
associated with attitudes, values, beliefs, and norms of behaviour which
comprise the complexity of elements that influence how things are
understood, done, and valued within organisations (Schein, 2004). The
shaping of organisational culture is an important aspect of executive-level
nurses (Francis, 2013). An organisational culture that focuses on
promoting patient safety is fundamental to identifying potential deficits in
patient safety and improving safety as opposed to one that focuses activity
on fiscal savings (Francis, 2013). The National Patient Safety Organisation
(2004) identified seven steps that organisations should take to improve

patient safety (Text box 1).

Text box 1: Steps to improve NHS organisational safety culture
Build a safety culture

Lead and support your staff

Integrate your risk management activity

Promote reporting

Involve and communicate with patients and the public

Learn and share safety lessons

No o bk~ wDd P

Implement solutions to prevent harm

Source: National Patient Safety Agency (NPSA). 2004. Seven
Steps to Patient Safety. London: NPSA, p.7

When6cul tured shapes perceppraismons o°f
punishment (delivered informally by fellow colleagues or formally by
managers or organisational leaders) may result (Weaver et al., 2013). The
assumption has been that better safety culture in hospitals is associated
with fewer adverse events however, the evidence for this is weak with only

some measurements of incidents (medicine errors and pressure ulcers)

what



showing correlations (Singer et al. 2009). A study of patient falls in 37
nursing units in nine US hospitals did find a significant relationship
between safety culture and the structure of care delivery (Brown et al.,
2013) but given the political, financial and organisational differences in US
healthcare systems, their study has limited transferability to the UK
context. However, as calls for a new NHS structure for a post-pandemic
world emerge (Alderwick et al., 2021) the likelihood of this link should not

be ignored.

1.1.5.2 Healthcare professional culture

The WHO (2021, p.19) i deetyhasfopercslate hat a 0
in the attitudes, beliefs, values, skills and practices of health worker and
managers. o Implicit within this is a sen:
(Corbett et al., 2011) which shapes how individuals frame problems that

arise out of the tasks they perform and conceptualise solutions, with

effective performance contributing to overall organisational performance.

Consequently, organisations need to create conditions that encourage

individual diligence and that doing so helps collectively to reduce the

policy-practice gap that exists in healthcare and the reliance on top-down

initiatives to improve systems of care (Corbett et al., 2011). Arguably,

Seshia et al., (2017, p.194) would concur since they maintain that

healthcare professionalsar e @At he | ast Zffegtiveedefente ( cogni t

in the healthcare system. o

Healthcare professional culture as well as organisational culture shapes

perceptions and behaviours regarding patient safety. Nurses comprise the

largest professional group working within healthcare; patient safety is an

essential element in the Nursing and Midwifery (NMC) The Code (NMC,

2018). Registrants mustwor k fAwi t hin the I imits of yol
exercising your professional duty of candour and raising concerns

immediately whenever you come across situations that put patients or

public safety atrisk’andibe open and candid with al/l

all aspects of care and treatment, including when mistakes or harm have

taken placed ( NMC, readivi Bafety:mNo 13). The Code requires



practitioners to fAibe aware of and reduce

for harm associated with yYour practiceo |

1.153A Oj ust 6 acnedn torpeadtd ecnutl t ur e

Devel oping a 6Justd organisational cul tul
safety culture in organisations through learning to address the balance

bet ween a punitive culture (grounded i n
someone when things go wrong, which punishes all deviations from set

practices) and a blame-free culture in which all behavioural choices are

forgiven (Forster et al., 2019). Blaming individuals creates secondary

victims of patient harms; staff involved
shame, anxiety, remorse, fear, anger, isolation, sleep disturbances, and

depression, hyper-vi gi | ance and obsessively worryo
2020). O6Just Cultureb6 is groaaded in | eal
(2019) argue that behaviour arising from human error should be met with

compassion by organisations (as the action was inadvertent) allowing

|l earning to occur. I n contrast, o6riskod ol
strategies (Forster et al., 2019). Risk behaviour requires coaching of that

individual and learning must ensure that others do not have similar

mistaken perceptions of risk whereas reckless behaviour needs

management to respond by disciplining, so others learn that knowingly

putting patients in danger is unacceptable (Forster et al., 2019).

However, frequently organisations respond inconsistently to situations

resulting in an Aoutcome severity biaso
despite risky/reckless behaviours, those behaviours can become

nor mal i sed uvtfiflo ssome tA-kaet@andrem t o over
management (Forster et al., 2019, p.267). A key function of nurse leaders

is to ensure balanced responses, and Just Culture, expects them to create

a culture of psychological safety where staff feel able to raise issues, learn

from errors and are involved in decision-making (Jeffs et al., 2018). Also,

advocating for colleagues within clinical areas is important (Reid and

Dennison, 2011).



1.1.5.4 Influence of the patient/service user voice

The patient/service user voice will be a growing influence upon executive
thinking (WHO, 2021). Most studies on patient safety use data generated
by healthcare staff with alternative valuable insights being lost so Reader
and Gillespie (2020) propose that non-employee stakeholders should be
included in assessments of safety performance including safety climate
surveys and if the experience or observe unsafe behaviours. In contrast,
Heavey et al., (2019) argue that patient involvement in care in general is
problematic since the patient is a novice in the clinical setting and their
unequal power dynamic with staff may discourage them from voicing
safety concerns. Barriers to accepting or enacting co-responsibility for their
own safety include existing physical, cognitive or lack of expertise into
their own conditions (Heavey et al., 2019). However, Mahjoub et al.,
(2018) argue that better information about treatments would encourage
patients to speak up. Patientsd narrati vi
care and events; currently patient experience is captured in annual NHS
surveys with another mechanism for raising safety concerns by patient or

families is through complaints (Reader and Gillespie, 2020).

1.2 Patient safety incidents and patient harm
1.2.1 Patient harm

In Limits to Medicine, Ivan lllich, an historian, and philosopher, raised
awareness of iatrogenesis and the direct harm caused by medicine (lllich,
1975). In 2018, it was estimated that iatrogenesis, related to adverse, and
often avoidable, medication reactions, was the fifth leading cause of death
in the world (Peer and Shabir, 2018). The 1999 report: To Err is Human:
Buil ding a Saf dgKohnktah, 1999), reSuitesl in thendsue
of medical error becoming widely acknowledged within the healthcare
arena. Statistics within the report were based on two large-scale
American-based studies which identified that medical error was
responsible for more deaths than breast cancer indicating that between
44,000 and 98,000 deaths were attributable to medical error at that time
(Kohn et al., 1999).
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Errors have been a consistent feature of medicine and healthcare delivery,

and frequently seen as a consequence of human or process failure. The

Kohn et al. (1999) report was pivotal in acknowledging the complexity of

issues around harm and error in healthcare settings. As Vincent (2010)

identified, equating preventing error with ensuring patient safety seems an

innocent enough assumption but is limiting. By 2012, the Institute of

Medicine Committeeds approach was to empl
resulted in patient harm was not necessarily a property of healthcare
professional sé6 competence, good intenti ol
Linking the understanding of errors and how they occur is fundamental to

improving patient safety, but it is not only errors that cause patient harm,

some harms derive from systems failures or the challenges of weighing

risks of harms against benefits in relation to treatment modalities or drug

side-effects (Waterson, 2009). The term dpatient safety incidentdhas been

adopted over @atient errorsdas it in embraces risks that occur as result of

other causes not just errors.

Patient safety incident is defined in this thesis:

fAs any unplanned or unintended event or circumstance which
could have resulted or did result in unnecessary harm to a patiento
(WHO, 2009, p.15)

This study is important because it is estimated that 10% of all patients in
the UK are harmed during their healthcare experience and approximately
50% of these incidents are avoidable (WHO, 2019; DH, 2012). There is a
1:300 chance of being harmed during healthcare with patient harms (pre-
Covid-19) being the 14th leading cause of global disease burden
comparable to tuberculosis (WHO, 2017). It is speculated that, globally,
42.7 million adverse events occur in about 421 million hospitalisations
(WHO, 2017). An estimated 15% of total hospital activity and expenditure
in developed countries is a direct result of adverse events (WHO, 2017).
The estimation of harm in studies undertaken during the early 1980s
ranged from 4%-16% in the USA, 10% in Australia, and 9% in Denmark by
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1998. In 2000, the Hospital for Europe Working Party on Quality Care
estimated that every 10th patient in hospital suffered from preventable

harm and adverse effects related to the care they received (WHO, 2004).

Patient harm can range from transient, reversible symptoms to permanent
life-changing effects or loss of life (NHS National Reporting and Learning
System, 2019). The emotional, physical, and financial impact on patients,
families and healthcare professionals can be devastating (Southwick et al.,
2015). In addition, Seys et al., (2013) identifies that patient harm affects
healthcare professionals by causing them emotional distress and

impacting on their behaviours.

Patient safety is associated with care quality but is an important subset
and the terms are not synonymous (NPSA, 2000). The focus of this study
IS patient safety however it is important to acknowledge the 2009 NHS
Constitution for Englandpu bl i shed f ol |l owi Hgh-Lor d Dar zi
quality Care for All (DH, 2009). Updated in 2015, the Constitution states
that patients have the right to receive a professional standard of care by
appropriately experienced and qualified staff that meets required, and
monitored, levels of safety; patients have rights to be informed of safety
incidents related to their care that have/could cause harm; staff should
raise safety concerns and comply with health and safety requirements
(DH, 2015).

1.2.2 Inquiries into patient harm within the NHS

In the United Kingdom (UK) there have been over 100 public enquiries into
healthcare failures since the foundation of the National Health Service
(NHS) in 1948. Each resulted in initiatives aimed at avoiding future failures
and making care safer. Some cases and resultant public enquiries have
been instrumental in shaping policy and legislation within the NHS. An
early high-profile case was Ely Hospital, an institution for people with
learning disabilities which came to national attention via the News of the

World in 1967 for inadequate care, mistreatment, overcrowding and

12



cruelty to residents (Drakeford, 2013). The resultant public inquiry findings
were addressed in a Department of Health (DH) White Paper (DH, 1971
Better Services for the Mentally Handicapped) and legislative change in
The Chronically Sick and Disabled Act 1970.

A public enquiry chaired by Sir lan Kennedy followed twenty-nine baby
deaths at a cardiac unit in Bristol between 1984 to 1995 (DH, 2001). His
report was pivotal in reforming attitudes to professional competence and
how areas and incidents are monitored and reported to ensure lessons are
learnt to avoid future harm. Failures in culture at Maidstone and Tunbridge
Wells NHS Trust leading to inadequate standards of care were seen as
key to the outbreak of a hospital-acquired infection causing approximately
60 deaths (Healthcare Commission, 2007).

Gross institutional failings at Mid Staffordshire NHS Foundation Trust from
2005 to 2008 were highlighted in the Francis Reports where poor-quality
care and patient safety failures resulted in mortality rates 25% greater than
the average for a similar institution (Francis, 2010, 2013). Despite the rise
in death rates and abundant evidence of poor-quality care, the
organisation went unchallenged by regulatory agencies (Francis, 2013).
The Francis inquiry (2013) highlighted a number of organisational risk
factors including a lack of leadership, poor staffing levels, lack of staff
training, and a culture within the organisation that was aimed at reaching
financial targets at the expense of patient safety and care delivery. The
drive by the then Trust Board to a) reach national access targets, b)
achieve financial balance and c) seek Foundation status was at the cost of

delivering acceptable standards of care (Francis, 2013).

The first Francis Report (2010) highlighted the need for patients to be first
priority in preference to targets, and that providing safety and effective

care is the primary responsibility of all Trusts. The second Report,

(Francis, 2013, p.64) identified the Department of Health as having an

Ai mportant | eader shi p rclmahge oftutiurep!| avy

reqguired throughout the healthcare
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times, emphasising throughout, the need for the NHS to adopt a culture of

learning, safety and transparency.

The Berwick Report (2013) identified how to address safety culture in the
NHS, acknowledged that patient safety issues existed across the whole of
the NHS, and identified actions that must be taken to ensure that lessons
were learnt from the events at Mid Staffordshire Foundation NHS Trust
(Berwick, 2013). Along with the 290 recommendations made by the
Francis report, the Berwick report (written in response to the Francis
report) placed a lifelong learning culture high on the agenda in relation to
patient safety and care quality improvement, with a focus on customised
training for the entire workforce (Berwick, 2013). The Berwick report
indicates that for the NHS to advance patient safety, it needs to become
more of a learning organisation (Senge,1995), something previously
identified by Lord Darzi (DH, 2008) and ensuring patient safety is a pivotal
component of quality care (Berwick, 2013).

Yet issues of safety continue to be raised such as: avoidable deaths of
mothers and babies at University Hospitals of Morecambe Bay NHS Trust
(DH, 2015); preventable baby deaths at East Kent Hospitals and, in 2019,
the Ockenden inquiry started investigating mother and baby deaths at
Shrewsbury and Telford NHS Hospital Trust (Dyer and Scagnoli, 2020)
with a criminal investigation announced on the 30" °f June 2020 (West
Mercia Police, 2020).

Later reports highlight the impact of organisational culture within the NHS,
leading to system failures that result in poor care delivery, influenced by
inadequate staffing levels, not working with open transparent systems,
failure at Board level to act on concerns raised at ward levels, and ignoring
opportunities to reduce avoidable harm. What also emerges from the
reports is that within the same organisation, there are wards or units that
are performing well whilst others pose a risk of patient harm occurring.

Capturing a sense of how patient safety culture is viewed on wards and
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what those responsible for nurse-led care perceive as influencing a

positive safety culture could provide valuable insights.

1.3 Strategic responses to shape patient safety culture and
prevent patient harm

Global and national strategies have been developed in response to the

recognition of factors related to patient safety culture and theoretical

explanations of why patient harm occurs.

1.3.1 World Health Organization (WHO)

The WHO recognises that although substantial differences exist between

countries, it should exhibit proactive leadership for harm prevention and

has restructured its coding of healthcare-related injuries for ICD-11

(Southernetal. , 2016). nABetter data and better
for patient safety (Ghali, 2013, p.264).

The WHO passed its first patient safety resolution, Quality of care: patient

safety (WHA55.18) in 2002 (WHO, 2002) leading to the establishment of

the World Alliance for Patient Safety in
Safety Programme in 2009. The Secretariat has generated educational

material, tools and global guidelines for several healthcare procedures

(e.g., hand hygiene, safe surgery), set research priorities and provided

funding. Over 182 countries and 23,500 healthcare facilities use its

guidelines for hand hygiene (WHO, 2020); the surgical safety checklist has

been adopted in 132 countries worldwide (Gillespie et al., 2018).

In a drive to provide global leadership for patient safety in line with the

fundamental aim of the World Alliance for Patient Safety Policy and

practices in member states, the WHO introduced the concept of Global

6Patient Safety Challengesé. The first gl
Car ebo, | aunched in 2005, related to hand
0Safe Surgery Saves Livesd (2008pnhgedéMedi
(2017) and consultation on the Global Safety Patient Safety Action Plan
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2021-2030 was launched in January 2021 (WHO, 2021). The global
challenges are aimed at supporting countries to prioritise action-taking in
key areas with subsequent international evaluations of their effectiveness
(WHO, 2006; WHO, 2009; WHO, 2017, WHO, 2021).

The WHO (2021, p.14) recognises that the
harm will remain oncethe COVID-19 pandemic i s over so th
safety lessons from both pandemi ¢ f ai |l ures and pandemic t
need capturing. The WHOG6s (2021) -propose:i
2030 are:

1. Make zero avoidable harm to patients a state of mind and a rule of engagement
in the planning and delivery of health care everywhere.

2. Build high-reliability heath care systems and health organizations that protect
patients daily from harm
Assure the safety of every clinical practice.

4. Engage and empower patients and families to help and support the journey to
safer health care.

5. Inspire, educate, skill and protect health workers to contribute to the design and
delivery of safe care systems

6. Ensure a constant flow of information and knowledge to drive the mitigation of
risk, a reduction in levels of avoidable harm and improvement in safety of care.

7. Develop and sustain multisectoral and multinational synergy, solidarity, and
partnership to improve patient safety and quality of care.

World Health Organisation, 2021

Some aspects of the 2021 initiatives, such as engaging patients and
families in safety issues, lack a robust evidence base (Ocloo et al., 2021).
Delivering this ambitious agenda will be challenging, particularly given the
current pandemic and its associated economic burden on countries (Jin et
al., 2021).
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1.3.2 UK National Patient Safety Initiatives

1.3.2.1 NHS Patient Safety Strategy 2019

The NHS Patient Safety Strategy (published in July 2019 after data
collection in this study) sets a vision for the NHS to continuously improve
patient safety by building on previous strategy (NHS England, 2019). This
strategy sits alongside the NHS Long term Plan (LTP) and its
implementation framework for the next 5-10 years (NHS England, 2019)
and builds on two foundations: patient safety culture and patient safety
system. The strategy has three main aims: 1) improve understanding of
safety by drawing insight from multiple sources of patient safety
information; 2) equip patients, staff and partners with the skills and
opportunities to improve patient safety throughout the whole system; 3)
design and support programmes that deliver effective and sustainable
change in the most important areas. Key features include: 1) a safety
syllabus and training for all staff (introduced in January 2020); 2) a
requirement for all NHS organisations to identify a specialist to lead on
patient safety by September 2020; 3) a new digital incident management
system Patient Safety Incident Management System (PSIMS) (due to
commence in early 2021); 4) a clear strategy for involvement of patients
on safety and a national safety improvement programme with a framework
due for publication in 2021 (NHS England, 2019, NHS England, 2020b).

To achieve the Strategyds f uFramewrkéPati en:
for involving patients in patient safety, both their own and throughout the

whole system of healthcare, was published in October 2020 and places

emphasis on patients asking questions, raising concerns, or reporting

safety incidents and having access to information if problems occur (NHS

England and NHS Improvement, 2020). Potentially, if patients fail to ask

questions or report worries, they could be considered partially to blame for

harms that befall them (Farrell and Devaney, 2016). The draft Framework

also covers the newly proposed role of Patient Safety Partners (PSPs) in

NHS organisations and their participation in safety and quality committees
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and involvement in patient safety improvement projects and initial training

for patients to take on these roles.

A national Patient Safety Alerts system was introduced in November 2019

with a new Patient Safety Incident Reponses Framework (PSIRF) which

will replace the current Serious Incident Framework announced in March

2020 (England NHS, 2019). Finally, the Strategy makes provision for

creating a new role of medical examiner who will scrutinise deaths.

The existing mandatory reporting of harms, measures of culture, process

and outcomes will continue but the Strategy challenges organisations to

look at five dimensions (past harm, reliability, integration and learning,

anticipation and preparedness and sensitivity to operations) to gain a

more-rounded and accurate view of safety which will, theoretically, support

efforts to identify areas that present opportunities for safety improvement

thus moving away from just monitoring and measuring harms. Therefore,

culture metrics will be used to understand how safe care is and encourage

organi sational |l eaders to promote staff
and o6l earning cultureodting alfakiersd ermp hauwsli
how staff behave towards each other and |
Strategy aims to fiembed the principles o
across | ocal system organisationso (NHS |
recognition that NHS Trusts are not discrete organisations (as often

healthcare provider organisations are in other countries: Wendt et al.,

2009) but interlinked within a wider, more porous, open system.

The NMC (2020) responded to the proposed NHS Patient Safety Strategy

and the Patient Safety Partner Framework and identified the challenges of

involving patients in their own safety, although they supported the view

that organisations should actively encourage patients to raise concerns

rather than wait to be invited to do so. The NMC, regulator of the largest

group of healthcare professionals, felt the overall strategy and the

Framework needed to recognise the i mpact
prioritiesd and argued that it did not r

a vital factor impacting on staff well-being and the amount of time staff can
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spend with patients. Successful workforce planning is therefore a key
component in improving the safety of staff and service users. The NMC
also highlighted the need to move away from a culture of blame to
promotion of a just and learning culture that must embrace equality and
diversity as key components of person-centred care (NMC, 2020). The
NMC (2020) also called for the introduction of a Patient Safety
Commissioner; this echoes the Cumberlege Report (2020) report that
recommends that the Patient Safety Commissioner should sit outside the
healthcare system, report directly to parliament, and be led by a set of
principles identified by patient groups that would provide the remit for the

Commi ssionero6s rol e.

The Cumberlege Report (2020) examined the NHS England response to
reports about harmful side-effects of pregnancy-related medicines and
medical implants (particularly pelvic mesh implants) including how the
system responded to patient concerns and how the patient voice could be
strengthened, and future responses made more robust. The Report
highlighted how professional culture and system culture led to denial of
patientsd concerns and not batedarddat
focusses on the actions of individuals, inhibits disclosure. Additionally,

Cumberl ege (2020) suggested that t

should shift from industry-onl y f ocus to include
within their processes. Moving forward, they suggest that more multi-
disciplinary team meetings should be involved in reaching balanced
decisions in relation to benefits versus risks when considering using
implanted medical devices in patients (Cumberlege, 2020). In response to
the Cumberlege Report, the Professional Standards Authority, endorsed
recommendations that they work with other professional regulators to
action this review in terms of patient safety concerns (professional

standards.org.uk accessed 21/01/21).

The Action Against Medical Accidents (AvMA) (2020) group response to
the draft Framework for involving patients in patient safety identified areas

that it considered had been addressed inadequately including access by
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patients to independent advice and or advocacy following safety incidents

and need for additional funding as currently advice is only available in

cases of complaints. AvMA also identified the need to support patients

with learning disabilities with advocates. In line with the NMC, the AvMA

reiterated that professionals should also be able to raise concerns without

fear and responsibility for expressing worries should not sit with patients

alone who may lack sufficient knowledge to be able to identify risks.

Li kewise, in relation to atoh¢edadstop-cul t ur e
to-bottom approach in the NHS, not just related to NHS staff but also

patients and families and advised this should apply to policymaking and be

adopted as a o6national visiond (AvVvMA, 20:
beginning to be perceived not just as something that exists within

organisations and influenced by professional culture but is impacted by

patients, families, and the communities within which each organisation sits

and can be shaped by national policy as well as organisational culture.

1.3.2.2 Proposed National Syllabus for Patient Safety

The NHS England Patient Safety Strategy (s.2.3.2.1) proposed the
introduction of a new National Patient Safety syllabus developed by the
Academy of Medical Royal Colleges (AOMRC) and the University of
Warwick as the basis for education and training throughout the NHS
(AOMRC, 2020). This will be a multi-professional syllabus, underpinned by
a systems approach incorporating both systems and human factors, aimed
at clinical and non-clinical staff. The proposed content has five domains:
systems approach to patient safety; learning from incidents; human factors
and safety management; creating safe systems; being sure about safety
(AOMRC, 2020). Safety culture is a key theme with safety culture
education, monitoring and measurement tools included, incident reporting
and investigation, critical proactive systems to prevent harm and reflecting
best practice, current and future national safety initiatives and key
regulations and campaigns (AOMRC, 2020). Whilst potentially a valuable
initiative, the heavy focus upon systems shows the syllabus designers
clearly view each healthcare provider organisation as a bounded and

discrete entity. There is no mention of drawing upon service users or the
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role of patients, families, or communities in safe care. Also, the
considerable emphasis upon task, measuring, reporting, and responding
to incidents fails to recognise the limitations of metrics, lag indicators and
surveys. The importance of allowing worries (from patients, staff, or the
local community) to be voiced (Reiman and Pietikainen, 2014; AVMA,
2020; NMC, 2020) is ignored.

1.3.3 The development of healthcare safety monitoring in
England

1.3.3.1 External scrutiny

The initial idea of systematically monitoring patient outcomes in terms of
morbidity and mortality rates was presented in 1904 by Ernest Codman
(Ball, 2019). The 1970s saw the introduction of the Hospital Advisory
Service (HAS), a forerunner to the current inspection and regulation
arrangements, the Care Quality Commission (CQC). A notable aspect of
To Err is Human: Building a Safer Health System (Kohn et al., 1999) was
that it refrained from solely attributing all causes of errors to incompetent
practitioners. A call arose for a National Centre for Patient Safety (NPSA)
within the Agency for Healthcare Research and Quality in the UK. Its
central aim was to develop new tools and patient care systems that make
it easier to do things right and harder to do things wrong; a sentiment that
still resonates with practitioners (NPSA, 2014). NPSA recognised that it
could learn about safety from other industries and how to build a culture of

safety.

The seminal report, An Organisation with a Memory (DH, 2000) presented,

for the first time, annual figures for reported harm, including deaths,

serious injuries, adverse reactions to drugs and hospital acquired

infections. I't highlighted that the NHSO:
incidents was old-fashioned sofourkeyar eas wer e i dentified &

to improve patient safety:

1 Unified reporting and analysis systems.
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i A more open culture where errors or service failures are

reported and discussed.

1 Mechanisms for ensuring lessons learnt are identified and put in
place.
1 An appreciation of the value of a system approach in preventing,

analysing, and learning from errors.

In line with the need for a more open culture, in 2014, a Statutory Duty of
Candour was introduced which placed a responsibility onto all healthcare

staff to be open and honest in reporting error (DH, 2014).

The NHS in England now has over twenty regulatory bodies involved

(Sujan et al., 2020). As part of the unified reporting, analysis and

implementing of mechanisms to address problems, independent regulation

and inspection of all new and existing healthcare facilities is performed by

the Care Quality Commission (CQC), incorporated in 2009 as a non-

departmental public body. It sets safety standards, rates organisations,

and takes action when services fail to meet standards. Following

inspections, each provider of health and social care receives a report

which is also publicly accessible. The CQC reports provide a sense of an

organi sationds safety climate and cul tur
dimensions of leadership, teamwork, communication and safety systems

and how safe, caring, effective, responsive and well-led they are. Local

media reporting of CQC reports hold pot el

reputation and affect local population confidence in service provision.

