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Abstract
The perceptions, attitudes and behaviour of healthcare personnel play a significant
role in determining patient safety culture (PSC). Although organisations encourage
good patient safety culture, factors external to the organisation still shape the
perceptions, attitudes and behaviour of employees (e.g. national cultural orientation
of staff). Patient safety culture has been shown to differ between countries and
nationalities within a culturally diverse environment; however, little is known about
the influence of national culture on PSC. The overall aim of the thesis is to probe
deeper into the relationship between national culture and patient safety culture.
This research used the multimethod approach to explore deeper into the relationship
between national culture and patient safety culture. Three studies were carried out:
Study 1 is a qualitative study in Nigeria and the UK, which explored and compared the
perceptions, attitudes and behaviour of staff regarding patient safety culture. The
findings show that national cultural orientations shape some perceptions, attitudes
and behaviour of healthcare workers in Nigeria and the UK, including migrant
healthcare workers in the UK. Degree of acculturation, country of training, years spent
in the host country and professional culture also emerged as factors which shaped
and moderated the influence of national cultural orientations.
Study 2 and 3 examined the influence of national cultural orientation on patient safety
culture in a culturally homogeneous hospital, an acute care hospital in Nigeria. The
result of the studies showed that national cultural orientations influence PSC.
Study 3 is a quantitative study in a multicultural hospital in the United Kingdom which
examined the influence of national culture, country of training and years spent in the
UK on a dimension of PSC – speaking up for patient safety concern climate (SUC-safe).
The findings reveal a relationship between national culture: power distance,
individualism and uncertainty avoidance and patient safety culture ( SUC-safe).
Country of training and years spent in the UK also emerged as significant predictors
of PSC and potential moderators of the influence of power distance on PSC.

Together, the study findings provide evidence that national culture influences patient
safety culture irrespective of the cultural composition of the employees within the
hospital. Years spent in the UK and country of training also were shown to predict PSC
significantly. This indicates that regarding the present way patient safety culture is
assessed, it may not be appropriate to compare between countries because national
cultural orientations of the employees may skew the assessment leading to some
countries consistently performing better than others. This also applies to culturally
diverse hospitals where hospitals and units are compared — thus highlighting the
importance of understanding national cultural contexts when collecting and
interpreting patient safety culture data.
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Chapter 1
Introduction
1.1.

Background to research

The concept of safety culture emerged more than 25 years ago after the Chernobyl
accident where the investigation report cited “poor safety culture” as one of the factors
which caused the accident. Since then, there has been a flurry of activities in safety
critical industries and the research community to understand the concept.
The definition of safety culture is laden with as much confusion as “culture” itself, and
there are numerous definitions put forward in the literature (Waterson, 2014). Besides,
there is the debate surrounding safety culture and the related concept – safety climate.
A recent culture and climate debate organised by the Health Foundation in March
2013, attempted to distinguish between the two:

“Climate emerges through a social process, where staff attach
meaning to the policy and practice, they experience and the
behaviours they observe. Culture concerns the values, beliefs and
assumptions that staff infer through stories, myth and socialisation
and the behaviours they observe that promote success.” (Waterson,
2014)
Staff perceptions, attitudes, beliefs, basic assumptions and values are important to
the concept of safety culture or safety climate (Tears et al, 2018). These are measured
because of the assumption that they reflect not only organisational activities and
safety policies but also predict safety-related perceptions, attitudes and behaviours
such as speaking up, team working, incident reporting et cetera. The collective and
shared responses of the staff reflect whether safety culture is ‘strong’ or ‘weak’; hence
indicating the likelihood of safety mishap or susceptibility to accidents (Christian et al,
2009; Guldenmund, 2000). Also, the assessment of safety culture has been used to
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identify areas for improvement, evaluate safety interventions as well as for internal
and external benchmarking.
According to many authors in anthropology and cross-cultural psychology,
perceptions, attitude and behaviours of individuals as well as how other people’s
actions are interpreted are guided and shaped by their culture - that is, underlying
assumptions generally referred to as national culture (Hofstede, 1980; House et al,
2006). National culture is defined as mental programming, which distinguishes a group
of people from another (Hofstede, 1980). This culture is acquired at a young age,
depending on the environment the individual grew up in; and it also accounts for
differences in perceptions and cognitive styles across cultures (e.g. Hong, Morris,
Chieu and enet-Martinez, 2000; Ji, Peng and Nisbett, 2000).
As a result of the influence of culture on individuals, it is argued that national culture
may also exert an influence on organisations through the employees (Taras, Steel and
Kirkman, 2011; Hofsede, 1980) apart from the influence of societal culture on the
organisational culture (House et al, 2006). While national culture does not explain
everything in an organisation, studies have shown that the predictive power of national
culture is stronger than that of demographics including age, work experience, gender,
educational level or race (Taras et al, 2011, Steele and Taras, 2010).
Previously the composition of employees within an organisation was not important,
but more recently, the workforce throughout the world is increasingly becoming
multicultural (Rigby, 1987). This trend is due partly to the continued rise in the number
of multinational companies with headquarters in other parts of the world, leading to
expatriates and technical experts from different cultures. More importantly is the
increase in migration due to economic and political reasons over the last few decades
(Rigby, 1987) and the shortage of skilled professionals in selected occupations across
some industrialised countries (Kent, 2016).
For instance, the oil industry is primarily composed of individuals from the respective
countries with very few expatriate managers and technical experts from other
countries (Mearns and Yule, 2009) and some other industries such as shipping are
highly multicultural (Lu et al, 2016). However, the healthcare industry combines two
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types of employee composition: a culturally homogeneous workforce in which
employees are mainly from the country and a multicultural workforce.
Most countries, especially in less industrialised nations have hospital employees who
are predominantly from the respective countries; however, the increase in migration
to more industrialised, wealthier countries have increased the cultural diversity of
hospitals in some countries such as Canada, United States and the United Kingdom.
Besides, the shortage of healthcare workers in some of these countries, e.g. the United
Kingdom has resulted in an increase in migrant workers leading to multicultural
hospitals (Kent, 2016).
Many researchers in the safety domain believe that national culture is a key predictor
of safety culture. As a result, several studies have been conducted in other industries
such as aviation (Helmreich and Sherman, 1996), shipping (Havold, 2007), air traffic
management (Reader et al, 2015); oil industry (Mearns and Yule, 2009). These studies
examined the relationship between national culture and safety culture using the
Hofstede cultural model (see Chapter 3). These studies provide evidence that national
culture significantly predicted safety culture in the respective industries with practical
implications for safety culture; however, the direction of the relationship between
national culture dimensions and safety culture differed across industries. For instance,
power distance negatively, predicted safety culture in aviation and air traffic
management while it positively predicted safety culture in shipping. These findings
suggest that some industry-specific factors may be responsible for the findings.
One might expect that findings of the relationship between national culture and safety
culture in other domains and the associated practical implications for safety culture
and safety improvement strategies, would result in a handful of similar research in
healthcare; unfortunately, such studies are lacking. The closest studies have compared
patient safety culture between countries (e.g. Wagner et al, 2013; Fujita et al, 2013)
and across nationalities within a multicultural environment (Almutairi, 2013). The
result of these studies showed that patient safety culture differed between countries
and perception of patient safety culture differed between nationalities. The
explanations provided for these differences include national culture, among other
factors. Since safety culture assessment in healthcare is performed for international
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benchmarking (e.g. Wagner et al, 2013), safety culture awareness and improvement
purposes, it is essential to understand how national culture shapes patient safety
culture through the perceptions, attitudes and behaviours of employees. Furthermore,
since the employee composition in most hospitals is either homogenous or
heterogeneous, it is also crucial to consider and unravel the relationship between
national cultural orientations and patient safety culture in these two hospital
compositions.

1.2.

Research aims and objectives

Studies in other industries suggest that national culture influences safety culture in a
homogeneous or multicultural workplace with practical implications for the assessment
and improvement of safety culture. However, due to the variability of the findings,
there is a need to examine how national culture shapes patient safety culture
considering that healthcare has hospitals with culturally homogeneous and culturally
diverse staff.
The aim of the research in this thesis is to unravel the relationship between national
culture and patient safety culture. The findings will contribute to literature in providing
a better understanding of the operational mechanism of national culture within the
healthcare context. It will also provide practical implications of the findings to the
theory of safety culture as well as recommendations.
Based on this, the objectives of the research are:
x

To critically analyse the literature on the role national culture plays in shaping
safety culture

x

To explore the appropriate methodologies to study the relationship between
national culture and safety culture in healthcare

x

To explore and understand the relationship between national culture and patient
safety culture as well as uncover other influencing factors

x

To examine the relationship between national culture and patient safety culture
in a culturally homogeneous hospital
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x

To unravel and understand the relationship between national culture and patient
safety culture in a multicultural hospital

1.3.

Research Methodology

When conducting research, it is important to adopt a suitable research philosophy
which guides the research approach and the choice of methods. There are several
epistemological positions which are adopted to solve a research problem depending
on how knowledge is viewed: either objective and personal (positivist) or subjective,
personal and unique (interpretivist); and over the years other forms of epistemological
positions have arisen such as feminism, critical theory (Creswell, 2014) and
pragmatism (Johnson and Onwuegbuzie, 2007). The researcher adopts the pragmatist
philosophy, which is not committed to any epistemological position but is more
concerned with answering the research question. Consequently, the researcher may
use as many methods as required to solve the problem.

1.3.1.

Research Approach

This thesis used multiple methods within the quantitative and qualitative paradigms.
The researcher firstly conducts a qualitative study to explore participants’ views; the
findings are built into subsequent quantitative studies. To illustrate the nature of the
approaches taken, Table 1.1 presents the methods used in this research
Table 1.1: Methods used for research

Study

Qualitative methods used

Quantitative method used

1

Semi-structured interviews

n/a

2

n/a

Survey (Questionnaire)

3

n/a

Survey (Questionnaire)

4

n/a

Survey Questionnaire)

1.3.2.

Ethical approval

This research was approved by the Loughborough University Ethics Sub-Committee
and the Federal Capital Territory, Nigeria research and ethics committee, in addition
to ethical approval from the respective study sites, including the NHS England. All the
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study participants were provided with an information sheet which included the purpose
of the study, data management and data protection information. Consent was
obtained before taking part in the study.

1.4.

Thesis structure

The thesis contains eight chapters which are summarised below (Figure 1.1).

1.4.1.

Chapter 1

This chapter outlines the background to the research, research aims and objectives,
research methodology and thesis structure.

1.4.2.

Chapter 2

An overview of the literature which underlies the context of the research contained in
this thesis is presented in this chapter. The reviewed topics include safety culture and
patient safety culture. Safety culture and safety climate are discussed within this
chapter followed by core dimensions of safety culture and then, safety culture in other
safety critical domains. The following sections focus on safety culture in healthcare
which includes the history of patient safety culture, dimensions of patient safety
culture and assessment of patient safety culture. The chapter concludes by presenting
some models of patient safety culture.

1.4.3.

Chapter 3

This chapter focuses on the relationship between national culture and safety culture,
starting with a discussion on culture, followed by national culture. Various theories of
national culture are discussed, including the Hofstede cultural framework used in this
research. Following this, cultural tightness and looseness, as well as acculturation
referenced in the studies in multicultural environments. Finally, the chapter reports
the result of a literature review on the relationship between national culture and safety
culture and presents the gap in literature which this research intends to fill.

1.4.4.

Chapter 4

An overview of the research methodology used to unravel the relationship between
national culture and patient safety culture is presented in this chapter. The chapter
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starts with a general discussion of research paradigms. Subsequently, general
research approaches are described, leading to the research approach used within this
thesis – a combination of the qualitative and quantitative approaches. Following is the
discussion of methods used in this research, then a brief discussion about the research
context (Nigeria and UK), data analysis and ethical approval.

1.4.5.

Chapter 5

A series of studies were carried out to explore the relationship between national
culture and patient safety culture, and this chapter presents the findings of the first
study: a qualitative exploratory study which examined the influence of national cultural
orientations on patient safety culture. The study was carried out in two hospitals in
two countries (Nigeria and the United Kingdom) representing a culturally
homogeneous workplace and a multicultural workplace, respectively. The findings of
the study were presented at the 2016 Loughborough Design School conference.

1.4.6.

Chapter 6

The exploratory study in chapter 5 suggests that national cultural orientations shape
perceptions, attitudes and behaviours important for patient safety culture in a
culturally homogeneous hospital in Nigeria. It also suggests that the patient safety
culture assessment instrument may be different in Nigeria. Hence, this chapter reports
the findings of two studies – studies two and three. Study two identified the most
appropriate patient safety assessment instrument for the study population. Using the
instrument identified in study two, study three examined the relationship between
national culture and patient safety culture.

1.4.7.

Chapter 7

The study in chapter 5 indicates that in a culturally diverse environment, background
national cultural orientation of the healthcare workers shape some perceptions,
attitudes and behaviours essential for patient safety culture. Also, some factors which
influenced patient safety culture as well as moderated the influence of national culture
were identified. Therefore, chapter 7 presents the results of an empirical study which
examined the influence of background cultural orientations on patient safety culture
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as well as the influence of other factors identified in study one (Chapter 5). However,
only a subscale of patient safety culture was considered – speaking up climate for
patient safety concern.

1.4.8.

Chapter 8

This chapter discusses the studies contained in the thesis, starting with a summary of
the study findings. Afterwards, the research findings are discussed and positioned
within literature. Practical implications of the research concerning the theories of
safety culture and patient safety culture are considered. Finally, recommendations,
conclusions, limitations of studies and a road map for future work are presented.

Figure 1.1: Overview of the thesis
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Chapter 2
Safety Culture
2.1.

Chapter overview

This chapter presents the concepts underlying this research: safety culture and patient
safety culture. The chapter starts by providing a broad overview of the historical
context of safety culture, followed by its definition and the concept of safety culture
and safety climate. The theoretical status of safety culture described by Guldenmund
(2010) and Silbey (2009) is presented within this chapter; after which safety culture
in other domains is discussed. Safety culture in healthcare is discussed in section 2.5
since this is the domain of interest in this research. The discussion within this section
includes the history of patient safety culture, dimensions of patient safety culture and
commonly used questionnaires. The chapter ends by briefly discussing some models
of patient safety.

2.2.

Safety culture

2.2.1.

Historical context of safety culture

Safety in high hazard industries has been a concern since the middle of the nineteenth
century (Silbey, 2009). In the past 40 years, there have been several technological
catastrophes in high hazard industries. These highlighted the need for continued
improvement in safety e.g. the Three Mile Island, Bhopal, Chernobyl, the Challenger
and Columbia accidents at NASA, the Exxon Valdez oil spill, oil rig accidents, Buffalo
Creek, contaminated blood transfusion and a host of other accidents that have not
been widely publicised (Ballard 1988; Davidson, 1990; Stark 1978; Fortun 2001;
Jasanoff 1994; Keeble 1991; Kurzman 1987; Medvedev, 1992; Silbey, 2009). Each of
these accidents was firstly explained as mere accidents; the result of some
unnecessary mistakes or mismanagement of technology – not a system or design
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failure (Silbey, 2009) because the system was considered flawless. These led to
various activities to improve safety compliance, such as the proliferation of safety
regulations for the industries. Besides, the insurance companies also advocated for
worker compensation and the labour unions were also active; because accidents were
‘they just happen, and it is not the employee’s fault’ (Silbey, 2009), so responsibility
was not the person’s but the situation – the job, the firm, the union or the collective
nation (Silbey, 2009). Consequently, in order to improve safety, more technology was
employed; followed by talks on ‘safety management systems’ which are deemed to
reduce accidents further (Cullen, 1990). Because safety outcome was measured by
indicators such as the fatal accident rate (FAC), lost time injury frequency (LTIF) and
total recordable case frequency (TRCF), safety was shown to improve because these
numbers dropped compared with previous years (Hudson, 2007). Afterwards, there
was a plateau, characterised by the reduction in incident rates, and the desired level
of safety performance, therefore the search for the next safety improvement strategy
continued. (Figure 2.1).
Talk about safety culture emerged during the 1980s when large-scale accidents at
Three Mile Island, Bhopal and Chernobyl accidents occurred (weakening public
confidence in complex technologies). In these early references, the phrase was
primarily used to refer to culture in its most basic meaning: to suggest that nations
differ in their respect for safety. For example, it was believed that the Indian partners
in the Union Carbide plant did not share the US culture, which is considered to value
safety (Silbey, 2009). However, a similar accident happened in the US plant which was
previously declared to be in good working order as a result of its frequent safety
inspections; therefore, other sources were highlighted as reasons for the explosion,
e.g. longstanding, constant, wilful, violations (Perrow, 1999; 1984). With this, the birth
of the concept, safety culture was drawing near.
The concept of safety culture emerged after the Chernobyl accident in 1986, following
a report of the International Atomic Energy Agency (IAEA). The Piper Alpha disaster
in 1988 solidified the call for its implementation. Three years later, another statement
by the U.S. Nuclear Regulatory Commission (1989) encouraged the fostering of safety
culture in all its plants.
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Figure 2.1: The development line, culture becomes the next wave after systems safety (Adapted from Hudson,
2007)

The earlier use of safety culture (before 1980) appeared in discussions relating to the
nuclear power, energy generation and weapons production industries as an “ingrained
philosophy that safety comes first” (Diamond, 1986). Between 2000 and 2007, there
was an explosion in the talk about safety culture in academic literature and popular
media: with over 2250 articles in newspapers, magazines, scholarly journals and law
reviews in an eight-year period including references to safety culture, as opposed to
the prior decade with only 570 references (Silbey, 2009). The past three decades
have witnessed the proliferation of activities in order to understand safety culture as
well as analyse it. Most of this work is in engineering, management and psychology
alongside critical work produced in the sociology and political sciences (Silbey, 2009).
However, there is still much confusion; hence, much to be understood (Edwards,
Davey and Armstrong, 2013).
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2.2.2.

What is safety culture?

Safety culture is a fuzzy concept (Guldenmund, 2000) characterised with a lot of
complexity (Nunen et al, 2017). The complexity ranges from its definition to the debate
about differentiating safety culture and safety climate to the merits of its assessment.
Just like the concept – culture, safety culture has had its share of contentions and
numerous definitions. Table 2.1 presents a few of the definitions of safety culture and
the related concept, safety climate (e.g. Cooper, 2000; Cox and Cox, 1991; IAEA,
1986; Pidgeon, 1991; Wallace and Neal, 2000); but none has been unanimously
accepted (Guldenmund, 2010). Nevertheless, the definition by Lee (1996)– is the most
explicit (Guldenmund, 2010), outlining most of the assumed contents of safety culture,
and it is the most widely cited.

“The safety culture of an organisation is the product of individual and
group values, attitudes, perceptions, competencies, and patterns of
behaviour that determine the commitment to, and the style and
proficiency of an organisation’s health and safety management.”
These contents, as identified by Guldenmund (2000) are commonly referenced
characteristics of organisational culture:
x it is a construct (Cooper and Philips, 1994; Niskanen, 1994);
x It is relatively stable (Guldenmund, 2000)
x it has multiple dimensionality (Cox and Cox, 1991; Brown and Holmes, 1986);
x it is shared by (groups of) people (Zohar, 1980; Cox and Cox, 1991).
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Table 2.1: Definitions of safety climate and safety culture (Guldenmund, 2000)

Reference

Definition of safety culture/climate

Zohar (1980)

A summary of molar perceptions that employees share about their work environments (safety climate)

Glennon, 1982a, Glennon, 1982b

Employees' perception of the many characteristics of their organisation that have a direct impact upon their behaviour to
reduce or eliminate danger (safety climate) and, safety climate is a special kind of organisational climate

Brown and Holmes (1986)

A set of perceptions or beliefs held by an individual and/or group about a particular entity (safety climate)

Lutness (1987)

Not explicitly stated (safety climate)

Cox and Cox (1991)

Safety cultures reflect the attitudes, beliefs, perceptions, and values that employees share in relation to safety (safety
culture)

Dedobbeleer and Béland (1991)

Molar perceptions people have of their work settings (safety climate)

International Safety Advisory Group
(1991)

Safety culture is that assembly of characteristics and attitudes in organisations and individuals which establishes that, as
an overriding priority, nuclear plant safety issues receive the attention warranted by their significance (safety culture)

Pidgeon (1991)

The set of beliefs, norms, attitudes, roles, and social and technical practices that are concerned with minimising the
exposure of employees, managers, customers and members of the public to conditions considered dangerous or injurious
(safety culture)

Ostrom et al. (1993)

The concept that the organisation's beliefs and attitudes manifested in actions, policies, and procedures, affect its safety
performance (safety culture)

Cooper and Philips (1994)

Safety climate is concerned with the shared perceptions and beliefs that workers hold regarding safety in their workplace
(safety climate)

Geller (1994)

In a total safety culture (TSC), everyone feels responsible for safety and pursues it daily (safety culture)
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Niskanen (1994)

Safety climate refers to a set of attributes that can be perceived about particular work organisations and which may be
induced by the policies and practices that those organisations impose upon their workers and supervisors (safety climate)

Coyle et al. (1995)

The objective measurement of attitudes and perceptions toward occupational health and safety issues (safety climate)

Berends (1996)

The collective mental programming towards safety of a group of organisation members (safety culture)

Lee (1996)

The safety culture of an organisation is the product of individual and group values, attitudes, perceptions, competencies,
and patterns of behaviour that determine the commitment to, and the style and proficiency of, an organisation's health
and safety management (safety culture)

Cabrera et al. (1997)

The shared perceptions of organisational members about their work environment and, more precisely, about their
organisational safety policies (safety climate)

Williamson et al. (1997)

Safety climate is a summary concept describing the safety ethic in an organisation or workplace which is reflected in
employees' beliefs about safety (safety climate)
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2.2.3.

Safety culture and safety climate

Over the years, many researchers have tried to distinguish between safety culture and
safety climate (Griffin and Curcuruto, 2016; Choudhry et al, 2007; Flin et al, 2006;
Guldenmund, 2000; Stricoff, 2005) but most studies use it interchangeably. The
differentiation follows the argument of the layers of culture, like an onion described in
chapter 3; which refers to culture as the core and the outer layers as the
manifestations of culture (Guldenmund, 2014 as cited in Waterson, 2014). Hence,
since culture is at the core, safety culture can only refer to the underlying assumptions
and values guiding behaviour while climate refers to the easily seen aspect of culture
characterised by the perceptions and attitudes of individuals in an organisation (Filho
and Waterson, 2018).
The term “safety climate” is described as employees’ perceptions, attitudes, and
beliefs about risk and safety (Griffin and Curcuruto, 2016); providing a “snapshot” of
the current state of safety; reflecting the surface manifestation of safety culture (Flin
et al, 2000). While “safety culture” is argued to be a more complex and enduring trait
reflecting fundamental values, norms, assumptions and expectations (Mearns and Flin,
1999; Zohar, 2010) which to some extent reside in societal culture (Hofstede, 1992).
Consequently, when measuring safety climate (since it is part of the culture onion),
some aspects of safety culture (Griffin and Curcuruto, 2016); this may be why
researchers still use these two terms interchangeably as they have related concepts.
Thus, research on safety climate is somewhat considering the superficial aspect of
safety culture. This research will mostly use the term safety culture in its inclusive
sense since there is no need to distinguish between ‘underlying’ and ‘overt’ attitudes
and perceptions of safety.