The CQC can terminate services where they require improvement or fall
below CQC standards. The CQC provides an annual assessment of health
and social care in England identifying trends over time. The 2018/2019
State of Care report identified slight improvements overall in the quality of
care with 65% of acute NHS services being rated as good in 2019 (in
comparison to 60% in 2018) with a further 25% being rated as requiring
improvement and 2% rated as inadequate. The report highlighted several

challenging areas like increasing bed occupancy rates and missing targets
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for 4-hour waits in emergency care. The areas of medicine and surgery

were rated lower than other core services and the challenges of staff

recruitment/retention and finances were noted (CQC, 2019). The 2020

CQC report considered the challenges of the current coronavirus

pandemicandr eported that fAhealth and care st a
services showed resilience under unprecedented pressures and adapted

qguickly to work in different ways to kee,|
As part of the 2019 NHS England Patient Safety Strategy (s. 1.3.2.1

above) a new digital system for frontline staff will replace existing systems

with one new data portal allowing serious incidents to be recorded and

investigated, mortality reviewed, and data for national surveillance for new

or under-recognised risks to be inputted. A new taxonomy (presumably the

WHO version) will be employed to record physical and psychological harm

separately. Allegedly, this new system will create more user-friendly

reports to help organisations learn. Given difficulties experienced with

Covid-l19 O6Track and Traced ( Widessgead 2020) , t he

government IT systems is questionable.

1.3.3.2 External leverage and safety monitoring

The Quiality, Innovation, Productivity and Prevention programme (QIPP) is

an Oacrboosasr dtéhepol i cy agenda i mpl emented |
Institute for Health and Care Excellence*. NHS Evidence and The

Information Centre for Healthcare and Social sciences® have published

associated guidelines for providers and commissioners of healthcare

services with the overall aim being better care at reduced cost (DH, 2012).

The NHS QIPP toolkits® enable the national programme to be developed

and implemented locally. One of the national QIPP workstreams aimed at

improving health outcomes and quality of care, thus reducing costs,

identified four commonly occurring harms:

4 NICE is an executive non-departmental public body of the Department of Health in the
UK that appraises the effectiveness of treatments and publishes guidelines

5 The Health and Social Care Information Centre is an executive non-departmental public
body responsible for collecting analysing national health and social care data

6 QIPP toolkits designed to cover a range of long-term conditions and assist
commissioners with planning
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I.  Pressure ulcers

Il. Falls
lll.  Urinary tract infections in patients with catheters
IV.  Venous thromboembolism.

In 2013-2014, the transfer of commissioning from Primary Healthcare
Trusts (PCTs) to newly formed Clinical Commissioning Groups (CCGs)
allowed Commissioners to provide financial levers to organisations. The
Commissioning for Quality and Innovation (CQUIN) framework (first
introduced in 2009-2010) supports the creation of new or improved
patterns of care and service quality improvements by providing additional
monies when targets related to achieving national or local goals are
reached. In 2013, NHS London had 1,000 frontline staff test innovative
ways of measuring and improving harm in a pilot programme called
ASaf ety \ihictpledéoghe formation of the NHS Safety
Thermometer (DH, 2013), a tool measuring and recording the four harms
identified above as they are considered preventable through appropriate
patient care (Madsen, 2014). In 2012/13, under CQUIN, NHS (England)
incentivised the use of the NHS Safety Thermometer to all providers of
NHS care to achieve certain quality goals; Trusts who could provide
monthly data of all eligible patients could earn additional payments (Power
et al., 2012; CQUIN, 2014; Rostami et al., 2017). Incentives are

Amechani sms which motivate behaviouro (S

The NHS Safety Thermometer (DH, 2012) is designed to be used by
frontline healthcare professionals on a monthly basis, with the aim of using
a six to eight-month period of data collection, creating baseline measures
against which local improvements goals can be set. It enables calculation
of two harm free indicators:

1 HCFL1 - The proportion of patients without any documented

evidence of the four indicators.
1 HCF2 - The proportion of patients with any evidence of the four

indicators within 72 hours of admission.
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Data includes regional and national data being plotted to show the number

of harm incidences or harm-free care per one thousand patients, in the

form of a funnel plot diagram (DH, 2012). As a tool, it does not differentiate

between avoidable or unavoidable harm, it is merely a snapshot allowing

detection of changes over time and enablingoneor gani sati onbés dat ¢
compared with other (similar) NHS organisations. This arguably provides

external input regarding reputation and organisational ranking supposedly,

as Reiman and Pietikainen (2012) suggest, motivating desire to improve.

A major weakness of this and similar tool
tools i.e., measuring outcomes of activities that have already occurred

(Reiman and Pietikainen, 2012) rather than capturing more useful lead

indicators that precede harm. As Reiman and Pietikdinen (2012, p1999)

note, safety needs both fAa continuous f o
deficiencies [and] leading indicators of current technical, organizational

and human conditions and leading indicators of technical, organizational

and human processes that drive safety f ol

Additionally, the expectation that the Safety Thermometer would be used
as a measurement for blame-free improvement was dominated from the
outset by an existing logic of institutional accountability that strongly
influenced perceptions of frontline staff regarding its use in clinical practice
(Armstrong et al., 2018). The specific features of its implementation
including public reporting and financial incentives resulted in staff seeing it
as a template for performance management and blame attribution rather
than the supportive and neutral measurement tool originally envisaged
(Armstrong et al., 2018).

The financial gain from using the Safety Thermometer should be
positioned alongside opportunities for learning, education and
improvements that accrue, according to Rostami et al., (2017), and can
underpin action for change on the premise that when alerted to harm,
healthcare professionals will seek to scrutinise underlying systems of care
thereby driving changes. However, the reactive nature of such instruments

is of little comfort to patients who have been harmed and proactive risk
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reduction is preferrable (Sujan, etal., 202 0) . Sandersonbds (2016
case study employed diabetes as a tracer for understanding how

incentives influenced behaviour in a single NHS Trust that was both in

competition with other Trusts and expected to coordinate with those same

Trusts. Sanderson (2016, p.234) found that the financial position of the

local economy had more influence on whether the Trust would be

commissioned to provide services locally than government-led incentives

and that competition between provider organisations (Trusts) reduced the
Asharing of sensitiyvet oi nifnoprrnoavtei osne rnvel cceessso:
suggests that incentives might inadvertently help create conditions where

patient harm occurs.

1.3.3.3 External fiscal pressures on NHS organisations

Increased demand for healthcare does not necessarily result in increased
resources; a decade of slower growth in funding for the Department of
Health and Social Care after the 2008 economic crash led to a rise of
1.5% each year in comparison to a 3.7% average rise prior to austerity.
The year 2016-2017 saw a growth in the number of Trusts ending the year
in deficit financially (King& Fund, 2019). The current pandemic will further

impact government finances.

As budgets are finite, the NHS has expl ol
productivity and efficiency in improving outcomes and reducing

preventable harms which, apart from the harm they cause to patients, act

as a Astressorodo on hospitals by stretchi
2013, p.19). The Quality, Innovation, Productivity and Prevention (QIPP)

was a large-scale programme developed by the Department of Health to

drive forward quality improvements in the NHS while at the same time

making £20 billion of efficiency savings by 2014-2015. Murray (2013)

showed that government oversight can be effective through her doctoral

case study wusing infection prevention and
how resilient, or adaptive, one healthcare organisation was. She identified

that after 2010, the government moved to

greater control of Trusts that were performing poorly and that within her
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host Trust, macro level participants reported that those required

adjustments to rising infection rates

.

(p.109) with strategic 4dsntrervéhtaincrd Diha,)

individual clinicians (Murray, 2013, p.112).

1.4 Overview of the UK National Health Service

The term, NHS, is an umbrella term used to describe the variety of health
services across the four countries, England, Wales, Northern Ireland and
Scotland, within the United Kingdom (UK). In 2016, England was
organised into 44 divisions of sustainability and transformation, ranging in
population from 300,000 to three million (NHS, 2020). In 2017, NHS
England consisted of 207 clinical commissioning groups (CCGs) and 135
acute non-specialist Trusts (this included 84 Foundation trusts and a
further 17 acute specialist Trusts of which 16 were Foundation Trusts
(NHS, 2017). Clinical Commissioning Groups were established in the
Health and Social Care Act of 2012 and are groups of general practices,
which come together in each geographic area to commission services,
including acute and mental healthcare, for their patients, and the general
population; this accounts for over sixty percent of the NHS budget. NHS
England currently comprises seven regions: East of England, London,
Midlands, Northeast and Yorkshire, North West, South East, and South
West (NHS, 2020). Further legislative change to introduce integrated
health and social care systems was proposed in February 2021
(Department of Health and Social Care, 2021).

Organisational structures link to organisational cultures. Sell (2016) argues
that within all sociological theories, a minimum (i.e., individual) unit (micro)
and a maximum unit (macro) are recognised. These can be framed in a
number of different contexts including healthcare, but variations appear.
An organisationdés culture is often
organi sationds pr i nceshowdiffesentpypesa | s

activities are ranked in importance resulting in a deeply ingrained set of
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ideas that serves as a framework for all actions and experiences of a
workplace (Sell, 2016).

Healthcare organisationsar e char acterised by fAcompl ex
the system and the multiple levels of professionalized autonomous

pract i c etal, J0BRepsAB3). In complex systems the different

layers and levels of components, that affect patient safety, cannot be

made fully aware of their influences on each other or the wider system, nor

on how local relationships work dynamically to keep the system

functioning. Component parts can respond locally, when clear information

is presented to them, yet corresponding interactions along with both past

and present history can all work to impact on a systems behaviour (Dekker

et al., 2011).

One framing of organisational culture as applied to the NHS (Boateng,
2013) sees those at micro level (ward) influenced broadly by macro level
(Department of Health, and now Department of Health and Social Care)
whose decisions (often budgetary) influence the meso leveld @ndividual
Trusts) specific decisions affecting wards. Another alternative framing
(drawing on Goffman,1986) is where the macro level is understood as
national policy, meso level is national programme and micro is region of
the country (Caldwell and Mays, 2012). In some accounts, the macro level
IS interpreted as super-national or as international trends (Mohan, 1996).
In reality, the Department of Health and Social Care and wider NHS
influences, such as those of Public Health England or Health Education
England or the WHO, are interpreted and applied by individual NHS Trusts

who operate as quasi-autonomous bodies.

The dominant view of the NHS as one organisation obscures that an
Acute NHS Trust can have clearly delineated levels, where macro level
relates to senior executives who focus on strategic planning and overall
responsibility for safety management and providing leadership. The meso
level comprises the matron and managers who are responsible for

implementation of policies and practice and delivery of services within their
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departments. The micro level comprises of ward staff (nursing and

healthcare assistants) and the ward manager who has overall

responsibility to provide and implement practices and provide direction to

staff and who works in collaboration with meso and macro levels to comply

with Trust practices. The structure is hierarchical in nature with role and

job descriptions providing the overall guidance on the chain of command.

This reflects the human factors framework formulated by Karsch et al.

(2014) which was developed in light of their exploration of causal linkages

in complex systems when disasters (such as the Herald of Free Enterprise

at Zeebrugge) occur and employed by other researchers exploring patient

safety (for example, Conner, 2017 and Waterson, 2020). In this thesis, the

terms O6macr o6,

are understood as follows:

6 mtbesraebof parsodnel @trthiese feveld

Table 1.1: Roles at Macro, meso and micro level (Personnel)

Organisational
level

Personnel

Role Review

Macro Senior executives Organisational leadership,
{Trust Board) strategic decision-making
Meso Middle management Responsible for clusters
(Matrons and Divisional of wards or divisions,
Operational Managers) strategic responsibility for
workforce planning and
budget and operational
issues
Micro/ Unit Ward team (Ward Ward managers oversee

manager, registered
nurses, healthcare
assistants)

implementation of
organisational policies/
procedures at ward level
and report to Matrons:
delivery of nursing care is
main role of RNs below
ward manager level and
HCAs

Individual ward culture (micro) shown in the individual and group attitudes

and patterns of behaviour and middle management (meso) culture shown

in the commitment to and processes put in place to manage patient safety

are heavily influenced by the overall (macro) culture of the organisation.

This study explores and differentiates these varied influences that shape

the provision of safe care and harm avoidance that stem from the
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management, provision, and delivery of care perspectives at micro, meso

and macro levels of an organisation.

1.5 Study aim

To understand the perceptions of, and influences on, the patient safety

culture within an acute Trust in England.

1.6 Theoretical underpinning

Patient safety culture is a well-researched area, but heavy focus has been
placed on error avoidance, fault finding, and blame attribution. Gaining a
better understanding of what enables or inhibits a positive patient safety
culture within an organisation is of key importance. The theoretical
underpinning of this study is Open Systems Theory (OST) presented in
Chapter 4. As Aveyard (1997) suggested in relation to evidence-based
practice, clinical judgements are impacted by interactions with others, the
surrounding environment, and sometimes changes within other
organisations therefore he argued that healthcare provision is better
viewed as an open system than a closed one. Instead of focusing on
adverse events, causation and attributing blame, OST embraces the
importance of examining influences. How people perceive patient safety
culture and behave in relation to risks of harm is influenced by aspects of

the surrounding system.

1.7 Personal rationale for undertaking this study

The underpinning rationale for this thesis was a personal interest in safety
as a registered nurse for over thirty years and educationalist involved in
undergraduate and postgraduate healthcare education. As a theatre
practitioner, it was the single guiding principle of everyday practice that
underpinned the policies and guidelines which aimed to make the area a
safe environment for providing quality care. The Francis and subsequent
reports have made me feel frustrated and saddened. In undertaking this

study, | hoped to contribute to a deeper or more nuanced understanding of
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patient safety culture within the NHS that might help my students combat

increasing levels of preventable harm.

1.8 Research setting and methodological approach

As explained in Chapter 4, this present study employed a case study
approach. The host organisation was an Acute NHS Trust on the outskirts
of a large metropolitan city in England. This organisation shares similar
challenges and issues to the other 135 non-specialist Acute NHS Trusts.
Because a ward is part of an open system, there will be many influences
and feedback loops so it was anticipated a case study with two similar
wards in the same organisation would facilitate a deeper understanding to

be gained of how patient safety is prioritised, monitored, and managed.

1.9 Thesis structure

Chapter 2 presents an Umbrella review (Joanna Briggs Institute) of the
contributors to patient safety culture in acute healthcare organisations to

identify the gaps in knowledge that this study addresses.

Chapter 3 explains and justifies the use of Open Systems Theory as the
theoretical lens for this study. A representative figure based on Open
Systems Theory as it relates to Patient Safety Culture, based on the
insights gained from previous chapters, is provided. Aims and objectives

for the study are presented.

Chapter 4 provides and justifies the research strategy, including selection
of data sources, data collection, analysis and synthesis methods, and
adoption of Yin (2014) case study methodology. Ethical considerations are

examined in detail.

Chapter 5 presents study findings in line with the Open Systems Theory

framework in relation to inputs, throughputs and outputs.
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Chapter 6 examinespati ent safety culture and

the lens of Open Systems Theory contextualising them in relation to
existing literature. It concludes by revisiting the figure identified in Chapter
3 in light of the insights revealed.

Chapter 7 concludes the thesis by revisiting the study aim, identifying the
original contribution to knowledge and implications for patient safety within
an Acute NHS Trust, acknowledging the limitations of the study as well as
its strengths, then making recommendations for future research and

practice in relation to patient safety culture.

1.10 Summary

This chapter has provided an explanation of the importance of patient
safety culture in relation to the avoidance of patient harm and defined key
terms. Recommendations implemented following inquiries into patient
harm along with strategies from agencies tasked with improving patient
safety have met with some success but still some Trusts are rated as
inadequate by the Care Quality Commission. Healthcare systems are
complex with aspects of the system contributing to perceptions, harm-
avoidance behaviours, and patient safety culture so worth viewing through
the lens of Open Systems Theory.
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Chapter 2 Umbrella review of contributors to patient

safety culture in acute healthcare organisations

2.1 Introduction

Chapter 1 has identified that the concept of patient safety is of high
importance and there is a need to reduce the risks of errors and harm
occurring to patients during the provision of healthcare. Patient safety culture
(PSC), as defined in Chapter 1 (s.1.1.3), is where a high level of importance is
placed on values, attitudes, perceptions, and behaviours within an
organisation. This chapter presents an Umbrella Review utilising the Joanna
Briggs Institute Manual Chapter 10: Umbrella reviews as outlined by
Aromataris et al., (2020). There is a multitude of primary research examining
patient safety culture, both in terms of contributory and influencing factors and
studies looking at the impact of strategies to improve patient safety making it
one of the o6grand chal |l en@oessgdeniyn heal t hcar
personal biases can affect literature selection leading to a skew towards
more-readily available texts, thereby lacking representativeness, and failing to
anchor both researcher and study (Tversky and Kahneman, 1974). An
Umbrella review provides an opportunity to look widely across existing
evidence, based on where reviews have addressed similar questions (Collins
and Fauser, 2005) allowing for a synthesis of existing literature that has
established what is already known (Aromataris et al., 2020) and to identify
where gaps in the current best evidence to date exist that this study can help
address. The aim of this Umbrella rWhai ew i s to
contributes to patient safety culture at ward level within acute healthcare

organi sations?696

2.2 Umbrella review methodology

The growth in the number of systematic reviews over the past number of
decades has provided clinicians and decision makers in healthcare with an
increasingly robust evidence base. More recently, the review of existing

systematic reviews and their synthesis provides both policy and decision

33



makers the evidence base for such changes (Smith, et al., 2011). Such

AUmbrell ao reviews allow the findings of s
contrasted (Smith, et al., 2011). Existing systematic reviews are seen along

with meta-analysis reviews as being at the top of the hierarchy of evidence

pyramid and thus providing evidence and guidance for practice.

The development of methodological guidance for the conduct of Umbrella

reviews also known as o6review of reviewso |
unified approach to conducting and synthesis of existing evidence. The

Joanna Briggs Institute (JBI) Manual for Research Synthesis provides a

developed methodological guide for the conduct of an Umbrella review that

includes both quantitative and qualitative evidence from differing forms of

systematic reviews and offers step-by-step instructions and related checklists

(JBI, 2020) [online access on line 02/12/20]. AJ Bl revi ew requires s
mi ni mum of two reviewers to conduct a syst.
therefore, one of my supervisors worked with me to develop the review

protocol and independently carried out searching, sifting, data extracting,

appraising and theme development. Discussion and agreement between the

two reviewers took place as indicated by the JBI.

The review is reported by drawing upon key elements of the PRISMA
checklist (Preferred Reporting Items for Systematic reviews and Meta-
Analysis) for the reporting of systematic reviews (Moher et al. 2009). The

PRISMA checklist identifies that the following steps need to be addressed:

Method
1 Set the eligibility criteria i.e., the scope of the review
1 Identify all information sources
1 Present the search strategy
1 Identify the variables of interest
1 Describe the data extraction process
1 Describe how quality appraisal and risk of bias was assessed
1 Explain synthesising process
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Results
1 Give numbers of studies assessed, number included and reasons for
exclusion with a Prisma flow chart
1 Present characteristics of included reviews
1 Provide data on quality appraisal/risk of bias
1 Present synthesis of included reviews
Discussion
1 Summarise findings and consider relevance
7 Discuss limitations of this Umbrella review
Conclusion

1 Summarise and identify implications for future research

2.2.1 Scope of the review

Population = acute healthcare organisations
Exposure = contributing factors

Outcome = patient safety culture

2.2.2 Inclusion/exclusion criteria

Inclusion criteria
1 Systematic reviews, integrative reviews, narrative reviews, and
literature reviews related to staff perception of patient safety culture
Within acute hospital ward settings
Registered nurses and other healthcare staff involved in direct nursing
care or responsible for nursing care within acute care organisations or
hospital settings
9 No date limits
1 Peer reviewed and available in English
Exclusion criteria
1 Individual research studies related to patient safety culture including
intervention-based studies
1 Reviews focused solely on interventions to improve patient safety or

patient safety outcomes
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1 Reviews that solely focused on non-hospital settings (i.e. primary care
or community) or where data on the acute setting is not possible to be
extracted.

1 Full text not available in English

2.2.3 Search method

The search strategy involved was conducted with the aid of a university
specialist librarian. Several scoping searches were conducted to maximise
sensitivity and specificity (Ocloo et al., 2021). A search of the following
databases via EBSCO Discovery System (EDS) (see appendix 1 for the full
list of databases included within EDS). In addition, Academic Search
Complete (including Cinahl, Psych Info, Psych Articles, Medline,
OpenDissertations), was also searched utilising the same search string and
then duplicates were removed. No date parameters were set. The last search

was completed on 1 March 2021.

For both EDS and Academic Search Complete, the filters additionally included
peer-reviewed and published or available in English language. No date
parameters were set. Other databases searched included the Cochrane

database and for grey literature, Open Grey (https://opengrey.eu) was utilised.

Other grey literature sites (Grey Literature Report (https:/greylit.org) and

Google Scholar (https://scholar.google.com) were also searched relevant to this

review utilising the same search strings adjusted for these specific databases.
The reference lists and bibliographies of included reviews were searched for
additional reviews that matched the inclusion/ exclusion criteria. Forward

citation searching was also employed (Wright et al., 2014).

O0Cul tured and Opatient safety cultured are
The following search string and terms were employed in the following order to
obtain the maximum number of hits after initial search identified variation in
number of hits based on the string sequence:
Patient safety culture or culture of patient safety or patient safety
climate [Abstract]
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https://opengrey.eu/
https://greylit.org/
https://scholar.google.com/

AND

acute healthcare or acute healthcare or acute trust or acute hospital or
acute ward or medical ward or ward [All text]

AND

review of the literature or meta-analysis or meta-review or meta-review
or meta review or literature review or integrative review or conceptual
review or systematic review or review or review of reviews or umbrella

review [Abstract]

To ensure replicability, the same search strings were employed on the same
databases by two reviewers (myself and one of my doctoral supervisors)
working separately. The number of hits was compared and found to match
(once an EBSCO Host idiosyncrasy that produced different hits according to
the search string order was identified). Each reviewer screened hits
independently by both titles and abstracts following which both reviewers
discussed and agreed the reviews, based on the inclusion and exclusion
criteria (s.2.2.2) that should be screened in detail. The papers that passed title
and abstract screening were retrieved and the same process was applied with
both reviewers independently reviewing the full texts to establish which
reviews met the full eligibility criteria following which a meeting took place to

discuss the outcome.

2.2.4 Data extraction process

Variables of interest included any factor (human, systems, or organisational)
that was considered to be relevant to patient safety culture in the included
reviews. Data were extracted from the reviews included in this Umbrella
review using the standardized data extraction form from the Joanna Briggs
Institute Manual for systematic reviews and research synthesis as outlined by
Joanna Briggs Institute manual. This process was completed independently
by both reviewers and information was obtained in relation to the following
characteristics of the included reviews including authors, objectives,
participants and settings, search details, number of studies and country of

origin, and a summary of findings.
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Information was extracted on the following:

1 Characteristics of the review such as, type of review including
definitions, overall aims/objectives, theoretical underpinning, search
sources utilised, and timeframes

1 Characteristics of the included studies, such as numbers of studies,

geographical location of included studies. characteristics of participants
I.e. designation, total numbers and settings, methodological
approaches, patient safety culture measurement tools

Definitions of patient safety culture employed by reviewers

Summary of findings regarding influences on patient safety culture

Summary of findings regarding perceptions of patient safety culture,

E_ I

Recommendations for future research.

2.2.5 Quality appraisal and risk of bias assessment

All the included reviews were assessed for methodological validity by using
theJ Bl 6s critical appraisal <checklist for
synthesis. The appraisals were completed independently by both reviewers

following which discussion occurred to achieve consensus.

A scoring system was applied. Scores were calculated dependant on the
following key [Y = Yes = 2; N = No = 0; N/A = non-applicable = 0; and U is
unclear = 1] as outlined by the JBI checklist. No reviews were excluded on
grounds of quality. RAG rating (Turner-Stokes et al., 2006) allowed visual
identification, see below of review quality in the data extraction table. No

review was excluded on grounds of quality.

Table 2.1 RAG rating of reviews

RAG rating (Red, Amber, Green) Score (out of 22) Quality Assessment
0-10 Low Quality

11-16 Medium Quality
17-22 High-quality
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2.2.6 Synthesising process

A narrative synthesis was conducted since the review question was seeking to
identify what contributes to patient safety culture not quantify impact. The
approach identified in the JBI Manual for Evidence Synthesis was adopted
(JBI s.2.7.6.4). This entailed extracting data from all included reviews (section
2.2.5 above) and establishing the credibility of each (s.2.2.6 above). Next,
suitable categorisations were identified (and agreed between the reviewers).
Based on the contextual overview presented in Chapter 1, categories that
were able to be predicted in advance included geographical origin, definitions
of patient safety culture, and factors (human, systems, and organisational)
that impacted on patient safety culture. The quality and risk of bias inherent
within included reviews was also a category. Other categories were identified
as a result of data extraction on the grounds that, as the JBI Manual identifies,
there were a minimum of two findings per category (an example of this is the
category related to Recommendations for future research). The final stage
identified by the JBI is to develop one or more synthesised findings embracing
at least two categories. The category descriptions were agreed by the two

reviewers.

2.3 Results

2.3.1 Search outcome

The initial search of EBSCO6s Discovery seil
Academic Search complete (ASC) (n=304) produced a total of 702 records for

screening). A further 3 records were identified following searches of grey

literature. Following removal of duplicates, a total of n=379 for screening.