2.3.

Theoretical status of Safety Culture

Several approaches to the understanding of safety culture exist in the literature, which
in turn shape its assessment. For instance, Silbey (2009) describes three dominant
‘lenses’ through which culture of safety is viewed:
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The first ‘lens’ culture as causal attitude’, view safety culture as a measurable concept
comprising the values, competencies, attitudes and behaviours about safety existing
within an organisation which “determine[s] the commitment to, and the style and
proficiency of, an organisations’ health and safety programs” (Silbey, 2009, p. 350
quoting Reason, 1997, p. 94). This lens sees culture as the direct or ultimate cause of
unsafe outcomes irrespective of the structure or the processes within an organisation.
Thus, an ideal safety culture guarantees the goal of maximum safety health. It does
not specify the mechanism by which culture shapes the safe or unsafe outcomes of
the organisation. Similar to Guldenmund’s (2014) ‘analytical approach’, organisational
safety culture is created as a construct which is stable, multidimensional and shared;
hence, measured more concretely (Silbey, 2009). Research using this lens observes,
measures and assesses safety culture through the quantitative approach, using survey
instruments to collect individual expressions, attitudes, and beliefs. This lens favours
the positivist epistemological position described in chapter 4: that culture, external to
the actor influences the organisation through its actors.
The second ‘lens’, ‘culture as engineered organisation’ focuses on the importance of
cultural factors on safety outcomes and places emphasis on how organisations
construct their processes and practices to improve safety, reliability and resilience;
speaking less about safety culture but specifically about an organisation’s learning
culture. The proponents of this view adopt a less reductionist or determinist
epistemology than the culture as causal attitude’. It is similar to the previous lens in
that culture is homogenous and instrumentally malleable; therefore, it can be
manipulated, and its consequences can be managed (Silbey, 2009).
The third ‘lens’ refers to ‘culture as emergent and indeterminate’. This is antithetical
to the reductionist and instrumental conceptions but understands culture as being
socially constructed, mediated by artefacts including mental and representational
material. (Gheradi and Nicolini, 2000; Gergen, 2009). An interpretive construction and
irreducible feature of safety culture are seen here, viewing safety culture as embedded
in the cognitive processes of each individual (Guldenmund, 2014). Each event is not
perceived as unique but categorised and responded to as an example of a familiar
event for which interpretations and established responses exist (Silbey, 2009; Gergen,
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2009). So, culture is not just practice but defined as both system and practice – the
system is produced through countless individual actions, and the practice is an act
which is interpretable as part of the system (Guldenmund, 2014).
Guldenmund (2010) also described three approaches in safety culture research:
(1)

Interpretive or anthropological approaches – The primary purpose of this
approach is to describe and understand a culture and the worldview of the
members of the culture (Guldenmund, 2015 as cited in Clark et al, 2015); hence
it is non-normative or value-free (Guba and Lincoln, 1994). This approach treats
culture as a system of meanings and symbols shared between a group of people
belonging to the same social process; therefore, culture cannot be changed
easily nor can it be readily assessed using scientific methods (Geertz, 1973;
Alvesson, 2007; Martin, 1992). Thus, culture is something an organisation is
rather than has. Qualitative methods such as narrative study, phenomenology,
grounded theory, ethnography or case studies (Antonsen, 2009a, 2009b;
Guldenmund, 2010) or a combination of these are recommended methods by
this approach (Creswell, 2014). Interviews, observations and document
analysis are typically some of the methods used to uncover underlying cultural
assumptions (e.g. Scott et al, 2003). More importantly is the consideration of
contextual information, which forms the basis for accurate interpretation of the
resulting data (Guldenmund, 2010). The results are not quantified because
meaning and interpretation drive this research approach, and numbers
abstracted are not considered in the analysis. The research outcome is usually
a ‘thick description’ or a theory of the culture of an organisation (Geertz, 1973;
Glaser and Strauss, 1967; Guldenmund, 2010). This description or theory may

be accompanied by core categories or basic assumption. If the theory turns out
to be incomplete or ‘wrong’, it is adjusted to accommodate the contrasting
empirical finding (Guldenmund, 2010). The data is interpreted to arrive at a
description of the shared assumptions – e.g. assumptions of the organisation,
department, team or unit; which may now form the basis for future assessment
of the safety culture of the organisation, using the analytical approach
(Guldenmund, 2014). The interpretive approach is not commonly used within
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the safety culture literature. For example Zou, Sunindijo and Dainty (2014)
reported less than 25 per cent of safety culture studies in the construction
industry used the interpretive approach, and the limited studies which used this
method applied grounded theory (Stave and Torner, 2007; Walker, 2008) or
case studies (e.g. Walker 2010; Guldenmund, 2008; Berends, 1995)
(2)

Analytical or psychological approaches – this relates to the use of selfadministered questionnaires in safety culture assessment and the analysis of
dimensions, factors and other statistical and psychometric properties of the
instrument. Similar to the ‘culture as causal attitude’ view of Silbey (2009), the
analytical approach views culture as being normative, with distinctive features
referred to as dimensions. This approach is considered analytical because
safety culture is regarded as an attribute of an organisation, that is what an
organisation has, so is more concerned with an organisation’s present
(Hofstede, 1991).
The analytical approach employs realist, post-positivist and quantitative
methodology predominantly. Although the result of a questionnaire study may
be analytical, it can also be interpretive (revealing new concepts which were
not envisioned initially). Nevertheless, the final goal is to develop a robust set
of general concepts (dimensions or factors) on which organisations can be
assessed or compared. Based on this perspective, culture is viewed to be
multidimensional and different cultures can be positioned at various locations
in that space (Guldenmund, 2015). The dimensions are either known
beforehand (through the result of a qualitative study) or determined through
multivariate analysis. So, an organisation’s cultural space is determined by the
result of questionnaire responses using the mean as a common descriptor.
Culture integration, differentiation and fragmentation are explored within this
approach as well as relationships with behavioural outcomes (Guldenmund,
2015).
This approach is suitable for comparative studies because the comparisons are
in principle, value-free, i.e. the mean scores do not have an evaluative sign,
although the underlying individual responses may be based on such evaluations
or perceptions (Hofstede, 2001, p.15; Guldenmund, 2010).
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Scientific research into safety culture generally employ the analytical approach
as the focus is on descriptions of present cultural manifestations such as various
types of behaviours and the perception of these behaviours by existing groups;
nevertheless, in recent times authors in the organisational safety culture
domain are clamouring for a combination of approaches.
(3)

Pragmatic or experience-based approaches – The pragmatic approach to safety
culture research revolves around three essential features of an organisation
which interact to generate a desired level of safety – structure, culture and
process (Hofstede, 2001; Van Hoewijk, 1988; Guldenmund, 2000). Taken
together, these provide the context in which safety-related behaviour takes
place (Hofstede, 2001).
The aim is to change culture through behaviour-directed processes rather than
seeking to diagnose or evaluate culture. Several methods are used to obtain
information, such as observation, interviews, as well as surveys. It emphasises
the safety culture audit method outlined by Ludborzs (1995) which
recommends that in safety culture talks, one must not lose sight of the ‘cultural
superstructure’ because safety culture is part of the organisational culture
which itself is part of an industrial culture and a national culture (Guldenmund,
2010). It recognises that safety culture also differs between industrial and
national

cultures

(Guldenmund,

2010)

suggesting

that

apart

from

organisational level (which is mostly the highest level of aggregation), industry
level and national level aggregation should be considered.

2.4.

Safety culture in other domains

Safety-critical domains include aviation, shipping, nuclear, oil and gas, construction,
healthcare, and so on. Assessment of safety culture in these domains has improved
safety however many authors argue that there is a need for continued work because
of the paucity of studies demonstrating a direct relationship between safety culture
and safety performance (Mearns and Yule, 2009). The assessment of safety culture in
these domains have revealed its multi-dimensional characteristic (Guldenmund, 2000)
with review studies identifying between two to eighteen dimensions (e.g. Flin et al,
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2000, Guldenmund, 2000).

In these domains, safety culture has been mostly

understood and assessed by self-administered questionnaires (e.g. Cooper and Philips,
1994; Niskanen, 1994; Ostrom et al, 1993). Some authors argue that questionnaires
will only capture the outermost layer of culture; hence suggested that to understand
safety culture, qualitative approaches such as ethnography, interviews, observations
should be employed (e.g. Flin, 2006; Guldenmund, 2015).
Zohar (1980), measuring the safety climate of production workers in 20 Israeli
companies), identified eight safety climate dimensions; Brown and Holmes (1986)
used the same questionnaire on a U.S. sample of production workers but identified
three safety climate factors which were attributed to a difference in national culture.
Dedobbeleer and Beland (1991) sought to validate Brown and Holmes’s (1986) three
factors structure on a sample of U.S. construction workers but found that a two-factor
model and they attributed the difference in result to the difference in industry sampled.
Several other researchers have tried to find a consistent safety climate factor
structure, but factor structures and results have not usually been replicated (Hale,
2000). For instance, Coyle et al’s (1995) study in two organisations using the same
safety climate questionnaire found different factors emerging in the different
organisations (seven factors in one and three factors in the other); Mearns et al,
(1998) factor analysed three separate scales – risk perception, assessment of safety,
and safety attitudes – to extract a total of 16 factors. Lee and Harrison’s (2000) safety
climate study extracted 28 safety climate factors, and more recently, a study by Frazier
et al, (2013) identified 12 safety culture factors. These findings suggest that safety
culture dimensions may be domain-specific (because dimensions differ across
domains). Some authors (e.g. Guldenmund, 2010) argued that the variability in
dimensions is because most researchers do not refer to earlier research but conduct
separate studies with the liberty of naming their dimensions resulting in lack of
continuity. Nevertheless, some dimensions were consistently present across domains
(suggesting their importance to safety culture).
A handful of safety culture reviews have identified the most common dimensions in
safety culture/climate research. Guldenmund (2000) reviewed 15 studies and
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identified that the most frequently identified dimensions relate to management, risk,
safety arrangements, procedures, training and work pressure (in that order); with
dimensions related to ‘management’ popping up in analyses about 75% of the time
and a factor ‘safety system’ in about two-thirds of the studies (Flin et al, 2000). Other
dimensions include work pressure, competence and procedures (Guldenmund, 2000).
Flin et al, (2000) reviewed 18 safety climate questionnaires from research in
manufacturing, energy, and transportation industries and found that there were five
common factors: (a) management and supervision, (b) safety system, (c) risk (e.g.,
risk-taking behaviours), (d) work pressure, and (e) competence. More recently a study
carried out by Frazier et al (2013) identified four themes – management concern,
personal responsibility, peer support and safety management systems; leading to a
suggestion to include ‘peer support’ amongst the core dimensions of safety culture.
Despite the lack of consensus about the dimensions of safety culture throughout the
literature, the findings of these reviews suggest that some dimensions may be referred
to as ‘core’ dimensions of safety culture: these include (but is not limited to)
‘employees’ involvement’ and ‘management commitment to safety’ (Guldenmund
(2000).

2.5.

Patient Safety Culture

Much of the discussion in the patient safety culture domain follows the progress in
other high hazard industry such as aviation. The advice by the Institute of Medicine
(Kohn, Corrigan and Donaldson, 2000), as well as the Department of Health (2000)
on the importance of imbibing a culture of safety in healthcare, resulted in high
activities in patient safety culture. The Agency for Healthcare Research and Quality
(AHRQ) defines patient safety culture as ‘group values, attitudes, perceptions,
competencies and behaviours influencing safety performance of organisations (Sorra
and Nieva, 2004:1). Albrecht (2015) explained it as a construct which has the overall
aim of avoiding injuries to patients from the care that is intended to help them by
imbibing behaviours intended to minimise the risk of harm to patients through system
effectiveness and individual performance.
21

Healthcare is different from other safety-critical domains because the nature of work
carried out is often complicated and unpredictable (Bagnara, Parlangeli and Tartaglia,
2010). Apart from this, the managerial relationships are more complex and
ambiguous, varying within and across professional groups (e.g. doctors and nurses).
Furthermore, the focus of safety culture studies in other safety-critical industries is the
worker, whereas, in healthcare, the focus is not only on the worker but also preventing
patient harm (Carthey, 2014). Hence, healthcare is expected to focus on positive
outcomes, the detection of errors (Weick and Sutcliffe, 2003), latent failures that can
lead to accidents (Vincent and Taylor-Adams, 1998) and adverse events (Bagnara,
Parlangeli and Tartaglia 2010). In doing this, there should be reliance on collective
safety organising behaviour in order to meet the challenges of the complex system
plagued with uncertainties which become fatal accidents if not checked (Walker,
Reshamwalla and Wilson, 2012). For it to be collective, various actors and groups
within the healthcare organisation must work together. These actors include various
professional groups from different units within the hospitals who work together, which
are expected to have shared meaning as well as attitude and perception on factors
that are important to the safety of patients.

2.5.1.

History of Patient Safety

Many authors refer to the Institute of Medicine (IOM) work – to err is human (1999,
Kohn, Corrigan and Donaldson, 2000; Leape, 2000) as the seminal work on patient
safety, however, the outcry for patient safety dated back to the beginning of medicine
itself – evident in the Hippocrates oath which says, ‘ first do no harm’ (Vincent, 2010).
Besides, several events over the years have lent credence and voice to the IOM report
which made it a success (Wears, Sutcliffe and Van Rite, 2014); and interest in patient
safety has progressively increased (Waterson, 2014).
This section presents a timeline of some events and historical episodes which
contributed vital information and fuelled the social processes through which the IOM
information was validated and accepted as evidence; interpreted and given a moral
dimension and ultimately transformed into the knowledge used to justify the reform
in healthcare we see today (Wears et al, 2014). The timeline (Table 2.2) adapted from
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Wears et al, (2014) is presented in three periods – the sporadic period, the cult period,
and the breakout period through which patient safety evolved and eventually became
a legitimate area of study and research.

The sporadic period
This period ranging from ancient Greeks to about the 1950s is characterised by
isolated evidence scattered around but did not merge into a coherent body of thought.
The first evidence is the Hippocrates writing where he advised physicians to “abstain
from harming or wronging any man” (Vincent 2010), indicating that safety in medical
practice dates back to the classical times. Similarly, Florence Nightingale, the
foundational philosopher of modern nursing, in 1863 wrote, “the very first requirement
of a hospital [is] that it should do the sick no harm” (Sharpe and Faden, 1998).
Although these statements were not literal ‘patient safety’ statements, prioritising the
safety of patients is implied.
In 1847, Semmelweiss provided the earliest organised empirical evidence on the risk
of healthcare in puerperal sepsis using empirical observation to explore its origin and
prevention (Vincent, 2010; Jarvis, 1994). In 1915, early twentieth century, Ernest
Armory Codman, a surgeon, advocated for the classification of reporting of surgical
errors. He agreed that some errors are due to skill, judgement, equipment and
diagnosis while some may be ‘calamities of surgery’ over which there was no control.
He also argued that apart from documenting the errors, this documentation should be
made public; which forms much of the patient safety discussion of the twenty-first
century (Wears, 2014; Vincent, 2010).
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Table 2.2: History of Patient Safety Timeline adapted from Wears (2014)

THE SPORADIC ERA
4BCE:

Hippocrates writes “abstain from harming or wronging any man.” (Vincent
2010: 3)

1847:

Semmelweis documents the risks of medical treatment (Vincent, 2010)

1860:

Nightingale states “A hospital should do the sick no harm.” (Sharpe and
Faden, 1998: 157)

1915:

Codman designs classification of reporting of surgical errors (Timmermans
and Berg, 2003)

THE CULT ERA
1955:

Barr presented “The hazards of modern diagnosis and therapy – the price
we pay” (Barr, 1955)

1959:

Moser’s book Diseases of Medical Progress (Moser, 1959)

1964:

Gastroenterologist Elihu Schimmel presented a paper on the hazards of
hospitalisation (Schimmel, 1964)

1978:

Cooper: Preventable Anaesthesia Mishaps published

1982:

20/20 “The Deep Sleep” airs

1984:

Libb Zion dies

1985:

Anaesthesia Patient Safety Foundation formed

1991:

Harvard Medical practice studies published in the New England Journal of

Medicine
1994:

Leape: “Error in Medicine” in the Journal of the American Medical

Association published
1995:

Boston Globe Columnist Bets Lehman dies

1996:

First Anenberg Patient Safety Conference held

1997:

National Patient Safety Foundation formed

THE BREAKOUT ERA
2000:

Institute of Medicine publishes To Err is Human

2000:

The British Medical Journal publishes a Special Issue on Patient Safety,
Leape, Berwick editors

2000:

The British National Health Service publishes An Organisation with a

Memory
2001:

Josie King dies at Johns Hopkins

2004:

World Alliance for Patient Safety is formed by the World Health
Organization
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The cult period
The next era is ‘the cult’ (Wears et al, 2014) in which modern patient safety was
beginning to take shape and bits of data and evidence started to merge into a more
related whole through a select few advocates of safety in healthcare. Evidence,
information and knowledge in this period came from a variety of sources such as
scientific studies, a narrative in healthcare and social and safety sciences. The
development in this era began with a physician, David Barr’s 1955 Billing Memorial
Lecture entitled “The Hazards of Modern Diagnosis and Therapy – The Price We Pay”
(Barr, 1955). He pointed out that there are inevitable risks associated with healthcare
but reasoned that physicians have a part to play in reducing unnecessary harm. Others
include the book by Moser, ‘Diseases of Medical Progress’ (Moser, 1959) which
promoted the argument that harm was not totally inevitable. Schimmel (1964) also
highlighted the burden of adverse events in hospitals, and this was supported by Steel
et al (1981) whose work showed that 36% of patients suffer some adverse events.
A decade later, a Harvard Medical Practice Study which reviewed some medical records
in 1984 across New York hospitals found 1133 adverse events in a sample of 30,195
patient records. Out of that, 58 per cent was due to errors in management, of which
almost half were due to negligence (Leape et al, 2011). This study, being more
influential than earlier studies, received brief national publicity leading to the
acknowledgement that adverse events occur, and negligence should be differentiated
from error and safety. Thus, justifying medical error as a legitimate field for research
and policy (Van Rite 2011).

The breakout period
At the end of the cult period, patient safety had moved up into the broader public
sphere with associated opposition and denial (Wears et al, 2014). Several cases of
unacceptable high-profile medical cases were reported across the western hospital
system. Some were single cases (e.g. wrong-site surgery errors, and infections),
others were the case of a number of patients being killed either by the same errors
committed by different healthcare professionals (e.g. the Vincristine deaths) (Noble
and Donaldson, 2010) or by the same doctors making repeated errors (e.g. the
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Manitoba and Bristol paediatric surgery fatalities) (Flin, 2006; Spurgeon, 1998). Two
activities appeared within a few months of each other and stood out as highly
influential in establishing patient safety as a point of focus in modern healthcare. The
2000 IOM report To Err is Human combined the estimate of 44,000 – 98,000 US deaths
from previous studies with personal stories of Betsy Lehman, a popular health
columnist; medication misadministration casualty of an 8-year-old Ben Kolb; wrong
site surgery victim, Willie King; and others (Wears et al, 2014). Concurrently in Europe,
a similar revolution was taking place; with the Department of Health, UK publishing
An Organization with a Memory (2000). This was followed by a series of government
activities such as the establishment of the UK’s National Patient Safety Agency in 2001
(Department of Health, National Health Service, 2001) and a call to improve the
culture of safety in healthcare.
The IOM in its report advised that “The experiences of other industries provide

valuable insight about how to begin the process of improving the safety of health care
by learning how to prevent, detect, recover and learn from accidents.” ( p. 137).
Similarly, the Department of Health (2000) in the UK noted: “ Safety cultures can have

a positive and quantifiable impact on the performance of organisations. …Culture is a
crucial component in learning effectively from failures; “(p. 46). Following these
exhortations were a series of research studies into safety culture in healthcare, which
includes learning from other industries (Flin et al, 2006) and understanding relevant
dimensions to patient safety culture.

2.5.2.

Dimensions of patient safety culture

Several studies have been conducted to identify the dimensions of patient safety
culture. Similar to safety culture in other domains, patient safety culture is
multidimensional, attributed to the variety of questionnaires; differing professional
groups with different hazard levels, varying working condition, recruitment criteria and
training requirements. (Itoh, Andersen and Mikkelsen, 2014). openness dimension of
the HSPSC).
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Colla et al, (2005) in the review of nine patient safety culture instruments identified
five dimensions which appeared in most of the studies: leadership, policies and
procedures, staffing, communication, and reporting. This finding is supported by a
recent review by Halligan and Zecevic (2011) which surveyed 113 articles and reported
that the following dimensions were frequently cited: leadership commitment to safety,
open communication found on trust, organisational learning, non-punitive approach
to adverse event reporting and analysis teamwork, and shared belief in the importance
of safety. Similar results were reported by Sammer et al (2010) and Singla et al (2006).
These review findings suggest that some dimensions, such as management
commitment to safety, communication, and reporting, are among the core dimension
of patient safety culture. However, a recent review by Alsalem, Bowie and Morrison,
(2018) identified a significant degree of overlap in the contents of the dimensions
between different questionnaires (e.g. between items in the Hospital Survey of Patient
Safety Culture and Safety Attitude Questionnaire)
The next section will discuss Communication – speaking up. This is because of its close
association with the national culture dimensions (Hofstede, 1980) which are related
to power gradient, group-think, preference for cordial relationship nad uncertainty
avoidance (Reader et al, 2015).
2.5.2.1. Communication – Speaking up
The previous section highlighted several review studies which revealed that open
communication referred to as “speaking up” (Martinez et al, 2014) is a core dimension
of patient safety culture. Communication within a healthcare environment refers to
employees irrespective of their professional role or group having the right and
responsibility to speak up on behalf of patients, especially on issues concerning patient
safety (Sammer et al, 2010). “Speaking up” is defined as assertive communication of
patient safety concerns through information, questions or opinions where immediate
action is needed to avoid patient harm (Premeaux and Bedeian, 2003; Lyndon et al,
2012; Schwappach and Gehring, 2014). Okuyama, Wagner and Bijnen (2014) defined
“speaking up” as the raising of concerns by healthcare professionals for the benefit of
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patient safety and care quality upon recognising the unsafe or deficient action of other
members of the healthcare team within a hospital environment.
Poor communication has been linked to unsafe practices and medical errors (Stone,
2002; Dunbar, 2006; Garon, 2012). For instance, the incident on the intrathecal
administration of vincristine that led to the death of David James revealed that failure
of the junior doctor to speak up and challenge the senior colleague was one of the
factors that led to the error (Schwappach and Gehring, 2014). Speaking up has also
been linked to improvement processes in teams through the ability of individuals to
share thoughts and ideas (Detert and Burris, 2007), and critical information (Helmreich
and Sherman, 1996). Hence, patient safety can be compromised when healthcare
workers do not speak up about patient safety concerns (Garon, 2012).
Several barriers to speaking up are identified in literature: for instance, a study by
Etchegaray et al, (2017) revealed that leadership and personal factors contributed to
the failure of individuals to speak up about patient safety concern. Similar findings
were reported by Morrison and Lilliken, (2000), Detert and Edmondson, (2007) and
Garon, 2012). Contextual factors such as hospital policy, team relationships and
interprofessional policies were identified by Okuyama et al (2014) as factors that
influence speaking up. A qualitative review by Morrow, Gustavson and Jones, (2016)
identified four main themes which negatively affected speaking up – hierarchies and
power dynamics, speaking up perceived as ineffective, embedded expectation of
“nurse” behaviour and nurse managers. Conversely, a study by Schwappach and
Ghering (2015) found that management advocacy for patient safety and psychological
safety significantly increased speaking up. Other studies (e.g. Scwappach and
Ghering, 2014) found that collective understanding of the high potential for harm, the
belief that speaking up will be well received, and bilateral professional communication
fostered the willingness to speak up.

2.5.3.

Measuring Patient Safety Culture

Patient safety culture is widely assessed through the quantitative approach using
questionnaire (Halligan and Zecevic, 2011); this is also the most common assessment
method in other safety critical organisations (Guldenmund, 2000; 2015). Several
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studies have questioned the assessment of patient safety culture using quantitative
methods (e.g. Flin et al, 2000; Guldenmund, 2000), arguing that culture is deepseated underlying assumption which cannot be uncovered using this approach.
Therefore, these authors have argued for qualitative studies (e.g. Flin et al, 2000) and
mixed methods studies (Guldenmund 2000). Despite this, the majority of studies still
use the quantitative survey method (Halligan and Zecevic, 2011). In order to answer
the research question and to understand factors influencing patient safety culture,
multiple methods are employed (see Chapter 4).
In the past, patient safety culture was measured using adapted versions of
questionnaires developed in other industries such as aviation (e.g. Thomas, Sexton
and Helmreich, 2003); however, in the last decade, instruments specific to healthcare
have been developed (Flemming, 2005). Several review studies have assessed these
instruments (e.g. Flin et al, 2006; Colla et al, 2005; Halligan and Zecevic, 2011;
Hammer and Manser, 2014; Alsalem, 2018) and the summary of the findings is that:
these instruments vary in the number of dimensions they assess (from one to twelve),
and in number of items (from nine to seventy-nine), and psychometric properties
(coefficient alpha ranging from 0.63 to 0.86). These reviewers considered the
psychometric properties of the instruments using the criteria suggested by Flin et al
(2006): content validity, criterion validity, and internal reliability of the factors.
The most recent, a review by Alsalem et al, (2018) identified 5 tools which are
frequently used to assess patient safety culture in acute care hospitals: Agency for
Healthcare Research and Quality (AHRQ)’s Hospital Survey on Patient Safety Culture
(Sorra and Nieva, 2004); (2) Safety Attitude Questionnaire (Sexton et al, 2006); (3)
Patient Safety Culture in Healthcare Organizations Survey (Singer et al, 2007); (4)
Canadian Patient Safety Climate Scale (Ginsburg et al, 2009) and Safety Organising
Scale (Vogus and Sutcliffe, 2007), and other review studies such as Halligan and
Zecevic (2011) identified four tools as the most frequently cited: Hospital Survey on
Patient Safety Culture (HSPSC), Safety Attitude Questionnaire (SAQ), Patient Safety
Culture in Healthcare Organizations Survey (PSCHO) and Modified Stanford Patient
Safety Culture Survey Instrument (MSI). However the most common amongst the
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review studies are the HSPSC, SAQ and PSCHO; these will be discussed in subsequent
sections.
2.5.3.1. Hospital Survey on Patient Safety Culture (HSPSC)
Researchers at Westat developed the HSPSC under an America Health Research and
Quality (AHRQ) contract (Nieva and Sorra, 2003; Sorra and Nieva, 2004). A literature
review was conducted in the areas: safety management and accidents; organisational
and safety climate and culture; medication error and incident reporting; and patient
safety. Also, existing safety climate and culture instruments were examined. This was
followed by identifying key dimensions of patient safety culture and the development
of survey items. The draft survey was cognitively tested and reviewed by researchers
and hospital administrators for clarification and further input. The survey was piloted
in 2003, refined and then reused in 2006 with 382 hospitals and over 100,000
respondents.
The HSPSC assesses hospital personnel’s opinion about patient safety issues, medical
error and incident reporting. Twelve dimensions (Table 2.3): a total of 42 items with
items per dimension ranging from 3 to 4. Most of the items use a 5-point response
scale of agreement or frequency. The instrument contains two outcome questions
asking respondents to provide an overall grade on patient safety and to indicate the
number of adverse events reported over the past 12 months; and background
information (such as work area/unit, staff position and direct contact with patients).
Table 2.3 provides a brief description of each patient safety culture dimension.
Since its development, the HSPSC has been widely used in various countries in English
and translated to other languages (e.g. Smits et al, 2008. Bodur et al, 2010; Eiras et
al, 2014) Some of these studies have reported inconsistent psychometric properties.
For instance, studies in China (e.g. Nie et al, 2013), France (e.g. Perneger et al, 2014),
Norway (e.g. Haugen et al, 2010) and the UK (e.g. Waterson et al, 2010) have
reported less performance compared with the original tool (Hammer and Manser,
2014). Most of the dimensions have good internal consistency but organizational
learning and continuous improvement, staffing (Haugen et al, 2010), communication
openness, frequency of error reporting, teamwork across hospital unit (Chen and Li,
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2010) have consistently yielded poor reliability in many studies suggesting that these
dimensions have less influence on patient safety culture in the countries studied.
2.5.3.2. Safety Attitude Questionnaire (SAQ)
The SAQ was created by Sexton et al (2006) and is used in various clinical settings
such as ambulatory, intensive care unit, community care. A large percentage of the
items in the SAQ is from the Flight Management Attitudes Questionnaire (FMAQ), and
some items were derived from discussions with healthcare providers and subject
matter experts (Sexton et al, 2006). Two conceptual models informed the items:
Vincent’s framework for analysing risk and safety (Vincent et al, 1998) and
Donabedian’s conceptual model for assessing quality (Donabedian, 1988). A pool of
questions was generated; but reduced to 34 items measuring six primary dimensions
of the work environment, after pilot testing and exploratory factor analyses. The six
dimensions as presented in Table 2.4 are safety climate, team climate, job satisfaction,
perception of management (unit and management), working condition and stress
recognition. The dimensions consist of four to six items, which answered on a 5 -point,
Likert-type scale ranging from 1 ’disagree strongly’ to 5 ‘agree strongly’ and a ‘not
applicable’ answer (Sexton et al, 2006).
Researchers (depending on the purpose of their study) aggregate the survey
responses at the unit level or the organisation level. Several authors have conducted
reviews on the psychometric properties of the SAQ with good results (e.g. Etchegray
and Thomas, 2014) and strong evidence for reliability and validity. These results are
replicated at the individual and unit levels (Etchegray and Thomas, 2012; Profit et al,
2012; Schwendimann et al, 2012; Wenger et al, 2012). The SAQ is also linked with
many safety interventions (for instance, executive walk rounds, teamwork) and is
reported as a good predictor of patient safety outcomes (Etchegray and Thomas,
2014).

Other studies using SAQ in other countries have reported good and strong

psychometric properties for all the dimensions; for instance, a study in a Norwegian
hospital (Deilkas and Hofoss, 2008) using the short form reported good internal
reliability (0.71 – 0.85) for all the dimensions.
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Table 2.3: Hospital Survey on Patient Safety Culture Dimensions (Nieva and Sorra, 2006)

Dimension
Communication
openness
Feedback and
communication about
error
Frequency of events
reported
Handoffs & transitions
Management support for
patient safety
Nonpunitive response to
error
Organizational learning-Continuous improvement
Overall perceptions of
patient safety
Staffing
Supervisor/manager
expectations and actions
promoting safety
Teamwork across units
Teamwork within units

Definition
Staff will freely speak up if they see something that may
negatively affect patient care, and feel free to question those
with more authority
Staff are informed about errors that happen, given feedback
about changes put into place based on event reports, and
discuss ways to prevent errors
Mistakes of the following types are reported: those caught and
corrected before affecting patients; with no potential harm to
patient and those that could harm patients but do not
Important patient care information is transferred across hospital
units and during shift changes
Hospital management provides a work climate that promotes
patient safety and shows that patient safety is a top priority
Staff feel that their mistakes are not held against them, and
mistakes are not kept in their personnel file
Mistakes have led to positive changes and changes are
evaluated for their effectiveness
Procedures and systems are good at preventing errors and there
is a lack of patient safety problems
There are enough staff to handle the workload and work hours
are appropriate to provide the best care for patients
Supervisors/managers consider staff suggestions for improving
patient safety, praise staff for following patient safety
procedures, and do not overlook patient safety problems
Hospital units cooperate and coordinate with one another to
provide the best care for patients
Staff support one another, treat each other with respect, and
work together as a team

Example survey item
We are given feedback about changes put into place based on event
reports.
We are given feedback about changes put into place based on event
reports.
When a mistake is made, but is caught and corrected before
affecting the patient, how often is this reported?
Things "fall between the cracks" when transferring patients from one
unit to another
Hospital management provides a work climate that promotes patient
safety
Staff feel like their mistakes are held against them. (negatively
worded)
We are actively doing things to improve patient safety
Patient safety is never sacrificed to get more work done
We have enough staff to handle the workload
My supervisor/manager says a good word when he/she sees a job
done according to established patient safety procedures.
There is good cooperation among hospital units that need to work
together.
People support one another in this unit
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Table 2.4: Safety Attitude Questionnaire (SAQ) dimensions (Sexton et al, 2006)

Dimensions
Safety Climate
Team Climate
Job satisfaction
Perception of management

Stress recognition
Working condition

Definition
Environment emphasises
safety
Environment focuses on
teamwork
Positive feeling about job
Management (Hospital and
Unit) provides needed
support
Role stress plays at work
Overall quality of working
environment

Example survey item
Medical errors are handled
appropriately in this unit
My input is well received in this
unit
Working here is like being part
of a large family
Management supports my daily
efforts
am less effective at work when
fatigued
This hospital does a good job of
training new staff

2.5.3.3. Patient Safety Climate in Healthcare Organizations (PSCHO)
A group of US researchers developed the PSCHO, guided by theories based on
research in safety-critical industries, such as nuclear aircraft carriers and commercial
aviation (Singer et al 2006). The instrument was developed to measure safety climate
among hospital personnel across multiple hospitals. The authors reviewed existing
safety climate surveys in other safety-critical industries and identified 16 topics with
theoretical support. The items were reviewed and modified for use within the hospital
setting. Additional questions were generated and included based on several guiding
assumptions such as ‘patient outcome is a product of multiple professionals working
across multiple work areas’; ‘acculturation (with regards to organisational culture)
takes place over time through the process of socialisation within the units’; ‘these
norms are influenced by institutional policies, procedures and decisions’ (Singer et al,
2007). The primary instrument consisted of 122 items using a five-point Likert
response scale ranging from ‘strongly disagree’ to ‘strongly agree’ and a midpoint label
‘neither agree nor disagree’. A few questions used the frequency scale, and the ‘yes’
or ‘no’ scale. The instrument was pilot tested twice after which the questions were
reduced to 38, measuring nine dimensions: senior management engagement,
organisational resources for safety, overall emphasis on safety, unit safety norms, unit
recognition and support for safety efforts, fear of shame, provision of safe care,
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learning, fear of blame. At the end of the study, Singer et al (2006) identified a model
showing three factors measuring organisational factors; two factors measuring unit
factors; three factors measuring individual factor, and one factor which measured
safety outcome. Although the instrument demonstrated acceptable psychometric
properties (see Flin et al, 2006), the limitation of the instrument is that three individual
dimensions demonstrated low internal consistency and there was selection bias
(Alsalem et al, 2018).

2.5.4.

Measuring Speaking Up Climate

‘Speaking up’ is commonly assessed by qualitative methods such as interviews and
focus groups (e.g. Garon, 2012; Morrow, Gustavson and Jones, 2016); however,
quantitative methods such as surveys are also widely applied (e.g. Martinez et al,
2014). Patient safety culture tools have measured speaking up as part of other
dimensions; for instance, the SAQ measured aspects of speaking up in the team
climate and safety climate dimensions; and HSPSC measured speaking up as part of
the communication openness dimension.
Patient safety culture researchers have advocated for speaking up subscale (Martinez
et al, 2014); or an instrument which explicitly measures speaking up (Richard, Pfeiffer
and Schwappach, 2017). Martinez et al (2014) developed two subscales: speaking up
for patient safety concern (SUC-Safe) and speaking up for unprofessional behaviours
(SUC-Prof), which can be included in a patient safety culture tool. Five items measured
the SUC-Safe subscale and four items measured the SUC-Prof subscale. Two items
from each subscale were adapted from the team climate and safety climate
dimensions of the SAQ. However, discriminant validity revealed that these subscales
were different from the safety climate and team climate subscales of the SAQ leading
to the conclusion that it is appropriate to measure speaking up climate as a separate
dimension of patient safety culture.
Richard, Pfeiffer and Schwappach (2017) recently developed a survey instrument to
measure speaking up related behaviour and perceptions of speaking up-related
climate. The frequency of speaking up related behaviours included 11 items measuring
34

three scales addressing (1) frequency of perceived safety concern (2) frequency of
withholding voice, that is, not speaking up and (3) the frequency of speaking up.
Three subscales having a total of 11 items assessed the speaking-up related climate:
(1) the psychological safety for speaking-up scale (2) the encouraging environment
for speaking-up scale and (3) the resignation scale.
Table 2.5: Speaking up climate subscale items (Martinez et al, 2014)

SUC-Safe

SUC-Prof

2.5.5.

1. Speaking up about patient safety concerns results in meaningful
change in my clinical area
2. The culture in my clinical area makes it easy to speak up about
a patient safety concern that does not involve me or my patients
3. In my clinical area, I observe others speaking up about patient
safety concerns even if they are not directly involved in the
patient’s care
4. I am encouraged by my colleagues to speak up about patient
safety concerns
5. In my clinical area, it is difficult to speak up if I have a patient
safety concern
1. Speaking up about unprofessional behaviour results in
meaningful change in my clinical area
2. The culture in my clinical area makes it easy to speak up about
a patient safety concern that does not involve me or my patients
3. In my clinical area, I observe others speaking up about patient
safety concerns even if they are not directly involved in the
patient’s care
4. I am encouraged by my colleagues to speak up about patient
safety concerns

Models of Patient Safety Culture

Several models of safety cultures have been extensively discussed in the literature
(e.g. Cooper, 2000; Guldenmund, 2000). These models have either been developed
using empirical evidence or literature search; the sole aim is for better understanding
of safety culture (Guldenmund, 2010). Nevertheless, a drawback is that most authors
do not build on existing models resulting in the slow pace of safety culture research
development. Despite this, some researchers have attempted to build on previously
developed: For instance, Vincent (1998) improved on the model put forward by
Reason (1995); Mearns (2013) improved on the model of safety culture developed by
Mearns and Flin (1999).
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These models combine the model characteristics of being hierarchical, having causal
relationships and using a systems approach. Some of these models include Safety
Hierarchy Model (Palmieri et al, 2010); Model of culture and climate in health care
(West, Topakaas and Dawson, 2014); Organisational accident model (Vincent, TaylorAdams and Stanhope, 1998); Zohar (2007).
1. Safety Hierarchy Model – Palmieri et al, (2010): presents the hierarchical
approach to safety. It also represents the systems approach, which considers
all the levels that have been found to influence safety.
2. A model of organisational accident causation within patient safety – Vincent et
al, (1998) – model components is specific to the healthcare industry. It also
provides information on the relationship between latent failures and accidents
and integrates the whole hierarchy of factors, including organisational
influences on the practice of medicine and their components.
3. Health care Safety Climate Model (Zohar, 2007): This identifies the existence
of hospital and unit factors which influence patient safety climate.
4. Model of Culture and Climate in Health care (West, Topakaas and Dawson,
(2014). This model represents the interaction between culture and climate in
healthcare and a causal relationship on what leads to the safety outcomes.
5. Systems Engineering Initiative for Patient Safety (SEIPS) model (Holden et al,
2013). This model was developed for healthcare because of the increased
recognition of the value of human factors/ergonomics in designing personcentred models of sociotechnical systems. It focuses on three principles of
human factors: systems orientation, person-centredness and design-driven
improvement (Dul et al, 2012). In 2013. The original model was redesigned
(SEIPS 2.0) to incorporate three human factors concepts: configuration,
engagement, and adaptation (Holden et al, 2014). The concept of configuration
highlights the properties of sociotechnical system of being dynamic, hierarchical
and interactive. “Engagement” emphasises the relationship between the
various individuals (e.g. caregivers, patients, other non-professionals) and
healthcare teams which sometimes act independently or collaboratively.

“Adaptation” refers to how the system adapts in planned and unplanned ways
(Hodlen, 2014).
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These models identify the influence of proximal or distal factors on organisational
safety factors. For instance, SEIPS acknowledges the influence of external factors on
patient safety; however, the external factors are not explicitly stated. The Model of
culture and climate in health care (West et al, 2014) recognises that national context
influences patient safety culture and climate; however, there is no reference to which
of the national context such as policy or national culture.
The research in this study builds on the models which have acknowledged the
influence of external factors such as national context on patient safety. The findings
are expected to improve understanding of the influence of external factors such as
national culture on patient safety culture.

2.6.

Conclusion

The concept of patient safety culture is not only similar to the overarching concept –
safety culture but these have been found to have similar theoretical approaches to its
understanding and assessment. Some core dimensions cut across safety culture and
patient safety culture, such as management and supervisor commitment to safety and
communication, and some dimensions are found to be industry-specific, such as team
working in healthcare and aviation.
Researchers have advocated for the use of qualitative research approaches such as
interviews and observation, and even the mixed methods but most authors in
healthcare, as well as other industries, have commonly used the quantitative survey
method. In healthcare, the most common assessment method is the questionnaire
method with a handful using the qualitative method. Most of these surveys have been
developed specifically for healthcare, the most widely used being the HSPSC and the
SAQ. These questionnaires have been used across different countries and languages
with different psychometric properties.These differences may be as a result of some
external factors such as (national context) acknowledged by some models of safety
culture.
The next chapter continues by exploring the literature on the relationship between
national culture and safety culture.
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Chapter 3
Safety Culture and National Culture: A literature
review
3.1. Chapter Overview
This chapter reviews the literature on the relationship between safety culture and
national culture. However, before the extensive literature review, the concept of
national culture is discussed, starting with the broad concept – culture. Following is
the definition of national culture and the theories of national culture. Four national
culture theories are discussed, including the Hofstede cultural framework, which is the
national culture framework used to understand the relationship between national
culture and patient safety culture in this research. In measuring national culture,
researchers have proposed levels of measurement, which is either at the individual
level or country level. This discussion is presented under section 3.3, with arguments
for each level of measurement. The concept of tightness or looseness of culture is not
a variation of national culture; however, studies suggest that the degree to which
individual cultural orientation conforms to the national culture depends on how tight
or loose the culture is (Taras et al, 2010); hence the concept is discussed in section
3.4. Furthermore, acculturation is briefly discussed because this research considers
the cultural orientation of migrants in a host country who may have acculturated,
hence reducing the influence of their background culture.
Section 3.6 considers other levels of culture relevant in healthcare such as professional
culture and its relationship with safety culture. Finally, subsequent sections present
an extensive literature review on the relationship between national culture and safety:
firstly, about other domains and then healthcare. The chapter concludes by presenting
the summary of findings and way forward.
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3.2. Culture
According to Geertz, there is no culture without humans but also, “more significantly,
without culture, no men” (Geertz, 1973, p.49). Culture as a concept has been around
for many years and received much attention in the social sciences, particularly
anthropology and sociology. Forty-five years ago, Kroeber and Kluckhohn (1952)
discovered more than 160 definitions of culture and presently, there is no consensus
on the definition of culture by authors in anthropology and sociology. For instance, in
Clark’s review of national character, he described culture “as a distinctive, enduring
pattern of behaviour and/or personality characteristics” (1990).
In anthropology, culture is defined as common sets of ideas, values, attitudes, and

norms that characterise a group of people (Haukelid, 2009). Hall and Hall (1990) view
“culture as a system for creating, sending, storing and processing information. Culture
used in this sense of the word encompasses all sides of society, thus influences such
things as safety, technology, politics (ibid.) and how we act and think in our everyday
lives. In other words, culture influences most things, perhaps everything we do. In
recent years, the social sciences reconceptualised culture as “the medium of lived
experience” (Jacobs, 2016 p.1), a normatively plural system of symbols and meanings
that both enables and constrains social practice and action (Sewell 2005, pp. 152-175;
Silbey 2009). Geertz, a well-known cultural anthropologist mentioned that culture
should be seen as an ordered system of meaning and symbols, in terms of which social
interaction takes place (Geertz, 1973, p. 144); thereby becoming “the fabric of
meaning in terms of which human beings interpret their experience and guide their
action” (Geertz, 1973, p. 14).
Tayeb (1995), another cross-cultural researcher, defines culture as a set of historically
evolved learned values and attitudes and meanings shared by the members of a given
community that influences their material and non-material way of life. Members of the
community learn these shared characteristics through different stages of the
socialisation processes of their lives in institutions such as family, religion, formal
education, and society (Tayeb, 1995).
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Although there is no agreement on the definition of culture (Tayeb, 1998), some
characteristics are shared by most authors in anthropology and sociology – that culture
is shared amongst a group of people. It is not inherited but learned as a result of
socialisation; it shapes behaviour and attitude; forms the way we approach, interpret,
remember and respond to information that reaches us. This collective phenomenon of
culture is connected to different collectives; and within each collective, there are a
variety of individuals (Hofstede, 2011).