Screening these by title and abstract resulted in the rejection of n=340 records

leaving 39 records for full-text retrieval. Following full-text screening, the

following n=25 reviews were excluded because:

1 Review not available in English (n=1) [Kareny da Silva et al.,2016];
1 Review focus not on influences on, or perceptions of, patient safety

culture (n=17)
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assessing psychometric properties of survey tools [Alsalem et
al., 2018]

barriers to reporting medication errors [Vrbnjak and Denieff,
2016]

environmental design on nursing errors [Chaudhury et al., 2009]
factors relating to knowledge management [Lunden et al., 2017]
generational characteristics of nurses [Stevanin et al., 2018]
inter/multi-professional care [Husebo and Akerjordet, 2016;
Paradis, 2013]

new graduate nurse transition [Murray et al., 2020]

nursing fatigue [Smith-Miller et al., 2014]

nursing handovers/safety briefings (n=2) [Bressan et al., 2020;
Ryan et al., 2019]

organisational context and quality of care (n=2) [Brand et al.,
2012; Ying et al., 2021]

patient participation in patient safety [Vaismoradi et al., 2015]
relationship between patient safety culture and outcomes (n=2)
[Groves, 2014; Singer et al., 2009]

safety interventions [Pannick et al., 2014]

1 Individual research studies (n= 6) [Clay-Williams et al., 2014; Hessels
and Larson, 2016; Padgett et al., 2017; Van Buijtene and Foster, 2019;
Wilson, 2011; Zadvinskis et al., 2018]

1 Delphi consensus statement (n=1) [Fischer et al., 2018]

Fourteen reviews were eligible for inclusion as shown in the Prisma Diagram

overleaf (Figure 2.1). The data extraction table in Appendix 2 provides the

characteristics of the included reviews.
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Figure 2.1 Preferred Reporting items for Systematic Reviews and Meta-
Analysis (PRISMA) adapted from Moher et al., (2009)
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2.3.2 Characteristics of included reviews

Of the fourteen reviews meeting the eligibility criteria for this Umbrella
review, five were systematic reviews [Brasaite et al., 2015; EImontsri et al.,
2017; Reis et al., 2018; Ross-Walker et al., 2012; Weaver et al., 2013];
two were integrative reviews [Baratto et al., 2016; Willmott and Mould,
2017]; three were literature reviews [Halligan and Zecevic, 2011; Lee et
al., 2019; Sammer et al., 2010], two were narrative reviews [Algattan et al.,
2019; O 6 D o n cetvabh, B019], one a conceptual review [Feng et al., 2008]
and one a scoping review [Goedhart et al., 2017]. The date of publication
of included reviews covered a range of years from 2008 to 2019. In total,
n=508 articles/studies/opinion papers were included within this Umbrella

review.

2.3.3 Geographical context

The geographical location for the lead authors was as follows.

Australia: Ross-Walker et al., (2012); Weaver et al., (2013); Willmott and
Mould, (2018); Brazil: Baratto et al., (2016); Reis et al., (2018); Canada:
Halligan and Zecevic, (2011); Finland: Brasaite et al., (2015); Ireland:

O 6 Do n ecetvah, (R018); Netherlands: Goedhart et al., (2017); United
Kingdom: Elmontsri et al., (2017); Algattan et al., (2019); United States of
America: Feng et al., (2008); Lee et al., (2019); Sammer et al., (2010).

The geographical origin of included studies was not always apparent;

Fengetal. , (2008) merely stated their includ
America (all their empirical studies were from the USA). Halligan and

Zecevic, (2011) identified by origin only 122/139 included texts and the

origins ofetdaddbDso n(o2v0aln8) st udi es were ident
reference checking. In total, the number of studies/papers with identifiable

geographical origin was n=437. Ranking the countries of origin from the

most studies/papers to the least number shows the following: USA

(n=230), European Union (n=57), UK (n=43), Arab (n=35), Canada (n=33),

Australia (n=11), Far East (n=11), South America (n=6), China (n=5),

Norway (n=3), Israel (n=2), Africa (n=1).
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2.3.4 Quality appraisal

Reviews were appraised using the JBI Critical Appraisal Checklist (Text
Box below) for Systematic Reviews and Research Syntheses questions

which are:

Q1. Is the review question clearly and explicitly stated?

Q2. Were the inclusion criteria appropriate for the review question?

Q3. Was the search strategy appropriate?

Q4. Were the sources and resources used to search for studies
adequate?

Q5. Were the criteria for appraising studies appropriate?

Q6. Was critical appraisal conducted by two or more reviewers
independently?

Q7. Were there methods to minimize errors in data extraction?

Q8. Were the methods used to combine studies appropriate?

Q9. Was the likelihood of publication bias assessed?

Q10. Were recommendations for policy and/or practice supported by
the reported data?

Q11. Were the specific directives for new research appropriate?

Joanna Briggs Institute Manual (JBI, 2020)

Table 2.2 identifies the scores agreed against the reviews appraised and
following discussion between the two reviewers. Scores on individual
reviews ranged from a score of 9 to the highest at 22 with a mean score of
17. As identified, the lowest percentage scored question across all reviews
was question (Q9) i.e. the likelihood of publication bias with only 7% of
reviews having addressed this issue. Question (Q6) the identification of
critical appraisal by two reviewers independently was identified in only
43% of the reviews. Question (Q10) examined recommendations for
policy/practice supported by the reported data of which only 64%
identifying recommendations. Question (Q7) identification if methods were

used to minimise errors in data extraction with 57% identifying methods
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utilised. One review (Goedhart et al., 2017) was potentially biased since 5

of their 12 studies were by Laschinger and her team.

Table 2.2: Assessment of methodological quality of included reviews

Study Citation Q1 Q2 Q3 Q4 Q5 Q6 Q7 Qs Q9 Q10 Q11 score
Algattan ef al., (2019) |Y Y Y Y Y 9] N Y N N/A Y 16
Barratto et al, (2016) |Y Y Y Y Y Y Y N Y Y 20
Brasaite ef al., (2015) |Y Y U U Y Y Y N N/A Y 16
Elmonstri et al, 2017) |Y Y U Y Y 9] N U N Y Y 14
Feng et al., (2008) Y u Y Y N N N Y N NIA A 9
Goedhart et al,, (2017) |Y Y Y Y Y Y Y 9] Y Y 19
Halligan and Zecevic  |Y Y Y A N N N Y N Y Y 14
(2011)

Lee et al, (2019) Y Y U Y Y 9] IN/A Y 9] N/A Y 14
O'Donevan et al., (2018)]Y Y Y Y Y N Y U Y Y 19
Reis ef al, (2018) A Y Y Y Y A Y u Y Y 19
Ross-Walker ef al., Y Y Y Y Y Y Y N N/A Y 19
(2012)

Sammer et al., (2010) |Y Y U 9] N N Y N Y N 12
Wilmott and Mould, Y 9] Y Y N N U Y N Y Y 12
(2018)

Weaver et al, (2013) |Y Y Y Y Y Y Y Y Y Y 22
100% YES 100 86 Il 86 [l 43 57 93 T 64 86 Mean =17

2.3.5 Methodological Quality of Studies included in the
Reviews

Brasaite et al., (2015) and Algattan et al., (2019) had the methodological
appraisal of included studies as a central aim unlike the other reviews.
Despite this, Algattan et al., (2019) made no comment regarding the
overall quality of their included studies. Brasaite et al., (2015) employed
the Joanna Briggs criteria for assessing the quality of articles selected to
be included in the review with two independent reviewers involved in the

selection process.

The level of appraisal varied. Reis et al., (2018) utilised the Strengthening
the Reporting of observational studies in Epidemiology (STOBE) 22-item
checklist Statement since included studies used observational design and
identified highly-detailed weaknesses in study design including reporting
participants, data collection periods, how data were collected and
response rates. Algattan et al., (2019) used five questions from the Critical

appraisal skills programme, (CASP) checklist to determine the
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methodological quality of the qualitative studies included however it was
unclear if two reviewers as recommended (Hannes, 2011; Joanna Briggs
Institute nd) were utilised to assess the methodological quality of the
included studies. Weaver et al., (2013) identified that two reviewers were
utilised in the selection of the final articles no further detail was provided in
relation to any tools utilised to assess methodological quality of the final
included studies/articles. Feng et al., (2008), Halligan and Zecevic, (2011)
and Willmott and Mould, (2018), did not identify either the use of
independent reviewers to assess quality or whether appraisal tools were
utilised to assess methodological quality. Sammer et al., (2010) made no

mention of quality appraising their included studies.

Ranking of evidence varied. Ross-Walker et al., (2012, p.3092) utilised the
Joanna Briggs Institute JBI-QARI and JBI-NOTARI checklists with two
independent reviewers assessing the quality and reported that all the
studies included in their r eEImensri wer e of
et al., (2016) employed an adapted version of the Newcastle-Ottowa scale
but no comment on overall study quality was made. Their online
supplementary file showed that scores ranged from 5-9 out of a possible
10 and 10 of their 18 studies scored 7 or higher indicating good quality, 7
studies scored 6 and 1 study scored 5. Lee et al., (2019) employed 13
guestions from a quality assessment and validity tool they adapted from
previous systematic reviews but rather than presenting quality scores for
individual papers, they summarised the number of studies that answered
No/Yes to their questions.

Barrato et al., (2016) made a general observation on the limitations of their
included studies, namely Al ow response r .
andnot random sampl esésmall number of inst
s e c t @Bnaswite et al., (2015) admitted that their narrow use of keywords

may have impacted on the numbers of primary studies retrieved (a

methodological weakness in their review design i see s.2.3.4) and

acknowledged that only 3 of their 18 primary studies provided the

strongest level of evidence. Goedhart et al., (2017) used the Quality
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Assessment and Validity Tool for Correlation Studies and stated that low
quality studies were excluded from their review but did not identify how

many.

2.4 Narrative Synthesis

2.4.1 Definitions of Patient Safety Culture

Of the 14 reviews included, only 7 provided a definition of Patient Safety

Cul ture [ e&abD20bh8pBmeomstrietal., 2017; Feng et al., 2008;

Lee et al., 2019; Sammer et al., 2010; Weaver et al., 2013; Willmott and

Mould, 2018]. Willmott and Mould, (2018) and Sammer et al., (2010)

utilised the Agency for Healthcare Quality and Research definition (2016)

w h e rpatieniisafety culture is described as the shared attitudes, beliefs,

values and perceptions of safetty i ssues
a | (2019) review provided a definition of safety culture from the ACSNI-
HSC(1993) which states that it is Athe pr
values, attitudes, perceptions, competencies and patterns of behaviour

that determine the commitment to and style and proficiency of an

organi sationds health and safety managemi

Elmonstrietal.,,( 2017) wutilised the WHOG6s definit
the reduction of risk of unnecessary harm associated with healthcare to an
acceptabl e mini mpatentsaeatyculturedas a dormporer d

of the organisational culture that includes the shared beliefs, attitudes,

values, norms and behavioural ceta@dracteri:
(2013) defined patient safety cultureby dr awi ng on Scheinds d
organisational culture as being personified by shared values, beliefs,

norms, and procedures related to patient safety among members of an

organisation unit or team. Feng et al., (2008) drawing on the British Health

and Safety Commission (ACSNI-HSC, 1993) defineds af ety cul ture as
product of individual and group values, attitudes, competence and patterns

of behaviour that determine the commitment to, and the style and

proficiency of and organisations health
O 06 Do n ecetah, (R018) purported, similar to Feng et al., (2008), that
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while there is no universally accepted definition of safety culture in the

context of nursing that it is a product
towards patient safety. As identified in Chapter 1 (s.1.1.3), the definition of

patient safety culture adopted in this thesis is the same as Feng et al.,

(2008).

2.4.2 Review Foci

Of the 14 reviews included, as expected all identified a review question or

aim. Influences on patient safety culture were identifiable regardless of

whether this was a specific objective. Four reviews aimed to add to a

conceptual understanding of patient safety. Brasaite et al., (2015)

identified three questions for their review including how the concept of

patient safety been defined in studies focusing on healthcare

pr of essi on gdasdiskilk and identdyohg which areas had been

i nvestigated in relation t attitygesoof essi onal
skills. Feng et al., (2008) aimed to carry out analysis of the concept of

safety culture in nursing. Barrato (2016) aimed to capturewh at fAhas been
produced on the subject of patient safety and organisational culture in

hos pi $aminer ét al., (2010) looked to identify the properties of safety

culture and thus develop a conceptual culture of safety model.

Capturing perceptions of patient safety culture was the aim in five reviews.

Elmonstri et al., (2017) focused on the overall status of patient safety

culture in Arab countries. Fengetal6s (2008) analysis of th
patient safety culture had a second review question focused on capturing

perspectives of patient safety culture in each study. Willmott and Mould,

(2018) reviewed (1) health professional si
safety and whether these differed among different health professionals, (2)

whether the perception of patient safety culture was different at the

hospital versus ward level, and (3) whether clinicians and managers

placed the same importance on patient safety culture. Perceptions of

patient safety culture were also identified identifiable in Barrato et al.,
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(2016), Brasaite et al., (2014), Sammer et al., (2010) and Weaver et al.,
(2013).

Two reviews examined the methodological quality of research studies as a
central aim. Brasaite et al., (2015) aimed to examine the methodological
characteristics of previous empirical studies on patient safety culture.
Algattan et al., (2019) aimed to evaluate the methodological aspects of
existing qualitative studies which focused on patient safety culture in
hospital settings and identify gaps in knowledge.

Two reviews considered patient outcomes. Leeetal. 6s (2019) ai m wa:
look at the relationship between safety culture and quality of care in
relation to patient outcomes. Weaver et al., (2013) examined how
organisational interventions altered perceptions of safety culture in
healthcare and assessed effectiveness regarding safety culture and

patient outcomes.

2.4.3 Factors ldentified as Influencing PSC

2.4.3.1 PSC survey tools identified in reviews

Patient safety culture (PSC) measurement is designed to provide a sense
of how at risk an organisation is of patient harm occurring. The patient
safety measurement tools identified within the included reviews were (i)
the AHRQ-HSOPSC tool i the Agency for Healthcare Research and
Quality (AHRQ, https://lwww.ahrqg.gov), the Hospital Survey on Patient
Safety Culture (HSOPSC) and the Scottish Hospital Safety Questionnaire
are all the same but given different labels in the literature: Sorra and
Nieva, 2004), (ii) Safety Attitudes Questionnaire (SAQ), (iii) Patient Safety
Climate in Healthcare Organisations (PSCHO) and (iv) Safety Organizing
Scale (SOS). All these employ Likert response scales and range in items
and number of dimensions from 5 in SOS and 60-141 distributed under 36

climate dimensions in the remainder (Alsalem et al., 2018).
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The reviews by Willmott and Mould,(2018); Reis et al., (2018) and

O 6 Do n eetvah, (018) focused on studies that had measured patient
safety; 6 studies employed the AHRQ Survey on Patient Safety Culture
(Agency for Healthcare Research and Quality), n=2 studies employed the
Safety Attitudes Questionnaire (SAQ), n=1 study employed the Patient
Safety Climate in Healthcare Organizations tool (PSCHO), n=1 employed
the Stanford/Patient Safety Culture Inventory (PSCI) and n=1 study the
Scottish Hospital Safety Questionnaire. Lee et al (2019) framed their
review report around the PSCHO. Ross-Walker et al., (2012) argued that
there are a number of immeasurable cultural factors such as nursing
workloads and the impact on staff and patient safety that are a feature of
hospital environments and measurement of this culture via a safety
climate snapshot (for example through staff surveys) may not highlight this
fact. Algattane t  42019)&eview identified that patient safety culture
comprises both objective (e.g.,heal t hcare providersd beha\
practices) and subjective aspects (beliefs, values and attitudes about
patient safety) and that the latter are missed by quantitative survey-based

organisational snapshots.

2.4.3.2 Key influences on patient safety culture

The reviews offer insight into which factors contribute most strongly to
patient safety culture, however, Lee et al., (2019) found a lack of
consistency across studies regarding what influenced patient safety
culture. This lack of consistency is evident in the reviews included in this
Umbrella review as differing perspectives were revealed in relation to
patient safety culture and organisational hierarchy, culture at
organisational and unit (ward) level, influences upon ward patient safety

culture and individual personnel.

External and internal influences on organisational patient safety culture
included staffing, communication, non-human resources, and patient-
related factors according to Algattan et al., (2019). Safety initiatives can
have positive impacts on patient safety according to Rossi Walker et al.,

(2012) but Brasaite et al., (2015) found these may have a negative impact
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on wards if ward leaders are taken away from spending time nurturing and

developing staff on the ward. Weaveretal. 6 s (2013) systematic
(included as it reported perceptions of patient safety culture and

organisational context although it primarily focused on interventions to

promote patient safety culture within adult or paediatric settings) revealed

that although staff perceptions could be altered, interventions to improve

patient safety culture may not reduce patient harm (only 6 of 11 included

studies had improved outcomes) and may even result in decreased error

reporting.

Organisational hierarchy influenced patient safety culture according to
Barrato et al., (2016) and Goedhart et al., (2017). Barrato et al., (2016)
identified that hierarchical organisational cultures are negatively correlated
with patient safety as are managers who are weak or poor communicators.
Goedhart et al., (2017) identified the role of both structural empowerment
and psychological empowerment for nurses on safety of care within units

and how t hese rpaténtsafetycaldirenur ses 6

Organisational culture influenced patient safety culture with Reis et al.,
(2018) arguing that organisational culture in relation to patient safety is
underdeveloped. Sammer et al., (2010) identified seven sub-cultures as
influences on safety culture: Leadership, Teamwork, Evidence based
practice, Communication, learning organisation, Just culture, Patient-
centred and pointed out that cultures vary across organisations from
department to department, unit to unit, individual to individual. Sammer et
al., (2010) further identified links between organisational culture, a rapidly

changing workforce and financial and quality success.

More open communication about errors with a non-punitive culture to
encourage more reporting and to use opportunities to learn from such
errors were influencers reported by Algattan et al., (2019), Barrato et al.,
(2016), ElImonstri et al., (2017) and Sammer et al., (2010). In particular,
changing to non-punitive approaches to error reporting was seen by

Elmonstri et al. (2017) as fundamental to improving safety culture in Arab
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countries whereas in non-Arab countries, a non-punitive approach was
already more embedded. Similarly, Baratto et al., (2016) identified
problematic organisational cultures along with patient safety culture where
managers were punitive or indifferent when errors occurred as influencing
patient safety culture. Barrato et al., (2016) found the existence of a non-
punitive organisational culture that seeks to encourage healthcare staff to
report incidences and errors thus creating a culture of learning is a
necessity. Although organisational learning (recognised as part of
organisational culture) appears in the AHRQ, PSCHO and Stanford/PSCI
survey tools, it was a contributor identified in only 7 of the 14 reviews
[Algattan et al., 2019; EImontsrietal.,2 01 7 ; O0 Btaln 20¥8aReis
et al., 2018; Sammer et al., 2010; Willmott and Mould, 2018].

Differences emerged as to whether ward-level patient safety culture was
influenced more by nursing culture or by management culture. Feng et al.,

(2008) and Willmott and Mould (2018) agreed patient safety culture was a

subset of organisational culture and a p!

Willmott and Mould (2018)c onsi dered it was i nf/l
expectations and safety priorities whereas Feng et al., (2008) identified
nursing culture (shared values, beliefs and behavioural norms) as over-
arching dimensions of patient safety culture with contributing factors being
management, immediate supervisors, individuals and behaviours, rules,
procedures, and reporting systems. Sammer et al., (2010) identified the
key role of senior leadership in fostering and nurturing patient safety
culture by designing strategies and structures that enable safe processes
with intra-professional collaboration among caregivers to achieve a
system-wide culture of safety focussed on communication and intra-
professional learning from mistakes and errors at all levels within an

organisation.

Seven reviews (Algattan et al., 2019; Brasaite et al., 2015; ElImonstri et al.,
2017; O 6 D o n eetvah, A018; Reis et al., 2018; Sammer et al., 2010;
Weaver et al., 2013) agreed on the importance of teamwork.

Communication was important accordingto O 6 D o n aetvak, (2018) and
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Weaver et al. (2013). [Teamwork and communication are considered by
the Nursing and Midwifery Council (2018) to be a fundamental aspect of

nursing professional behaviour.]

At unit level, the value of executive walkarounds regarding patient safety
culture was identified in two reviews (O 6 D o n eetvah, B8018; Weaver et
al., 2013). Algattan et al., (2019) and Reis et al., (2018) identified the
impact of the expectations of managers, supervisors, and actions that
promote safety management on unit level patient safety culture.

O 06 Do n ecetvah, (R018) identified leadership and accountability as
important but only two reviews identified unit leadership as a key influence
(Halligan and Zecevic, 2011; Sammer et al., 2010).

The role of the ward-based nurse was emphasised by Ross-Walker et al.,

(2012) who saw nurses as an important factor in maintaining systems and

compensating for bureaucratic contexts where gaps in the service delivery

could threaten patient safety. O6 D o n etvak, (2018) argued that the

nurse practitioner plays a pivotal part in creating and maintaining

interprofessional teamwork and bridge the medical and nursing frames of

knowledge. In terms of person-related factors, Feng et al., (2008, p.317)

foundthatpat i ent safety comes from nursesdd va

management goals, rules or systems and proposed that:

Apatient safety culture is the produci
beliefs towards patient safety. It is a set of common understandings
of nurses in viewing patient safety, and it emerges from the

dynamic reciprocal interaction among people, tasks and syst e ms 0 .

Ross-Walker etal., (2012,p.3122) reported that the conc
wor kl oado is fundament al to nursing praci
largely immeasurable. However, Brasaite et al., (2015) identified that

heal t hcar e pr olédgesobpatient safetyg bas dftenaevicient
andtr ai ning staff on patient safety i mprov

of management. Personal fear of blame and punishment was identified as
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negatively impacting on safety behaviours (Algattan et al., 2019; ElImonstri
et al., 2016).

2.4.4 Conceptual understandings of PSC

Sammer et al., (2010) highlighted that cultures vary across organisations

among units, departments, and individuals. Two contrasting views on

whether patient safety culture within an organisation is shaped by macro-

level strategies and systems to manage patient throughput or whether it is

shaped by the values and relationships of staff within the organisation

were revealed through Fenge t  §2D08)&@nceptual review. The first
perspective presented in the I|literature
stemming from an underlying assumptions or core purpose of healthcare

organi sati onsi etnhtats abfeeitnyg aodsp attletal., f i r st pri
2008). In this functionalist framing of patient safety culture, policies,

management structures and control systems express the core purpose of

an organisation, which in turn pre-determines the values and beliefs of

managers and staff with staff attitudes in turn affecting behaviours. Feng

et al., (2008) argued that this functionalist view is a linear perspective of a

top-down focus on task orientation and construction of safety system

policies to manage patient safety and is common in acute organisation.

The contrasting perspective identified by Feng et al., (2008) is the
Ointerpretived view which adopts a more
and sees patient safety culture as an emergent property of relationships,
values and beliefs of a variety of group members, and where normative
values are created by those dynamic reciprocal relationships. The
interpretivist view sees patient safety as less reliant on managerial
strategies (the foundationalist, top-down perspective) and more related to
staff attitudes and beliefs within the power relationships of the day-to-day
behaviours towards these goals. Having identified these contrasting
perspectives, Feng et al., (2008) proposed a reciprocal interactive view
that incorporates both functional and interpretive views taking into account

the individual, the system, and the task in hand.
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At unit level, Ross-Walker et al. (2012) conceptualised patient safety
culture as influenced by organisational climate, the complexity of hospital
environments, bureaucracy, and institutional silos, all of which create

i nefficiencies. They indicated that orgal
workloads and how, as a professional group, they compensated for the
bureaucracy of the system, often at a cost to themselves (Ross-Walker et
al., 2012). This separation from other professional groups was also
identified by Barrato et al., (2016) who conceptualised nursing
professional culture as differing from that of other ward-based clinicians
because job satisfaction, working conditions and teamwork and unity of
management were key concepts more strongly related to a positive safety
culture in nurses. However, breaking down professional barriers by
targeting specific safety training within the multidisciplinary team and
sharing knowledge was considered by Brasaite et al., (2015) to have a
positive impact on safety outcomes as these produced positive patient
safety culture attitudes which, in turn, impacted on behaviour resulting in
better adherence to the use of clinical protocols and better practices in

relation to patient safety.

At individual personnel level, competency, and good skills acquisition, was

identified as an essential concept by Brasaite et al., (2015) who viewed it

as pivotal to patient safety culture. Ross-Walker et al., (2012) positioned

culture as a driver of individual employee behaviour and emphasised the

exi stenoceapnf§i Bl e and | argely iRosseasur abl
Walker et al., 2012, p.3106).

In summary, the concepts relevant to patient safety culture are related to
the organisation (its bureaucracy, complexity, institutional silos, and
culture), units (wards) and individual competency and employee
behaviours. It is unclear whether patient safety culture is driven from the
top down or whether it is a component of staff attitudes, beliefs, and
values, or both. There is some evidence that different professional groups
may have differences in culture and approaches to patient safety culture
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with nurses, in partibel ag| afa@nsnhbat dent i
systems and gaps iRass-Wakenetiac, 2012 @3108v er y o (

2.4.5 Perceptions of PSC

Seven reviews provided some insight into perceptions of patient safety

culture [Brasaite et al., 2015; EImonstri et al., 2016; Feng el al., 2008;

O 06 Do n cetvahk, B018; Reis et al., 2018; Sammer et al., 2010; Weaver et

al., 2013]. Four of these included UK studies (n=31). Most including

Brasaitee t  &2015)aeview identified that healthcare professionals held

positive attitudes towards patient safety in general and to the process of

safety event reporting. However, Brasaite et al. (2015) identified that some

are still afraid of punitive consequences so their perception of patient

safety culture is that errors are punished rather than something that can

happen and should be learnt from. Elmonstri et al., (2016), acknowledging

the importance of team working and communication between

professionals, reported that in countries where medical dominance is still

evident resulting in more punitive responses to errors, this negatively

impacted on perceptions of patient safety culture. In their review they

identifiedthatnur ses may have a fdatientsafetent per ce
culturef r om directors and administrators (th
the grounds that Athey are i Bmangirnt i nuous
et al., 2016), p.10).

Feng el al., (2008) reported that patient safety culture could be perceived
as something driven from the top of the organisation (systems-based) or
driven from the bottom up (values-based). Sammere t  #2010)Geview
suggests that patient safety culture is perceived as a top-down approach
as they identified the key role that leadership has on the perception of
patient safety culture as well as creating a safety culture within an
organisation. O 6 D o n cetvah, (2018) reported that perceptions of patient
safety culture impact upon the types of interventions to improve it that
management consider are appropriate but since Reis et al., (2018)

concluded that hospital organisational cultures are under-developed

55



regarding perceptions of patient safety, top-down interventions might not

be as appropriate as management believe.

Sammer et al., (2010) also identified that external perceptions of safety
culture within the community served by healthcare organisations impact on
attitudes within those organisations. Sammer et al., (2010) further argued
that alignment of resources and senior level accountability are key to
improving patient safety culture along with the need for open collaborative
relationships between frontline and executive level but did not extrapolate
from these to the wider community. Similarly, Weaver et al., (2013)
identified that perceptions of safety culture were improved when there was

more connection between frontline staff and those at executive level.

2.4.6 Theoretical Frameworks

The lack of theoretical framework to studies was highlighted as an issue of
concern by Algattan et al., (2019). Theoretical frameworks identified within
the reviews included within this umbrella were mentioned in Lee et al.,
(2019), Algattan et al. (2019) and Ross-Walker et al. (2012). Lee etal. 6 s
(2019) integrative review included one study by Ausserhofer et al., (2014)
that utilised a Systems engineering initiative for patient safety model along
with a rationalising of care in Switzerland model and another study by
Thomas-Hawkins and Flynn, (2015) that used the Nursing Organization
and Outcomes Model. Algattane t  §2D19)&arrative synthesis identified
the use of Vincentds model i n e@tmae i ncl ud:
2014). Ross-Walkeretal. 6 s ( 2 0 1 2 )review identiBeohthat Huenan

performance framework was used in a study by Ebright et al., (2003).

2.4.7 Recommendations for Future Research

Of the 14 reviews included, 9 identified clear recommendations for future
research [Algattan et al., 2019, Elmontsri et al., 2017; Goedhart et al.,
2017; Lee et al.,, 2019; O6 D o n cetvak, B018; Ross-Walker et al., 2012;
Sammer et al., 2010, Weaver et al., 2013), Willmott and Mould, 2018].
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Algattan et al., (2019. p.97) identified the need for future studies of patient

safety culture to utilise both qualitative and quantitative methods to gain a

Amore compr ehensi vpatient satety cukuteanrmadi ng of
particular healthcare or ganingwihini ono t hat
primary studies. Paying detailed attention to individual organisations was

also advocated by Willmott and Mould (2018, p.393) who advised that

AThe h padigntisafetylculture, set by the executive, should be the

dominant culture butthisdis connect needs f Eimonkser expl o1
et al., (2017) also suggested the need for studies that incorporate a mix of

methods with semi-structured interviews to identify root causes as

influencers of patient safety culture were lacking in their included primary

studies. This was echoed in Ross-Walker et al.6 €012, p.3124)

suggestions for future research indicating that qualitative research in the

6real worl doé would identify the fAintangi |
and cl i mat e é 0Zeceki@ (2011) guggested theineed for more

studies of culture itself, and more longitudinal studies to observe and

measure change over time, while arguing the need for more qualitative

based studies to study underlying culture as opposed to the snapshot

approach of quantitative surveys to measure safety climate.

Sammer et al., (2010) suggested that to fully understand safety culture
there is a need to evaluate the relationship with patient safety indicators.
O 06 Do n cetvah, (2018) recommended further research examining patient
safety culture relationships including teamwork and occupational wellbeing
on patient safety is needed. Weaver et al., (2013) advised researching
patient safety culture as a cross-cultural contextual factor that
accommodates the effectiveness of other patient safety practices.
Goedhart et al., (2017) noted that most patient safety culture studies are
based in North America and recommended research into the cultural and
organisational context in Europe particularly in relation to nursing-sensitive
patient safety outcomes. Two reviewers, Lee et al., (2019) and Weaver et
al., (2013), identified a need for theoretical frameworks to underpin the
strength of evidence.
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2.5 Discussion

2.5.1 Theoretical framing of Patient Safety Culture

The synthesis of findings from this Umbrella review identifies a

commonality in that researchers often discuss patient safety culture

without attempting to define it. Only EImonstri et al., (2017); Feng et al.,

(2008); Halligan and Zecevic, (2011); Lee et al., (2019); Sammer et al.,

(2010); Weaver et al., (2013) and Willmott and Mould, (2018) provided

definiti on stal, Q01B)oeafrmeal that there is no agreed
definition. It is also clear from the r e
climated and o6safety culturnwithinhave been
primary studies. Therefore, the definition of patient safety culture used in

this study was provided in Chapter 1 and distinguished from patient safety

climate.

There was a lack of theoretical frameworks underpinning primary research
with only Halligan and Zecevic, (2011); Lee et al., (2019) and Ross-Walker
et al., (2012) identifying any frameworks being employed. EImontsri et al.,
(2017) and Algattan et al. (2019) were the only reviews carried out by UK-
based authors (although other reviews included some UK-based studies).
The particular characteristics of the UK healthcare system and external
(government-led) influences upon patient safety culture seemed to be
ignored despite their potential impact upon theoretical explanations of
patient safety attitudes and behaviours. As O 6 D o n cetvah, (2018)

hi ghlighted, manag epagentsalety cupueerinluente i ons of
their introduction of safety initiatives. The lack of theoretical framing has
been identified as affecting the quality of evidence of findings and is
particularly useful for research involving mixed data collection methods
(Evans et al., 2011) and when undertaking exploratory research (Connelly,
2014). Therefore, in this present study, the underpinning theoretical

framework is explained clearly (Chapter 3).
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2.5.2 Components measured in patient safety measurement

tools

The theoretical underpinning of the four patient safety culture tools

identified in the included reviews varies according to Halligan and Zecevic
(2011). The SAQ originated

(1998) framewor Kk

model for assessing quality whereas the PSCHO and SOS tools are
based on High Reliability Organisation Theory (Halligan and Zecevic,

for

from avi

ati

on

a n a [(1p%) congeptual s k

2011). Alsalem et al, (2018) argued that the tools have key similarities and

common dimensions but differ in length, theoretical and psychometric
properties. Flin et al., (2006) highlighted that only the HSOPSC, SAQ and

SOS survey tools were considered robust. From a theoretical perspective,

patient safety culture tools focus heavily on within-organisation

characteristics so fail to take into consideration external influences upon

organisational patient safety culture (Alsalem et al., 2018). The

components measured within these tools relate to factors considered to

influence patient safety culture but in reality, the tools provide a snapshot

of organisational safety climate at a moment in time. The underpinning

premise is that measuring safety climate allows changes in organisational

safety behaviours to be identified (Glendon and Litherland, 2001). Overall,

the patient safety culture tools indicate that contributing factors relate to

aspects of (i) the organisation, (ii) the unit and (iii) individuals (Table 2.1).

Table 2.3 Comparison of Patient Safety Survey tools by domain and

factors

Tool

AHRQ
HSOP
SC

SAQ

PSCHO/
PSCI

SOS

Domains/ Factors

Organisational i related factors

Communication Openness

Feedback and communication about errors

Management support for patient safety

Non-punitive response to error

Organisational learning- continuous
improvement

Overall perception of patient safety

Staffing

59

and

and



Safety Climate X

Perceptions of management X

Emphasis on safety X
Senior management engagement X
Organisational resources for safety X

Unit related Factors

Frequency of events reported X

Handovers and transition X X
Supervisor / manager expectations and actions X X
promoting safety

Managers support for unit safety X

Unit safety norms X

Teamwork / climate across Units X

Teamwork / climate within Units X X X
Working conditions X

Unit recognition and support for safety efforts X X
Collective learning X X
Psychological safety X

Problem responsiveness X

Personal Factors

Job satisfaction X

Stress recognition X

Fear of shame X

Fear of blame and punishment X

The AHRQ-HSOPSC and SOS do not measure individual person-related
factors. Whereas the SAQ addresses human factors and job satisfaction
aspects, the PSCHO additionally considers risk-taking behaviour, and the
SOS incorporates teamwork. Most patient safety culture tools encompass
guestions related to senior level management, safety systems, safety
attitudes of staff, reporting incidents, communication openness and
organisational learning and teamwork. Flin et al., (2006) argue that many
of the tools were originally derived from safety climate in other high-risk
industries where work practices and management structures with clear
reporting relationships and very proceduralised practices are in marked
contrast to healthcare settings. The complexity of healthcare with a multi-
professional and non-professional workforce and multiple, but differing,
units within the organisation means that items on patient safety culture
tools may be interpreted differently by different professions and by staff at
different levels in an organisation so a clear picture of organisational

safety culture fails to emerge (Waterson et al., 2019).
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Most tools are quantitative in nature so inhibit a contextualised, nuanced

understanding of organisational patient safety culture, capt ur i ng

as Reiman and Pietikainen (2014, p.196) express it. Distorted perceptions
can result therefore triangulation of safety measures is advisable (Glendon
and Litherland, 2001). Reliance upon survey tools can misdirect

organisational leaders into managing the numbers generated by measures

nt he

and indicators not wunderlying probl ems i

worry about patient safety issuesoO have not

Pietikéainen (2014, p.196). Hedskdld et al., (2021) suggest that although
staff safety culture surveys are often performed to obtain snapshots of
organisational culture, the results of which can be used both to implement
strategies to improve performance and to evaluate safety initiatives, there
is frequently a lack of understanding of how to interpret results or how to
use them to guide strategic responses. Organisational hierarchy can also
result in failure from higher management to guide frontline managers on
how to use survey results and frontline staff are insufficiently consulted
about supporting and further developing on-going patient safety initiatives
(Hedskold et al., 2021).

2.5.3 The impact of the organisation on patient safety
behaviours

Eight reviews [Algattan et al., 2019; Baratto et al., 2016; EImonstri et al.,
2017; OO0 btaln 20¥8aReis et al., 2018; Sammer et al., 2010]

identified the impact of punitive response to errors and the impact of this
culture on patient safety culture. This is also closely linked negatively to
safety climate survey tools i.e., AHRQ; SAQ and PSCHO. The evidence

from these reviews shows that hierarchical organisational culture is less

positively associated with patient safety culture. Leeetal6 s r evi ew

identified that surveying organisations, even with well-established tools
such as the AHRQ, simply shows how that particular organisation
compares with other organisations at a particular time rather than
identifies its patient safety culture. This means that surveys might help
organisations meet community expectations (Sammer, et al., 2010) which
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would impact on their reputation locally but fail to offer genuine insight into

patient safety culture and patient safety behaviours at ward level.

Brasaite etal.,, (2015) i denti fi ed healthcare profess
knowledge to be deficient and indicated that training staff helped improve

ward staff és management, buttgeadyndmics gf how

patient safety culture is supported within hierarchical organisations and the

relationship between patient safety practices at the frontline remains

unanswered. Clinical and organisational leadership plays a role

( O6 Do netal.,&2018; Halligan and Zecevic, 2011; Sammer et al.,

2010) although not overtly captured in the patient safety culture tools

identified in the included reviews (Table 2.1 above). Feng et al., (2008)

identified two contrasting perspectives on how patient safety culture

operates within organisations but, since the complexity of healthcare

organisations and their individual differences all play a part in patient

safety culture (Baratto, et al., 2016; Ross-Walker et al., 2012), the only

way to understand whether a top-down, bottom-up or joint approach

operates within a particular organisation is to examine that organisation as

an entity and to elicit nursesod perspect.
way t o cothman unddrsgandings of nurses in viewing patient
safetyé|[which emerge] from the dynamic r
peopl e, tasks aretl, 8008 p.3d ™ Jhierefore, ¢tha g

present study will seek to explore the understandings of nurses at different

levels within an organisation.

A tension exists between the complexity of clinical environments and
patient acuity (Ross-Walker et al., 2012) and resources such as staff at
ward level (Algattan et al., 2019). Ross-Walker et al., (2012) identified that
this tension is exacerbated by the use of staffing methodologies (ways of
calculating staffing based on patient workload) as part of the safety climate
which in turn affect patient safety when managers move staff to manage
changing acuity levels across the system resulting in resistance from
nursing staff on wards who object to being moved between areas. This

resistance could be due to their nursing values (Feng et al., 2008) or it

62



might be due to fears of being responsible if patient harm occurs (Baratto
et al., 2016; Elmontsri et al., 2017). There could be justifiable concern
about the level of knowledge of relocated staff to manage complex
patients (Brasaite et al., 2015). However, Ross-Walker et al., (2012)
suggested frontline nurses might display dishonest behaviours because of
their commitment to patient safety and manipulate data to try to improve
staffing levels. Wi | | mot t 6 s rexiewd20Mphighlighted
differences between hospital patient safety culture and ward patient safety
culture and how each respond to problems and how these contribute to
behaviours. Thus, this present study will explore how those at different
levels of an organisation respond to the external safety climate, patient
complexity and staffing needs.

Feng et al., (2008) demonstrated that nursing and their shared values,

beliefs and behavioural norms are overarching dimensions of patient

safety culture having already identified that contributing factors to

development of patient safety culture are management, immediate

supervisors, individuals, and behaviours including rules, procedure, and

reporting systems. Patient safety culture is positioned as a subset of

organi sational culture and aDegpteoduct of n
Ross-Walker et al., (2012) conceptualisingnur ses as Elmbntsri 6gl ue 6,
etal.,(2017) identified a gap in understandi
Willmott and Mould (2018) consider ward patient safety culture to be a

sub-set of organisational patient safety culture and identified the main

influencer of patient safety cultureat war d | evel i s the mang
expectations and safety priorities, however, Brasaite etal. 6 s 5)reviewl

concluded that the ward/unit manager has often become distanced from

their ward, patient care and nursing team. Therefore, it is unclear whether

the ward manager is the person leading patient safety behaviours (i.e.,

PSC) at the frontline, whet hpatentnur sesd b
safety culture are influenced by their profession (Feng et al., 2008) or

individual beliefs (Algattan et al., 2019) or patient safety culture and

patient safety behaviours are shaped by the organisation (EImontsri et al.,

2017; Weaver et al., 2013). Thus, there remains a knowledge gap as to
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who is shaping patient safety culture at ward level which will be explored
in this study.

Weaver et al., (2013) indicated that there is little evidence to show that
interventions to improve patient safety culture are effective and some
might negatively impact upon patient safety behaviours. As organisations
have their own nature (Baratto et al., 2016), cultures and sub-cultures
(Sammer et al., 2010) and dynamics (Ross-Walker et al., 2012) and
surveys of organisations merely provide a time-specific snapshot (Lee et
al., 2019), there is a need to conduct deeper, explorations of individual
organisations to gain a more nuanced understanding of what helps nurses

to keep ward patients safe.

The Umbrella review confirms that nurses are central to patient safety and

may compensate for organisational bureaucratic contexts by being the

6glued that mai ntHowewes thereaneedtoe del i very.
understand the interface between nurses?d
to patient safety and how organisations, through the management of

tasks, resources, structures, and processes support harm-free in-patient

care. An in-depth investigation within one healthcare organisation to

examine how patient safety culture is perceived and influenced may reveal

valuable insights, notwithstanding the individual differences that exist

between organisations.

2.6 Strengths and limitations of the review

One of the strengths of this review is that it provides an opportunity to
examine amalgamated evidence in relation to what is already known and
provides clear indication of the existing gaps within the knowledge based
in relation to patient safety culture. Bias can occur through review design,
so the JBI Manual procedure was adhered to (JBI, 2020). Utilising a wide
number of databases and no time limit along with searches of grey
literature and hand searches provided comprehensive coverage.
Searching, sifting, data extraction and quality appraisal were also carried

out independently by one of my supervisors, categorisation and reporting

64



were agreed between us reducing the bias from review selection
(Aromataris et al., 2020) and review synthesis that can result when there

is a sole reviewer (Popay et al., 2006).

A limitation of the review is that reviews had to be available in English but
patient safety culture is a phenomenon in all healthcare settings so some
literature might have been missed. Reviews that purely focused on
interventions were excluded so some additional insight may have been
lost. Excluding studies that focused on outpatient and non-hospital
settings could be both a strength and limitation in that some other factors
may have been identified but, since the Umbrella review confirms how
organisations and settings differ, focusing on hospital inpatient settings will
have provided better, more relevant, evidence for this present study.
Review authors included differing amounts of detail in relation to the
primary data and this in part limited some analysis or comparison between
the reviews, for example, how quality appraisal of included studies was
conducted, and which studies were included was omitted from some
reviews. The quality of reviews varied with scores on the JBI critical
appraisal tool (see s.2.2.5) ranging from 97 22 (22 being the highest
attainable, with a mean of 14). Fengetal. 6s (2008) review was

weakest but offered conceptual insights that other reviews did not.

2.7 Conclusion

What is clearly identified within the reviews is that patient safety culture is
a sub-set of organisational culture, organisations all differ in their patient
safety culture, and within organisations, culture can differ between areas
i.e., wards. In addition, how patient safety culture is perceived between
individuals, within the differing levels in organisations i.e., wards and
management and that the influences and factors differ in individual
organisations all play a part in patient safety behaviours. The reviews
identify the numerous factors already known, which fall into three over-
arching categories (organisation, unit/ward, and personnel) and that

leadership, teamwork and communication are highly relevant. Based on
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this Umbrella review and Chapter 1, two Guiding Propositions have been
identified.

1. The avoidance of patient harm is a reflection of organisational
patient safety culture as influenced by aspects of the individual
organisation, its people, and organisational, national and
international strategies.

2. The provision of harm-free patient care at ward level is linked to
aspects of the organisation, the ward itself, patient acuity and
the perceptions, understandings and behaviours related to

patient safety culture of those providing nursing care.

The philosophy of proposition formulation is that they provide a

i f r a mefkciocunkstancesot hat hel p Amake it clear wh

c o n s i direconaptboreal-life situations (Taylor et al., 2020, p.4). This
Umbrella review has shown that the relationships, dynamics, and nuances
need further exploration since healthcare systems are complex, each
organisation and ward has its own characteristics, and aspects of the
system, as well as external forces (including community perspectives
regarding their local healthcare institution and cultural values), contribute
to perceptions, understandings and behaviours related to patient safety
culture within the organisation and at ward level. Reviewers have
recommended more studies at case level (Algattan et al., 2019; Willmott
and Mould, 2018) with a mix of methods to gain insightintot he &ér e al
of organisations (Elmontsri et al., (2017; Ross-Walker et al., 2012) and
exploring underlying culture (Halligan and Zecevic, (2011). To gain the
more nuanced understanding of patient safety culture that is needed,
researchers should identify a clear theoretical and conceptual framework
(Lee et al., 2019; Weaver et al., 2013) and apply that lens to individual

organisations.

As the findings of this Umbrella review indicate the usefulness of a in-
depth exploration, this will be conducted using an open systems lens. The

review showed that patient safety culture is influenced by individual
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organisational characteristics, how processes are organised, leadership,
teamwork and communication at different levels within the organisation,
the personnel and their safety-related behaviours. Open Systems Theory
(OST) is a way of viewing the many factors that contribute to how an
organisation works and captures the complexity of hierarchical
organisations operating within a national healthcare system. Chapter 3 will
explain OST as a theoretical framework that underpins this study then,
drawing on the insights revealed in Chapters 2 and 3, a figure that aims to
represent how patient safety culture is influenced within a typical NHS

healthcare organisation will be outlined.
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Chapter 3: Theoretical Framework

3.1 Introduction

The Umbrella review (Chapter 2) revealed how patient safety culture
(PSC) is shaped by aspects of organisational culture, organisational
hierarchy and differences between units and professional groups within
the organisation. Organisational behaviours are linked to organisational
goals, but early versions of organisational theory treated organisations as
Asealuff fi cient entitieso (i.e. closed syst
and operating principles were independent of the wider environment within
which they were operating (Thompson and McHugh, 2002, p.55). Acute
healthcare organisations (Trusts) in the UK operate within the wider
framework of the NHS and the context within which individual
organisations operate is now recognised as influencing their nature and

development (Thompson and McHugh, 2002).

The first section of this chapter examines explanations of why patient

harm occurs then explains and justifies the adoption of Open Systems

Theory (OST) (Katz and Kahn, 1978) as the lens for this present study. A

t heory i s ifineohap undbsesvedrasppct of the world and may

consist of a collection of interrelated
60l awsdé6 being Atrue universal proposition
necessary rel ati on s hGordisgWanh @008, p.P."MMleeper t i es
value of theories is that they fAenabl e wu
observe or experience by virtue of their ability to reveal patterns or

underlying mechanisms at different levels of analysis, and their observable

e f f e Cardn@Wad, 2008, p.3). A representative figure showing patient

safety culture, drawn from the insights from the preceding chapters, is

presented and the chapter concludes with the study research question and

objectives.
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3.2 Why patient harm occurs

Attempts to understand, explain, and prevent patient harm are grounded in
existing safety models and frameworks that originated in industries such
as aviation, oil and nuclear power. These industries have moved from an
approach focusing on what went wrong to a focus on the whole system
and the many factors that can contribute to risks. Just as these industries
are described as safety-critical because errors would have catastrophic
consequences for the environment, the equipment and personnel so too
have there been calls for healthcare to be regarded as safety-critical

(Royal College of Nursing, 2018).

Models of patient safety can be separated into two broad categories:

person-centred (s.3.2.1) or systems-centred (s.3.2.2) approaches to error.

Punishment of individuals who make errors was the traditional approach in

the belief that this would eradicate error by making healthcare staff more

vigilant for fear of blame and retribution (Heraghty et al., 2020). However,

research by Harvard Medical Practice in the early 1990s (examining

accident causation and error in medicine) led to the seminal To Err is

Human, (Kohn et al., 1999) which advocated the need to investigate why

healthcare systems fail, not solely focus on individuals. Armitage (2009)

argued in favour of accepting errors as inevitable due to combinations of

environmental, systems, and cognitive processes that predispose humans

to error. The shift in emphasis altered understanding of accident causation

with a more holistic stance occurring gradually in healthcare safety

|l iterature (Carthey, 2013), mirrored in |
a more open safety and learning culture within the NHS following

publication of AANn Organisation with a M
introduction of a National Patient Safety Agency (DH, 2001).

3.2.1 Person-based explanations of patient safety errors

Both psychological and social factors are perceived to play essential roles
in maintaining safety in high-risk environments such as oil and

construction (Anderson et al., 2020). Health services are facing increasing
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work pressures with reducing resources, yet practitioners are expected to

show increased motivation and stamina for safe work operations despite
conpicting priorities a(badchinger and teder,i ons t o
2006). The complexity of interactions between individuals and their

surroundings and their cognitive processes, such as coping, resilience and

self-efficacy, affect the outcome of potentially stressful events (Lazarus

and Folkman, 1984).

People experience stress when they lack the resources to deal with

difficult events and this can impact patient safety outcomes (Laschinger

and Leiter, 2006). Consequently, increasing attention is being paid to the

science of human factors and Leonard and Frankel (2010, p.289) consider

this appropriate giventhefic omp |l exi ty of nimle eHuméni ni cal e
capital (knowledge, skills, abilities and experience) and social capital

(networks of relationships at work) impact on employee performance in the

workplace and ultimately patient outcomes. (Sun et al., 2012). Employee

perceptions of patient safety culture influence their safety-related

behaviours (Tearetal. , 2020). Culture is fisocially
ndi fferent perspectives on organisational
demarcation of organisational roles, conflicts over resources and the

exercise of powero producing differences
of an organisation (Tear et al., 2020, p.555). Tear et al., (2020, p.558)

claim that their research into the European Air Traffic Management

industry revealsf or t h e tliai variations tn hawergafisational

culture is viewed can be attributed to an interaction between internal (i.e.,

organisational hierarchy) and external (i.e., national) factorsa As one of

the largest studies of its kind into a safety-critical industry with 30 countries

and over 20,000 patrticipants, their conclusions have particular resonance

for this present study.

Over the last two decades, interest in positive organisational behaviour
approaches has grown with human and environmental factors identified in
many existing patient safety models reflecting the complexity of working in

large healthcare organisations (Vincent et al., 2013). Positive
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organi sational behaviour is Athe study of
resources, strengths and psychological capacities that can be measured,

devel oped and effectively managed for pel
Luthans (2002, p.59). Seligman (1998) and Csikszentmihaliyi (1998)

identified Opositive psychologyd as stud:?
levels (personal, cultural, biological, relational) and research into

Opsychol ogical capitaldé inditoates this i:
development in organisations, which can lead to better safety performance

and helps individuals and teams to manage workplace stress (Luthans, et

al., 2007). Associated psychological constructs include self-efficacy,

optimism, hope and resilience (Luthans, 2002).

Self-ef ficacy relates to an individual 6s ab
oneds cognitive resources and execute sp
and succeed, and is linked to performance outcomes (Avey et al., 2009).

People with low self-efficacy are more likely to treat challenges as

impossible whereas workers with highself-e f ycacy are more | i kel
speak to colleagues and management about safety concerns since greater

goal orientation and positivity reinforces safety awareness and safety
behaviours (Avey et al., 2009).Opt i mi sm i s associated wit!tl
positive outlook but, in the safety, context needs to be based on realistic

evaluations of situations (Luthans et al., 2007). The ability to see

possibilities for change in situations negates tendencies to be fatalistic.

Hope is another positive motivational state where individuals can identify

alternative pathways and contingencies to achieve goals when faced with

obstacles (Avey et al., 2009). Research suggests that managers with

higher levels of hope have correspondingly higher levels of performance,

greater staff satisfaction and staff retention (Peterson and Luthans, 2003).

Highly-resilient workers seem more committed to positive work-related

outcomes which may produce more safety-focused performance (Hystad

et al., 2013). Developing healthcare staff resilience is considered

important for theirwel-kb ei ng and t he or geatal, 8020).i onds (
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3.2.2 Systems-based explanations of patient safety errors

Systems-based explanations have continued to gain credence since
Waterson (2009, padopt)ng aeesystemseergonendc poirtt at
of view often affords insights into how actions or occurrences at one level

(e.g., an error made by a process operator) collectively interact with team

(e.g., situation awareness) and organisational (e.g., safety culture) levels
ofanalysis6 This study is based is the United
have been highlighted by the Health Foundation (Vincent et al., 2013) and

have applicability to the NHS are reviewed. Key characteristics of included
theories and models are presented in Appendix 3. These have gained

traction in the healthcare literature (DeSocio et al., 2019) in helping to

explain why accidents occur and underpin frameworks for the

development of safety monitoring currently utilised in healthcare settings

unlike more emergent models such as the CARE and Moments of

Resilience models (Anderson et al., 2020).