3.2.1.

Layers of culture

Many researchers, especially in the cross-cultural domain, consider culture to have
different layers, like the layers of an onion (Schein, 1992). These layers represent the
different manifestations of culture at which it can be studied (Schein, 1996). On the
outer layer, are the products of culture like the language, food, dressing, rituals. These
are expressions of deeper values and societal norms that are not necessarily visible
(values such as, status, material success, absolute respect for elders); hence, these
are more difficult to identify (Trompenaars and Hampden-Turner, 2011).
There is no consensus about the label given to any of the layers or the core
(Guldenmund, 2010) so, several authors in the cultural domain refer to them with
different labels (Table 3.1). For instance, Hofstede locates norms and value at the
central core whereas Trompenaars Hampden-Turner (2011) and Schein (2010) locate
underlying assumption at the core (Table 3.1), but the same meaning is implied –
what is taken for granted. Most authors agree that the core of culture remains
relatively stable during the rest of our lives; this forms the justification of culture
research in which researchers seek to understand its influence, constituents, and
consequences.
Schein (1992) removed values from the core, replacing it with basic assumptions,
hence, what is at the core of most authors’ onion is spread over two layers in Schein’s
(1992). Hofstede (1980) also referred to the outer layers (rituals, heroes and symbols)
as practices.
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Table 3.1: Layers of culture (adapted from Guldenmund, 2000)

Author

Central (core)

Layer 1

Layer 2

Layer 3

Deal and Kennedy
(1982)

Values

Heroes

Rites and
rituals

Communication
network

Hofstede (1991)

Values

Rituals

Heroes

Symbols

Sanders & Neuijen
(1987)

Values and
principles

Rituals

Heroes

Symbols

Schein

Basic
underlying
assumptions

Espoused
values

Artefacts

Van Hoewijk (1988)

Fixed
convictions

Norms and
values

Myths, heroes,
symbols,
stories

Trompenaars and
Hamden-Turner (1997)

Basic
assumptions

Norms and
values

Explicit culture
(e.g.
behaviours,
clothes, food,
language,
housing)

Spencer-Oatey (2000)

Basic
assumptions
and values

Beliefs,
attitudes and
conventions

Systems and
institutions

(1992)

Code of conduct,
rituals,
procedures

Artefacts and
products; rituals
and behaviour

Schein posits that the practices are easier to change compared to the norms and
values because norms and values are learned in childhood during socialisation in the
family, at school and in the environment an individual was raised.
While Hofstede’s and Trompenaars’ onions are based on research into national
cultures, Schein’s is based on organisational culture. According to Hofstede, Schein’s
‘basic assumptions’ are less ‘basic’ than national norms and values; and within
organisations, certain beliefs are more pervasive than Hofstede’s practices
(Guldenmund, 2000).
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3.3.

National culture

National culture is defined as “the collective programming of the mind acquired by
growing up in a particular country” (Hofstede, 1991, p. 262); therefore, we can say
people of the same national culture share a propensity to favour certain values or
state of affairs over others.
Nations as units of analysis in cross-cultural studies is a controversial approach which
has been defended by leading cross-cultural psychologists (e.g. Smith, 2006;
Hofstede, 1980; House et al, 2004). Political scientists and economists strongly defend
this method, stating that: “Despite globalisation, the nation remains a key unit of
shared experience and its educational and cultural institutions shape the values of
almost everyone in that society” (Inglehart and Baker, 2000, p.37). According to
Parker (1997 p.1), national culture is viewed as a “critical factor affecting economic
development, demographic behaviour and general business policies” and some
authors also mentioned that national culture affects organisational behaviour
(Hofstede, 1980; Minkov and Hofstede, 2011).
On the other hand, authors who have argued against nations as the unit of analysis
suggest that there may be significant cultural diversity within some countries (e.g.
House and Javidan, 2004; Lenartowicz and Roth, 2001) and similarities across national
borders (Tung, 2008; Boyacigiller et al, 2007). These arguments led to a series of
empirical studies which found a weak argument for subcultures within a nation or
transnational culture (Minkov and Hofstede, 2012) and validated the assertion that
culture is observable at the national level (e.g. Schwartz and Ros, 1995; Smith, 2004),

3.3.1.

Theories of National Culture

Various theories of national culture exist, and some address limited aspects of culture
while others capture a full range of potentially relevant national culture dimensions. A
majority of these theories performed empirical work using instruments validated for
cross-cultural equivalence of meaning (e.g. Hofstede, 1980; Schwartz 1999; House et
al, 2006); while others did not perform any empirical work (e.g. Inglehart 1977;
Triandis, 1990).
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Most of the theories view the core of culture to be the values and define this value as
conceptions of the desirable which guide the way individuals select their action,
evaluate people and events, and explain their action and their evaluation (Schwartz,
1992; Kluckhohn, 1951). As Williams (1970) put it, “cultural values either implicitly or
explicitly are shared abstract ideas about what is good, right and desirable in a
society”. These cultural values form bases for the specific norms which inform people
of what is appropriate in various situations. These norms also drive the way societal
institutions (e.g. family, education, religious system and even organisations) function,
their goals and their modes of operation. For instance, in a society where one does
not question authority, the managers expect their actions not to be questioned by
subordinates; conversely, the subordinates do not question actions of superiors even
when it is wrong.
In contrast, in a society which expects that everyone should be treated equally, people
easily question the activities of their leaders and government; and the leaders do not
take offence. Because culture is shared, leaders and the led draw on culture to select
socially appropriate behaviour, and use these values to justify their choice of behaviour
to others. Thus, adaptation to social reality and informal socialisation, as well as formal
socialisation, is central to the transmission of cultural values.
The theoretical approach in national culture studies focuses on the cultures of national
groups. These national groups have boundaries which do not necessarily correspond
to the boundaries of organically developed, relatively homogenous societies with a
shared culture (Hofstede, 1990). Instead, there are forces of integration which
produce substantial sharing of culture in nations that have existed for some time
(Hofstede 1990). In these cultures, there is usually a single dominant language,
educational system, army and political system, and shared mass media, markets,
services and national symbols (e.g. flags, sports team) which distinguish them as a
nation or country of relatively the same culture.
In the cross-cultural studies domain many of the theories have adopted the
dimensionalization of the concept of national culture; a major goal of cross-cultural
psychology (e.g. Leung and Bond, 1989; Schwartz, 1994) because it opens the way
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to more adequate operationalizations of the concept of culture (Smith, Dugan and
Trompenaars, 1996). Moreso identifying reliable dimensions of cultural variation helps
create a framework for integrating diverse attitudinal and behavioural phenomena for
generating hypotheses (Smith, Dungan and Trompenaars, 1996). Such a framework
will help explain why solutions by North Americans cannot be replicated in Africa. It
also helps researchers select cultural groups for study a-priori according to their
position on the relevant dimensions (Bond, 1988; Leung et al, 1990). As a result, so
many cultural theories have been developed, which include Hofstede (1980),
Kluckhohn and Strodtbeck (1961), Rokeach (1973), Schwartz (1999), House et al
(2006) to mention a few. Some are theory-driven e.g. Inkeles and Levinson (1969),
and others are based on empirical studies (e.g. House et al, 2006; Hofstede, 1980;
Schwartz, 1999).
3.3.1.1. Hofstede Cultural Framework
Hofstede’s (1980) research was based on the result of a study on 116,000 IBM staff
in 53 countries similar in all respect except nationality which makes the effect of
nationality differences in their answers stand out unusually clearly. The empirical
analysis resulted in a concise framework of dimensions for differentiation of national
culture. These dimensions include Power Distance (PD) (from small to large);
Individualism versus Collectivism (IND); Masculinity versus Femininity (MAS); and
Uncertainty Avoidance (UA) (from weak to strong). These dimensions are on a
continuum; therefore, most cultures are not at each end but in-between (Hofstede,
2001). Later, one more dimension was added – long-term orientation which was the
result of a research carried out by Michael Harris Bond on male and female students
in 22 countries using a questionnaire composed by ‘Eastern’, i.e. Chinese, minds
(Hofstede and Minkov, 2010).

Power Distance
Power distance refers to the extent to which the less powerful members of a society
accept and expect that power is distributed unequally (Hofstede, 2010). This
represents inequality that is defined from below, not from above and suggests that a
society’s level of inequality is endorsed by its followers as much as by its leaders. In
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low power distance cultures, there is a closer relationship between supervisors and
subordinates, organisational structures are flatter, and subordinates are more involved
in decision-making (Mearns and Yule, 2009). On the other hand, high power distance
organisations have superiors who are encouraged to exercise power. In higher power
distance societies, junior colleagues are not expected to express disagreement with
their supervisors and supervisors are not expected to consult subordinates in decision
making. Whereas in low power distance societies, flexibility and autonomy are
encouraged in the workplace as well as making decisions without supervisory
approval.

Individualism-Collectivism
This dimension refers to how relationships are defined either in relation to self or
members of one’s in-group. Individualistic societies have loose ties between
individuals, self-interest and interest of the immediate family is foremost. Collectivism
refers to societies where the relationship between individuals is very tight. The ingroup (whether extended family, clan or organisation) is expected to protect the
individual when in trouble and members of the in-group are expected to look after the
interest of the in-group; and to have no other opinions and beliefs than those of the
in-group. People in collective societies achieve satisfaction in well-recognised jobs,
strive to preserve face and avoid shame, so as not to bring disrespect to their peer
group (Lu et al., 2012). Typical individualistic countries are the UK, the US, Canada
and societies experiencing less individualism include, Sub-Saharan Africa, Japan, and
Taiwan, where people hold group values and beliefs and pursue collective interests.
Collectivist values are associated with the need to be with others and the need for
social support; therefore, there are more likely to prefer work in a team and are more
committed to the team (Strauch, 2010). On the other hand, individualists are less
likely to conform to group pressures. Collectivists favour group opinions while
individualists do not have strong group affiliations (Hofstede, 1980); they do not mind
speaking against the decision of the group. Furthermore, individualistic values favour
open communication and relate more to the direct communication style, but
collectivists favour group-thinking and would not contradict the group decision. In
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individualistic societies, verbal communication is more important rather than nonverbal (e.g. facial expressions, body language) as opposed to the collectivist societies
where non-verbal cues carry the most meaning (Taras, Steel and Kirkman, 2011).

Uncertainty Avoidance
Uncertainty avoidance refers to what extent a culture programs its members to feel
either uncomfortable or comfortable in unstructured situations. ‘Unstructured
situations’ are defined as novel, unknown, surprising or different from usual. Cultures
high in uncertainty avoidance try to minimise the possibility of such situations by
adhering to strict laws and rules (Lu et al, 2012), including creating institutions to
provide security and avoid risk. Societies which accept uncertainty (i.e. low uncertainty
avoidance) such as the UK are more tolerant of divergent behaviours and opinions;
therefore, have as few rules as possible (Hofstede, 1980). Also, low uncertainty
avoidance cultures are more open to change and rely on personal views, hence do not
strictly adhere to rules. Uncertainty avoidance should not be confused with risk
avoidance because it is not related to the willingness to take or avoid risks but is
associated with a preference for clear rules and guidance (Hofstede, 2011).

Masculinity-Femininity
This is defined as “the degree to which a society is characterised by assertiveness
(masculinity) versus nurturance (femininity)” (Hofstede, 1980; Nakata and Sivakumar,
1996). Masculinity refers to a preference for achievement, heroism, assertiveness and
material success. A masculine society places low value on cooperation (Ringov and
Zollo, 2007), which may be viewed as a sign of weakness but places a high premium
on career advancement, and competition is paramount. On the other hand, femininity
stands for a preference for relationships, modesty, caring for the weak groups, and
quality of life (Hofstede, 1980; Lu et al, 2012). Theotokas and Progoulake (2007) find
that people-related (feminine) culture fosters communication, team spirit, trust and
low conflict and is associated with superior safety performance whereas masculinity is
negatively related to work safety (Havold, 2007).
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Long term orientation – short term orientation
This dimension was added later to the Hofstede dimensions and has not been widely
researched, unlike the first four dimensions which have generated enormous numbers
of replications, citations and discussions (Smith, 1996) in addition to criticisms
(McSweeney, 2002). Long term orientation is not well received in the cross-cultural
research community since it was launched in 1991 and has only been adopted by a
few studies (Fang, 2003) as a dimension to be included in the national culture research
instrument (Lu et al, 2012).
Long-term orientation (Hofstede, 1991) refers to a positive, dynamic and futureoriented

culture

linked

with

four

‘positive’

Confucian

values:

‘persistence

(perseverance)’; ‘ordering relationships by status and observing this order’; ‘thrift’ and
‘having a sense of shame’. Short-term orientation represents a negative, static,
traditional and past-oriented culture associated with four ‘negative’ Confucian values:
‘personal steadiness and stability’; ‘protecting your face’; ‘respect for tradition’; and
‘reciprocation of greetings, favours and gifts’. Saving face concerns preserving one’s
dignity and social status (Nakata and Sivakumar, 1996). Chinese societies, e.g. China,
Hong Kong, Taiwan, are ranked as more future-and long-term orientation cultures,
whereas Nigeria, UK, USA, are more past and short-term oriented cultures.
3.3.1.2. Schwartz (1992)
Schwartz came up with seven dimensions which consider three issues that confront
all societies: the relation between the individual and the group; ensuring socially
responsible behaviours and the relation of the human being to the natural and social
world.
Conservatism is a cultural dimension in which emphasis is on maintaining the status
quo, not disturbing the dynamics of the group, propriety and restraint of action (e.g.
social order, respect for tradition, family security, wisdom). Autonomy describes a
culture in which a person is viewed as an autonomous, bounded entity who finds
meaning in his or her uniqueness; the person seeks to express his or her internal
attributes (preferences, traits, feelings, motives) and is encouraged to do so.
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Autonomy is further divided into two: intellectual autonomy – a culture which
emphasises the desire of individuals to independently pursue their ideas and
intellectual directions, and affective autonomy refer to an emphasis on the desirability

of individuals to independently pursue affective, positive experience (e.g. pleasure,
exciting life, varied life).
Another dimension is hierarchy: a cultural dimension which emphasises the
legitimacy of an unequal distribution of power, roles and resources (social power,
authority, humility, wealth) (Schwartz, 1999). In a society organised around the
legitimacy of hierarchy, members must accept that they are not equal, some are
superior to others and vice versa. On the other hand, a society may seek to solve the
issue of socially responsible behaviour by inducing its members to see one another as
moral equals because as human beings, there is shared basic interests. People are

socialised to internalise a commitment to voluntary cooperation with others and to feel
concern for everyone’s welfare (Schwartz, 1999). The cultural dimension derived from
this is referred to as Egalitarianism – a cultural emphasis which transcends selfish
interests in favour of voluntary commitment to promoting the welfare of others
(equality, social justice, freedom, responsibility, honesty)
The sixth dimension is Mastery, which refers to a culture that emphasises getting
ahead through active self-assertion (ambition, success, daring, competence). At the
opposite end of this is to accept the world as it is, try to fit in rather than change or
exploit it, referred to as Harmony.
3.3.1.3. Trompenaars and Hampden-Turner (1998)
Trompenaars and Hampden-Turner (1998) developed seven cultural dimensions
referred to as Cross-Cultural Competence or Typology, building on Hofstede’s work.
The first five dimensions were derived directly from Parsons and Shils (1951), namely
universalism-particularism,

achievement-ascription,

individualism-collectivism,

affectivity-neutrality, and specificity-diffuseness. The remaining two dimensions are
internal-external control (Rotter, 1966) and measure of time perspective (Cottle,
1968). The concept of universalism-particularism refers to two types of value
standards that may guide the behaviour of persons or whole cultures. Particularism
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refers to an emphasis on relationship to particular people to a greater extent than
universalism which is guided by standards irrespective of specific social relationships.
The particularistic individual predominantly values interpersonal relationships while the
universalistic individual values abstract societal expectations (Trompenaars, 1985,
p.84).
Individualism-Collectivism refers to an emphasis on the importance of in-groups.
The concept of achievement-ascription refers to the characteristics of individuals that
determine their status (Parsons and Shils, 1951). Achievement status is filled
through ability, effort and competition to attain social mobility. For instance, the
status, an athlete has achieved, ascribed status, on the other hand, depends on who
the person is — for example, the British monarchy. Affectivity versus Emotional
refers to the nature of interaction; whether it should be objective and detached, or
expressive? (Trompenaars Hampden-Turner,1995). Specificity versus Diffuse
refers to conduct in a relationship: should the relationship be real, involving personal
contact or should it be specific, that is, dictated by the circumstance? Attitude to
time refers to which aspect of time is more important, the past or the future?
Internal-external control refers to what motivates the individual: is it derived from
within or the environment (i.e. is the environment more powerful than the individual)?
3.3.1.4. The GLOBE Project
The GLOBE project by House et al (1999) adapted most of the dimensions from
Hofstede’s and Kluckhohn & Strodtbeck’s work. An extensive presentation of the
dimensions is available as a book (House et al, 2006). The GLOBE project identified
nine dimensions (Table 3.2).
According to House et al, (2006), the first six dimensions, as presented in Table 3.2
originated from Hofstede’s (1980) cultural dimensions. The first three dimensions (see
Table 3.2) reflect the same construct and labels as Hofstede’s dimensions. Hofstede’s
(1980) collectivism dimension is measured by two dimensions – Collectivism I which
measures societal emphasis on collectivism, with low scores reflecting individualism;
and Collectivism II which measures in-group and cohesiveness (within the family
and/or organisation). The Gender-Egalitarianism and Assertiveness were developed
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from Hofstede’s Masculinity dimension. The future orientation was derived from
Kluckhohn and Strodtbeck’s (1961) Past, Present, Future Orientation dimension which
focuses on the temporal mode of a society (House et al, 2002) although it is similar
to Hofstede’s Long-term orientation. Performance orientation was derived from
McClelland’s work on need for achievement. Humane orientation has its roots in
Kluckhohn, and Strodtbeck’s (1961) work on the ‘Human nature Is Good vs. Human
Nature Is Bad’ dimension and McClelland’s (1985) conceptualisation of the affiliative
motive (House et al, 2002).
Table 3.2: GLOBE Nine Cultural Dimensions (House et al, 2006)

Uncertainty
avoidance
Power distance
Collectivism I:

Collectivism II
Gender
Egalitarianism
Assertiveness
Future
orientation
Performance
Orientation
Humane
orientation

3.3.2.

This is the extent to which members of an organization or society strive to
avoid uncertainty by relying on social norms, rituals and bureaucratic
practices to alleviate the unpredictable nature of the future
this is defined as the extent to which members of an organization or society
expect and agree that power should be distributed unequally
Societal Collectivism refers to the degree to which organizational and societal
practices encourage and reward collective distribution of resources and
collective action
In-Group Collectivism refers to the extent to which individuals express pride,
loyalty and cohesiveness in their organizations or families.
is the extent to which a society or an organization minimizes gender role
differences and gender discrimination
refers to the degree to which individuals, organizations or societies are
assertive, confrontational, and aggressive in social relationships
this is the degree to which individuals in organizations or societies engage
in behaviours that are orientated towards the future such as planning,
investing in the future, and delaying gratification
this is the extent to which an organisation or society encourages group
members for performance improvement and excellence.
is the degree to which individuals in organizations or societies are
encouraged or rewarded for being fair, altruistic, friendly, generous, caring
and kind to others.

The rationale for using the Hofstede cultural framework

This research used the Hofstede national culture framework as the theory
underpinning the studies, to understand how national culture influences patient safety
culture. According to the Social Science Citation Index, more than 2,700 referenced
journal articles have cited Hofstede’s work (Hofstede, 2011). A review by Clark (1990)
found many similarities among Hofstede’s cultural framework and other theories with
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the majority of them having their foundation in Hofstede’s cultural model (e.g. House
et al, 2006). Secondly, Hofstede’s dimensions were developed empirically and have
been validated through replication by other studies which used similar questions with
other cross-national populations: between 1990 and 2002, six major replication
studies were conducted between 14 or more countries using populations such as
country elites (Hoppe, 1990), employees (Shane, 1995), managers, airline pilots
(Merritt, 1998), consumers (de Mooji, 2002) and civil servants (Hofstede et al., 2010,
p.35). Also, it was found to be the most important theory of culture types (Chandy
and Williams, 1994; Sondergaard, 1994).

Although many authors criticise his work

because it was based on responses from a company operating in different countries;
Hofstede (2001) argued that the study sample was similar across countries, the only
difference was the country which validated the dimensions. Furthermore, the criterion
validity of Hofstede’s model has been widely proven because researchers have found
meaningful relationships between national culture and important demographic,
geographic, economic, and political indicators of a society (Kale and Barnes, 1992)
apart from other relationship in business, management and the safety domain. Finally,
the Hofstede’s model has been widely accepted and applied at both country and
individual levels in cross-cultural studies (Yoo et al, 2011).
Another framework which the researcher could use was the Globe Project Cultural
framework. However, analysis of the GLOBE data by other researchers (e.g. Hofstede,
2006) questioned the rationale behind deriving nine cultural dimensions because the
more the cultural dimensions, the larger the associated redundancies (Hofstede,
2006). Moreover, the operation of culture by the GLOBE study measured the
dimensions of culture twice – ‘culture as it is’ and ‘culture as it should be’ leading to
18 dimensions of cultures. As a result of these, the researcher did not use this cultural
framework. Moreso, at the time of this PhD research, few published studies have
utilised the GLOBE dimensions compared with the Hofstede’s cultural framework.
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3.3.3.