32.2. 1 Reasonds Swiss Cheese model
Reason et al., (2006) hypothesised that most accidents can be traced to
one or more of four levels of failure namely: i) organisational influences, ii)
unsafe supervision, iii) preconditions for unsafe acts, and iv) the unsafe
acts themselves. Reasonds (1997) Swiss nCheese mode
causation utilises a simple diagrammatic explanation of accidents
causation with multiple holes in cheese slices that become aligned (as a
catalogue of missing pieces in the chain of events) allowing adverse
events to occur (Reason,1997). Barriers which are intended to act as
defences against errors are represented by the solid slices. The system as
a whole produces failure when individual weaknesses in the barriers
become aligned permitting "a trajectory of accident opportunity”, so that a
hazard passes through all of the holes in all of the defences, leading to a

failure or accident (Reason et al., 2006).

Reasonds | ater (2006) model shows organi

being caused by both active and édatent c
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as mistakes or errors caused by people at the coalface, those actively

involved in the event, resulting in an incident. However, these incidents

frequently occur as a consequence ofpre-e x i sting conditions (¢
failured) whi ch ang, tackiofrequipmedteandu nder st af f
inadequate safety measures, often the product of decisions, process and

managerial controls. These make the preconditions available for a higher

level of occurrence of systems failure and therefore higher levels of

0| o s s édenés or(harmsg (Reason et al., 2006).

A criticism is that Reasonds model | eads
investigation with a tracing back of active errors to identify organisational

failures without consideration of the complexity of the healthcare system

as a whole (Carthey, 2013). Dekker et al., (2011) highlighted that complex

behaviours arise from interactions between componentsi.e., s ome Ohol es 0

i n Reasonds model interact in a more com
thus resulting in over-simplification and failure to acknowledge how

components influence each other to create weakness in defences. The

linearity of the model ignores the complexity of healthcare because it

separates the top of thkaoeganahRskkeon fr
(2011) argue that analytic reduction cannot show how several different

processes might act together when exposed to more than one influences

at the same time. For example, low staffing levels and missed care

episodes are early warning predictor of patient safety issues (Ball et al.,

2014). Patient mortality is adversely correlated with staffing levels, staff

wellbeing, and intention to quit (Rafferty et al., 2007) and with inadequate

staffing levels and patient acuity (Needleman et al., 2011, Needleman et

al., 2020). Avoidable patient death is categorised as the worst level of

patient harm (NHS National Reporting and Learning System, 2019).

Staples et al., (2015) highlighted environmental issues as impacting on
patient outcomes. Increased staffing levels coupled with nurse autonomy
help reduce patient falls (a commonly occurring ward-based patient harm)
(Lake et al., 2010). The impact of nurse autonomy is, however, uncertain.
Olsen (2010), based on a survey of 1919 hospital workers and 1806
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petroleum industry workers, reported comparability across both sectors

and advocated reducing worker discretion and autonomy to improve

safety. Seshiaetal.,( 2017) attempted Agating the ho
how individual conscious and unconscious cognition and cognitive-

affective biases can affect how the organisation, teams and individuals

interact.

Vincentds (1998) systems framework for ai
heal thcare built on Reasonés model usi ng
and healthcare literature and, with Taylor-A d a ms , AThe London Pro
(Taylor Adamsetal.,2004) wusas8s ér aobyidentfyingthe

causes of events thereby providing better understanding of contributing

factors in both active and latent conditions to reduce future risks to

patients. The framework considers environmental and contextual factors

influencing clinical practice with a view to ensuring high reliability

organisations.

3.2.2.2 Normal accident theory and High reliability theory

Normal accident theory (NAT) was developed by Charles Perrow from the

analysis of a major disaster at a nuclear plant in the US in 1979. Perrow

(1984) suggested that organisational factors contribute to the occurrence

of catastrophic accidents some of which
occur when a failure in one component leads to an unavoidable incident,

which would have been stoppable if observed (Perrow, 1984). NAT

application is little evident in healthcare literature.

High reliability theory (HRT) (Cooke, 2009) was developed in direct

opposition to Normal Accident Theory and claims, in contrast to normal

accident theory, that it is possible to have organisations where

catastrophes rarely if ever happen. In organisations with safety as a core

value, emphasis shifts from reactive to proactive safety management

(Hollnagel and Woods, 2008). It is this ideal state within an organisation

t hat has inspired the NHSO6s patient saf e
management approaches and organisational design principles that

74



improve quality and prevent patient injury (Rileyetal. , 2010) . l'tdéds or
are traceable to a group of researchers (Laporte, Rochlin, and Roberts) at

the University of California in the early 1980s and was based on the

Uni ted St at es -tafficcontmoesystems mudeargpower

stations and its navyo6s nucvVieewedmasacarri er s
set of hazardous organisations which had a good, long-term safety record

(Laporte et al.,1989).

High reliability theory provides an attractive framework for healthcare
settings through the development of safety at both team and
organisational level (Sutcliffe, 2011). Within high reliability theory lies the
concept of safety as a 6écollective mindf
following characteristics:
1 Preoccupation with failures rather than success looking for lapses
and errors and well-developed systems for reporting near misses
and process issues;
Reluctance to simplify interpretations;
Sensitivity to operations remaining live to situational awareness;

Commitment to resilience;

= =2 =4 =

Deference to experience.

Highly-reliable organisations are seen to have strong hierarchical
structures which emphasise protocols and procedures during critical
operations. Multiple checks and observations by different individuals are
required to ensure that dangerous conditions are detected rapidly and
acted upon. In relation to safety, their hierarchy is flattened to allow staff of
any level to intervene when dangerous situations are encountered.
Training and simulation play an important element in maintaining safety.
Reliability is achieved not just by standardization but by organisational
resilience, its ability to adapt to challenges and alter its mode of operation
to maintain safety as a primary goal. Resilience encompasses the capacity
to bounce back from adversity, conflict or failure (Hollnagel et al., 2008),
cope in stressful situations and is frequently perceived as one of the key
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positive resources to deal with stressful and turbulent work environments
(Avey et al., 2009). At an organisational level, emphasis is placed on
developing individual and team resilience to enable them to adapt, absorb
variations and manage uncertainty, whether expected or not (Hollnagel
and Woods, 2006).

Resilience engineering (Hollnagel and Woods, 2008) recognises that
complex systems are dynamic in nature and that it is the ability of
organisations, individuals and/or teams to adapt to changes that promotes
safety. Thus, it has become a paradigm for safety management that
focuses on how to help people cope with complexity under pressure by
developing the ability to 1) respond to various disturbances and to regular
and irregular threats 2) flexibly monitor what is going on, 3) anticipate
disruptions and 4) learn from experience (Hollnagel and Woods, 2008).
Woods (2006) further identifies two types of adaptive capacity in
organisations. First-order adaptive capacity is displayed when
organisations respond using existing capabilities as a result of
predetermined plans. In contrast, second-order adaptive capacity emerges
when organisations develop new capabilities to respond dynamically to
differing situations (Woods, 2006). The Covid-19 pandemic has meant
healthcare organisations have had to rapidly upskill staff, expand intensive
care beds and shift face-to-face consultations online (Cole et al., 2020).
Another example of second-order adaptive capacity was the rapid design
and implementation of a pilot study which adapted a resilience
development intervention in order to focus on healthcare leaders dealing
with the Covid-19 pandemic in Bergano, the area of Italy with the most
Covid cases at the time, to help them perform under conditions of great
risk and uncertainty during which they were not able to employ more usual
stress-mitigating strategies such as time off work (Giordano et al., 2022).
Evaluation of the pilot indicated that it helped staff cope and adapt to

situations (Giordano et al., 2022).

However, staff working in dynamic situat.

et al., (2006) model of system migration and transgressions in practice
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was developed by researching safety management and the psychology of

rule violation. When staff cut corners, they may violate rules despite not

intending to cause errors (Laschinger and Leiter, 2006). The theory

suggests that deviations from the rules can become normalised and

routine among a social group and migration into less safe healthcare

practices can occur over time (Amalberti et al., 2006). This model has

found some favour as a way of explaining how drifting into error can occur

in clinical areas however, it has been criticised on the grounds that it is
Aunreasonable to demand that human bei ng:

about i mpending disastero (Dyer and Scag]

3.2.3 Summarising explanations for patient harm incidents

There is no simple or definitive explanation for why patient harm occurs.
Hospital settings have greater complexity than many other organisations
because they are people-processing rather than people-transporting
(aviation) or extractive (oil) however there is some commonality in that
people and systems play a part in co-creating and sustaining workplace
cultures (Zwetsloot, 2017).

3.3 Open Systems Theory

3.3.1 Systems Theory

Organisationsareipur posef ul systemerdicatedr act eri se
action towards an objectived (Thompson al
Organisational theory provides an understanding of organisational design,

relationships, and function which all relate to the realisation of goals. An

organi sationds success is reflected in hi
strategies and actions into desired outputs (the goals) (Thompson and

McHugh, 2002). Systems Theory allows both internal and external

variables to be studied in analysing the nature of organisations, and their

interrelated parts (Thompson and McHugh, 2002).
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In the early days of the development of organisational theories,

organisations were viewed as being closed systems with clear boundaries
concerned only by internal variables in the service of goal attainment

(Thompson and McHugh, 2002). By the 1960s, Modern Organisational

Theory had become the dominant theory replacing both Classical

Organisational Theory which focused on viewing organisations as

machines and human beings as components, and Neo-Classical

Organisational Theory which focused more on the physiology and

mechanical variables of organisational functioning (Thompson and

McHugh, 2002). Viewing organisations as
to look at them in a more meaningful way as either closed or open

systems. Traditional theories regarding organisations focused on closed

systems that were considered autonomous and isolated from external

influences (Brett, 2016). However, when an organisation is seen as a

closed system, influences from the external environment are viewed as

negligible so the greatest influence upon the realisation of organisational

goals comes from individuals within who
seniorma n a g e me n trihernore dsubfuhits of the organisation

develop a life of their owno (Thompson
Systems theory provides a framework to explain relationships between

concepts and components or relationships within systems that are made

up of several interacting parts and how all of these parts affect functioning

within an organisation (Kuhn, 1974; von Bertalanffy, 1972). Complex

adaptive systems theory arguably has value for understanding complex

healthcare systems but The Health Foundation (2010, p.9) considered it

wasonly appropriate for organisations who

a |

commando (unli ke typical NHS organisati ol

Many organisations operate within wider social, economic, philosophical,

or political contexts and constraints and, assuch, i me di at e theet we en

wi der society and the individualle® ( Thomp:

Francis Report (2013, see Chapter 1,s.1.1.5.1) n ot e Eromhnatianalfi
regional and local levels, pressure was continually exerted to balance the

b o 0o kGQpendaystems approach draw attention to the links between the
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internal parts of a system, and links to the whole system and the outside

world as identified by the system boundary.

3.3.2 Open Systems Theory

The failure of traditional organisational theories to take account of

environmental influences and their impact on social systems has led to the
embracingofanopen-sy st ems é view of organisations
theory. OST derives from organisational theory and was initially developed

in the 1960s to describe organisms in biology (von Bertalanffy, 1972). Its

application spread in the 1970s across other disciplines, including

industry, social sciences and healthcare, in response to the criticisms that

were becoming apparent with traditional organisational theories. Katz and

Kahn (1978) applied OST to large organisations viewing them as having

an ener gethiowghpatF mptugut systembéb. An organi s
dependent on its supporting environment for continued inputs to ensure its

sustainability and then process these inputs (through transformative

activities and interactions of individuals) to yield outputs, and as a result,

the organisation acts as a social system. All systems except, arguably, the

military perform transformation processes (Shrivastava et al., 2009). Katz

and Kahn (1978) argue that the organisation and its subsystems strive to

achieve a dynamic steady state, where any irregularities in the flow of

inputs can be adjusted to, in order to maintain the characteristics of the

system, thus the subsystems are continually adapting to changes in inputs

and with their environment.

Open Systemsd view of management i s that
environments and its resources to thrive and prosper (Boddy, 2008).

Across this boundary, the system imports resources and energy and

materials which then undergo a transformation process within the system

and then leave the system as either goods or services. In the U.K, the

primary provision of healthcare is through a nationwide system, the

National Health Service, which therefore is part of the wider environment
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within which NHS Trusts operate. The model below (Figure3.1) i s Boddyods

(2008) representation of an open system organisation.

External environment

il o

,// Organisation \
/ as \
4
Input
* People
. F”";r,_, A . Transformation |
* Materials | processes '
e “
~\
/
\
\\ /
N /
e, S0 7
-~
Feedback

Figure3.1Boddy é6s (2008) representation of
Model

Boddy (2008) identifies the input and output process, transformative and
feedback loops. In order to continue to receive resources (for example,
finance and workforce) as inputs, that can then be used to transform other
inputs (materials or, in healthcare, patients) into the desired outputs
(products, or discharged patients), the organisation needs to continue to
satisfy the scrutineers in the wider environment as to how well it is meeting
its goals of successful transformation. The feedback loops are important
as they provide the information in relation to the performance of the
system. OST views organisations as recognising the need to adapt to their
surrounding environment and being adaptive requires looking at
organisational behaviour and performance (Katz and Kahn, 1978).
Consequently, systems thinking is a way of identifying how things work
and involves examining not just events but the relationships and
interactions that explain behaviour to help solve problems (Chuang and
Howley, 2019).
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Boddyo6s ( 2 0a8 8dJottethlmala@olund the organisation to suggest

the porous nature of the boundary. Thompson and McHugh (2002) explain

that the organisational boundary can placed between the organisation and

its environment, or, if the focus is on work groups (units within the

organisation), the boundary lies between the unit/group and the rest of the

organisation. Most research, according to Thompson and McHugh (2002,

p.57) treats the organisation as the system and the wider environment is

ignored even though a i cakcantept of open systems is that of

uncertainty and related terms: stability,
complexity of organisations in the form of diversity of activities and internal

environments makes collecting and monitoring data on performance

challenging (Thompson and McHugh, 2002). Another factor affecting

organi sation performance is Adependencyo
organisational sub-units (for example, wards) to cope with the uncertainty

that the external eafscarce cesomeesthathawtoia s our
be competed foro (Thompson and McHugh, 21
would be competing for staff against competitor organisations. In

heal thcare, the external environment aff.
predict how many patients they may be required to care for (Harwich et al.,

2021). Consequently, decision-making by management (macro level)

reflects environmental uncertainty and dependency and, to address

unevenness in internal environmental conditions such as technology and

information, as well as accommodate for internal power relations between

sub-uni ts, management frequently form fidomi
and McHugh, 2002, p.58).

Mark et al., (1996) proposed an OST-derived theory, Contingency Theory,
which considers that organisations are structured in ways that best fit the
environment in which they are embedded, on the grounds that fragmented
knowledge has arisen from nursing research that has tended to focus on
examining relationships between selected structural characteristics and
outcomes without considering organisational context; likewise, health
service research has focussed on relationships between organisation

context and nursing service outcomes. Contingency Theory is little
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employed by researchers because it is seen as overly complex, and any
contingency can be seen as Okeyd to busi
and McHugh, 2002).

3.3.3 Healthcare organisations as Open Systems

Healthcare organisations, including acute hospitals, are constituted of

numerous departments, individual wards, different professional groups,

managerial structures and numerous processes and governance systems

that enable the day-to-day activities of the systems and its goals to be

achieved. In the NHS, acute hospital goals link not just to treating patients

but delivering financial sustainability and making externally monitored

performance improvements (Hyde et al., 2016). Systems theory has long

been applied in healthcare to the analysis of adverse incidents to help

understand failures that occur between individual departments and people

(Chuang and I nder, 2009). The first prini
quality of healthcare is an emergent property of the entire healthcare

systemd not just individual organisati on:
components (Chuang and Inder, 2009, p.2). Second, healthcare

organi sations are Aopen and dynamic comp]l
interrelated subsystems that are kept in a state of dynamic equilibrium by
feedback | oops of i (Chuangand Indeg 2009ap8 cont r o

Mey er an dPa@$(B0xld) agued that healthcare organisations

should be conceptualised as open systems composed of interacting

subsystems that selectively import and transform energy inputs from

external environment to produce services and products. Martinez-Garcia

and Herns ndez-Lemus, (2013, p.122) used OST to explain how complex

systems | i ke healthcare agapemseopgshems:
with inputs coming from multiple external inputs, all having a synergic

i mpact which creates three types of probl
mi suseo and furthermore, these should nof
management but Aregbgnsgerdrgbsshi e source

Martinez-Garcia and Herms ndez-Lemus (2013) argue that OST can be
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applied to improve organisational performance by building recognition that
healthcare organisations are complex open systems into their design and
Improving communication networks to provide feedback loops that enable
re-engineering to facilitate system optimisation.

Hospitals, like many other complex organisations and safety orientated
industries, are considered to be high-risk environments (Hudson, 2003;
Ancarani et al., 2017) with many staff performing important (isolated) tasks
in relation to safe, effective patient care, which adds to the complexity of
providing care and involves a high degree of human and system
interaction (Mohr and Batalden, 2002). Likewise, Martinez-Garcia and
Herms ndez-Lemus, (2013) argue that, increasingly, healthcare
environments are becoming more complex and consequently more
complex behaviours emerge from the interaction between more
constituents and levels in these systems. Gualandi et al. (2020) examined
hospital patient flow and identified how each part (or unit) of the system
that the patient encounters (from outpatients to admission to surgery to
rehabilitation to discharge), each professional group, technical and
administrative services, and whether someone is working at the frontline,
meso management or macro management affected their focus and

consequently their interactions and behaviours.

In OST, the hierarchical structure of organisations is recognised where
each level of the organisation comprises a subsystem of interrelated parts
and these are responsible for the outputs. In large organisations, work
processes and roles are integrated across subsystems and are considered
as dynamic in nature. Management, as part of the subsystem, is required
to integrate and coordinate how these subsystems function, in order to
adapt to both external environment and internal conflicts at the same time,
plus develop capacity to maintain
and Kahn, 1978).

Organisational culture, structures and systems, coupled with beliefs about
what should be prioritised and how to manage the everyday challenges of

healthcare delivery, influence behaviours and are of immense importance

83

t

he



for reducing harm as the Umbrella review (Chapter 2) revealed.
Healthcare organisations, particularly those within the NHS, are
characterised by a pace of change (Hyde et al., 2016). Change is not just
in terms of input, such as an increased demand for services (particularly in
the winter periods and exacerbated during the Covid-19 pandemic) but
also in the number of changes being imposed from Department of Health
policies (Hyde et al., 2016), and new international and national patient
safety strategies (discussed in Chapter 1, s.1.3). These can lead to
changes in terms of alterations of healthcare targets, for example, the
length of time expected for a person receiving care, from their arrival at the
hospital to how long it takes to get access to a hospital bed as a full
admission (Marjanovic et al., 2020). Alterations to the local housing market
or even a change to public transport roul
recruitment or the availability of new labour (Palmer et al., 2019). These
external influences, as well as the internal influences that derive simply by
virtue of being a large, multi-professional, hierarchical organisation, are
embraced within OST which provides a framework for understanding how
organisations operate, what goals they value, how they prioritise those

goals and the actions they take.

Shrivastava et al., (2009) have argued that an OST perspective should be

applied to accidents and that this would reconcile Normal Accident Theory

(NAT) and High Reliability Theory (HRT). To prevent accidents or harms,

t hey s uHR® leakd for organizational factors and processes that

contribute to reliability, and NAT focuses on organizational properties that

lead to accident s $hrivastava et al., 2009, p.1365). Individuals and
teams with highself-e f ycacy (characteristics of HRT
speak openly to fellow workers and their managers about safety issues

and areas of concern (Avey et al., 2009). Greater goal orientation and

positivity leads to a reinforcement of safety awareness and in turn impacts

on overall performance, towards improved patient outcomes (Avey et al.,

2009). Finally, highly resilient workers are committed to positive work-

related outcomes, and this leads to a greater level of safety-focused
behaviour (Hystad et al., 2013). However, as recognised wit
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Swiss Cheese model (discussed in s.3.2.2.1), organisations can start to
Adrifto towards an acstartigeonngand h e n
mi sunder standing danger shiglgreliability o
organisations as any others (Shrivastava et al., 2009, p.1371).

3.3.4 Healthcare research using Open Systems Theory

3.3.4.1 Systems approaches to investigating how patient safety is

created

In relation to patient safety, McNab et al., (2020) argued that investigative

approaches in the past have mainly focused on single elements e.g.,
people or items, rather than attempting to understand interacting
relationships and dependencies between people and other elements
within a sociotechnical system. In healthcare, as in other safety critical

industries, exploring how safety is created in complex systems can add to

existing knowledge. This conforms with current thinking in relation to how

safety is now viewed within healthcare. Hollnagel et al.6 §€015) White

Paper From Safety-I to Safety-Il, argued for a shift from a primary focus on

examining accidents and looking to try and prevent these from occurring

managem

and

as perceived -litn acdmredeapto,Satfee tbyudll di ng

where the emphasis is on ensuring that as much as possible goes right

rather than what goes wrong as well as emphasising accident prevention

and promoting of safety management over simple risk assessment
(Hollnagel et al., 2015).

As healthcare systems continue to develop and become more complex,

people within them need to adjust what they do to match the conditions of

work (Hollnageal et al., 2015). Within the NHS, several mergers of acute
Trusts have occurred (NHS Digital, 2021). Whilst financial benefits can
accrue from mergers, most have involved Trusts failing on finances,
quality and patient safety being taken over by better-performing
organisations (NHS Improvement, 2017). During periods of fast

organisational growth, the risk of accidents increases (Shrivastava et al.,

(2009). McNab et al., (2020) suggest that most healthcare problems and
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solutions belong to the system therefore utilising a system approach
allows for improvements in overall system functioning rather than just one
component. However, taking over, or merging with, other organisations is
likely to create even more complexity (Mohr and Batalden, 2002) and silos
(Goh et al., 2013).

Researchers need to focus more on learning how people create safety by
adapting to unplanned system factors and interactions as suggested in the
Safety Il system approach of Hollnageal et al., (2015). Accordingly,
Ramsay et al., (2010) examined the relationship between healthcare
governance and patient safety in association with two patient safety issues
(healthcare-associated infections and medication errors) in one acute NHS
Foundation Trust. They identified that a relationship exists between
external governance and formal internal governance systems and how
these are subsequently enacted is dependent upon director-level or
professional-level engagement. Ramsay et al., (2010) argued that the
degree of external regulation effect/impact on internal governance cannot
currently be attributed however where benchmark targets exist these

provide an opportunity to measure Trust performance.

3.3.4.2 Healthcare research employing Open Systems Theory

In support of using OST, Tredinnick-Moir (2013) argued that it allows an

organisation to be viewed like a living system interacting with its

environment constantly interchanging. Few studies were identified that

employed OST within healthcare organisations and generally examined

only one element within Katz and Kahndés |
identified that attempted to apply an OST lens more broadly. Most were

based in very different healthcare systems from the NHS thereby limiting

transferability.

An example of a study focusing on the process aspect of the input-

processsout come part of Katz and Khands (196¢
Tredinnick-Moir6 €013) researchintoe mer gency nur ses6 and
paramedicsd experiences of patient trans/

conceptualised as the interaction between the paramedics and nurses
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during the transfer of patientsd care wi i
outcomes, provider attitudes or over-use of hospital resources. The

Ontario healthcare system differs significantly from the UK. Emergency

health services are delivered under Provincial Programmes and

Stewardship whereas Local Health Integration Networks are responsible

for hospitals, home and community care, long-term residential homes and

community support agencies (Ontario Ministry of Health and Long-Term

Care, nd).

A study using OST in relation to external inputs (Katz and Khan, 1966)
focused on hospital accreditation in five countries (USA, Canada,
Australia, Taiwan and France) to explore how different external systems
influence healthcare organisations (Chuang et al., 2019). The NHS does
not employ hospital accreditation as such although it does have the CQC
to provide scrutiny and local accreditation as part of the Chief Nursing

Of ficerdos governance and | eadership prog!

An example of an OST-based study that examined influences upon

macro-level business decisionswas Al dr i dgeds (20ach.) doctor
Al dr i areeltidsal study examined the relationships between

determinants of health and the provision at Adult Day Services Centres

(ADSCs) across America of therapeutic services and nursing services to

meet the complex needs of older people.INnAl dr i dgedés study, the
was conceptualised as the ADSCs. Unlike acute Trusts inthe UK, ASDCs 0

funding is independent of any national/federal system, giving them greater

freedom to restrict services or patient admissions.

At unit (ward) level, one study employed an OST-derived theory, Nurses
Services Delivery Theory (NSDT) to examine patient and nurse structures
in one department in one American hospital as it moved from a centralised
nursing layout to a decentralised design (Real et al., 2018). NDST had
beenpr oposed by Me yPalias (2000ybut@&n@d ningnral
traction despite purporting to provide a theoretical understanding of the

nature of nursing work and how it is del
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groupsénested intdaidepdret mamtgéwi organi za

and OGHalias, 20M0, p.2832). The U.S. healthcare system is very
different from the UK (Wendt et al., 2009) and Reale t  §2018)G&stsidy

focused on ward-level care not the wider organisation or influences.

3.3.5 Adoption of Open Systems Theory in this study

The examination of OST in this chapter led to the third guiding proposition

for this thesis that:

Employing Open Systems Theory as the underpinning of a case
study within an Acute NHS Trust will help provide a more nuanced
understanding of patient safety culture and how aspects of the
system contribute to perceptions, understandings and behaviours

related to patient safety.