Levels of measurement of national culture

3.3.3.1. Ecological measurement
Hofstede (2001) has mentioned several times that ecological analysis is preferred
when comparing societal culture. As a result of this, he commented that data of
individuals should be aggregated and measured at the country level as opposed to the
individual level to avoid ecological fallacy. Ecological fallacy is the error of assuming
that statistical relationships at a group level also hold for individuals in the group
(Brewer and Venaik, 2014). Brewer and Venaik (2014) argue that there needs to be a
correlation at the individual correlation and the ecological correlation so as not to
suffer from structural ecological fallacy. However, Greenland and Robin (1994) argue
that relationships between ecological variables cannot be relied upon to exist at the
individual level.
Many authors (e.g. Brewer and Venaik, 2014) have argued against Hofstede’s cultural
dimension, mentioning that at the national level, there was significant correlation, but
at the individual-level correlations the same items were mostly not significant except
for the individualism-collectivism dimension (Schwartz, 1994); leading to a conclusion
that the items can be used to distinguish cultural groups or populations not individuals
(Hofstede, 1997, p.481). As a result, other researchers (e.g. Yoo et al, 2011) have
developed psychometrically sound individual-level cultural orientation items using the
Hofstede cultural model.
3.3.3.2. Individual-level of analysis
Authors have argued for the measurement of cultural values at the individual levels,
mentioning that although culture is a group-level phenomenon, it influences individual
perceptions, values and behaviour, especially concerning social interactions (Mazneski
et al, 2002).

In addition, when examining the effect of an individual’s cultural

orientation, participants cannot be grouped based on their national identity and
subsequently assigned Hofstede’s national indices (Yoo et al, 2011) as performed by
some researchers (e.g. Reader et al, 2015). Measuring individual cultural orientation
also helps researchers avoid the ecological fallacy that occurs when country-level
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relationships are interpreted and applied to individuals. Furthermore, for countries
with a heterogeneous population (that is, individuals originally from other cultures),
individual-level cultural orientation measurement is more appropriate as opposed to
applying Hofstede country indices to the individuals.
Several studies have used Hofstede’s metric at the individual level and found it
psychometrically disappointing (see Robinson, 1983; Sondergaard, 1994). Hofstede
(1980b) also found that the dimensions were not stable at the individual level but the
country level, concluding that the Value Survey Module questionnaire should be used
for country level analysis. Hoppe (1990) in replicating Hofstede’s work found that the
VSM was stable at the country level but not stable at the individual level; Spector,
Cooper and Sparks (2001) also reported a similar result. Most of these studies found
that the reliability of three dimensions (power distance, masculinity and uncertainty
avoidance) was below 0.60; showing that Hofstede’s VSM has poor psychometric
properties at the individual level although authors such as Mearns and Yule (2009)
mentioned that the factor structure was acceptable at the individual level.
There have been efforts to develop a scale to measure Hofstede’s cultural dimensions
at the individual level. Some authors attempted to develop independent scales
measuring one dimension: for instance, the individualism/collectivism scale by Triandis
(1995) and the long-term orientation dimension by Bearden, Money and Nevins
(2006); which are combined into a scale. However, the conceptual meaning of these
dimensions does not conform to Hofstede’s cultural dimensions. More so, there may
be heavy cross-loadings and lack of discriminant validity among the independent
scales. Besides, many items were used to measure one dimension, for instance, the
scale developed by Triandis (1995) to measure individualism/collectivism, comprise of
22 items and eight subscales; another scale developed by Bearden et al, (2006)
contains eight items measuring two-subscales.
Other efforts have been made to develop scales to measure the five dimensions of
Hofstede’s metric such as Dorfman and Howell (1988) who developed a 22-item scale
to measure Hofstede’s (1980) four cultural dimensions apart from long term
orientation. The scale showed satisfactory reliability and validity; however, it was
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worker-oriented, limiting its use in other contexts outside work. Erden, Swait and
Valenzuela (2006) developed a 13-item scale of Hofstede’s culture dimensions which
although had good psychometric properties, only measured three dimensions
(collectivism, uncertainty avoidance and power distance).
Furrer, Liu and Sudharshan (2000) developed a 20-item instrument; but, reported
poor psychometric properties (-.26 to .51). Sharma (2010) developed a 40-item
instrument to measure Hofstede’s cultural dimension at the individual level, and it
showed

good psychometric

properties including cross-cultural

measurement

equivalence. Nevertheless, Hofstede’s culture dimensions were reconceptualised into
ten dimensions of personal cultural orientations, loosing Hofstede’s original 5-dimesion
model.
The latest attempt was by Yoo et al (2010), who developed a 26-item instrument
(CVScale) to measure individual cultural orientation. The scale was found to be
psychometrically stable at the individual level with distinct factor structure and good
internal consistency (0.79 – 0.91). The CVScale, used across four countries, was also
found to have good cross-country equivalence and valid in students and non-student
samples, indicating its cross-sample and cross-context generalizability. The CVScale
has been used a handful of times since its presentation in 2005 (Yoo and Donthu,
1998, 1999) to examine the influence of individual cultural orientation on servicequality expectations (Donthu and Yoo, 1998), marketing ethics (Yoo and Donthu,
2002), emotional intelligence (Gunkel, Sciagel and Engle, 2014) and consumer
ethnocentrism (Yoo and Donthu, 2005).

3.4.

Tight and Loose Culture

“Tight” or “Loose” societies is a source of cultural variation (Gelfand et al, 2011) based
on the anthropologists’ concept of culture (Pelto, 1968). This cultural variation taps
into the differences in norms, values and behaviours (Uz, 2014; Triandis, 1989).
According to authors in the cross-cultural domain (e.g. Berry, 1966, 1967; Boldt,
1978a, 1978b; Taras, Steel and Kirkman, 2011; Gelfand, 2011), the predictive power
of culture depends on the ‘tightness-looseness’ of a society. This refers to the strength
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of social norms and the extent to its acceptance within the societies (Taras, Steel and
Kirkman, 2011).
Pelto (1968) initially suggested the idea, and it has been theoretically developed since
then (e.g. Gelfand, Nishii and Raver, 2006; Gelfand et al, 2001; Triandis, 1989; Uz,
2014). Pelto (1968) studied 21 traditional societies and documented wide variation in
the expression and adherence to social norms. He discovered that some traditional
societies, ranked as “tightest” (e.g. The Hutterites, Hanno communities, Lubara and
the Israeli Kibbutz) have very strong norms and do not tolerate norm violations
whereas the “loosest” traditional societies (e.g. Kung Bushman, Cubeo and the Skolt
Lapps) have ambiguous norms and greater permissiveness for norm violation (Pelto,
1968). A study by Gelfand et al (2011) of 33 modern nations showed that countries
vary widely on tightness-looseness suggesting that some nations are tighter than
others; similar findings were also reported by Uz (2014) who studied 68 nations.
According to Triandis (1989) homogeneous cultures are tight and heterogeneous
cultures are loose cultures suggesting that individuals in tight cultures are more
orientated towards the national cultural orientation, while loose cultures accommodate
variabilities in cultural orientation; hence, making it easy for migrants to hold on to
their original culture (Steel and Taras, 2010).

3.5.

Acculturation

Early cross-cultural research focused on cultural differences across countries (e.g.
Hofstede, 1980); however, because of the increase in immigration and expatriation,
acculturation is becoming more relevant. Cross-cultural researchers provided
substantial evidence that individuals generally act in ways that correspond to their
cultural influences and expectations (Berry, 1997). However, another matter of
interest is related to what happens when individuals who grew up in one cultural
context migrate to another cultural context. If culture strongly shapes behaviour, do
they maintain their original culture or adapt to the new culture? This question gave
birth to the concept – acculturation.
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Acculturation refers to a process of cultural change which is triggered when individuals
from one culture come in contact with another distinct culture, resulting in changes in
either or both groups (Berry, 1997). The most popular theoretical model towards
acculturation is the two-dimensional model introduced by Berry (1997). The first
dimension refers to the degree to which immigrants are willing to adapt to the host
culture and the second dimension refers to the degree to which immigrants hold on
to their original culture. The combination of these two dimensions resulted in four
acculturation orientations: assimilation, integration, separation and marginalisation.
Assimilation occurs when the host culture is highly accepted, and the original culture
is barely adhered to. Integration which is also known as a bicultural mode occurs when
an individual accepts more of the host culture while adhering to a high level of the
original culture. Separation refers to a situation where individuals strongly maintains
the original culture and avoid interaction with the host culture. Finally, marginalisation,
also known as alienation occurs when individuals are not interested in maintaining the
original culture or adapting to the host culture (Jian, 2012).
Acculturation occurs at different paces, especially for individuals (Berry, 1997) and
several factors may account for this. According to Main (1992), the process of cultural
learning among migrants occurs at three levels; the first two levels involve changes at
the outer levels of culture (e.g. rituals, symbols and practices) and the third level
involves changes in values and norms. The behavioural changes are associated with
symbols such as changes in the type of food, media, costumes – at the superficial
level. The next level involves changes in language and preference related to the
ethnicity of friends and neighbours. Finally, and more significantly, there may be a
change in values and norms (Marin, 1992).
A study by Taras, Rowney and Steele (2013) identified some factors that moderated
the effect of acculturation on cultural values such as power distance, gender
egalitarian and status attribution. Findings suggest that years of residence in the host
country moderated the effect of acculturation on values such that the longer the
residence in the host country, the greater the acculturation. Nevertheless, the process
was slow such that after 25 years, acculturation has not yet fully taken place;
suggesting the strong effect of national cultural orientation. Country of education (host
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country or country of origin) was also shown to moderate the effect of acculturation
on cultural values such that individuals who studied in the host country acculturated
faster than individuals who studied in their country of origin. Furthermore,
acculturation is faster when an individual significantly interacts with individuals from
the host country. In addition, immigrants from overrepresented countries within the
host country acculturate slower than immigrants from underrepresented countries
because the latter tend to learn and internalise local culture faster. These findings
suggest that although the effect of cultural orientation is strong, acculturation is a
factor, especially for migrants coming with their background culture living in another
culture.

3.6.

Other levels of culture - Professional Culture

Professional culture a level of culture (Hofstede, 1980) and a subculture within
organisations (Schein, 1992). An organisational subculture is “a group or unit in an
organisation in frequent interaction that perceives itself to be distinct from other
groups in the organisation, and that shares similar problems as well as in-group
understanding of ways of solving such problems” (Morgan and Ogbonna, 2008).
Professional culture is “a form of [professional] life” which is comprised of “a cluster
of material and symbolic practices” organised around a body of specialised knowledge,
shared by a group of qualified practitioners. (Harre, 1993, p.5). It is implied that:
professional culture is “the collective programming of the mind” (Hofstede, 1980) but
applied within occupational groups (Herkenhoff and Heydenfeldt, 2011).
Authors in management domain have identified numerous professional and
occupational subcultures in organisations; these subcultures cross organisational
boundaries; with members of a professional group exhibiting the same culture across
domains (Hollifield, Kosicki and Becker, 2001). Trice (1993) suggested that differences
in the values and norms of interacting subcultural groups can lead to dysfunction
between these groups and this dysfunction, in turn, limits the effectiveness of the
overall organisation. This is of particular interest in healthcare because, in hospitals,
different professional groups (doctors and nurses) with varying professional roles have
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to work together; thus, different cultures may emerge. These groups may seek to
differentiate themselves from one another by their cultural artefacts (e.g. uniforms)
or values; and some may seek to dominate other professional groups, leading to
clashes with other professional groups (Bloor and Dawson, 2004).
Professional culture has been found to influence safety culture in some safety critical
domains. For instance, Merritt and Helmreich (1996) found an association between
safety and the professional culture of pilots such as pride in the profession, a liking
for the job and unrealistic denial of vulnerability to multiple occupational stressors.
Similarly, the macho culture in the oil industry was found to strengthen the relationship
between masculinity and risk-taking behaviour. In healthcare, the culture of medicine
which is related to the collegial and professional control of quality was found to
discourage incident reporting (Waring, 2005), apart from the differences in perception
and attitude to safety culture between professional groups identified across several
studies (e.g. Singer et al, 2009; Hamdan and Saleem, 2013; Gehring et al, 2015;
Sirriyeh et al 2012; Thomas, Sexton and Helmreich, 2003).

3.7.

National Culture and Safety – Literature Review

A review of literature is essential to understand current thinking, and identify the gaps
in research; hence, the researcher performed a literature review on the relationship
between national culture and patient safety culture. An initial literature search
revealed that few studies have considered the relationship between national culture
and patient safety culture (n = 2). Therefore, the search was widened to include any
study which examined the relationship between national culture and safety culture,
This yielded a handful of studies (n=13) leading to the expansion of the search to
include studies examining national culture and safety. The following sections report
the literature search.

3.7.1.

Search strategy

Various databases were searched: Ergonomics abstracts, Psych Info, Psych Articles,
Medline, Scopus, EbscoHost, Web of Science and ScienceDirect. Search strings and
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wildcards relevant to each database were also used to widen the search. Also, search
alerts were placed on each database for notification of new articles which matched
the search criteria

3.7.2.

Search terms

Search terms used included: patient safety, safety, safety culture, safety climate,
organisational safety culture, organisational safety climate, national culture, crosscultural

differences,

country

differences,

professional

culture,

professions,

occupational groups and occupational culture (Table 3.3).
Table 3.3: Search terms

Safety culture and national

Safety culture + national culture (or cross-cultural

culture:

difference); safety climate + national culture (or crosscultural difference); safety + national culture; countries

3.7.2.1. Inclusion and Exclusion Criteria
Papers must be written in English. The search included only safety and safety-related
factors. In order to broaden the search, key dimensions of safety culture and factors
related to safety were included. The search year was from 1996 – 2018. The dates
were selected because 1996 represented the beginning of the concept of safety
culture. Excluding criteria were techniques, procedures or methods such as clinical
trials that are primarily medical research.
The steps taken in completing the literature review (Figure 3.2) was guided by the
PRISMA statement (Moher, 2009) and the quality of the papers was assessed using
the AXIS tool for cross-sectional studies (Downes , 2016).
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Figure 3.1: Literature Review Process
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3.7.3.

Results

Figure 3.1 presents the steps taken in completing the literature review. At the end of
the literature search, forty-four relevant studies which explored cross-cultural
differences in safety were identified (Figure 3.3). Twenty examined the relationship
between national cultural orientations and safety, while the remainder considered
cross-country differences in safety culture (Table 3.4). Subsequent discussion will
focus on the papers which examined the influence of national culture on safety (Table
3.5). However, because of the paucity of studies in healthcare, the discussion on
safety culture in healthcare will include papers which considered cross-national
differences in patient safety culture.
Table 3.4: Cross-cultural differences and safety

Domain

Influence of national culture

National difference

Shipping

3

3

Aviation

6

2

Healthcare

2

5

Transportation (Road)

0

4

Oil & Gas

1

3

Air Traffic Control

2

0

Various Organisations

3

1

Construction

2

1

Military

1

0

Total

20

24
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Figure 3.2: Literature review process showing papers identified by database and final number of relevant studies
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Table 3.5: Relevant papers which examined the relationship between national cultural orientation and safety culture

Author

Year

Industry

No of
countries

No of
participants

Methodology

Framework
used

Mearns and
Yule
Merritt and
Helmreich

2009

Oil

6

845

Survey

1996

Commercial
Aviation

23

15,454

3

Havold

2007

Shipping

10

4

Soeters and
Boer
Hetherington
et al

2000

Aviation

25

2006

Aviation

-

6

Kahveci and
Sampson

2001

Shipping

-

7

Jing et al

2001

Aviation

59

-

8

Lu et al

2012

Shipping

13

773

9

Li and Harris

2005

Aviation

2

-

10

Atchley et al

2014

Road Safety

3

-

1
2

5

Safety culture
dimension studied

Hofstede

National culture
dimension
studied
VSM-94

Survey

Hofstede

VSM-94

2558

Survey

Hofstede

VSM-94

-

Accident data
analysis
Qualitative –
Accident
investigation
Qualitative Accident
Investigation
Accident data
analysis
Survey

Command
Attitude to Automation
Attitude to rules and
procedures
Fatalism, action based on
accidents, work itself,
espoused safety values
Accident rates

Accident data
analysis
Accident data
analysis

Hofstede country
scores

Risk-taking behaviour

Vessel safety

accident

Hofstede
Hofstede
Hofstede
Hofstede to
explain
finding

Hofstede country
scores
Adapted Hofstede
framework
Hofstede country
scores
Hofstede country
scores

Accidents
Human failures
Accident rates
Traffic safety
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11

Reader et al

2015

Aviation (Air
Traffic
Management)

17

6,406

Survey

Hofstede

Used Hofstede
original country
scores

12

Noort et al

2016

Aviation (Air
Traffic
Management)

21

13,616

Survey

Hofstede

Hofstede original
country scores on
Uncertainty
Avoidance

13

Lu, Hsu and
Lee

2016

Shipping

2

322

Survey

Hofstede

Developed
questionnaire
using Hofstede
framework

14
15

2012
2009

Healthcare
Construction

1

33
140

Focus group
Survey

2009

Healthcare

2012

Construction

1

180

Survey

Hofstede

Used VSM-94

Safety Climate

18

Garon
Mohammed,
Ali and Tam
Kobayashi et
al
Okolie and
Okoye
Burke et al

2008

14

Hofstede

Uncertainty
avoidance

Safety training

Infortunio et al

2006

43

68
(organisations)
-

Data review

19

Hormann

2001

12

-

Fatal accident
rates
Pilot behaviour

Hofstede

20

Across
Industries
Across
Industries
Aviation

16
17

Management
commitment to safety,
incident reporting,
communication, colleague
commitment to safety,
safety support
Management
commitment to safety,
incident reporting,
communication, colleague
commitment to safety,
safety support, safety
support
Safety attitude
Safety behaviour

Speaking up
Safety awareness
Safety beliefs
Speaking up

Survey

Hofstede

Accident rates
Experimental
scenarios

Pilot safety behaviour
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All the studies identified used the Hofstede cultural framework described in section
3.3.3.1 to explain the cultural variation between the nationalities and countries studied
(See Table 3.5). Most of these studies found that national culture was associated with
safety culture. The countries studied ranged from 1 to 59 and the majority of the
studies obtained data from individuals within the respective countries (n=3) while a
handful (n=3) obtained data from different nationalities within a multicultural
workplace, and other studies applied Hofstede’s country scores to accident data. The
result is discussed under the following sub-headings:
3.7.3.1. Cultural Environment characteristics
A majority of the studies examined national culture between culturally homogeneous
groups (n=18) by obtaining data from individuals within the respective countries
(Table 3.5). However, other studies (n=3) in shipping examined national culture within
a culturally diverse environment. This is because some industries, such as shipping
are more prone to cultural diversity compared to others, such as air traffic control.
However, in recognition of culturally diverse employees in pluralistic countries such as
the United States, a study by Mearns and Yule (2009) which examined the relationship
between national culture and safety culture in the oil industry separated the US sample
into Hispano-Americans and Anglo-Americans.
3.7.3.2. Methodology
A majority of the studies, especially in aviation, correlated the safety culture
dimensions with Hofstede’s original scores for each country studied. For instance,
Reader et al, (2016) and Noor et al, (2015) examined the relationship between
national culture and safety culture in air traffic management using Hofstede’s original
country score arguing that this was to avoid methodology bias. On the other hand, a
handful of other studies (e.g. Havold, 2007; Mearns and Yule, 2009; Helmreich and
Sherman, 1996) used the VSM-94 questionnaire for the national cultural orientation.
Taras et al, (2010) and other authors discourage the use of Hofstede’s original country
scores arguing that the scores have changed over the years; with some countries
becoming less collectivist than reported by Hofstede’s scores generated in the 1960s.
This argument is supported by the finding of Havold’s (2007) study which showed that
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some collectivist nationalities have become individualistic (although this may be due
to the effect of acculturation which was not accounted for by the study).
Furthermore, Havold (2007) found differences in the association between safety
culture and national culture using Hofstede’s original country scores and using the
scores derived from the study sample. For instance, Hofstede’s original masculinity
scores were positively associated with safety culture, whereas the masculinity scores
from the data were negatively associated with safety culture. He argued that this
finding may be associated with the difference in study sample since Hofstede’s (1980)
original sample were office workers and his study sample are seafarers. Furthermore,
the pattern of correlation between Hofstede’s original scores and the study data with
safety culture differed, revealing that industry-specific factors may account for the
relationship and that it may not be appropriate to use Hofstede’s original scores.
Other authors used Hofstede’s framework to develop questions to measure the
national cultural orientation (e.g. Lu et al 2012; Lu et al 2016; Mohammed, 2009).
However, the questions were more adapted to the workplace; suggesting that these
cultural orientations may be measuring industry culture or occupational culture as
opposed to national cultural orientation. Nevertheless, the results found a significant
relationship between national cultural orientations and safety culture. Some qualitative
studies, accident investigations also identified the role national culture played in
accident causation in aviation (e.g. Hetherington et al, 2006).
3.7.3.3. Level of analysis
Most of the studies (n = 16) performed ecological analysis (Hofstede, 2001), that is,
performing the analysis at the country level while comparing scores between at least
two countries. A handful of studies (e.g. Mohammed et al, 2009; Okolie and Okoye,
2012) performed individual-level analysis within a single country while another study
(e.g. Mearns and Yule, 2009) performed individual-level analysis across the six
countries studied. Although, Hofstede (2001) argued against this, referring to it as
‘ecological fallacy’, researchers and scholars in management and business have
provided supporting argument for individual-level analysis, stating that individual
cultural orientation is not too far away from the national culture especially in tight
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cultures (See Taras et al, 2010). Furthermore, a study by Hofstede and McCrae (2004)
found a correlation between Hofstede’s national culture dimensions and the
personality dimensions, validating the argument that national culture can also be
measured at the individual level.
Measuring national culture at the individual level has raised a concern about the
validity and reliability of the Hofstede VSM questionnaires. Out of the three studies
which conducted individual-level analysis (Mohammed et al., 2009; Mearns and Yule,
2009; Okolie and Okoye, 212), only the study by Mohammed et al. (2009) reported
the psychometric properties of the questionnaire used. The study adapted the
Hofstede cultural framework by developing questions to measure the dimensions. The
factor structure was not replicated but yielded three factors: masculinity and
collectivism, uncertainty avoidance and power distance. Mearns and Yule (2009) did
not report the psychometric properties of the VSM-94 used but mentioned that the
factor structure was acceptable.

3.8.

Studies on national culture and safety in other

domains
3.8.1.

National culture and safety in shipping

Three studies in shipping examined the relationship between national culture and
safety culture (Havold, 2007; Lu et al, 2012; Lu et al, 2016). Havold (2007) examined
the influence of national culture on safety orientations and reported that high power
distance, high uncertainty avoidance and high individualism were positive for safety.
Other studies by Lu et al (2012, 2016) provided evidence that national culture
influenced human failures and safety attitudes, respectively. For instance, the study
by Lu et al (2016) found that long-term orientation had a positive influence on safety
attitude while masculinity had a negative influence on safety attitude. In addition,
national cultural dimensions such as power distance, uncertainty avoidance,
collectivism and long-term orientation were positively related to safety behaviour. The
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result of Lu et al (2012) on the other hand suggest that low power distance, high
uncertainty avoidance and collectivism results in lower human failures.
Accident analysis in water transport has also revealed the influence of national culture
on safety. For instance, accident analysis of the Transport Safety Board of Canada
(1995) relating to 273 accidents that occurred in Canadian waters between 1981 and
1992 revealed that issues of misunderstanding between pilots and captains or other
bridge officers and misjudgement by pilots or captains led to the accidents. Further
interviews suggested that cultural differences between the crew, relating to social
loafing resulted in some of the accidents, suggesting that even in multicultural
environments, the national culture of the individuals influence safety culture.

3.8.2.

National culture and safety in aviation

Most of the studies (n=9); examining the influence of national culture on safety culture
were conducted in aviation> This may be linked to the continual effort by the industry
to improve safety. All the studies collected data from each country studied and the
number of countries studied ranged from 2 to 23. The studies examined the
relationship between national culture and safety attitude (Helmreich and Merritt,
1996), safety culture (Reader et al, 2015; Noort et al, 2016), accident rates (Soeter
and Boer, 2009; Hung-Sying, 2001; Hormann, 2001); and attitudes toward automation
(Sherman, Helmerich, and Merritt 1997). The findings suggest that cultures low on
power distance tend not to prefer and use automation (Helmreich and Merritt, 1997)
because the low power distance cultures tend to see fewer differences between
superiors and subordinates.
Most studies which examined the influence of national culture on aviation accidents
applied Hofstede’s country scores to accident data of the respective countries, and the
result identified that high power distance resulted in more accidents (e.g. Soeter and
Boer, 2000). This finding is supported by various accident investigations which suggest
that first officers from high power distance countries find it difficult to speak up about
unsafe behaviours of pilots (Strauch, 2010).

Low power distance and individualism

were found to have significant positive association with pilot behaviours (e.g.
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Hormann, 2001) and accident rates (Soeters and Boer 2000; Hung-Sying, 2001; Jing
et al, 2001; Li et al, 2009). High uncertainty avoidance was found to have a positive
association with safety (Helmreich and Sherman, 1996); related to the importance of
following standard operating procedures associated with the aviation industry.
On the other hand, studies in aviation traffic management (e.g. Reader et al, 2016;
Noort et al, 2015) reported that national culture was associated with safety culture.
Such that, power distance, femininity, collectivism, uncertainty avoidance and shortterm orientation were negatively associated with safety culture.

3.8.3.

National culture and safety in the oil industry

In the oil industry, one study by Mearns and Yule (2009), which examined the
relationship between national culture and safety culture was identified. The study
considered a subscale of safety culture – risk-taking behaviour. The study was
conducted across six countries, and the findings showed a positive relationship
between safety culture and national cultural orientations – power distance and
masculinity. Nevertheless, management commitment to safety rendered the influence
of power distance non-significant, although masculinity remained a significant
predictor of safety.

3.8.4.

National culture and safety in construction

Two studies in the construction industry were identified (Mohammed, Ali and Tam,
2009; Okolie and Okoye, 2012). These studies assessed the influence of national
culture on safety culture in Pakistan (Mohammed et al, 2009) and Nigeria (Okolie and
Okoye, 2012). Mohammed et al (2009) reported that collectivist and high uncertainty
avoidance environments encourage safety awareness and safety beliefs while high
power distance was negatively correlated with safety awareness and beliefs. This
finding is also supported by Okolie and Okoye (2012) who concluded that high
uncertainty avoidance, collectivism and femininity promote safety climate while power
distance was negatively associated with unsafe behaviours, perceptions and attitude.
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3.9.

National culture and patient safety culture

Seven studies explored cross-cultural variations in patient safety culture. Five studies
reported difference in patient safety culture across the countries studied while two
studies identified national culture as a factor which shapes patient safety culture (e.g.
Kobayashi et al, 2012; Garon, 2012). Out of the five studies which examined the
difference in patient safety culture between countries, one of the studies (e.g.
Almutairi et al, 2012) compared the perception of patient safety culture across
nationalities within a multicultural environment. While the other four compared patient
safety culture between countries, especially benchmarking country data against the
US data (e.g. Wagner et al, 2013; Fujita et al, 2013; Schwendimann et al, 2013; Itoh
et al, 2005). The findings of the studies reveal that patient safety culture differed
between countries as well as between nationalities working in a multicultural hospital.
Wagner et al (2013) compared the patient safety culture scores of three countries –
US, Thailand and the Netherlands. Significant differences between patient safety
culture were found in five patient safety culture dimensions (see Table 3.6), suggestive
of the influence of cultural differences, and other factors such as the level of
government oversight, equipment, and the cultural composition of the employees
within the hospitals studied. Fujita et al (2013) came to the same conclusion following
the findings, which showed a difference in patient safety culture between countries
studied. Although Itoh, Andersen and Likkelsen (2014) did not examine the
relationship between national culture and patient safety culture, the authors argue
that national culture may influence patient safety culture, hence suggested that
national culture dimensions should be included and measured as part of the safety
culture dimensions (but the reliability of the national culture subscale was poor in the
study sample).
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Table 3.6: Relevant papers which examined cross-country differences in patient safety culture

Author

Year No of
countries

Wagner et al

2013

3

Fujita et al

2013

3

Schwendimann 2013
et al

2

Almutairi et al

2012

Itoh et al

2005

No of
participants

Methodology Safety
culture
instrument
used
3779(Netherlands) Survey
HSPSC
196,462 (USA)
10, 146(Taiwan)

6,963 (Japan))
10,019(Taiwan)
291,341(US)
2643

Survey

HSPSC

Survey

SAQ

5 grouped
319
nationalities

Survey

3

Survey

Safety
Climate
Survey
ORMAQ

Nigeria 223
New Zealand 197
Japan 22,000

Dimensions of cross-country
differences

Organisational learning, Management
support, Communication openness,
Frequency of event reporting,
Teamwork across units, feedback and Nonpunitive response to error
All the HSPSC Dimensions (see Chapter 2)
except ’Staffing’
Teamwork climate, safety climate, job
satisfaction, perceptions of unit
management
Safety climate

Recognition of communication, Morale and
motivation, Power distance, Recognition of
stress effects, Trust in management, Safety
awareness, Awareness of own competence,
collectivism-individualism, Cooperativeness,
Recognition of stress management,
seniority dependency, recognition of human
error
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The two studies which reported findings on the effect of national culture on patient
safety culture mainly considered a subscale of patient safety culture – speaking up.
One of the studies (e.g. Kobayashi et al, 2012) compared the speaking up related
perceptions and behaviours of resident doctors in Japan and the US; the findings
showed that although speaking up was not better in the US than Japan, national
cultural orientation shaped the speaking up behaviour of the Japanese resident
doctors. The other study by Garon (2012) was a qualitative study which explored the
barriers to speaking up of nurses, and one of the findings was that the individual
culture the nurses influenced their propensity to speak up.

3.10.

Summary of Findings

The summary of findings from the literature review provides evidence that the
relationship between national culture and safety (culture) has been considered across
domains; however, it differs between industries. Therefore, caution should be applied
while trying to export findings across domains; rather domain-specific studies are
necessary. For instance, in shipping (Havold, 2007) and oil and gas (Mearns and Yule,
2009) masculinity was positively related to safety culture (Havold, 2007) whereas in
air traffic control (Reader et al, 2015) there was a negative relationship between
masculinity and safety culture. These differences may be due to the differences in the
dominant occupational culture. For instance, Mearns and Yule (2009) attributed the
influence of masculinity on risk-taking behaviour in the oil industry to the macho
culture of the oil industry. Also, Helmreich and Sherman (1996) attributed the positive
association between uncertainty avoidance and safety in aviation to the ‘rule and
order’ culture of the industry.

Hence, in hospital-based healthcare, a largely

hierarchical occupation, power distance may negatively influence safety culture.
Furthermore, the studies have also shown that the composition of the employees
within domains (that is, culturally homogeneous or culturally heterogeneous) may play
a role in the influence between national culture and safety culture although the
multicultural studies did not account for the influence of acculturation. Also, the culture
of the management of organisations, especially in multinational companies, where the
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management is present at other locations was found to moderate the effect of some
national cultural orientations. Therefore, these factors may moderate or mediate the
relationship between national culture and safety culture.

3.11.

Conclusions and Way Forward

Several cultural theories are identified, and Hofstede’s cultural framework is widely
used within safety-related studies. The discussion in this chapter has also pointed to
the influence of national culture on safety culture via the underlying assumptions of
the employees which shape their perceptions, attitudes and behaviours apart from the
influence of national culture on organisational practices. The result of the literature
review suggests that there is little work on the relationship between national culture
and patient safety culture despite the strong evidence for its consideration given the
results and conclusions of studies in other industries.
Furthermore, since the relationship between national culture and safety culture differs
across domains, we cannot operationalise findings from other domains in healthcare.
More so, in healthcare, there are some countries with hospitals with employees from
the same country and other countries, especially in the western world having a more
culturally diverse hospital workforce. Hence, there is need to unravel and understand
the relationship between national culture and safety culture in healthcare in culturally
homogeneous and multicultural environments.l
The next chapter presents the methodology utilised to understand the relationship
between national culture and safety culture in healthcare. Subsequent chapters,
chapters 5 – 7 presents the studies carried out to understand the relationship between
national culture and safety culture in healthcare.
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Chapter 4
Research Methodology
4.1.

Chapter Overview

This chapter discusses the philosophy that underpins this research, starting with a
broad overview and then focusing on the approaches relevant to this research. The
chapter begins with three broad research philosophies followed by the theoretical
lenses within the safety culture research domain. Following, are discussions on the
various research approaches and a discussion on the research methods employed
within this study. Section 4.7 presents a brief discussion on the research context,
followed by sampling methods and the data analysis methods employed within this
research. The chapter concludes by providing a brief description of ethical approval
for the research.

4.2.

Introduction

Various definition for research abounds, especially in textbooks, with some agreement
between the authors that research must have a clear purpose which is intended to
answer a question or solve a problem (Bryman, 2016; Creswell, 2014). Research is
defined as a systematic collection and interpretation of data based on logical
relationships rather than beliefs (Ghauri and Gronhaug, 2010) and there can be
distinct or alternative perspectives when solving these problems (Thorpe and Holt,
2008). Research is rarely a linear process because data analysis may result in
contradictory and unclear findings which can be subject to multiple interpretations
depending on the theoretical lens(es) used (Creswell, 2014; Bryman 2016); therefore,
awareness of one’s and others’ biases and its impact on research is vital (Bryman and
Bell, 2015). These theoretical lenses are embedded in research philosophies which
underlie them.
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4.3.

Research Philosophies

All theories of organisation are based upon a philosophy of science and a theory of
society (Burrell and Morgan, 2017). This philosophy signifies the acceptance of certain
assumptions which underpin the research approach, strategy and the methods chosen
to understand a certain ‘reality’ (Saunders et al., 2009). Research philosophy relates
to the way data about a phenomenon should be gathered, analysed and used, and
how a researcher is aligned determines how knowledge of social behaviour is
uncovered (Cohen, Manion and Morrison 2011). Research approaches in social science
are determined by philosophical assumptions conceptualised in terms of four sets of
assumptions related to ontology, epistemology, human nature and methodology. First,
assumption of an ontological nature – which concerns the very essence of the
phenomena under investigation (Burrell and Morgan, 2005 p. 2). This is related to
whether the ‘reality’ to be investigated is external to the individual thereby imposing
itself on the individual cognition or the product of individual consciousness, whether
‘reality’ is objective in nature or whether it is a product of the person’s mind. We
cannot talk about ontology without epistemological positions as they are related
assumptions.
Epistemological positions are adopted when one is trying to understand a
phenomenon or solve a problem; either one sees knowledge as hard, objective and
tangible (which demands the researcher to be an observer) or sees knowledge as
personal, subjective and unique (which implies that the researcher is involved with
their subjects). To subscribe to the former is to be positivist; to the later, interpretivist
(Cohen et al, 2011, Galliers, 1991). Other epistemological standpoints include
feminism, critical theory, among many (Creswell, 2014; Robson and McCartan, 2016)
but more recently, especially in the organisational research domain, there is the
pluralism or pragmatism (Creswell, 2014; Johnson and Onwuegbuzie, 2007)
standpoint which is discussed in subsequent sections.

4.3.1.

Positivism

Positivism is an epistemological position that advocates the application of the methods
of natural science to the study of social reality (Bryman, 2016). Positivists hold that
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the researcher and the researched are independent of each other (Robson and
McCartan, 2016); that reality is stable, and it can be observed and described from an
objective point of view (Levin, 1988). The purpose of theory in positivism holds a
deterministic philosophy which seeks to generate a causal relationship that can be
tested, and explanation of the variables to be assessed using the principle of
deductivism (Bryman, 2016). Meaning that theoretical terms that are not directly
observable are not considered as genuinely scientific. The knowledge that develops
through the positivism lens is based on careful observation and measurement of the
objective reality that exists “out there” in the world (Creswell, 2014). Thus, generating
numeric measures of observation to study human behaviour. This implies that the
positivist lens is grounded in the realist ontology.
There has, however, been much debate on the issue of whether or not this positivist
paradigm is entirely suitable for the social sciences (Hirschheim, 1985). These debates
criticise its ontological and epistemological bases and its mechanistic and reductionist
view of nature which defines life as being measurable rather than an experience; and
excludes the notions of choice, freedom, individuality and moral responsibility
regarding the universe as a living organism rather than a machine (e.g. NesfieldCookson, 1987). Other criticism levelled at positivism is from its proponents, and their
argument is that of the image of humans. These have led to the fragmentation of the
positivist standpoint, resulting in the emergence of the post-positivist and antipositivist standpoints.
The post-positivists still accept some of the approaches of the natural sciences but try
to adapt it to social science research; therefore, they heavily rely on quantitative
methods. Like the positivists, post-positivists strive for general laws and theories
through which the social world can be understood. Post-positivists believe in taking a
scientific approach, starting with a theory to be tested, through data collection to
theory development, which may be revised or require further testing (Robson and
McCartan, 2016). Unlike positivism which is absolute and averse to criticism, theory
developed in post-positivism can be refuted by new research (Bryman and Bell, 2015).
Post-positivists are realists; they believe that there is an external reality separate from
our description of it but do not accept the realist view that things in the world can be
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known without considering issues such as uncertainties and doubts which are a fact
of life (Bryman, 2016).

4.3.2.

Interpretivism

Interpretivism has been given many other names such as anti-positivism, social
constructivism/constructivism and is concerned with how individuals construct and
make sense of their world. Social reality has meaning for human beings; therefore,
human action is meaningful – that is, it has meaning for the individual, and they act
on the meanings that they attribute to their actions and the actions of others. Thus,
it is the job of the social scientist to gain access to people’s ‘common-sense thinking’
and to interpret their actions and their social world from their point of view. This
indicates a view that social properties are constructed through social interaction as
opposed to being a separate existence (Robson and McCartan, 2016): meaning does
not exist by itself but is constructed as human beings interact and engage in
interpreting these interactions.
The study of phenomena in their natural environment is key to the interpretivist
philosophy, together with the acceptance that scientists cannot avoid affecting those
phenomena they study. For the interpretivism epistemology, the social world is
fundamentally relativistic and can only be understood from the viewpoint of individuals
directly involved in the activities to be studied (Burrell and Morgan, 2005). They admit
that there may be many interpretations of reality but maintain that these
interpretations are in themselves a part of the scientific knowledge they are pursuing.
Interpretivism does not only consider the reality of the participants but also the
researcher’s as well because it is assumed that one can only understand by occupying
the frame of reference of the participants in action, that is one must understand from
the inside rather than the outside (Burrell and Morgan, 2005).

4.3.3.

Pragmatism

Pragmatism as an epistemological position stems from the work of Peirce, James,
Mead and Dewey (Cherryholmes, 1992) and other writers (e.g. Murphy, 1990; Patton,
1990 and Rorty, 1990; Leech and Onwuegbuzie 2009). There are many forms of this
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philosophy, but, what is central is that it arises out of actions, situations and
consequences (Creswell, p. 10, 2014) rather than earlier conditions (e.g.
postpositivism). It is more concerned with what works to achieve the goal of solving
the problem, thereby focusing on the primary importance of the research question
rather than the method. Consequently, all approaches available to understand the
problem is utilised irrespective of the traditional philosophical standpoint. As a result,
it does not favour one method, but multiple methods/approaches can be used for data
collection, as long as the research question is answered. Pragmatism believes in an
external world independent of the mind as well as that lodged in the mind.
Furthermore, pragmatism considers the local and broader socio-political realities,
resources and needs in solving a problem (Leech and Onwuegbuzie, 2009) because
research always takes place in a social, political, historic and other context (Creswell,
2014). Thus, pragmatism, opens the door to the use of multiple methods, different
epistemological positions and different assumptions as well as different forms of data
collection and analysis in solving a problem.
This research adopts the pragmatic stance because it seeks to use multiple methods
and approaches (quantitative and qualitative) to understand the problem. The
research aims to explore how national culture influences patient safety culture. To do
this, one must first understand the reality from the participants’ viewpoint by
interacting with them and exploring their meaning (which is in the interpretivism
epistemology). Afterwards, this forms the hypothesis to be tested (like the
postpositivism epistemology).

4.4.

Research Approach

Over the years, social researchers have had to choose between two alternatives:
quantitative and qualitative research. The quantitative route follows the same research
path as the ‘naturalists’, primarily found in the sciences. On the other hand, advocates
of qualitative research consider that, since the focus of social research is on human
beings in social situations, it is better to follow a different route, arguing that human
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consciousness and language, the interaction between people and their environment
calls for a different viewing lens to answer related questions.
The quantitative camp claims that their scientific approach was the only way to
conduct serious research with results that can be validated, thereby casting doubt on
the value of qualitative research. As a result, some journals favouring papers with
quantitative studies over qualitative studies which may account for the paucity of
published qualitative studies (Guldenmund, 2016). Conversely, the qualitative
advocates countered that numbers and statistics are useless in understanding
anything about people, human behaviour and their problems (Robson and McCartan,
2016). With each approach stating its advantage and the other’s disadvantage, a new
paradigm which combined both research approaches to maximise its benefits
emerged. This approach acknowledges that what is more important is answering the
research question sufficiently (Leech and Onwuegbuzie, 2009), hence allows for the
combination of methods within the qualitative and quantitative approaches

4.4.1.

Quantitative Approach

The quantitative research paradigm is, historically, closely linked to positivism
discussed in section 4.3.1. The proponents of positivism believe that social
observations should be treated as entities in the same way that natural sciences treat
physical phenomena; contending that the observer (researcher) is separate from the
observed entities (Johnson and Onwuegbuzie, 2004). Also, one can make time- and
context-free generalisation (Nagel, 1986). Hence, the real causes of social scientific
outcomes can be determined reliably and validly.
The quantitative research approach usually follows from having a hypothesis which is
to be proved or disproved by the analysis of quantitative data generated. It inquires
about the relationships between the variables to be investigated with the hope of
proving cause and effect (Creswell, 2014). Quantitative studies are often theory-driven
in a deductive approach, and the relationship between the variables in the theory are
tested (Figure 4.1). The variables are related to the research question or hypotheses
and there is usually a cause-and-effect type presentation or visual model consisting of
independent variables (predictors), dependent variables (response) and perhaps a
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mediating variable (which stands between the independent and dependent variable)
or a moderating variable (which affects the direction and/or strength of the
relationship between the independent and dependent variables).

Figure 4.1: The deductive approach typically used in quantitative research (Adapted from Creswell, 2014)

There are broadly two research designs associated with the quantitative approach –
experimental and non-experimental designs (Table 4.1.). Experimental research
includes true experiments and less rigorous experiments called quasi-experiments
(Robson, 2011). Others are applied behavioural analysis or single-subject experiments
in which experimental treatment is administered over time to a single individual or a
small number of individuals (Cooper, Heron and Heward, 2007; Neuman and
McCormick, 1995).
Non-experimental quantitative research
This research design, commonly used in real-world research does not manipulate the
phenomena being studied but deals with things as they are because of several
reasons: ethical, non-modifiable (e.g. age, gender, ethnicity), or difficult to modify
(e.g. study site) reasons. This includes causal-comparative research in which the
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researcher compares two or more groups in terms of a cause (or independent variable)
that has already happened, and the correlational design in which the researcher uses
correlational statistics to describe and measure the degree of association (or
relationship) between two or more variables or sets of scores (Creswell, 2012). One
research method generally used in the non-experimental fixed design is survey (or
questionnaires), although it is alternately considered as a research design as opposed
to a method (Bryman, 2016). However, within this thesis, it is considered a research
method.
Even though non experimental research designs such as surveys may not be feasible
to use to predict the exact pattern of results because of the open nature of the systems
and presence of other contextual factors in which social research studies take place,
it may be used to explain the pattern obtained (Robson and McCartan, 2016). The
variables included are usually those needed to answer the research questions labelled
as explanatory (independent) variables and outcome (dependent) variables.
The main non-experimental fixed designs are descriptive, predictive or explanatory.
Descriptive designs are primarily concerned with documenting and describing the
characteristics of the phenomena studied; predictive designs forecast some future
event or phenomena based on the data extracted by documenting its characteristics;
while the explanatory designs are concerned with developing or testing a theory about
a phenomena to identify causal factor or mechanisms producing change (Robson and
McCartan, 2016)
Time dimensions to non-experimental fixed designs are also considered and can either
be cross-sectional, longitudinal or retrospective designs. For cross-sectional design,
the data are collected at a single point in time (although practical reasons may extend
this to a relatively brief period rather than a single point). In longitudinal designs, the
data are collected at more than one point in time or brief period, while in retrospective
designs the researcher collects data at a point in time about the current situation and
about a situation at an earlier point in time (e.g. asking questions about behaviour in
an earlier scenario). The retrospective design is sometimes considered as a crosssectional design trying to simulate a longitudinal design (Robson, 2016).
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4.4.2.