3.4 Figure showing Patient Safety Culture as viewed
through an OST lens

The proposition just stated and the two identified previously (Chapter 2,
s.2.7, p.65) informed the design of a representative figure. This figure
presents how a typical NHS Acute Trust can be perceived as an open
system. This understanding is reflected in the research question and study

objectives (presented in s.3.5).
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Figure 3.2 Patient safety culture as viewed through an Open System

Theory lens

Figure 3.2 aims to represent OST influences on patient safety culture

within an Acute NHS Trust organisation. The arrows provide an indication

of the direction of input, throughput, and output and how these impact on

the different levels within a typical Acute NHS Trust organisation with

surrounding systems represented by a series of concentric squares.

The squares depict the boundaries between the organisation (blue

sqguare), itbés |l ocal communitynnaionali r onmen:

healthcare environment (Black square). External national influences

identified as O6inputsd in the form of
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initiatives (as depicted in the outer black square) impact directly on the

organisation (an Acute Trust in this study). Local demographics and local

economy (workforce availabilityyar e 6i nput sé from the midd
that i mpact on | ocal patient needs, and |
and retain staff. Feedback comes from external agencies such as the Care

Quality Commission which provides external reviews of safety and from

the local environment served by the organisation which is provided

through surveys such as Friends and Family tests and complaints.

The inner blue square with green infill depicts the organisation itself and
how patient safety culture is expected to percolate across all levels of the
organisation thereby shaping attitudes, beliefs, values, skills and practices
of all staff. The overarching safety climate, depicted in yellow, is an
indicator of how safety is perceived at all levels of an organisation (micro,
meso, macro) and is a measurable indicator of how an organisation is
performing over time. The hierarchical structure is depicted in a series of
levels: macro (organisational executive) at the top, meso (middle
management) then micro (ward) at the bottom. The size of box at each
level broadly reflects the proportion of staff. Throughput management
(transformative of patients at ward level) reflects how the organisation
utilises resources, strategies, policies and systems in relation to the
provision of safe care. Outputs are the outcomes of in-patient
transformation at ward level which are depicted as safe patient care
(measurabl e via t éyemetoias datapandsparteptions dfs s af
patient safety culture.

3.5 Study aim, research question and study objectives

3.5.1 Research question

How is patient safety culture perceived and influenced within an Acute
NHS Trust?
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3.5.2 Study aim

To understand the perceptions of, and influences on, the patient safety

culture within an acute Trust in England.

3.5.3 Study objectives

The following associated research objectives were identified by reference

to the literature examined in Chapters 1 and 2 and Figure 3.2:

1. To conduct a case study with embedded units of analysis (two
medical wards) examining staff views at macro, meso and micro

|l evel on the orgatycuttmet i ondés patient s;

2. To explore perceptions and influences relating to patient safety
culture through analysis of documentation relating to the

organisation and safety metrics relating to the two medical wards.

3. To use Open Systems Theory to analyse environmental and
contextual influences on the patient safety culture.

3.6 Conclusion

This chapter explained and justified the adoption of Open Systems Theory
for underpinning this study and presented a figure that synthesises the
critical insights and propositions derived from this and the preceding two
chapters. The following chapter explains the epistemological and
methodological underpinning of this study and how an exploratory case
study was conducted within an Acute NHS organisation. Through this
exploration, it is hoped to add to a deeper understanding of how patient
safety culture is perceived, influenced, and experienced within the NHS.
Exploring one organisation in-depth through case study facilitates a

i d e elpok at how people actually behave-as opposed to how they say
the behaveodo ( Bes s ampl8) &aselstuBytresearch aima 0 0 7 ,

tounderstandthefiever yday | ife of real peopl eodo a:
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within whi c h(Bessastwand Stanamn, 2007epdl8) thereby

allowing new insights to emerge.
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Chapter 4: Epistemology, Methodology and
Methods

4.1 Introduction

This chapter starts by explaining the epistemological underpinning of this
study, then outlines the decision-making processes and underlying
rationale for the case study approach and finally describes the methods

employed for data collection and data analysis.

4.2 Epistemological Perspective

Epistemology is concerned with providing a philosophical grounding for

identifying what kinds of knowledge are possible, and as a result informs

the researcheroés theoretical stance and ;
Having an understanding of oneds own ont
of reality: Creswell and Plano Clark, 2018) and epistemology is pivotal to

understanding the decision-making process undertaken by a researcher,

towards their choice of research design and methods (Crotty, 1998).

However, ontology is omitted by Crotty (1998) in favour of epistemology,

as reflecting the researchetyhghiper spect i
how knowledge of what we know is achieved (Creswell and Plano Clark,

2018). When considering the most appropriate methodological approach

for any study, it is important that the chosen approach can answer the

research question and the researcher must recognise that often there is

no single view that will give access to the entire picture, and that there are

multiple realties that can exist at any one time (Guba and Lincoln, 1994).

There are two main epistemological approaches utilised in research.
These are i) constructivism, which relates more to a qualitative research
paradigm and ii) objectivism which relates most to a quantitative paradigm.
Constructivists believe there is no single reality or truth which enables the
researcher to explore the views and understanding of different participants
within the subject context and allows for different understandings by

participants of the same situation to be revealed (Crotty, 1998). Social
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constructivism was considered as a potential approach for this study as
this seeks to understand the world in which people interact and work. It
draws on the subjectivity of the individ
the researcher to look at the complexity of views rather than narrowing
down to a few categories (Creswell, 2014). However, within this study, the
aim was to interpret the perspectives others have about their (Acute NHS
Trust) world with the view of gaining insights whilst respecting the fact that
knowledge may vary between participants and may also be affected by
their different experiences and the variety of roles within an organisation.
Crotty (1998) argues that social constructivists acknowledge there is no
single objective truth, and that each person constructs their own
knowledge, based on their experiences and engagements. However, there
was a need for an approach that would also allow a more concrete,
objective understanding of the ward safety record and the external
influences, such as staffing levels or wider organisational goals that could
affect their ability to protect patients from harm to be captured.

Crotty (1998, p.8) explains, objectivists (or positivists) A hol d t hat mean
and therefore meaningful reality exists as such, apart from the operation of

any consciWeanredswr.éduli s being explored,
must necessarily recognise that different understandings will exist and

these hold potential to shape systems, processes, behaviours, and actions

which together may positively or negatively impact upon organisational

outputs that are measurable in an objective, concrete, positivist manner.

Professional activity is rooted in clinical practice with a scientific and

cultural approach that is applied locally, being both context and time

dependant (Chinn and Kramer, 2013). Knowledge and inquiry are social,

and beliefs develop over generations which guide practice hence

maintaining and updating knowledge is a collective exercise (Ormerod,

2006).

Reflecting that my knowledge and beliefs could potentially introduce bias
(Tversky and Kahneman, 1974), | recognised that as an experienced

senior nurse who has worked within a fast-moving clinical environment, |
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frequently encountered complex situations that required multiple
approaches, and often the use of heuristic shortcuts, to solve issues and,
as such, no single approach could be applied to every situation, no matter
how similar to previous ones. Reflective practice is often seen as an
essential element of the nursing culture (Esterhuizen and Howatson-
Jones, 2019; Johns, 2017). Therefore, | know that revisiting situations and
decisions when the heat of the moment has passed allows insights to
emerge that could otherwise be lost. It has been suggested by Carr (2009)
that the use of research paradigms which reflect this complexity and offer
new insights to influence nursing practice is essential. In the present case,
adopting a framework combining Open Systems Theory with case study
methodology resonated with my reflective practitioner approach and would

provide for exploration of a topic close to my heart.

Open Systems Theory recognises how different understandings, including
those relating to goal priorities, impact upon how decisions are made and
actions that may threaten or support patient safety are determined upon.
Therefore, the methodological approach could never align solely with
either the constructivist or the objectivist world view. It is important for
researchers to utilise methods that are appropriate to the design and that
best meet their needs and purposes (Creswell, 2014; Tashakkori and
Teddie, 2010). It became clear that to understand the influences upon
patient safety culture, it would be necessary to collect some quantitative
data to provide an objective perspective as well as to collect qualitative
data that would provide the subjective perspectives of, and perceived
influences on, patient safety culture in order to answer the research
guestion and that it would be necessary to interpret the wider influences

external and internal to the organisation.

4.3. Methodology

Understanding what influences patient safety culture in an organisation
using Open Systems Theory requires an understanding of its leadership,

teamwork, and openness to learning as identified by existing studies.
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Consideration was therefore given as to whether a mixed methods study
of qualitative data from staff describing their perceptions of the

organisation and its patient safety culture together with quantitative data
from safety metrics would provide the required insight. Case studies are

m xed methods studies where Aquantitati ve

results and integration are used t
(Creswell and Plano Clark 2018, p.116). Mixed methods studies and case
studies are not therefore separate entities but the quantitative and
qualitative data that inform the case study provide multiple perspectives of
the complexity and uniqueness of the phenomenon in real life context
(Guetterman and Fetters (2018).

In selecting the methodology, it is important to clarify whether the research
aims to uncover the meaning of lived experience (phenomenology), a
description of culture (ethnography), insight into what is actually occurring
and how is it be being experienced (case study), or to develop new theory
(grounded theory) (McCaslin and Scott, 2003). The aim of this study was
not to create theory. Phenomenology was considered as it would have
given the personal subjective experience of individuals and their lived
experience (Burns and Grove 2006), but this approach would not explain
the differences between these experiences and was rejected in favour of
case study as that provided a more in-depth and detailed investigation
participantso6 experiences and the
better answer the research question. Case studies and ethnographic
studies both emphasise context (Houghton et al., 2013) but the latter was
rejected because the underpinning theoretical framework of Open
Systems Theory would demand time and resources beyond those of a

sole researcher as well as access to more than one organisation.

4.3.1 The Case Study

O provi

cont ex:!

A case study focus is on understanding il

phenomenon (in this case, how patient safety culture is perceived and
influenced) under study, and the boundaries, or relationship between the

phenomenon and the context (in this case, a hierarchical healthcare
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organisation with its own characteristics and influencing dynamics as
understood via Open Systems Theory and potentially differing cultures -

organisational, professional and team) are unclear (Yin, 2014).

Harrison et al (2017) explainthatc ase st udy cadepehd to an
understanding of behaviours, processes, practices, and relationships in

context. Exploring organisational patient safety culture needs to be done

within an organisation, meaning the orgal
known exponents of case study methodology are Yin (1984, 2014, 2018),

Stake (1995) and Merriam (1998). An historical overview of case study

research and associated epistemologies identifies roots dating back to the

1600s (Harrison et al., 2017). Epistemological differences exist in relation

to both methodol ogistés perspectives of
knowledge and in their approachtoinqui ry. St akebs perspecti
Merriamdébs (1998) on case study appears t
indicating that knowledge is socially constructed rather than discovered.

His contention is that there are fimultiple perspectives or views of the case

that need to be represented, but there is no way to establish, beyond

contention the best viewo(Stake, 1995, p.108).

I n contrast, Yinbs approach gosgvusabl y | eal
(Harrison et al., 2017; Onghena et al., 2019) tradition, as he seeks to

promote conditions related to design, namely internal and external validity,

and reliability; with these guiding each element of the research design,

since, as Harrison et al., (2017, p. 9) note, fpostpositivists accept that

everyone i s i nher ent.Ingontastathershrguerthatwor | dv i
Yin is simply a methodologist and should be understood as such (Bhatta,

2018). Additionally, as Berkovich (2018, p.2066) identifies, binary

distinctions between quantitative and qualitative, positivist and

interpretivist positions are overly simplistic and there is increasing

recognition of positivist qualitative researchiwhi ch i s a type of s
exploration that combines qualitative me:
Viewing Yin as a case study methodologist (Bhatta, 2018), with positivist

elements afforded by the structured approach advocated by Yin, whilst still

97



giving primacy to qualitative data (Berkovich, 2018) was determined to
provide the best fit for this present study.
According to Yin (2014) case study:

fis an empirical inquiry that investigates a contemporary
phenomenon in-depth and within its real-world context, especially
when the boundaries between the phenomenon and context may
not be clearly evidento(Yin, 2014, p.16).

Yinds (2014) casat¢t|l oswsdy happesaahcher t

cased while retaining a holistic,
According to Yin (2014), case study embraces the complexity of multiple
variables and potentially uses a wide range of methods and sources of
evidence in order to shed light on the phenomenon being investigated. He
identifies six sources of evidence namely: documentation, archival
records, interviews, direct observation, participant observation, and
physical artifacts and suggests that a good case study will want to rely on
as many sources as possible, to increase validity with an emphasis on a
more structured design. In this case it was identified at the outset that
observations of staff at work needed to be rejected because of the impact
of the researcher on staff practices (the Hawthorne effect: Payne and
Payne, 2004) and potentially introducing researcher bias. Likewise,
archival records would be limited in their ability to answer the research
objective as safety culture and safety climate are time-sensitive and the
contextual knowledge of people currently involved is a necessity (Hebballi
et al., 2015).

me an i

Stakebds (1995) approach, in contrast, i

make changes to the design dependent on issues and the case, however

o

his approach is less suited to studyingi e vent s and(Ygzanocesseso

2015 p.139) and risks the researcher losing objectivity. The qualitative

n

nature of Stakeb6s case study methodol ogy
aimed to conduct an Open System Theory exploration that necessitated
collecting quantitative data relating to
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case study methodology was also considered as it provides a more
structured approach than Stake but, as Yazan comments, neither Merriam
nor Stake ftonsider the quantitative data sources legitimate ways of

gl eani n(Yazah,a2018, p.144).

Utilising case study methodology provided the ability to examine patient
safety within the context of an organisation where the boundaries between
safety and culture are not evident. Utilising one Acute NHS Trust provided
the opportunity to explore in-depth how patient safety was affected by
culture at each critical level; that is, from ward (micro) level to middle-
management level (meso), through to organisational level (macro) a gap
already identified within the literature. No two Trusts are identical; each will
have its own identity, culture and influences such local population, clinical

expertise, and motivators like Care Quality Commission inspection reports.

Case studies provide an opportunity

exploring different aspects from various directions, whilst not seeking to

overgeneralise (Thomas, 2011). Case

has been utilised in other do20tor al

exploration of the concept of a o6wel

study into organisational resilience in UK hospitals, and Sanderson (2016)
on the impact of incentives for competition and co-operation on the
behaviour of healthcare organisations. Chaffer (2020), Murray (2013) and
Sanderson (2016) conducted qualitative case studies citing Yin as their
guiding methodologist but gave little further detail. This aligns with
Massaro et al.6s (2019) systematic

t hat most merely cited Yin once as

Most case studies are exploratory in nature. Ogawa and Malin (1991,

r

a

t

o

o

study,

stud,]

e

p.271) explainthatthei pr i mary purpose of an expl

extend our understanding oTheyduahep!| e x

explain that exploratory case studies have distinctive features including

S

that they fAgrapple with complex pheno

that researcher control can be reduced because of the complex and
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contemporary nature of the case, use multiple data sources with a heavy

reliance on qualitative data and aimto providefia cogent, detail ed
of the phenomenon - the attributes it assumes, the variations it displays,

the ways it appears to operate, and the combinations of factors that seem

to shape t he pa@®gavearand $Malio, 499k p.274).Ralder

(2017, pp.283-4) argues thatit he essence of a case stud)
careful study of a single btavever,nosi i dent i |
haveafil ack of «cl ari ty ofRidden @017, p.29Dr et i c al p
explainsthatihexi sting theory contains research
identified within the existing theory, lead accordingly to assumed

relationships which are the basis for framework and propositions to be

mat ched by e nihe Umbrellalevied éChapter@) revealed

gaps in knowledge and, with Chapter 3, led to the formulation of the study

aim, question, and objectives.

The exploratory nature aligns with Yinos
which emphasises the need to develop a study design that addresses

internal and external validity. These criteria are important in order that

when comparing and contrasting the perspectives gained through the

qualitative interviews, the data for the two wards included in the study and

other data sources, and then considering areas of convergence or

divergence between data sources, the deeper and more nuanced

understanding of patient safety culture within the host organisation is as

representative and anchored in truth as possible (Tversky and Kahneman,

1974). Y i n 0 sasd stu@yZTrideyia include identifying at the outset a

protocol for conducting the study, which provides an opportunity for

external validity prior to implementation. Yin (2018, p.28) suggests that

stating propositonsibegins to tel lory oauviwkemrce d.0o | 0«
propositonfir epr esents the viewso that are pre
parties and fAcan be whergthdraioocaonsestable each ot |

evidence (Taylor et al., 2020, pp.5-6) such as that identified in Chapter 3.

Yin (2003, p.46) has described four types of case study designs (Figure

4.1 below). Type 117 is identified as a single holistic case study with one

100



unit of analysis; Type 2 - a single case with multiple units of analysis
(embedded); Type 3 - multiple cases with single units; Type 4 - multiple
cases with multiple units of embedded analysis. Figure 4.1 below
represents the four types:

Single Case / Holistic Single Case Embedded
MNHS MNHS
MHS Trust MHS Trust
Case One
Multiple Case Holistic Multiple Case Embedded
MHS Trust MHS Trust
MHS Trust MHS Trust Caze One Case Two
Case One Case Two Ward 1 Ward 1
'-.-'u'ard 2 m.'ard 2
MNHS Trust MHS Trust
C Th
Case Three ss€ three
Ward 1
Ward 2

Figure 4.1 Modification of Yinds (2003) |

Yin (2003) argues that before any data collection can commence a

decision must be made about utilising a single or multiple case design.

4.3.2 Selection of the case

Careful consideration has to be paid to selecting the right sample and it

was important to identify a suitable host site which would provide potential
formeetingfigoal s of generalizabildepth of resea
understanding of t($harpeata.s2612,p.84). Althaught e x t 0

the primary aim of case study research is not to produce generalisable

findings, in order to gain a more nuanced understanding of patient safety

culture, it was important to find an Acute NHS Trust that would be
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Ar epr es emuga (Shawetal., 2012, p.34) that readers of this

study could recognise shared characteristics with other Acute Trusts. A

case study site is suitable if it providesthefiobj ect s of reasoni ng,
circumstances anaddficroerceo gpnriotbhiloenmsoof e mer gi n
needed to answer the research question (Diefenbach, 2009, p.87). As

Sharp et al., (2012, p.38) identify, thereisfil i t t | e ormghaw taselact e 0

study sites and frequently i c onv e ni e n cie., theasebgetion ai g 0
sitesthatofferieasy @cftesms t he sampling strateg
criteria that Sharp et al., (2012, p.39) recommend as adding rigour include
identifying a sample that providesiir e pr esent ati veness or <co
picking sitesthatii ncr ease the chance famrd rmeaegeti at
Ahi gh experience | ev(allhsalthoare otgdnisationdr e n o me n o |
will have a patient safety culture whether they recognise it as such or not)

and avoidingii d e v iordimptod i ti cal |l yo.sensitive cases

Therefore, factors that influenced the selection of the case included:

1 Typicality i.e., a non-specialist, non-teaching Acute NHS Trust (not
in special measures or having a poor CQC rating).

1 Accessibility, i.e., willing to allow researcher access, and willing to
share organisational and ward metrics as well as permission to
recruit participants.

1 Locality, geographically accessible to the researcher.

Welcoming, in that at least two wards of similar size and speciality

were prepared to open themselves up to scrutiny.

The case in this study is a single healthcare organisation, one that is
considered generally typical of those found across the NHS. It is not a
specialist centre, but an Acute NHS Trust in England. By choosing a
typical Acute Trust as the case setting and comparing two wards in
relation to patient safety outcomes, a story can be told by presenting the
voices of participants as accurately and comprehensively as possible as
advocated by Guest et al., (2011) and Yin (2009). Yin (2014) lists five
rationales for the choice of a single case, one of which is being a

ocommond6 case. The Wwaeddtorycoacssttmmtemergey i des a |
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from the individual case site and from the voices of those who work there,
which will be recognisable by others, working in similar organisations (i.e.,

it could be their ward or hospital).

Following Trust and Health Research Authority (HRA) approval, an outline
of the study and intention to recruit two wards was presented at a meeting
with senior nursing staff from the Trust. Five ward managers expressed an
interest in their wards taking part and indicated that they thought their staff
would also be interested and willing to participate. The Director of Nursing
and her senior team then operated a gatekeeping role which they
indicated was based on their local knowledge of the areas. Permission
was granted to present the study to staff on Alpha and Beta wards. This
presented a limitation as this could be a source of bias but not being in a
position to challenge, as an outsider with no prior knowledge of any of the
wards or their metrics this removed potential for researcher biases
(Tversky and Kahneman, 1974) consciously or unconsciously impacting

on the choice of wards.

4.3.3 Data Sources

The goal of this study was to gain a richer understanding of patient safety

culture and new insights beyond those that quantitative or qualitative

sources could provide when used alone (Creswell, 2014; Yin, 2018). A

central premise is that using both types of data sources in combination,

providesfit he opportunity to reach a high | ev.
(Raimondo and Newcomer, 2017, p.197). The advantage of using both

qualitative and quantitative data sources lies in the strengths that offset

the weaknesses of each approach when utilised solely in isolation and
Acombining quantitative and qualitative |
i nsights than e i(Moffatatal n2006,lp.4d)dForaexamplee 0

weaknesses might include the omitting of the voice of subject participants,

or omitting contextual evidence which, with quantitative data and potential

researcher bias (Tversky and Kahneman, 1974), might be overlooked. It

al so supports Yindéds (2018) argument that
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study(in contrast to Stakeds (1995) | ess st
design).

Open Systems Theory (see Figure 3.1, chapter 3) identifies the
organisational structure, feedback on the organisation, inputs, and the
processes by which these are transformed into outputs. Table 4.1
identifies the types of data and the sources that were used to illuminate
the case study. This table also identifies how the data were collected and the

analysis approach utilised.
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Table 4.1: Data sources mapped to Open Systems Theory

leadership

compromises a
subsystem of inter-
related parts that are
responsible for
outputs and that
leadership and
teamwork influence
PSC

structure Trust
website

Documentary

Semi-
structured
Interviews

organisational
structure obtained
from Trust website

Text- CQC
inspections reports
for 2014 and 2018
obtained from
Websites in May
2018

16 semi structured
interviews with
healthcare staff at
all levels (see
fig.5.1) conducted
over 4-month
period December

Phase Open System Focus Data source | Data Type, Analysis

Theory (OST) collection dates

Element
Phase | Inputs Organisation | That each level of Documentary | Text -October 2017 | Descriptive details of
Qualitative | structure and the organisation -Organisation. | details of Organisation Structure Content

relating to structure

Qualitative content analysis of
text

Qualitative Thematic Analysis
Coding and systematically
searching for where clusters of
codes formed a pattern to
emerge themes
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2017- March 20018
onsite / by phone

Inputs

That PSC is directly
influenced by
external inputs in the
form of staffing
levels and patient
numbers which
together create a
single, synergistic
source of conflict.
That the system
attempts to balance
capacity and
demand.

Documentary
Staffing levels
to beds

Local
demographics
and patient
needs

Text and numerical
-Trust staffing
establishment data
for Alpha and Beta
wards obtained in
April 2018

Text and Numerical
-Local data
collected from
Local
Demographics from
Trust minutes and
annual report for

Descriptive metrics related to
staffing levels and ward
environment details

Descriptive data
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2017 and obtained

May 2018

Phasel Transformation That, in order to Interviews at Interviewed Qualitative Thematic Analysis
Qualitative provide the service micro, meso, | between December | Coding and systematically

of patient care, the macro levels | 2017 i Feb 2018, searching for where clusters of

organisation Micro staff Meso codes formed a pattern to

transforms inputs level Feb 2018- emerge themes

(patients, staff, March 2018 Macro

resources) through March 2018- April

processes, norms, 2018

application of skills

and interventions in

order to achieve

desirable outputs.

Those staffing levels, | Documentary Qualitative content analysis of

learning and skills,
patient needs and
numbers, ward
design, processes,
actions,
organisational vision,
and priorities
influence PSC and
delivery of safe
patient care

Board minutes

Board minutes
Mandatory
training

uptake and
current PS
syllabus?

Text -Minutes from
Trust Boards
collected in April
2021

Text - Innovations
and responses
related to PSin 4
sets of minutes
from 4 Trust Board

text

Qualitative content analysis of
text

Qualitative content analysis of
text
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meetings over two
years in 2017/2018
Text in and
numerical data in 3
sets of Trust Board
minutes 2017/
2018

Phase Il
Quantitative

Outputs

That safe patient
care is an important
output. Incidents,
errors, and harms
accrued during in-
patient throughput
are viewed as
undesirable and
avoidable attributes
of the system, its
processes, and its
staff. That these are
recorded as a
measure of the
effectiveness of the
organisation in order
that there is an open
learning from these

Trust
dashboard
data and Trust
Board Minutes
December
2017- March
2018

Metrics
Safety
Thermometer:
Pressure
ulcer, VTE,
Falls

Documentary

Never events

Numerical -Safety
metrics from
Primary Data
requested April
2018 for the period
December 2017
March 2018

Numerical data
Safety
Thermometer
Pressure Ulcers,
VTE, Falls,

Text and Numerical
data taken from 4

to improve and serious sets of Trust Board
organisational incidents: minutes December
performance Diagnostic

Quantitative analysis descriptive

Quantitative analysis descriptive
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error and 2017 to March
Medication 2018
error Text and numerical
Documentary | data taken from 4
-Board sets of Trust Board
minutes minutes December
FTSU 2017 to March
2018
Phase Il Feedback on That patient safety Documentary | CQC Websites, Content analysis
performance and quality of CQC reports | 2018 and 2019.
healthcare is an FFT 13 statements from
emergent property of January 2017 1
the entire healthcare December 2018
system not just period obtained
organisational March 2021 Trust
hierarchy or Board Minutes
individual
components, and Healthwatch 1 Healthwatch Quantitative analysis - largely
individual report 2018 related | descriptive
organisations are in to dementia Trust
kept in a state of Accessibility
dynamic equilibrium Accessed in March
by feedback loops of 2021
information and
control (p.81). Employee Employee reports Open-ended responses subject
review from January 2018- | to content analysis to derive
March 2018 for the | themes inductively
period January
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CareOpinion
review

FTSU

Staff survey

2017- December
2018

5 statements from
12-month period
Obtained March
2021

12 reviews for
January 2017-
December 2018
obtained March
2022

10 FTSU -
concerns raised
October 2017-
March 2018

Staff Survey 2017-
2018

Open-ended responses subject
to content analysis to derive
themes inductively

Open-ended responses subject
to content analysis to derive
themes inductively
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The structure of the Acute Trust and the lines of accountability for the units

of analysis (the wards) can be obtained from the way in which the Trust

describes itself e.g., the Trust website in the public domain. Understanding

the nature of the leadership and how this might influence patient safety

culture and how priorities and visions are set is best understood from staff

themselves. This may be from interviews and from the results of the

annual staff survey. Several questions in the NHS staff survey relate to

staff perceptions about the organisation
willingness to report safety incidents al
the organisation take action to ensure that errors, near misses or incidents
donothappenagai n?0; WAdo you feel secure about

unsafe clinical practice?0o0

The ability of the NHS to establish and maintain patient safety is
influenced by resources (inputs). As shown in Chapter 2 there is
substantial evidence on the association between staffing levels and patient
safety and harm. The extensive literature also shows, however, that the
processes of leadership, teamwork, training all help to balance the
demands with its inputs internally, which is called throughput, resulting in
patient safety. One aspect of understanding these internal processes of
transformation is the role of governance and assurance by the Trust Board
in improving incident reporting and review. Whilst it is known that
leadership can create a culture of safety and improvement it is not known
what staff in organisations at organisational level and within departments
or clinical teams perceive needs to be in place to be perceived as having a

good safety culture.

A raft of measures are used to measure patient safety. At the time of data
collection that preceded the National Patient Safety Strategy (2019) which
established a patient safety specialist, a single system for recording
patient safety events (LFPSE) and patient safety alerts. The Trust was
utilising several mechanisms to monitor care quality in relation to patient
safety among them the NHS Safety Thermometer metrics, local additional

safety metrics of Pressure ulcers, Hospital Acquired Infections, Falls,
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Medication errors, staffing levels and Care Hours Per Patient Day. As the
National Patient Safety Strategy observes

(https://www.england.nhs.uk/patient-safety/the-nhs-patient-safety-

strategy/#culture) there are marked differences between the volume and

focus of measures selected for regular review that reflect the culture and

beliefs that exist in relation to patient safety.

In an Open System Theory framework, the system then seeks feedback to
determine if the outputs are effective in restoring equilibrium or in this
case, organisational performance, and reputation. A raft of data is used to
feedback on how an NHS Trust is performing and how it is seen
externally. Evidence that is collected routinely includes inspections by the
Care Quality Commission, complaints, Family and Friends Test (FFT),
Freedom To Speak Up (FTSU), employee reviews (posted on the internet)
and Healthwatch reports. Such evidence may be collected via survey
(FFT), through audit, observation inspection and interviews (CQC) or
volunteered comment from individuals. While this evidence provides some
insight into the performance of individual health and social care providers,
it is inevitably selective by virtue of its purpose and focus and those from
whom opinion is obtained. This feedback data can provide only limited

insight on the wider context or setting.

This case study thus used multiple data sources with primary data were
drawn from:
16 interviews with staff at micro, macro and meso levels

2 NHS survey (2017, and 2018) and feedback responses from patients
and staff

2 inspections (2014 and 2018) conducted by the Care Quality Commission

Performance data from two acute medical wards over 4 months from
December 2017 7 March 2018

Demand data (2017- 2018) relating to staffing establishment and patient
acuity

13 sets of monthly Trust Board minutes from the meetings of the Trust
from November 2017 i November 2018

External website data from HealthWatch, CareOpinion, Indeed.co
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This study employed multiple data sources and as such consideration was

given to the priority accorded to each data type, the timing of each data

source of data collection and where and when to synthesise and integrate

the data (Creswell 2018). The priority of data collection method i.e.,

current, sequential or iterative (Moffat et al., 2006) is an important

consideration. This study commenced with qualitative individual

interviews. This was followed by the collection of the quantitative

organisational metrics. The rationale for this was to maintain researcher

neutrality. By not knowingei t her wards6é metrics or ot he
measures, the risk of confirmation bias (Tversky and Kahneman, 1974)

(through having pre-conceived notions of which ward might be more, or

less, safe than the other) was minimised. The timeframe for the

guantitative metrics data was for this to be collected retrospectively for

both wards but covering the same period of the year as the qualitative

data collection. Information such as employee reviews posted on the

internet and the OFamily afterdntefviewsends Tes!H
had been completed and for a wider timeframe either side of the interview

data collection phase. This combination facilitated examination within and

across the data to understand the nuances of patient safety culture,

reported perceptions, metri cs that represented the
Walker et al., 2012) and the contemporaneous influences that might be
affecting intervieweesd responses. This
from analysis of the qualitative data to help clarify which quantitative Trust

data to request.

4.4 Qualitative Data sources
4.4.1 Interviews

The interviews were to gain the perspectives of different staff at each level
(micro, meso, and macro) within one organisation. These staff provide
direct patient care or are responsible for ensuring the provision of harm-
free care and thus are contributing to safe care from the various levels

within the organisation.
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4.4.1.1 Semi-structured interviews

An interview schedule based on the themes derived from the literature in

Chapter 2 and mapped to Opens Systems Theory (Chapter 3) allowed for

open questions that explored interviewee:
of the system hierarchy, internal systems, leadership, management of

patient throughput, patient safety culture and internal drivers of Patient

Safety Culture (inputs). The advantage of semi-structured interviews was

the opportunity for interviewees to tell their story and for the researcher to

probe areas and issues raised during the interview in greater depth (Low,

2013).

A pilot interview was undertaken with a senior colleague to ascertain if the
flow and sequence of questions was appropriate, free from bias and would
be effective in relation to addressing t|
Castillo-Montoya (2016). Undertaking a trial run can identify issues before
commencing the actual interviews and helps prepare interviewers (Pope
and Mays, 2006). This resulted in some questions being altered to reflect
participant roles prior to interview commencement so two interview
schedules were developed, one relating to those working at ward (micro,
level) (see Appendix 5) with questions related to communication, team
leadership, perceptions of, and influences on, Patient Safety Culture and
relating to feelings of safety, unit level culture, and learning from errors.
The second, for interviewing participants at senior (meso and macro)
organisational level, (Appendix 6) explored external influences, systems,
systems hierarchy and connections between levels, internal influences,
communication, team leadership, perceptions of, and influences on. These
two interview schedules allowed for the different roles and responsibilities
that participants have within an organisation and enabled the provision of
different perspectives of safety culture within the organisation and Open

System Theory factors that impact on this.

Interviews were conducted utilising both options of face-to-face and
telephone interviews where interviewees were unable/unwilling to meet

face-to-face. Both methods of conducting interviews have advantages and
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disadvantages with face-to-face providing an opportunity to visually
appraise the interviewee response while the phone interview provides
opportunity for a greater sense of anonymity which can encourage more
open responses (Opdenakker, 2006).

Interview lengths varied from 35 mins to just over an hour (mean 51

minutes). Participants were thanked for taking part and verbal re-

confirmation of prior written consent (to study participation and audio

recording) was obtained from those who had opted to be telephone

interviewed before commencement of the interview. A research diary was

used for making notes in the early interviews, so that the issues raised

were then explored in subsequent interviews. It also proved useful in face-

tof ace interviews to record impressions o

behaviour/expressions that are difficult to capture on audio.

Interviews were transcribed in the order that they were undertaken and as
soon after completion to ensure accuracy of transcription. Initial
impressions were recorded in the researcher diary as soon as was
possible after the event allowing for initial analytical categories to be
identified that was later revisited after coding. This helps the researcher
Anoti ce nandfi mahki en grsedv doding ib apgrapriate thus
aiding rigor and transparency (Seidel, 1998, pp.13-14). Participants were
offered an opportunity to review transcripts of their own recorded

interviews; none did so.

4.4.1.2 Sample and recruitment strategy

Interviewing participants who deliver care and those who are responsible

for care delivery representing all levels from both wards (micro), middle

managers (meso) and organisational level (macro levels) was important to

gain perceptions and experiences from each level.

There is debate over how many interviews is enough (Guest et al., 2006).

As this is an exploratory case study within a single organisation,afi f or ma |
sample size cal cul alenleyrtali 2015mAd40). necessary
Diefenbach (2009, p.883) emphasises that complaints that there may be
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too few interviews in case study researcharefii rr el evant si
guantitative relations whatsoever between interview data and their

i nt er pr éntWittmeies & ts 0 §2016)édmixed methods single case
study exploring barriers to children with complex needs accessing
healthcare services, nine interviews were conducted with participants in
practitioner or leadership roles but metrics on wait times, the volume of
referrals and caregiver satisfaction with the service were also collected.
Soffers et al., (2014) reported redundancy (i.e., no new insights emerging)
after seven interviews in their case study exploring what prerequisites
might need to be in place before reorganising a Dutch mental healthcare
facility. Marshall et al., (2013, p.19) found ftrends showing maximum impact

around25l5 nterviews for single case

The pool of potential participants at micro level for both wards was 64
(registered nurses n=24 including both ward managers, unregistered
healthcare assistants n=38, clerical assistants n=2). At meso level there
were 4 people, and at macro level, 2. It was hoped to recruit around

twenty participants, two-thirds from micro level including both ward
managers and at least two from both meso and macro levels. Recognising
how busy NHS staff are, these numbers seemed potentially achievable. In
total, 16 interviews were conducted, with participants drawn from all levels,
including both ward managers and two from both meso and macro level,
thus meeting Marshalletal. 6 s (2013) threshold f

Inclusion criteria

1 All HCAs rostered to work on both wards who were employed on a
permanent contract at the time of the study.

1 All registered nurses employed on a permanent contract on both
wards including senior managers, divisional leads, and senior Trust
executive board level directors.

Exclusion criteria

1 Any nursing staff not employed on a permanent contract at the time

of the study.
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Following provisional agreement by two wards to take part, a meeting took
place with both ward managers and matrons where more details about the
study were provided, and questions answered. Like the Director of Nursing
before them, these meso level staff acted in a gatekeeper role. They
could, at that point, have changed their minds about the study in which
case no recruitment could have commenced. Likewise access to
organisational metrics that the Director of Nursing and the senior team had
agreed to provide could have been blocked. However, they agreed that
their staff could be approached and agreed to display the recruitment

poster (Appendix 7) where staff could see it.

Agreements were made with both ward managers to revisit at specific
times and dates to speak with staff who met the inclusion criteria, answer
guestions about the study. After recruitment and interviews of participants
at micro level, staff at meso level and macro level were asked to agree to
interviews. This order was undertaken because it was felt that issues
highlighted by participants at micro level in relation to patient safety would
facilitate the exploration of emerging issues in the subsequent interviews
with those at meso/macro level. It was important to ensure that consent
was voluntary, and no pressure was brought to bear on potential
participants. Both wards were revisited at two-week intervals until the end
of February 2018 when no new participants from ward level were
forthcoming. In total, 30 members of staff were spoken with directly about
the study and had the opportunity to ask questions face-to-face over the
period of ward visits. Once micro-level interviews had been completed,
meso-level interviews were undertaken with both ward matrons and the
Di visional Operational Manager . Finally,
Nursing was interviewed in late March, and the Chief Nurse at the start of
April 2018. (A table of the study participants is provided in the Chapter 5,
s.5.2.4).

Interviewing staff in their workplace presented difficulties where the only
quiet area available was the staff room, or office areas, used for senior
staff. Despite carefully choosing the times for interviewing it was not

uncommon to be interrupted by other staff or the telephone ringing. When
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interruptions happened, audio recording was stopped; if necessary, |
would have exited the room (to maintain privacy). Interviews would restart

if the participant was willing/able to continue.

Some participants chose to be interviewed by telephone. This initially
presented some practical difficulties particularly with audio recording from
telephone conversations. A quiet room was used to reduce background
interference. Some participants were utilising hands-free telephones and
moving around. Occasionally, questions had to be repeated, clarifications
sought, or participants asked to speak up. In general, there were fewer
disruptions during telephone interviews, possibly because these
participants chose the location, which was usually off-site, either their car,
or their home. Vogl (2013) argues that one of the advantages of
conducting telephone interviews is that it encourages interviewees to talk
openly and allows more control for them to direct the conversation to
areas they perceive as important. Meeting participants in person prior to
the interview was also believed to have provided an opportunity to develop

some rapport (Farooq and DeVilliers, 2017).

The total number of participants interviewed was sixteen of which nine
were ward level (micro level), four were manager/leader level (meso level),

and three were macro level as indicated in Figure 4.2.

118



Chief Nurse Director of
Nursing and Quality

(n=1)

Deputy Chief Nurse

‘ (n=1)

Dperational Operational
Divisional Divisional
Manager (n=1) Manager (n=0)
Matron (n=1) Matron (n=1)
Ward Manager Ward Manager
Alpha (n=1) Beta (n=1)

I I
Ward staff (n=4) Ward staff (n=5)

Figure 4.2 Trust structure with mapped number of participants

Eleven participants chose to be interviewed by phone with five other
participants choosing to have face-to-face interviews. Table 4.2 (below)
provides details of the participants by job role, number of years at the
Trust and transcript code.

Table 4.2 Interview participants by job role within the organisation

Interview Macro | Meso | Meso | Meso | Micro | Micro | Transcript Number

Participants | Level | Level | Level | Level | Level | Level | code of years in
Alpha | Beta | Alpha | Beta post at the

Ward | Ward Trust

Chief Nurse |1 CN 15 months

(CN)

Deputy 1 DCN 19 years

Chief Nurse

(DCN)

Operational 1 ODM 2 years

Divisional

Manager

(ODM)

Matron 1 1 Alpha M 5 years

(M) Beta M 7 years
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Ward Alpha WM 6 years

Mangers Beta WM 4 years

(WM)

Senior Staff Alpha SSN3 5 years

Nurse (Band Beta SSN1 1 years

6) Beta SSN2 5 years

Shift-co-

ordinator

(SSN)

Staff Nurse Alpha SN1 5 months

(SN) Alpha SN2 1 years

(Band 5) Beta SN3 6 years

Healthcare Alpha HCA1 3 years

Assistant Beta HCA2 8 months

(HCA) Beta HCA3 6 years

Total (n=16) Alpha n=6 Average=
Beta n=7 4.5 years

4.4.1.3 Approach to analysis of interview data

Thematic analysis provides a useful method for examining the
perspectives of different research participants and can highlight similarities
and differences while generating unanticipated insights (King, 2004).
Guest et al., (2011) argues that the primary concern of thematic analysis is
in presenting of the voices of participants as accurately and
comprehensively as possible (which is why rich quotes are provided in
Chapter 5).

There needs to be an identifiable structure and strategy to analysis. Braun
and CIl ar k e 6step dp@dacho)codmg transcripts and
generating themes which can be replicated by others (Baker and Lewis,
2013; Vaismoradi et al., 2013) was used to guide the qualitative data
analysis in this study. Their method is considered capable of underpinning
high-quality analysis; many researchers have conducted their thematic
analysis using Braun and Clarke (Joffe, 2012). Their approach is
congr uent ppiodcihto daia andlgsis and has been used in other
doctoral case studies of the NHS such as Lindsay (2016). The process is

Anot | I near-rdseafchens eeedua cariy oue frequent reviews in
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order to identify t lVaisnwriadetal.e2013,wi t hi n t he
p.403). A summary of the process is identified in Figure 4.3.

AFamiliarisation with transcripts \
Aindividual transcript coding for micro, meso and
macro participants
Adentifying and naming codes within transcripts
AListing of recurring codes identified for micro, meso
and macro levels
AClustering of similar codes from each transcript
Cross checking of all transcripts for codes, clusters
and following threads related to perceptions and
influences on patient safety culture /

ACharting of clusters of codes: on A3 wall sheets \
identified for each ward Alpha and Beta, wards
(micro),and for leaders (meso) for each ward: one
A3wall sheet for organisation level (macro)

AColour coding of clusters across wards, leaders and
organisation

Ammersion in charts allowing similarities and
differences between wards, meso and macro levels to
emerge

ATracking emergent threads

Asignificant statements in transcripts identified and
mapped for each level (micro, meso and macro) j

ATheoretical mixed methods data synthesis employinh
the underpinning Open Systems Theory lens was
conducted with comparision of emergent themes from
interviews with findings from other data sources

Adentification and naming of final themes and sub-
themes

ARevisiting original transcripts noting the refined
themes against the OST figure presented in Chapter 3

APresentation of findings in Chapter 5

Figure 4.3 Overview of approach to thematic analysis of the data
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The process involved each audio recording being transcribed manually
and read several times for full immersion in the data (Vaismoradi et al.,
2013). In preparation for coding, each transcript was divided into two
columns with the left-hand column containing the transcript and the right-
hand margin prepared for coding. Phrases or words or sentences (codes)
were ascribed to capture the essence (Braun and Clarke, 2006). The
research question was also continually revisited to help focus
interpretation (Vaismoradi et al., 2013). The research diary was also

continuously updated and used reflexively (Vaismoradi et al., 2013).

Transcripts were coded in the sequence in which they were interviewed:
micro, meso, macro. This helped with the flow of coding and to identify
nuances and emergent threads in the text (Joffe, 2012) because each
interview allowed for more in-depth discussion or for pursuing issues that
were highlighted in previous interviews. Use of computer-assisted
analysis of qualitative data such as NVivo was considered at the outset
of data analysis but following initial transcription it was quickly discounted
as it was cumbersome and difficult to interact with the data whilst keeping

the meaning of the language and the context.

At this point, numerous codes became identifiable across the transcripts.
Coded transcripts were separated out according to a) the two wards, and
b) the level: micro, meso and macro (see Appendix 8 for an example
transcript). Individual codes from the Alpha and Beta wards (micro) were
then transferred on to two separate A3 sheets of paper with similar codes
being grouped together on the respective A3 sheets. This process was
repeated for the ward managers/matrons of each ward separately
(meso). And finally coding for senior organisational staff was transferred
on to one A3 sheet (macro). A total of 254 initial codes were identified
which comprised of: micro level: Alpha ward n=60, Beta ward n=59;
meso level Alpha ward n=56, Beta=42 and macro level n=51. The
transcripts and researcher notes were revisited (Vaismoradi et al., 2013)
and the coding checked.
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Next, mirroring an analytic strategy explained by Seidel (1998), the A3

sheets were hung on a wall. Coloured dots were used to identify common

codes across charts starting with Alpha and Beta, (micro levels)

(Appendix9) . This process was then repeated f
each ward (meso level) and organisational (macro level) with new

coloured dots created for new themes. Visual charting and colour coding

provided a helicopter view and enabled the identification of similarities

and differences leading to the identification of coding clusters (Lewis,

2003; Vaismoradi et al., 2013).

4.4.1.4 Quality: Interview data
Establishing quality and rigour in qualitative research has long been
debated with many concluding that a careful attention to detail can
establish credibility (Ashworth, 2019). Thus, information is provided about
the data collected, duration of time spent data collecting, sequencing as
seen in Table 4.1 (s.4.3.3), with evidence of methodological
thoroughness by providing detailed rationales for choices as outlined
above and providing transparency within the research by good audit trails
of the processes for choosing and organisation of the data. Use of a
researcher diary and recording initial i
(Guest, 2011; Low, 2013; Kozleski, 2017) also helped to provide rigor in
data analysis (Frambach, 2013; Ashworth, 2019; Holloway, 2020).

The presentation of the qualitative findings in Chapter 5 is a balance

bet ween O6showing datad and o6tellingdé to
framework is employed within the analysis. Ashworth et al., (2019)

emphasise the importance of blending rigor with richness and that

effective theorizing reflects a complementary synergy.

4.4.2 Documentary sources

Documents are both sources of informatio
righto since each document may have fbro
alterati ons i-Robdrthon, 2011, p.3).docunfedtdaryy e n

sources include written documents in the public domain that pertain to
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patient safety (Trust Board Minutes, CQC reports 2014, 2018, FFT,
Complaints data, Healthwatch and CareOpinion and FTSU). Documents
were collected over the same four-month period during which interviews
were taking place with additional documents (Healthwatch, Care Opinion,
Freedom to Speak Up, Employee Reviews, Family and Friends Test and
Complaints related to the study period collected during the period
February 2021 to March 2021. These latter documents mostly covered a
two-year period from January 2017 i December 2018 in order to provide
surrounding context (Hebballi et al., 2015).

These documents taken together provide a picture on how the directors,
the staff, patients, and carers associated with a Trust perceive how it is
performing in relation to patient safety. Only the regulatory body of the
CQC and the governance and assurance task of the Board specifically
address patient safety, but it may arise in the external feedback on
performance (Boddy, 2008). Nurettin Oneretal.0 s ( 3y&téntaiic
review of hospital financial performance studies identified that the
percentage of patients who would definitely recommend the hospital and
the percentage of patients who would definitely not recommend the
hospital was among the performance measures assessed in studies. The
6Family and Friends Testd (FFT) is a si
service users are asked to complete an anonymous short tick-box survey

on their experience and can add comments. The FFT for staff aims to:

fpromote a big cultural shift in the NHS, where staff have both the
opportunity and confidence to speak up, and where the views of staff are

increasingly heard and are acted upon.0(NHS England, nd)

Although FFT results are in the form of data which are aggregated
according to category (e.g., in-patient, maternity) and published monthly
online (NHS England, nd), these are included here as a documentary
source and not as an output metric as they arise from qualitative

perceptions and observations.
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4.4.2.1 Approach to analysis of documentary sources

Consideration was given as to whether to code the texts independently

foll owing Braun and Clarkeds (2006) t hem
texts were frequently thin and written i
punctudtoiwdn,ordéfcl arification of points by
characterises intarevaicaw vd atya. hTalsi & héen dre n
text has not been influenced by the researcher (Appleton and Cowley,

1997) but reduced its amenability for coding.

Therefor e, Hsi eh and Shannonds (2005) conven
approach was employed. This approach is particularly suited to exploring

a phenomenon (Hsieh and Shannon, 2005) in this case, patient safety

culture. Rather than having preconceived categories, researchers

i mmerse themselves in the texts to allow
categories to flow from the datahe (Hsi eh
approach adopted then was to skim the documents to get an overview,

then search for the relevant category of analysis (patient safety) to exclude

irrelevant material (e.g. number of outpatient appointments). Documents

exi st within soci ailRobBrfsong201d,9.4)olrithisact i ono (.
present study, what is therefore included and how a document is

presented reflects views and assumptions about how an organisation

should function and relate to safe patient care and innovations and

responses related to patient safety as seen in Table 4.1 (s.4.3.3) of this

chapter. Following a similar strategy to Paul and Hill (2013) headings were

developed to capture the same core themes identified through thematic

analysis of the interviews.

4.4.2.2 Quality: Documentary Data

Organisational documentary data is frequently incomplete (Appleton and

Cowley, 1997) even though the NHS is, and was at the time of the study,

in a position to collect high-quality data (Leary et al., 2016). Thus, the data

available to the researcher may not present a complete picture.

Furthermore, content analysiscanfailit o devel op a compl et e

understanding of the contexto resulting I
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represent the data (Hsieh and Shannon, 2005, p.1280). Credibility (Lincoln
and Guba, 1985) was supported, as advised by Hsieh and Shannon
(2005), through prolonged engagement, triangulation with other data

sources, negative case analysis and looking for contradictions.

4.5 Quantitative data

In the public domain, are the data that the Trust collected and reported on
never events, serious incidents, and data as part of the Safety
Thermometer (see Chapter 1) relating to pressure ulcers, falls, urinary
tract infections with catheters, venous thromboembolism (VTE). These are
collected for all wards on a standard day each month and are reported in
the monthly Trust Board minutes which receives reports from the Patient
Safety Committee. These data are reported numerically and as trends in
performance reviews. In addition to routinely collected data, feedback is
made in audits and observations by clinical staff, patients or carers (see
section 4.4.1).

4.5.1 Approach to analysis of quantitative data

For the purpose of this study, the Safety Thermometer metrics were
disaggregated, and the raw data provided retrospectively by the Trust for
both of the case study wards for three months. Additional to the Safety
Thermometer metrics, other quantitative data source used in this study
were the mandatory safety metrics (hospital- acquired infection rates, drug
errors and safety incidents) that were measured and monitored by the
Trust and reported to the Department of Health. These were obtained
retrospectively as raw data for both wards retrospectively for 1st
December 2017 until the 31st of March 2018. The rationale for selecting
these metrics is that they provided evidence of patient harms (outputs)
during the throughput period of this study. In clinical practice, these
monthly-collected metrics are used to monitor care and evaluate the
impact of interventions on reducing avoidable harm. They provide a

benchmark against which individual Trusts are measured.
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Metrics data related to same time period that qualitative data was

collected so graphics in the form of bar charts and line graphs were

created to show trends over time for both wards allowed for visual

comparison (Creswell, 2014). Inferential statistical analysis was not

conducted since the two wards could not be consideredtofir ef | ect t he
entire uni v(ém 20&8, po56) offihe drusband the metrics

mainly reflected the period during which qualitative interviews were being
conducted. Consideration was given as to whether imputation of missing

data should be employed. Since this was an exploratory study, gaps in

data contribute to the 6storyd of the
2017) and, as Boussat et al., (2021) concluded, mean imputation (the only
possible option regarding the metrics in this study) should be avoided,

therefore no imputation was performed.

On its own, such data do not then reveal much about individuals or the
organisation and where the deficits and risks in organisational systems lie.
However, reviewing changes or incidents that occur over a specific period
may illuminate staff perceptions and staff experiences. Actionable
knowledge is supposed to be highlighted as part of a learning and just
culture (Forster et al., 2019), but comment is only occasionally made

about the organisational response.

4.5.2 Quality of quantitative data sources

In relation to the quality of quantitative data sources, determining causality
between variables was not possible in this study but separate metrics data
could be correlated e.g., mapping staffing metrics to patient harms for the
two wards and actual to required care hours, however, measures to
address extraneous variables could not be taken. However, internal
validity, as already identified, was addressed through rich contextualising
description (Frambach, 2013) of the Trust.