Qualitative Approach

The qualitative approach is commonly used for theory development using an inductive
process (Figure 4.2), but there are other ways in which theories are used within the
qualitative inquiry. Firstly, as a broad explanation for behaviour and attitudes, and it
may be complete with variables, constructs and hypotheses (Creswell, 2014). For
example, the first study conducted in this research (Chapter 5), a qualitative study
employed cultural themes from Hofstede’s national culture theoretical framework (see
chapter 3) to explain behaviours related to patient safety culture. Themes identified
in this context provided a ready-made series of hypotheses from literature to be tested
even though the study was still open to divergent themes to be gleaned from the
interviewees as the researcher interacted with the participants. Example of such
themes is ‘country of training’.
Secondly, the theories provide a lens that shapes the type of questions asked, how
data are collected and analysed, how the researcher is positioned in the qualitative
study (e.g. upfront or biased from personal, cultural or historical context) including
how the final write-up need to be written (Creswell, 2014). Thirdly, the theory,
becomes an end, an inductive process of building which starts from the data to broad
themes to a theory (see Punch, 2005). The researcher gathers detailed information
from participants, which is grouped into themes or categories. These themes are
developed into broad patterns, theories or generalisations, which are compared with
personal experiences or existing literature on the topic (Creswell, 2014). Examples are
case study researches, which end in propositional generalisation (Stake, 1995)
consisting of the researcher’s summary of interpretations and claims to which the
researcher adds personal experiences and grounded theory in which the theory is
grounded in information provided by the participants (Strauss and Corbin, 1998).
Finally, some qualitative studies do not employ any explicit theoretical orientation
(Creswell, 2014), e.g. phenomenology, in which the researcher attempts to build the
essence of experience from participants.
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Figure 4.2: The Inductive Logic of Research in a Qualitative Study (Adapted from Creswell, 2014)

There are several types of qualitative research inquiry approaches: grounded theory
(Strauss and Corbin, 1990); ethnography (Fetterman, 2010; Wolcott, 2008); narrative
research (Clandinin and Connelley, 2000); case study research (Stake, 1995; Yin 2009)
and Phenomenology (Moustakas, 1994).

4.4.3.

Multimethod Approach

The multimethod approach was born out of the recognition that both quantitative and
qualitative paradigms are essential and useful, with individual strengths and
weaknesses (Brewer and Hunter, 2006). This approach does not replace either of
these approaches but instead draws on their strengths and minimise the weaknesses
of both in single research studies and across studies (Brewer and Hunter, 1989).
According to Morse (2003), multimethod approach involves the mixing or combination
of quantitative and qualitative research methods, techniques, approaches, concepts
or languages in a single study, consisting of interrelated studies.

More recently,

authors (e.g. Morse, 2003, Brewer and Hunter, 1989) have positioned the multimethod
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approach in the ‘pragmatic’ epistemological position (discussed in section 4.4.3), which
seeks to answer the overarching research question by attacking it with various
methods, following which the convergent findings can be accepted with greater
confidence compared with just a single finding, and that consequent to each new data
is an increase in confidence in the research findings (Brewer and Hunter, 1989).
Divergent findings are also important; however, theses show that any one data set
should be interpreted with caution and further analysis is required (Brewer and Hunter,
1989). The multimethod approach can be applied at any stage of research and is
useful for triangulation, to interpret convergent or divergent findings as well as for
theoretical and empirical generalisation (Brewer and Hunter, 1989).
In the multimethod approach, although an overarching research question drives the
studies, all studies are complete in themselves (Morse, 2006). The studies may either
be conducted simultaneously or sequentially and may be driven inductively or
deductively, depending on what the researcher needs to discover or confirm. However,
the result of each study (using a specific approach) informs the emerging conceptual
framework as the researcher addresses the overall research aim (Morse, 2006). Data
are not combined, but each study is planned and conducted to answer a research
question, which can be a subquestion (Morse, 2006).
Multimethod research design can either be simultaneous or sequential (Morse, 2006)l.
In simultaneous designs, the studies are carried out concurrently, with one study
(using a specific method) forming the basis of the emerging theoretical framework.
Furthermore, a supplemental study is carried out to elicit information that the base
method could not identify. On the other hand, in the sequential design the study (using
the method) that theoretically drives the research is initially carried out, followed by
other studies (using other methods), which are conducted to further solve
questions/issues identified by the first study or provide a logical extension from the
findings of the first study (Morse, 2006).
In this research, the explanatory sequential design was used. The researcher first
conducts a qualitative study to explore the views of participants after which the
information from the data analysis is built into subsequent quantitative studies. The
qualitative study may be used:
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x to build an instrument that best fits the study sample,
x to identify appropriate instrument to be used in subsequent quantitative study,
x to generate hypothesis which will be tested in subsequent quantitative study or
x to follow up qualitative findings with quantitative research which allows the
scope and the generalizability of the qualitative findings to be assessed
(Creswell, 2014; Bryman, 2016).

4.5.

Theoretical status of Safety Culture

This section has been extensively discussed in Chapter 2. Primarily, some conventional
methodological approaches in the assessment of safety culture, are guided by the lens
through which the researcher seeks to understand it. The quantitative approach is
mostly used by researchers who view culture as causal attitude (Silbey, 2009),
resulting in the use of the analytical approach (Guldenmund, 2010) which mainly sees
culture as being measurable, using dimensions; thus, subscribing to the use of
surveys. The lens which views culture as engineered organisation (Silbey, 2009) as
presented in the literature review (Chapter 2) adopts the less reductionist
epistemology than the culture as causal attitude; and uses the quantitative approach.
Guldenmund described the interpretive approach, which is mainly qualitative, to
understand culture because it sees culture as shared between a group of people with
different realities (Guldenmund, 2010) and Silbey’s (2009). The third lens, culture as

emergent and indeterminate endorses this approach to understanding safety culture.
The pragmatic approach to safety culture (See Chapter 2) is the third approach in
assessing safety culture which understands that contextual factors (e.g. national
culture, industry culture) apart from the organisational or unit culture should be
considered to understand safety culture.

4.6.

The Approach in this Thesis

The approach taken in safety culture research depends on the theoretical position of
the researcher; whether one believes that safety culture is what an organisation has
or what it is (Guldenmund, 2010). Some researchers in the safety culture domain view
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the concept as what an organisation (rarely) has or (mostly) does not have (e.g.
Reason, 1997), that is a state which an organisation must strive for but rarely attain
(ibid. 220). While others (e.g. Guldenmund, 2009) consider it as part of an
organisational culture that is related to safety and risks which is always present. This
position considers culture as an anchor for behaviour, next to situational and personal
parameters (Guldenmund, 2010). Although this research does not consider any of
these theoretical positions, it believes that patient safety culture is emergent; hence,
depends on contextual factors such as the culture of the country where the
organisation is situated including the culture of individuals within the organisation
interacting with the structure and processes within the organisation.
Several epistemological positions, theoretical approaches and research approaches
have been described in previous sections of this chapter. However, it is crucial to
summarise where this study is situated. This research aims to explore how national
culture influences patient safety culture. The epistemological position may be
considered as interpretivism because the researcher does not disregard the multiple
realities based on the interaction between the individuals in the hospital and their
environment. On the other hand, the researcher also recognises that there are some
realities which are external to the individual such as the national culture which may
shape mental programming and in turn attitude, perception and behaviour, thus
favouring postpositivism. Also, the researcher recognises that there are other
contextual factors which may influence research, such as organisational priorities. As
a result of these, the researcher recognises the practicality required in carrying out
real-world research, and because it is more important to answer the research question,
the researcher favours the pragmatism epistemological position described in section
4.3.3 which does not favour any research philosophy.
In addition, in relation to patient safety culture studies, the individuals within the
organisation have socialised with people in their environment as well as their
profession, bringing with them underlying assumptions (core of culture) related to
their national cultural orientations and/or professional culture. Therefore, these
cultures may influence the patient safety culture of the organisation by shaping the
individual attitudes, perceptions and behaviours (Hofstede, 1980). This refers to the
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representation of culture being like the layers of an onion (see Chapter 3) where what
is seen (e.g. artefacts, practices) is being shaped by what is not seen (basic
assumption, values). On the other hand, the epistemological position may be
postpositivist because of the argument that an external reality – culture (reduced to
dimensions) may determine perceptions, attitudes and behaviours related to patient
safety culture (also reduced to dimensions). So, a pattern is uncovered, although not
absolute because of other contextual factors at play.
The research within this thesis does not subscribe to any traditional research approach
but seeks to use multiple methods (within the qualitative and quantitative paradigms)
to answer the research question, hence the epistemological position – pragmatism.
The primary reason is to sufficiently answer the research question, and the researcher
believes this will be better done by using several research methods. Studies in the
patient safety culture domain argue that quantitative research methods such as
surveys which are commonly used only brings to light the superficial and partial
description of patient safety culture, whereas the use of multiple methods helps to
attain more in-depth assessment of culture and its underlying assumptions (Trbvoich
and Griffin, 2016). Apart from this, triangulation increases, the confidence in the
findings derived from the study. Secondly, each approach (qualitative and
quantitative) has its limitations which is compensated for by combining the two
approaches to answer the research question. Also, the combination of the methods
reduces the bias associated with each approach and brings a richer understanding of
how national cultural orientations influence patient safety culture.
The mixed-methods approach used qualitative (focus groups, interviews, observation
and field notes) and quantitative methods (survey) during the research (Figure 4.3).
The rationale for starting with a qualitative study was to explore the participants’
understanding and perception of patient safety culture issues (especially in Nigeria) to
ensure the researcher is not exploring a concept alien to the participants. After
ascertaining that, the research continues by exploring national cultural orientations
using the qualitative approach because this is a better way to uncover more deepseated assumptions shaping what is easily observable (e.g. behaviour or attitude).
Subsequently, quantitative studies are carried out.
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Figure 4.3: Mixed-methods approach within this thesis

4.7.

Research Methods used in this thesis

The research approach employed by this research used three research methods interview and focus group (qualitative approach); and survey (quantitative approach).

4.7.1.

Interviews

Then interviews occur in different forms in social life, e.g. job interviews, media
interviews, appraisal interviews, among others. There is also the research interview
which aims to elicit information from the interviewee by the interviewer. There are
different kinds of research interviews such as structured, unstructured and semistructured (Bryman, 2016), linked to the depth of information sought (Robson and
McCartan, 2016). The structured interview is more or less a questionnaire with fixed
questions in an order which had been pre-determined, and the wordings are
standardised, and responses are selected from a list (Robson and McCartan, 2016).
On the other hand, the semi-structured and unstructured interviews allow the person
interviewed much more flexibility in responses, with the unstructured allowing the
respondent to say practically anything. The ‘structured’ belong in the quantitative
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research approach, whereas the ‘semi-structured’ and ‘unstructured’ interviews reside
in the qualitative research approach.
Interview, the qualitative approach, is flexible, and the emphasis is on how the
interviewee frames and understands issues and events (based on the reality of the
interviewee). This is demonstrated in how the interviewee understands and explains
events, patterns and forms of behaviour. Semi-structured and unstructured interviews
are sometimes referred to as in-depth or qualitative interviews (Bryman, 2016).
The interview, especially face to face, is advantageous, in that, it offers an opportunity
to modify one’s line of enquiry, follow up interesting responses and even investigate
underlying motives. The interview has the potential for providing rich and highly
illuminating information (Robson and McCartan, 2016), although it is time-consuming.
The actual interview session varies in length and according to Robson and McCartan,
(2016) anything under half an hour is unlikely to be valuable and anything over an
hour may be unreasonably demanding on the busy interviewee or even reduce the
number of individuals interested in participating which may lead to bias in the
sampling. Despite its advantages, one of the disadvantages is its non-standardization
which poses the concern about reliability (Robson, 2011); which the researcher tried
to address (see section 4.8.2). Although both unstructured and semi-structured
interviews are considered qualitative interviews, there are some differences between
them.

Unstructured interview: in this form of interview, the interviewer has a general
area of interest and concern, thus may ask a single question and allow the
conversation to develop within this area, with the interviewee having the opportunity
to respond freely. The interviewee only responds to prompts and/or points that seems
worthy of being followed up – like a conversation (Bryman, 2016; Robson, 2016;
Burgess, 1984).

Semi-structured interview: the researcher has an interview guide which is like a
checklist of questions or topics to be covered (Bryman, 2016) although it is not usually
followed strictly. An interview schedule usually includes an introduction, a list of topics,
a set of associated prompts and closing comments (Robson, 2011). The interviewer
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uses probes and prompts to direct the interview process. The questions may not be
asked precisely the way it was outlined in the schedule, and unplanned questions that
are not included in the interview guide may be asked as follow-up to interviewee’s
response (Bryman, 2016; Robson, 2016), but similar questions will be used from one
interviewee to another (Bryman, 2016).
Apart from the qualitative interview, the other prominent method of data collection
used in qualitative research is participant observation (Bryman, 2016), but this study
decided to use qualitative interviews for several reasons. Firstly, while participant
observation is as a good way of accessing underlying assumptions or values
underpinning behaviour and attitudes, the qualitative interview is also identified as an
alternate method (Guldenmund, 2010). With observation, one can observe behaviour;
nevertheless, the researcher has to be immersed in the study environment for a long
time. This research is time-bound, and the issues that are of interest may not emerge
during the time of observation so there may not be any significant observation of
behaviour required to understand the research question.

Figure 4.4: Process in formulating questions for the interview guide (adapted from Bryman, 2016)
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Secondly, the researcher seeks to explore meaning and is interested in understanding
the role national culture plays in shaping patient safety behaviours, attitudes, and
perceptions; thus needs breadth of coverage and the qualitative interview gives the
opportunity to access a range of people, incidents and even two different hospitals (In
Nigeria and UK). Finally, this research has a focus, and qualitative interview helps the
researcher to direct focus and associated research questions.
The qualitative interview within this research is the semi-structured interview. The
researcher chose this method instead of the unstructured interview because, the study
sought to elicit information which will uncover the deep-seated cultural assumptions
related to perceptions, attitudes and behaviours important for patient safety culture.
Unstructured interviews could have been used, but the research question is not
seeking to solely develop a new theory but seeks to use existing cultural theory to
understand individuals’ behaviour concerning patient safety culture, therefore, it was
necessary to follow an interview guide so that the knowledge inquiry will have
direction. Therefore, a standard interview guide (Appendix 2A) across participants was
formulated by using the guideline (Figure 4.4) suggested by Bryman (2016). The
interview guide was based on the patient safety culture issues of interest to the
researcher, such as speaking up, incident reporting, team climate as well as other
patient safety culture dimensions. This enabled the researcher to elicit information
relevant to the research question.
Probes were employed to obtain underlying motives related to the national cultural
framework; however, there was also flexibility for the interviewee to respond freely
(during which time, other important themes emerged). The interview sessions within
this research varied between forty-five and sixty-five minutes and were audiorecorded using a dictaphone (Chapter 5). Some interviews were conducted within the
hospital premises; hence, some observations were made and recorded such as body
language of the participants, dialogue reconstruction, description of the physical
setting and information about particular events or activities. Also, the researcher’s
thoughts, such as “speculations, feelings, hunches and prejudices” were recorded
(Creswell, 2014). Other details about the interviews, such as participants’ details are
presented in Chapter 5.
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4.7.2.

Focus groups

A focus group is a form of interview which takes place in a group context (Robson,
2016) of at least four (Bryman, 2016) but not more than twelve interviewees (Krueger
and Casey, 2015). It is not just about getting a group of people together, but
particularly in terms of purpose, size, composition and procedures (Krueger and Casey,
2015). Like qualitative interviews focus groups explore perceptions, feelings and
thinking about issues and ideas in order to gain an understanding of a concept, to
pilot-test a previous idea or concept or for evaluation (Krueger and Casey, 2015). The
purpose of the research drives the characteristics of individuals recruited to participate
in the focus group which in turn determines the focus of the discussion. Focus groups
usually follow the form of discussion and a substantial degree of flexibility. Similar to
interviews discussed in section 4.5.1, the researcher provides a relatively unstructured
setting for extracting participants’ views through group discussion about a specific
theme or topic which is explored in depth. The researcher usually runs the focus group
discussion following a guide, as a moderator or facilitator, and is not too intrusive,
depending on what the researcher seeks to get out of the session. As a moderator
the researcher provides a formal direction for the discussion. That is, controls the
agenda of the speakers, steers the topic by introducing new questions, steers the
discussion towards an in-depth discussion on the topic, and steers the dynamics by
using provocative questions, as well as polarising slow discussion or dealing with issue
of dominance including encouraging the reserved participants to discussion (Flick,
2014).
In this research, focus group was used informally to explore the understanding of the
Nigerian participants of patient safety (culture). While patient safety culture is widely
known in the UK and its hospitals, the healthcare institutions in Nigeria is considered
to pay scarce attention to the concept; hence, the focus group was an opportunity to
casually explore the understanding of participants and meaning associated with
patient safety culture amongst the study population.
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4.7.3.

Questionnaire Surveys

Questionnaire survey belongs in the quantitative approach and is a non-experimental
fixed research design or method (see section 4.3.1.) commonly used to reveal what is
going on in society today (Bryman, 2016). There are varying forms of surveys, which
include self-administered questionnaire, observational survey or even a weekly diary
of an event. Whatever the form, Robson (2014) mentioned some central features: the
use of a fixed design; the collection of a small amount of data in a standardised form
from a relatively large number of individuals and the selection of a representative few
from the target population.
The form of survey used in this study is the self-administered questionnaire. The selfadministered questionnaire was chosen as a preferred research method because it is
cheaper and quicker to administer with a rapid turnaround in data collection since the
PhD is time-bound and resource-limited. Also, from the small group of individuals, the
researcher can identify attributes of a large population. The researcher is aware of
some of its disadvantages such as the higher risk of missing data, lower response
rates and difficulty in asking additional questions. Hence, several steps (discussed later
in this section) were taken to reduce the impact of these disadvantages on the
research.
4.7.3.1.

Questionnaire Design

Several authors (e.g. Robson, 2016; Bryman, 2016; Creswell, 2014) have provided
guidelines in questionnaire design; central to it is that a good questionnaire should
provide a valid measure of the research question, get the cooperation of respondents
and elicit accurate information (Robson, 2016). Consequently, these guided the design
of the questionnaires within this thesis.
The first consideration is the research question and the theory driving the process.
The research within this thesis seeks to understand the relationship between national
culture and patient safety culture. The theoretical lens used to understand this is the
pragmatic approach (Guldenmund, 2010) or the culture as an emergent phenomenon
(Silbey, 2009) which understand that there are other factors which should be
considered, e.g. national culture. Apart from this, chapter 3 explained how the cultural
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orientation of individuals influence their behaviours, attitudes and perceptions.
Therefore, these provided a theoretical background for answering the research
question. The explanatory (independent) variables are the national cultural orientation

dimensions, and the outcome (dependent) variables are the patient safety culture
dimensions. Hence, questions that test these variables (explanatory and outcome
variables) in addition to background information are included in the questionnaire.
Three studies within this research used the survey method; each chapter
corresponding to the respective study (Chapters 6 and 7) describes its questionnaire
design.
Four instruments were used within this research: two measuring patient safety culture
and two measuring national cultural orientation. Study 2 (Chapter 6) combined the
HSPSC and SAQ as well as the VSM-13 (Value Survey Model Version 13); Study 3
(Chapter 6) combined the SAQ and VSM-13 while Study 4 combined a patient safety
culture subscale (Speaking up for patient safety concern Climate, SUC-safe) with the
VSM-13 as well as the CVScale.
Patient safety culture surveys

HSPSC
The HSPSC contains 42 items measuring 12 patient safety culture dimensions
(described in chapter 2) on a five-point scale reflecting the agreement rate: from
‘strongly disagree’ (1) to ‘strongly agree’ (5), with a neutral category ‘neither’ (3).
Other items are answered on a five-point frequency scale from ‘never’ (1) to ‘always’
(5). There are also two outcome variables: (a) Patient safety grade: measured with
a five-point scale, from ‘excellent’ (1) to ‘failing’ (5), and (b) Number of events
reported: how often the respondent has reported events in the past 12 months with
answer categories: ‘none’ (1), ‘1-2 event reports’ (2), ‘3-5 event reports’ (3), ‘6-10
event reports’ (4) and ’11-20 event reports’ (5).