Assessment of quantitative data quality included the evaluation of
characteristics such as completeness, accuracy, validity, and timeliness,

as suggested by Canadian Institute for Health Information data quality
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framework data (CIHI, 2009). Wittmeier et al., (2016) advocates assessing
completeness, temporal consistency, and accuracy. The host organisation
provided the quantitative data used in this study so these elements were
outside the control of the researcher and, it must be noted that Trust
databases were designed for creating dashboard data not conducting
research. Consequently, some data were missing. Trust Minutes had
missing data relating to the Family and Friends Test for September-
November 2017. Prevalence data for the NHS Safety Thermometer was
missing from April T December 2018 and individual harms data was

incomplete. It was not possible to assess the accuracy of recorded data.

4.6 Synthesising data

Multiple data sources were used to inform this case study and recognising
their complementarity and contradictions is a central part of synthesising
data in case study research (Cresswell and Plano Clarke, 2018). The
process adopted was informed by Yin (2014) see Figure 4.4.
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Figure 4.4 Process by which data were analysed, ordered, and
synthesised following the use of multiple methods in case
study (Yin, 2014).

Quantitative and qualitative data were collected for different purposes and
analysed differently: Quantitative metrics providing the contextual
description for the organisation and the two embedded units of analysis
(Alpha and Beta wards) were analysed descriptively with deductive

comparisons of the two wards presented visually. Qualitative interview
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data were analysed inductively so perspectives and influences on Patient
Safety Culture from different organisational levels were captured and from

external observations.

Comparisons were made between the interviews and metrics for Alpha

and Beta wards allowingafi s ear ¢ h f ofrelatprshipgaadr n s

meani ngs between and a mBubligHeblth Ernglandy pes of
(2020) point health researchers etmpl oyi ni
al (6€10) paper. The AFol |l owklisgtala t hr eado
2006, c iQathaih etlaly, 2000) was considered as they argue that

their integration approach means different datasetsiir et ai n t hei r
paradigmatic nature but are inter-me s hed wi t h MomcHlisett her 0 (
al., (2006, p.51). Since the study aim was to explore through an Open

Systems Theory lens, how patient safety culture was perceived and

influenced within an Acute NHS Trust, the theoretical integration strategy

described by j kerblad et al., (2021) was deemed more congruent.

i kerblad et al., (2021, p.2) definefinit e gr at i v & stieefeffodstthatg y o
researchers make to carry out a mixed methods research process where

they are aware of and explicate the choices concerning the relationship

bet ween foundat i ons.lathedhirgpofthex exampien a st ud:
studies, j kerblad et al., (2021) used guantitative and qualitative data

related to the same timeframe as in this present study which were

analysed separately and concurrently. Thusfii f a speci fic, very
result emerged from one of the data sets, the researchers pondered

whether it could be possible to discover something connected to the same

t heme i n t he (okerblagetald202lap.168)eCoriextual

knowl edge was deemed fiesdermtiicalud etoo tal lean
andihaccompl i shing the research task requit
relation to the theoretical interpretative framework as the process

pr ogr e(pkerblad@t al., 2021, p.11).

In this present study, the surrounding context was the wider NHS system
as explained in Chapter 3 alongside a figure presenting an Open Systems

Theory conceptualisation of the host Trust. Theoretical integration was
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achieved by reflecting on the findings, results and insights obtained from
the analyses of the different data sources in relation to the Open System
Theory conceptual framework which embraced external and internal
inputs, feedback, throughputs, organisational systems, hierarchy, and
levels and the considering how these all related to patient safety culture
and the provision of harm-free care (outputs). Ridder (2017) explains that
theoretical integration requires either the building of a new theory or filling
in the gaps in existing theory with the final stage being visual presentation

becausefia vi sual theory w(Esdnhadtaodx es and arr

Graebner2007)imay vi sually demonst Radere t he e me

(2017, p.298). Figure 3.2 presented in Chapter 3, s3.4 was revisited in
Chapter 6. Afinali | o o p tolthe prépositions was then made when
drawing conclusions (Chapter 7) as recommended by Onghena et al.,
2019, p.20).

The data are presented in Chapter 5 (s.5.4) in order to enable
comparisons and a full picture and theoretical integration through an Open
Systems Theory lens was employed. The qualitative data, for example,
revealed dimensions that were not being measured in the Trust metrics or
the Safety Thermometer. The merits of a case study combining these
multiple data sources to explore the influences on Patient Safety Culture
within an Acute NHS Trust is discussed in s.4.7. Consideration was given
as to whether interpretation of data should be included in Chapter 5. A
decision was made, on methodological grounds, that data interpretation
would be the focus of Chapter 6. Whilst there is an intuitive appeal to the
creatively minded researcher (Tracy, 2012) or those employing

Gadamerian phenomenology (Fleming et al., 2003) there is a strong risk of

Aver bal overshadowingo which di splaces Af

2012, p.128) that the study data represents. Furthermore, there is a risk
that #Aflashes of insighto that are
convincingly explained (Tracy, 2012, p.128). As a registered nurse of
many year so,itwaspnportanttaeasere the conclusions drawn
from this study were firmly grounded in the case. Therefore, whilst there

are alternative ways in which to present qualitative (or mixed methods)
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data, the conventional linear deductive writing style (Tracy, 2012) that

characterises most nursing scholarship was employed.

4.7 Establishing Case Study Rigour and Trustworthiness

Yin (2014) identifies four areas: construct validity, internal and external
validity and reliability for establishing the quality of case study research.
Construct validity, Gibbert and Ruigrok (2010) argue, is enhanced in case
study methodology when there is more than one data source allowing the
triangulation of interviews (for example) with organisational archival data
(in this study, organisational metrics). Internal validity, according to Gibbert
and Ruigrok (2010) can be met by incorporating a comparative case; in
this present study, employing an embedded case study design with a
minimum of two wards allowed for comparison. External validity is difficult
to establish with single case studies, but analytical generalisation is
possible when the case selected shares characteristics with other similar
cases and full description of the case is provided plus Gibbert and Ruigrok
(2010, p.17) advisethatia ne st e d ia, pmbediel cadsedstudy
design strengthens generalisability (McLeod, 2013). Finally, Gibbert and
Ruigrok (2010) suggest that a transparent report of the case study

allowing possible replication ensures reliability.

Yin (2014) also recommends that provision of an audit trail of data
collection is provided that allows the thought process to be followed. In this
study, the analysis steps are fully auditable and supported by the
researcher diary which provides evidence of the decisions made and a
rationale for doing so. Member checking with participants and other
experienced researchers in terms of overall findings and refining themes
as part of the analysis process, is also recommended (Diefenbach, 2009).
The reactions are then fed back into the findings. Guba and Lincoln (1989)
indicate that this member checking is an important part of the credibility of
a research project. One supervisor coded a selection of transcripts and
subsequently independently worked on mapping which enhances internal
validity (Diefenbach, 2009; Vaismoradi et al., 2013). The researcher and

both supervisors engaged in joint sessions, charting, mapping and
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agreeing the interpretation of data and the revised figure was

subsequently taken back to the Trust key stakeholders, all steps which

helped reducetheiuncer t ai nty (Diefenbach, 2009 r et at i ono

p.885). A clear audit trail in the following chapter details illustrates how the

decisions made about coding led to the emergent themes.

A case study does not provide generalisable evidence and nor does it
offer a great number of interviews which might be reassuring or convincing
(Diefenbach, 2009). What it does offer are thick descriptions by which a
researcher can suggest transferability of the evidence so that a reader can

recognise the experiences described. Within a case study also,

guantitative datawaltl d&w 6brthbeobgaeni sat |

compared with interviewsd perceptions.

Trust unknown to the researcher. This provided for extra reliability in that
there was no possibility of the researcher being unconsciously biased in
how data were interpreted (Sharp et al., 2012; Diefenbach, 2009).

As identified by Onghena et al., (2019) there is no one specific approach
that should be employed in terms of synthesising data for a mixed
methods single case research (MMSCR) and, as yet no tool that fully
embraces universal criteria that could be used to measure the quality of
MMSCR. The Mixed Methods Appraisal Tool (Pace et al., 2012; Souto et
al., 2014; Hong et al., 2018) identifies quality criteria for synthesis as
whether (1) whether the different components are effectively integrated
through joint displays and whether the integration process was explained,;
(2) the interpretation of the findings provides a complete picture (as
opposed to two separate studies; (3) convergences and divergences are
explored and explained. The synthesis process has been explained and
data are presented jointly, in the next chapter, using the Open System
Theory framework allowing the picture
Safety Culture and convergences/divergences to emerged and be
explored in the discussion chapter.
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4.8 Minimising Bias

In an exploratory case study, particularly one undertaken by a sole
researcher, the focus is upon exploration and examination and
judgements as to what the data mean are made by the researcher
(Moustakas, 1990). Taking steps, previously explained, to ensure study
quality helped enhance verifiability. However, the search for knowledge
and the judgements made necessarily reflect who | am, a nurse with a
strong sense of the need to keep patients safe, a human being with my

own values, experiences and biases (Tversky and Kahneman, 1974).

Even experienced researchers are prone to biases (Tversky and

Kahneman, 1974) so need to understand how they have internalised their

own knowledge and how their o6intuitioné |
Kahnemands (1974) seminadnallpaggsean expl ai ns
affect judgement albeit in relation to judging distance. Healthcare and

healthcare research are affected likewise not just by knowledge and

evidence but how information is interpreted, and that interpretation may be

clouded by unacknowledged biases. Summarising Tversky and

Kahnemands (1974) paper, people | ack awal
or 6short cuts6 based on knowledge and e:
impressions however it is possible to learn to recognise situations in which

their interpretations may be biased. Factors to consider in recognising

situations where personal bias may affect judgement are:

0 Representativeness including insensitivity to prior probability of

outcomes, insensitivity to sample size, misperceptions of chance
(calculating odds), insensitivity to predictive accuracy, the illusion of
validity.

o Availability bias due to the retrievability of instances (memory),

effectiveness of search set, imaginability, illusory correlation.

o Adjustment and anchoring including insufficient adjustment,

evaluation in cognitive and disjunctive events, assessment of

subjective probability (Tversky and Kahneman, 1974)
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Therefore, as part of the process of minimising bias, | was interviewed

about my perceptions about safety culture, and these were then

di scussed with both supervisors. Il n case
such studies is enhanced if the expectations and involvement of members

of the researcher team have beenself-cr i t i cal ly addressedo (
2013, p387). This was a useful opportunity for me to examine my own

perceptions and become aware of any personal bias. Another step

employed was keeping a reflective diary throughout the entire project and

thesis process. Discussions with supervisors were opportunities to discuss

interpretations and these are highlighted in the steps taken so, for

example, supervision meetings to present data analysis and themes

identified allowed supervisors to challenge my interpretations (Vaismoradi

et al., 2013).

Recognising my position as insider and outsider was a fundamental step

I n minimising bias (Coombs and Osborne,
position relative to the phenomenon of the study is important in
determining its impact on the interpretation of the findings and possibly on
the participants themselves. As a nurse and an educator, | have a good
working knowledge of the NHS and an understanding of key issues in
relation to education and staff development. However, the host
organisation was a site unfamiliar to me in terms of its personnel and
geographic location making me an outsider thus reducing any
preconceptions | might have had. Providing rich quotes and having other
researchers analyse transcripts [sample transcripts analysis by both
supervisors] allowed my interpretations to be challenged reducing the

potential for bias (Terry and Bowman, 2020; Vaismoradi et al., 2013).

4.9 Ethical considerations

London South Bank Universityds (2014,; 20 .
Involving Human Participants were complied with. Guiding principles
included respect for persons (autonomy), avoidance of harm (non-

maleficence) to participants, the Trust, patients (should unsafe or
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unprofessional practice be disclosed) and the researcher, compliance with
legal requirements (confidentiality versus duty to disclose) and providing
equal opportunity to participate in the study (justice) (Temple, 2019). In
reporting this study, honesty, objectivity, carefulness, integrity, openness,

and confidentiality were guiding values (Resnick, 2011).

4.9.1 Obtaining ethical approval

Initial meetings were set up with the then Acting Director of Nursing of the

NHS Trust which was initially planned as the host setting in the summer of

2015. Permi ssion was given subject to ap]
and Development Department and University Ethics Committee.

Et hics approval was obtained from the Uni
Social care Ethics Panel in June 2015 (Appendix 10). Health Research

Authority (HRA) approval was required in addition to the University

approval in order to comply with a new process of assessment of

governance and legal compliance for Ethics Approval of all projects

related to the NHS. This replaced the existing local checks and ethics

panels in April 2015, following the establishment of the HRA in December

2011.The roll out of the new system commenced in May 2015 with all new

projects requiring HRA Approval from March 2016. As result HRA approval

was sought and granted in November 2016 (Appendix 11a).

During the time taken in the process of achieving ethical clearance a new
Director of Nursing was appointed. It was at this point that issues were
raised with regards to the focus and direction of the study and the
sensitive nature of the subject matter. Despite several meetings, and
agreements to alterations with HRA and local Research Department
approval, little progress was being made with regards to access. Other
outer City NHS Trusts were therefore approached and in the summer of
2017 permission and approval was sought and obtained from the Director
of Nursing and Research department of another outer London NHS Trust.
An amendment to the original HRA was made and approval granted in
early September 2017 (Appendix 11b).
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4.9.2 Obtaining consent from participants

Informed consent was a prime concern in this study. This required consent
on several levels: consent from senior nursing staff within the organisation
and at ward level, consent to access and recruit participants. Along with
gaining consent, it was necessary to make participants aware that | was a
researcher but also a registered nurse. As the research related to aspects
of patient care, and information disclosed that might breach a duty of care
would have to be escalated and follow professional guidance as indicated
by the Nursing Midwifery Council Code of Conduct 2015 updated 2018
(NMC, 2015, NMC, 2018). This meant that all participants received
adequate information prior to being interviewed, had an opportunity to ask
questions and were free to decline to participate. A participant information
sheet for interviews was developed in |
Code of Practice (LSBU, 2016) requirements and HRA guidance (HRA,
2016) (Appendix 11). Written consent was obtained then rechecked prior
to commencing each interview. Consent was also sought for audio
recording of the interview (Appendix 13). Participants were advised they
had the right to withdraw from the study at any time and were assured that

all data would be anonymised.

4.9.3 Protection of patients

Given the sensitive nature of the study topic, it was important to ensure at
the outset that all participants within the study were aware of the steps that
would be taken if issues or concerns about patient care, safeguarding or
unprofessional practice arose. As a researcher and a registered nurse, |
have responsibility to ensure that any concerns about safety and
safeguarding are reported and escalated as outlined by the NMC, 2018
Professional Code of Practice as set out in its Safeguarding and
Protecting People Policy 2018. The participant information sheet provided
clear information on who would have access to the data, the boundaries to
confidentiality and identified the steps that would be taken in relation to
professional conduct concerns/safeguarding issues. Participants were all

asked if they had read the information sheet provided that outlined the
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benefits and risks to ensure that participants were made aware that should
concerns arise during an interview, host Trust policy would be followed in
respect to escalation to the appropriate line manager. Participants would
be asked to seek support from the relevant agencies within the Trust and
appropriate support would be identified to assist participants.
Safeguarding policies and escalating concerns policies were available on
the Trust Internet sites and staff were signposted to these if they needed
more clarity on process within the host Trust. Responsibility for protecting
all participants from potentially harmful consequences that might affect
them as result of their participation is an important aspect of a

researcher O0setat.,014). ( Sanj ar i

4.9.4 Data Security

All data were protected in line with the Data Protection Act 2018 and
London South Bank University (2020) Code of Ethics for Research
Involving Human Participants. Data collected in relation to qualitative data
in terms of consent forms were stored within a secure locked cabinet
within a locked office. All transcripts and raw audio files were stored on a
password-protected computer within a locked office. All data were
anonymised. All paper copies of anonymised data were also stored in a
locked cabinet within a locked secured office within the university
premises. Quantitative data obtained from the Trust were anonymised and
all ward identifiable metrics data was again stored within a locked cabinet
within a locked office. In order to protect the Trust from identification,
caution has been employed in the reporting of numbers in descriptions of
the Trust and, where necessary the actual number has been rounded up
or down. CQC data were generalised to avoid any possibility that
searching the CQC website for specific number, for example, infection
rates, could allow the host Trust to be identified. Quotes regarding
perceptions of the Trust that were retrieved from websites (CareOpinion,
HealthWatch, Indeed.com etc.) were carefully checked by pasting
extracted words/phrases from each source plus the source name into a

search engine to ensure that the organisation could not be identified.

138



4.10 Chapter summary

This chapter has described the research strategy and rationale for why the
design provided the best fit for the
outline of the multiple data sources and how quality criteria were

incorporated. It has provided a detailed description of the host

organisation and the complementary study data to allow the reader to

assess the transferability of the evidence and insights into Patient Safety
Culture. Sincerity, and identifying, managing, and addressingone 6 s o wn
biases through self-reflection and discussions with supervisors were

important elements of this study as reported in this chapter.

No formal protocol was used for integrating the findings; rather, a more
interpretive, narrative approach was adopted which is described in the
following chapter. Points of convergence and contradiction are highlighted
demonstrating the richness and added insights gained from a case study

approach.
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Chapter 5

5.1 Introduction

This chapter presents the findings within the Open Systems Theory

framework explained in Chapter 3. Yin (1981, 1984, and 2018) argues that

a distinctive featureofcase study is its fireal worl d c
commences with an overview of the case study setting (s.5.2) and the two

units of analysis (Alpha and Beta wards). The chapter then is organised

into the elements of the system: the organisational system as described

externally and by its senior staff in interviews(s. 5.3); the inputs relating to

the resources, bed occupancy and staffing available for the organisation

and the two wards (s. 5.4); the throughput and transformation processes in

managing challenges and tensions between flow and capacity and

resulting pressures on patient safety as described by staff (s 5.5); the

safety metrics (s.5.6); and the data related to feedback on organisational

performance (s.5.7 ). This feedback included the Care Quality

Commi ssionbds (CQC) previous two inspecti
particular attention paid to patient safety as well as the Trust Family and

Friends Test, CareOpinion, HealthWatch, employee reviews and data from

the staff survey.

Analysis of the data, as explained in Chapter 4, produced a total of 230
codes which were then grouped into sub-themes and themes as shown in
Appendix 4. Several themes were identified in the qualitative data about
how the organisational inputs were managed and the effect on patient
safety. Patient complexity and needs, high levels of bed occupancy and
low staffing were described as pressures and resulting in a need to
prioritise. Rather than a balance being achieved, the organisation was
reported by staff at the micro level to be compromising patient safety. The
National Patient Safety Strategy (2019) outlines the importance of full and
accurate reporting of patient safety incidents but a theme that emerged
from the interviews is how reporting becomes another pressure for micro
level staff. The interview data also revealed the perceptions of staff about

how a patient safety culture can be developed, and themes emerged
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relating to training and development of staff, job roles and responsibilities,

cultural practices and behaviours, and leadership.

5.2 Case setting overview

5.2.1 The Acute Trust

This case study involves a large, Acute NHS Trust on the outskirts of a

large metropolitan city in England. It was built under the private finance

initiative (PFI7) in the late 1990s at a cost of over £90 million. The Trust
employs around 2,000 staff. It has over 400 inpatient beds and provides
acute services for over 350,000 people a year. At the time of data
collection, services were commissioned through four local health

authorities.

In 2010, the Trust faced some tough challenges, including an increase in

acute admissions, following a political directive for planned reduction in

local acute care beds resulting in the closure of a neighbouring emergency

care service. This structural change was followed in 2013 by discussion of

an intended merger with a neighbouring Foundation Trust but due, to

financial issues at the other Trust, this was not granted government

approval. The CQC (2014) report, based on an inspection in December

2013 considered the Trust to be dAwell N
rating of O6good©é6. I n addition, the repor:
governance system at directorate level which fed into organisational-level

Trust reports.

During the study period, the case site NHS Trust had a reported financial

deficit of nearly £14 million. Other Trusts within the same region of the

country were also carrying deficits varying from under £10 million to over

A40 million. Ac cBundRepon(2019), overrt8% KNHSg 6 s

Trusts were in financial deficit in 2018.

As with many other NHS acute hospitals in the outer and inner-City region,

healthcare workforce recruitment, was a major issue, with vacancy rates
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running above 15%, which was higher than the average of 11.9% across
England (NHS Providers, 2017).

5.2.2 The organisational structure

The Trust was divided into eight clinical directorates in relation to patient
care, overseen by six directors (some having oversight of more than one
service). Figure 5.1 below provides an overview of the nursing structure of
the organisation in relation to Alpha and Beta wards and their managerial
and reporting structures.

Chief Nurse Director of
Mursing and Quality

i
Deputy Chief Murse

. |

I
Operational Operational
Divisional Divisional
Manager Manager

| |

I [
Matron Matron
Ward Manager Ward Manager
Alpha Beta

[ [
Ward staff Ward staff

Figure 5.1 Diagram of the NHS Trust structure

The Trust had received four CQC inspections since registering with the

CQC in 2010. In 2014, the inspection report gave a generally good rating

noting that the managers were O6open

and that the staff were Olgyaltogheal | vy

organi sationo.
responsiveness of acute services. Several issues were highlighted: (1)
delays in implementing some changes following serious incidents (2) rising
demand for emergency care (following the closure of a neighbouring

emergency care service) coupled with staffing shortages (3) bed
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management problems, with up to 96% bed occupancy rates (in contrast

to the national average of 86.5%) (4) the use of additional beds in clinical

areas not designed or equipped for this purpose. As a result, the 2014

report concluded that two of the core services, urgent care, and surgery,

required improvement. A CQC inspection (conducted November i

December 2017) and reported in March 2018, concluded that the Trust

continued to require improvement in the areas of medical care (Alpha and

Beta were both medical wards), urgent care and surgery. In particular, the

Trust had an fAinconsistento approach to |
incidents (CQC, 2018). Medicalc ar e units had fApoor adher
infection control policies and there was poor monitoring of safety systems

at Trust level (CQC, 2018). One of the medical wards inspected was

performing Amuch worseo than the national

The interview data with senior staff at the macro level revealed their
perceptions about the organisational system and the ways in which it

enabled or inhibited patient safety. In contrast to the CQC reports,

participants at senior orgamhighat i onal | e
per for mi ng ho 3heiTrusawas degciEdNdY the Chief Nurse
as fAa family cultureo that staff identif]

the staff survey results where over 60% staff (67% in 2017 and 62.6% in
2018) would recommend the organisation as a place to work and 73.9%
(2017) and 71.3% (2018) would recommend it as a place for family and

friends to receive care.

5.2.3 The two embedded units of analysis (Alpha and Beta
wards)

The Trust was divided into eight clinical directorates in relation to patient
care, overseen by six directors (some having oversight of more than one
service). The two embedded units of analysis (labelled as Alpha and Beta
wards within this thesis) sit within the emergency and unscheduled care

directorate.
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5.2.3.1 Alpha ward

Alpha was a 25-bedded acute medical and renal ward. The ward layout
was a conventional layout for 1990s hospital structures, being a mixture of
three 6-bedded bays, located off a central corridor, in the middle of which
i's t he nur smasindise ability tio obsenve dctivities taking place
throughout the ward. The remaining bed areas were a mixture of single
and double-bedded rooms. Normally the bay areas were designated as
male or female occupancy and the ward was originally designated mixed-
sex accommodation. There was also potential space designated for an

additional bed, which uses the window recess of each of the three 6

bedded bays. These were known | ocal

only to be used when extra capacity is required in emergencies, thus
increasing the total capacity of this ward to 28 beds. However, it is worth
noting that these emergency escalation bed areas did not have any of the
necessary equipment required for the care of acutely ill patients (i.e. wall
piped suction and oxygen, or full curtains etc. in order to maintain privacy,
instead free-standing equipment and partition screens had to be used).

The 2018 CQC inspection report concluded that escalation beds without

pi ped oxygen and calplurlpelsle.wer e fAnot

5.2.3.2 Beta ward

Beta was a 24-bedded medical ward: a designated frailty ward for older
patients with chronic complex medical conditions. The layout was a mirror
image of Alpha, with three 6 bedded bays off a main corridor, in the middle
ofwhich was the nursesd stati on .-bedidde
rooms. Similarly, the bays were designated male or female and the ward
was designated as mixed sex accommodation. Beta ward also had space
for additional O0escal agwindowbaydbtleus, s i

taking their potential capacity to 27 patients (one less than Alpha)

The size of each ward was increased from the initial bed number when the

hospital first opened by converting

social spaces into additional bed spaces and thus increasing the individual

as

f

rema i

each

0day

1

n

wardsodé bed capacity. Since then, managem
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of 6boarding patientsdé, that is adding t|

and introduced cohort nursing.

5.3 Inputs

As explained in Chapter 4, under Open Systems Theory, inputs are
external influences upon the organisation that arise from the surrounding
environment. These included national-level inputs in the form of the Trust
Vanguard initiative, population demographics of the geographic area
served and staffing resources. The interpretation of this data is that it is
illustrative of the external influences on the organisation that arise from the
surrounding environment (Thompson and McHugh 2002).

5.3.1. Vanguard initiative

The government ds vanguard i n-leteliinpiti ve was
upon the Trust which had started collaborating closely with an inner-City

teaching hospital. NHS England (2016) introduced Vanguards as acute

care collaborationsintroduc ed by the governmentds 2016
NHS Five Year Forward View, to link hospitals together to improve their

clinical and financial viability. Nationwide, there were 50 Vanguard

projects, 13 of which are in acute care (NHS England, 2016). The local

Vanguard project was focused on bringing services closer to patients in

two specialist services (neither relating to either Alpha or Beta wards) with

aims related to developing staff and del |
climate of fs ¢Teustweabsite, 2048).ur c es o

5.3.2 Local community demographics

An external, local-level input upon the Trust was the community it served
(and from which it drew a substantial part of its workforce). Current
organisational challenges included sitting within a geographic area that
has been changing in terms of increasing population need because new
houses had been built which subsequently impacted on the social
economy. The Trust site serves a growing population consisting of a

higher-than-average Black, Asian, Minority Ethnic Groups (BAME)
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