SAQ
Another patient safety culture instrument used in this research is the short form of
SAQ. It contains 32 questions associated with six patient safety culture dimensions
measured (Table 6.2) on a five-point Likert scale: Team Climate, Safety Climate, Job
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Satisfaction, Stress Recognition, Perception of Management (Unit level and Hospital
level) and Working Condition. The items are answered on a five-point Likert scale
reflecting the agreement rate: `from ‘strongly agree’ (1) to ‘strongly disagree’ (5) with
a neutral category ‘neutral’ (3).
National culture questionnaires

Hofstede’s VSM-13
Several national culture theories were discussed in Chapter 3, but Hofstede (2001)
was most preferred. Hofstede (2001) developed a questionnaire – Value Survey
Module to measure national cultural orientations. This questionnaire has undergone
three iterations: The first VSM questionnaire was the VSM-94 measuring the first four
dimensions

of

national

culture:

power

distance,

individualism/collectivism,

masculinity/femininity and uncertainty avoidance. After some years, the questionnaire
was revised, and the next version, VSM-08 was developed to include the most recent
dimension at the time – long term orientation (Hofstede, 2001).
Version 13 (VSM-13) was developed more recently, and apart from measuring the five
dimensions in the VSM-08, an additional national culture dimension, indulgence vs
restraint was included (Hofstede, 2010). VSM-13 contains 25 questions measuring six
dimensions of national culture, as seen in Table 4.3. Nevertheless, the questionnaire
used within this study did not include the items measuring indulgence/restraint
because this is a recent addition which has not been widely researched, and the scale
has not been validated by studies unlike the first four dimensions that have been
validated through several replication studies (see Chapter 2) and long-term
orientation.
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Table 4.1: SAQ A 32-item questionnaire measuring patient safety culture

Team climate

Safety Climate

Job
satisfaction

Stress
Recognition

Management
(Hospital and
Unit)
commitment to
safety
Working
condition

x Nurse input is well received in this clinical area in this clinical area
x It is difficult to speak up if I perceive a problem with patient care
x Disagreements in this clinical area are resolved appropriately (i.e. not who
is right, but what is best for the patient)
x I have the support I need from other personnel to care for patients
x It is easy for personnel ere to ask questions when there is something that
they do not understand
x The physicians and nurses here work together as a well-coordinated team
x I would feel safe being treated here as a patient
x Medical errors are handled appropriately in this clinical area
x I know the proper channels to direct questions regarding patient safety in
this clinical area
x I receive appropriate feedback about my performance
x In this clinical area, it is difficult to discuss errors
x I am encouraged by my colleagues to report any patient safety concerns I
may have
x The culture in this clinical area makes it easy to learn from the errors of
others
x My suggestions about safety would be acted upon if I expressed them to
management
x I like my job
x Working here is like being part of a large family
x This is a good place to work
x I am proud to work in this clinical area
x Morale in this clinical area is high
x When m workload becomes excessive, my performance is impaired
x I am less effective at work when fatigued
x I am more likely to make errors in tense or hostile situations
x Fatigue impairs my performance during emergency situations (e.g.
emergency resuscitation, seizure)
x Management supports by daily efforts
x Management doesn’t knowingly compromise patient safety
x Management is doing a good job
x Problem personnel are dealt with constructively by our management
x I get adequate, timely info about events that might affect my work from
management
x The levels of staffing in this clinical area are sufficient to handle the number
of patients
x This hospital does a good job of training new personnel
x All the necessary information for diagnostic and therapeutic decisions is
routinely available to me
x Trainees in my discipline are adequately supervised
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Table 4.2: VSM-13 A 20 item questionnaire used to measure national cultural orientation

Power distance

Uncertainty
avoidance

Collectivism

Long term
orientation

Masculinity

x Have a boss (direct supervisor) you can respect
x Be consulted by your boss in decisions involving your work
x How often, in your experience, are subordinates afraid to contradict their
boss
x An organization structure in which certain subordinates have two bosses
should be avoided at all cost
x An organization’s rules should not be broken – not even when the employees
think breaking the rule would be in the organization’s best interest
x How often do you feel nervous or tense?
x All in all, how would you describe your state of health these days
x One can be a good manager without having a precise answer to every
question that a subordinate may raise about his or her work
x Have sufficient time for your personal or home life
x Have security of employment
x Do work that is interesting
x Have a job respected by your family and friends
x Doing service for a friend
x Persistent efforts are the surest way to results
x How proud are you to be a citizen of your country?
x Careful management of money
x Get recognition for good performance
x Have pleasant people to work with
x Live in a desirable area
x Have chance for promotion

The VSM-13 used in this research contains 20 questions which measure five national
culture dimensions (Table 4.3) on a 5-point Likert scale: Power Distance,
Individualism-Collectivism, Masculinity-Femininity, Uncertainty Avoidance and Longterm orientation. Four items measure each (Table 3.13) on a 5-point Likert scale. Five
questions from ‘strongly disagree’ (1) to ‘strongly agree’ (5); 10 questions from ‘of
utmost importance’ (1) to ‘of very little or no importance’ (5); one question from
‘always’ to ‘never’ (5); one question from ‘never’ (1) to ‘always’ (5); one question from
‘quite the same’ (1) to ‘quite different’ (5); and one question from ‘very good’ (1) to
‘very poor’ (5). The score for each dimension was calculated by finding the average
of the items constituting the respective dimension as proposed by Hofstede (1980).
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Table 4.3: CVSCALE A 26-Item Five-Dimensional scale of individual-level cultural orientation

Power distance

Uncertainty
avoidance

Collectivism

Long

term

orientation

Masculinity

x People in higher positions should make most decisions without consulting people
in lower positions.
x People in higher positions should not ask the opinions of
x
x people in lower positions too frequently.
x People in higher positions should avoid social interaction with people in lower
positions.
x People in lower positions should not disagree with decisions by people in higher
positions.
x People in higher positions should not delegate important tasks to people in lower
positions.
x It is important to have instructions spelt out in detail so that I always know what
I’m expected to do.
x It is important to closely follow instructions and procedures.
x Rules and regulations are important because they inform me of what is expected
of me.
x Standardised work procedures are helpful.
x Instructions for operations are important.
x Individuals should sacrifice self-interest for the group.
x Individuals should stick with the group even through difficulties.
x Group welfare is more important than individual rewards.
x Group success is more important than individual success.
x Individuals should only pursue their goals after considering the welfare of the
group.
x Group loyalty should be encouraged even if individual goals suffer.
x Careful management of money (Thrift)
x Going on resolutely in spite of opposition (Persistence)
x Personal steadiness and stability
x Long-term planning
x Giving up today’s fun for success in the future
x Working hard for success in the future
x It is more important for men to have a professional career
x than it is for women.
x Men usually solve problems with logical analysis; women usually solve problems
with intuition.
x Solving difficult problems usually requires an active, forcible approach, which is
typical of men.
x There are some jobs that a man can always do better than a woman.

CVScale
The CVScale, developed by Yoo et al (2006) measures national cultural orientation at
the individual level. Chapter 3 discussed the rationale for measuring national cultural
orientation at the individual level. Other rationales for using this questionnaire are
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discussed in chapter 7. The CVScale questionnaire as seen in Table 4.4 comprises of
twenty-six items (five dimensions) scale measured on a five-point Likert scale from
‘disagree strongly’ (5) to ‘agree strongly’ (1). The dimensions are power distance (five
items), collectivism (six items), masculinity (five items), uncertainty avoidance (five
items), long-term orientation (six items).
4.7.3.2.

Response rate

Respondents are central to surveys because survey completion improves response
rate and reduces the risk of missing data. Although no matter how carefully the
questions are formulated, and all precautions are taken, all respondents may not
complete the questionnaire; however, to reduce the risk, several steps were taken.
These steps include making the instrument as short as possible (Bryman, 2016).
However, this was a major challenge in the quantitative studies within this thesis
because the variables to be tested were many, resulting in at least fifty questions per
questionnaire.
Nevertheless, in order to improve response rate, the researcher was guided by
Bryman’s (2016) suggestions on questionnaire layout format in such a way that it
appeared shorter (see Appendix 3A and 4A respectively for samples of the
questionnaires used within this research). Also, the researcher provided clear
instructions about how to respond, questions and answers were kept together, and
closed-ended answers with a pre-coded Likert scale response set were used.
Regarding the second and third studies; in order to increase response rates, the names
of staff by department was obtained, and all staff were handed the questionnaire, and
their names were ticked off as soon as questionnaires were submitted. Also, there
were constant reminders through the departmental heads and at hospital
management meetings; nonetheless, the response rate was 64%.
Few departments within the hospital participated in the fourth study, but it was difficult
to get the list of staff. Therefore, to improve response rate, the questionnaires were
distributed at departmental and professional meetings; at lunchrooms, and also placed
at visible places within the departments with email and personal reminders at
meetings. However, the response rate was 63%.
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Robson (2016) mentioned that for a questionnaire survey, a minimum of 60 per cent
is acceptable (e.g. Mangione, 1995); while others suggested at least 75 per cent (e.g.
Fowler, 1993). However, Baruch (1999) found a mean response rate of 55% when he
reviewed 175 surveys in a range of reputable journals with a decline in later studies.
Thus, the response rate of studies within this research is adequate.

4.8.

Research Context

The studies in this research were carried out across two countries – Nigeria and the
United Kingdom. The choice of these countries was related to the research question.
The healthcare workforce is seen to comprise of either individuals from the societal
culture (culturally homogeneous workforce) or individuals from different countries
(multicultural or culturally heterogeneous workforce). In order to answer the research
question,

the researcher

sought

two

countries characterised

by

hospitals

predominantly comprising of culturally homogeneous and culturally heterogeneous
employees. While the researcher acknowledges that there are some countries with
these characteristics, these two countries were chosen because of convenience and
ease of access.

4.8.1.

Nigeria

Nigeria, as a country, came into existence on October 1, 1960, after gaining
independence from the United Kingdom. The boundaries of present-day Nigeria were
created by the British colonial administration in the late 19 th and early 20th centuries,
and have remained so (Falola and Heaton, 2008). The term Nigeria originally
represented the agglomeration of pagan and Mohammedan States functioning under
the official title of ‘Royal Niger Company Territories’, different from the colonies of
Lagos and the Niger Protectorate on the coast as well as from the French territories
of the Upper Niger. However, the name was assumed for the collection of the
territories (that is the Royal Niger Company Territories, the Lagos Colony and Southern
Protectorate) after the amalgamation in 1914 (Omoruyi, 2002).
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Nigeria covers an area of 923, 768 square km, and has an estimated population of
about 180 million people, ranking as the seventh most populous country in the world
(online World Factbook, 2016). Nigeria has several ethnic groups; however the most
populous in Nigeria are Hausa and Fulani 29%, Yoruba 21%, Igbo 18%, Ijaw 10%,
Kanuri 4%, Ibibio 3.5%, and Tiv 2.5%. English is the official language; nevertheless,
other dominant languages are spoken in Nigeria such as Hausa, Yoruba, Igbo and
over 500 additional indigenous languages.
There are two dominant religions in Nigeria – Christianity and Islam. 50% of the
Nigeria population are Muslims mostly in the northern part, while 40% are Christians
mostly in the southern part of Nigeria and the remaining 10% of the population still
uphold their traditional indigenous beliefs. Religion is a belief system, an identity and
a way of life; this is the view of the individuals in the north practising Islam whereas
the Christians in the south (Ibos and Yorubas) view religion as a belief system and an
identity (Usman, 1987).
The country started with just two components – northern and southern protectorates
on January 1, 1914. After independence in 1960, she became three regions, then the
creation of states started with 12 states on May 27, 1967, which continued until the
present number by the creation of additional states on October 1, 1996, making the
country 36 states and the Federal Capital Territory (FCT) as the capital of the country
(Krieger et al, 2013). The FCT is the seat of power, where the headquarter of all
government bodies reside, and the three arms of government: judiciary, executive
and legislative. The country has 774 local governments.
Hofstede gave scores for national culture dimensions to every country studied.
Although Hofstede’s scores did not include Nigeria as a country, however, Nigeria was
grouped with other West African countries. West Africa’s cultural orientation is
characterised by high power distance, collectivism, moderate femininity, moderate
uncertainty avoidance and short-term orientation. Although all individuals within the
culture do not have the overarching national culture, the expectation in tight cultures
such as Nigeria (Uz, 2014) is that these cultures should be imbibed and internalised
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by most individuals because any deviation from this norm will have repercussion for
the individual (Gelfand et al, 2011).
4.8.1.1.

The Nigeria Health System

The three tiers of government – Federal, State and Local – share the responsibility for
providing health services and programs in Nigeria. The Federal government is mainly
responsible for providing policy guidance, planning and technical assistance and
responsible for coordinating the state-level implementation of the National Health
Policy as well as establishing health management information systems. Apart from
this, the federal government is also responsible for the management of the tertiary,
teaching, psychiatric and orthopaedic hospitals as well as some medical centres.
The state, through its ministries of health, hospital management boards and the local
government areas, share the responsibility of managing health facilities and programs.
These health facilities are generally referred to as secondary healthcare providers, e.g.
general hospitals and some tertiary hospitals as well as primary care facilities. The
training of officers in these facilities and provision of technical assistance is in the
purview of the state. The 774 local governments oversee the operation of primary
health care facilities within their geographical areas; including the provision of basic
health services, community health hygiene and sanitation.
Apart from the public sector, which provides healthcare, there is also a large number
of private health facilities (profit and non- profit) as well as a thriving traditional and
spiritual healers’ community.

4.8.2.

United Kingdom

The United Kingdom is a sovereign state located off the north-western coast of Europe
made up of England, Wales, Scotland, Northern Ireland and many smaller islands. It
has a population of over 62 million people.
The United Kingdom is considered a plural society (Smith, 1965) as a result of the
diversity of cultures within the society. According to studies on cultural tightness and
looseness, the United Kingdom is referred to being one of the top ten loose cultures
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(see Gelfand et al, 2011; Uz, 2014). Therefore, individuals can still maintain their
original culture without being sanctioned. The cultural orientation of the United
Kingdom according to Hofstede cultural framework refers to the country having low
power distance, individualism, masculinity, moderate uncertainty avoidance and shortterm orientation.
The United Kingdom provides public healthcare to all permanent residents and
healthcare coverage, though free at the point of need is paid for by general taxation.
About 18% of a citizen’s income tax goes toward healthcare, which is about 4.5% of
the average citizen’s income. Overall, the UK spends around 8.4% of her GDP
healthcare (around 0.1894 trillion GBP). Although the UK has a growing private
healthcare sector, it is still much smaller than the public sector.
4.8.2.1.

The NHS

The National Health Service (NHS), responsible for the public healthcare sector of the
UK, was founded in 1948. Before this time, healthcare was generally available only to
the wealthy unless through charity or teaching hospital. In 1911, David Lloyd George
introduced the National Insurance Act, which allowed the deduction of a small amount
from employee’s wage so that they can have access to free healthcare. However, after
the second world war, a public healthcare system which provided free healthcare for
all at the point of need was launched. This healthcare service was funded from central
taxation (Chang et al, n.d.). At first, a basic tripartite system was formed, splitting the
service into hospital services, primary care (General Practitioner’s) and Community
Services, and this was replaced after a restructuring of the management system in
1974. By the 1990s, the National Health Service and Community Care Act was passed,
which set up independent Trusts that managed hospital care. Reform has continued
in order to improve access to care as well as improve quality of care including a slow
increase in private driven healthcare.
Currently, the UK has a government-sponsored universal healthcare system called the
National Health Service (NHS) which consists of a series of publicly funded healthcare
systems. It includes NHS (England), NHS Scotland, NHS Wales and Health and Social
Care in Northern Ireland, through which citizens are entitled to healthcare although
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they have the option to buy private health insurance as well. These health authorities
across the regions of the UK function differently. The NHS plan promises more power
and information for patients, more hospital beds, more doctors and nurses,
significantly shorter waiting times for appointments, improved healthcare for older
patients, and stricter standards for NHS organisations.
Quality of care is a significant focus of the NHS since one of its goals is to enhance
the quality and safety standards of health and social care services. This is addressed
in a variety of methods including the setup of regulatory bodies which monitor and
assess the quality of health services provided by public and private providers. This
includes a regular and periodic assessment of all providers, investigation of all
individual issues and provision and dissemination of best practice methods to all
healthcare providers (“The NHS”, 2018). As a result of all these efforts on
improvement of quality and standard of healthcare in the UK, a recent study of seven
industrialised countries rated the UK’s healthcare system as one of the best in the
world. The rating criteria included five areas of performance – quality, efficiency,
access to care, equity and healthy lives (“NHS facts”, 2018).
Despite efforts at improving healthcare standard and quality, several challenges still
plague the healthcare system, such as the shortage of healthcare personnel. As a
result of this, the UK has over the years attracted migrant healthcare workers to
reduce shortage leading to a more diverse healthcare workforce. For instance, a 2018
report (GMC, 2018) suggests that around 139,000 of the 1.2 million NHS England
employees are foreign nationals (i.e. 12.5%). Of these, around 62,000 are from the
EU countries, 45,000 from Asia and 21,000 are from Africa countries; the most
common nationalities are Indian (18,300), Filipino (15,400), Irish (13,000) and Polish
(8,500). Among doctors, the proportion of non-British NHS staff is much higher, that
is 26%: 12% come from Asia with two-thirds of this group from either India or
Pakistan; 10% are from EU countries, mostly Ireland and 3% from African nations.
However only 16% of nurses and health visitors in the NHS are non-British, 7%
(21,200) are from the EU countries – mostly Ireland, Spain and Portugal. A further
6% are from Asia – India or the Philippines and another 2% from African countries
(Kentish, 2018).
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There is a high chance that the cultural diversity will increase as the shortage of
healthcare workers, mainly doctors and nurses persist, leading to pressure on the
government to lift the cap on the number of skilled workers allowed to come in (which
is only 20,700 a year).

4.9.

Sampling

Sampling is very vital to research, whether it is quantitative or qualitative, especially
when a researcher seeks to generalise the findings. As a result, authors encourage
representative sampling in order to make statistical inferences. Various sampling
strategies are documented by authors, as seen in Table 4.5 (Fowler and Floyd, 2014),
which can either be a probability or non-probability sampling procedures. Most
researchers advocate for the probability sampling procedure; however, the challenges
in real world research make it difficult, if not impossible to fulfil (Robson and McCartan,
2016). When conducting research, one must consider the sample frame and the
sample size; but, in the real world, there are many factors which influence these. For
instance, the political and environmental influences cited by the pragmatism approach,
where the researcher sets out on research in an organisation, but the management
within the organisation changes the trajectory of the researcher, deciding on the
sampling frame and not providing the list of staff (which is helpful in probability
sampling). Also, the challenge of non-response which is very serious because even if
the researcher gets every other thing right (perfect random sample from perfect
sampling frame), a low response rate casts doubt on the representativeness of the
sample (Robson, 2011).
The qualitative study within this research used the purposive sampling and snowball
sampling strategies. These were selected because the sampling was guided by the
research question which required selection of individuals with specific characteristics.
For instance, in the Nigerian population, it was essential to select Nigerians who were
educated in Nigeria as well and those who had professional training outside Nigeria.
Also, snowball sampling enabled the researcher to get more participants with similar
characteristics.
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The second study (Chapter 6) employed a general population sampling, which
included all members of the respective departments in order to improve the response
rate as well as to get a representative sample (considering the research question). If
random sampling were used, the sample size would be too small, and not all
individuals within the sampling frame respond to surveys. Study 3 (Chapter 6) used
the cluster random sampling to select respondents because a list of staff was obtained
and organised according to departments following which the simple random sampling
was performed. However, when the eventual sample size was small, more cases were
included (Fowler, 2014) to improve the response rate.
Table 4.4: Sampling strategies (Robson, 2011)

Probability sampling
Simple random

sampling:

Non-probability sampling
this

involves

Quota

sampling:

the

strategy

here

is

to

obtain

selection at random from the population list

representatives of the various groups/elements of a

– referred to as the sampling frame

population usually in the relative proportion in which they

Systematic sampling: this involves taking

occur in the population.

every nth name from the population list

Dimensional sampling: this is an extension of the quota

ordered in a way unrelated to the subject of

sampling, but various dimensions of importance to the survey

the survey

are incorporated into the sampling procedure

Stratified random sampling: involves dividing

Convenience sampling: this involves choosing the nearest

the population into a number of groups or

and most convenient person as respondent until the required

strata where members of a group share a sample size is reached
particular characteristic; usually followed by

Purposive sampling: this is driven by the researcher’s

random sampling. The aim is for the stratum

judgement and interest with regards to answering the

to be representative of the groups within the

research question

population

Snowball sampling: the researcher identifies one or more

Cluster sampling:

involves

dividing the

individuals of interest from the population and these, in turn,

population into a number of units each of

identify members of the population who participate in the

which contains individuals with a range of

study, and it goes on until the sample size is reached. This is

characteristics

usually employed in interviews.

Multi-stage sampling: this is an extension of
cluster sampling but involves the selection of
the sample in stages
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The final study (Chapter 7) was conducted in a multicultural hospital in the UK. The
Royal Free Hospital NHS Trust was selected based on the researcher supervisor’s
contact within the hospital because there was a challenge getting a study site for this
study. The contact person within the patient safety and risk department received an
initial proposal followed by invitation for a formal meeting and presentation with the
researcher and research supervisor. The initial aim was to conduct the study across
the departments within the hospital; hower, the hospital required the study in specific
departments across the three hospitals (Royal Free Hospital, Barnet Hospital and
Chase Farm Hospital) within the Trust. The departments are the operating theatre,
intensive care unit and day surgery of the three hospitals within the Royal Free NHS
Trust, the Maternity department at Barnet and other units such as Medicine.

4.10.

Data Analysis

Data analysis depends on the research approach. The approach used employed
methods in the qualitative and quantitative paradigm; hence, the data generated
included numbers and texts.
For the qualitative methods used within this thesis, the data were analysed using

thematic analysis, and NVivo 10 software was used to organise and analyse the data.
Because text data are so dense and rich, not all the information was used in the
qualitative study, but those relevant to the research. The steps followed are provided
in Figure 4.5.
Thematic analysis is a method which identifies, analyses and reports patterns (themes)
within data (Braun and Clarke, 2006). It not only organises and describes data in rich
details but also interprets various aspects of the research topic (Boyatzis, 1998). Some
authors have argued that thematic analysis is not a specific method (e.g. Boyatzis,
1998) but as a tool that can be used across different methods. This argument was
supported by Ryan and Bernard (2000) who located thematic coding as a process
performed within methods such as grounded theory. However, many authors have
countered the argument (e.g. King, 2012; Braun and Clarke, 2006) by suggesting that
thematic analysis should be considered a method of analysis in qualitative research.
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Figure 4.5: Thematic analysis

Thematic analysis offers many benefits such as its flexibility; it is independent of theory
and epistemology and can be applied within any theoretical and epistemological
position (Braun and Clarke, 2006).
Data analysis in quantitative studies involves using statistical software to analyse
numbers. The analysis depends on the research question, and since the quantitative
studies within this thesis assessed relationships, multiple regression and correlation
analyses were conducted. Multiple regression and correlation analyses are used to
examine the relationship between a dependent variable and one (correlation analysis)
or many (multiple regression analysis) independent variables (Cohen and Cohen,
2009).
Correlation determines the degree and direction of association between an
independent variable and a dependent variable. Usually, the Pearson’s correlation
coefficient r is calculated and interpreted such that the closer to 1, the higher the
association between the variables, and a negative sign denotes a negative association
and vice versa (Rodgers and Nicewander, 1988). On the other hand, regression
analysis is used to predict the relationship between a dependent variable and one or
more independent (or predictor) variables. The coefficient of determination R2
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calculated provides the proportion of variance ‘explained’ by the regression model
(Nagelkerke, 1991).

4.10.1. Validity and Reliability
For data, to be appropriate and deemed to generate acceptable results, different tests
are necessary to validate the data. The terms used for these tests are the same for
quantitative and qualitative data; however, the procedure is different.
4.10.1.1. Qualitative study
Qualitative validity involves the researcher checking for the accuracy of the findings
by using certain procedures, while reliability indicates that the researcher’s approach
is consistent even if used by a different researcher (Gibbs, 2007). Validity entails
determining whether the findings are accurate from the position of the researcher, the
participant or the reader of the account (Creswell, 2014) therefore terms such as

trustworthiness, authenticity and credibility abound in qualitative literature (Creswell
and Miller, 2010).

Validity
Certain strategies were incorporated to ensure validity in this research. These include
such as member checking (Bryman, 2016) – the major findings and specific themes
were taken back to participants to determine accuracy from the participants’ point of
view. Secondly, rich, thick description (Gibbs, 2007) was used to convey the findings,
offering many perspectives about a theme, for instance, the theme collectivism has
many perspectives; so, the researcher identified different descriptions of various sides
of the theme to validate it. Thirdly, discrepant information discovered which
contradicts the theme was presented because not all individuals within a culture
imbibe the national cultural orientations. The researcher supervisor, serving as an
external auditor reviewing the entire study, also debriefed the researcher; this enabled
the supervisor to project an objective assessment throughout the process of the
research.
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Finally, researcher bias needs to be clarified – the researcher’s interpretation of the
findings is shaped by the researcher’s background, such as national cultural
orientation. This influences the researcher's behaviours and interpretation of the
action of others, thus enabling the researcher to understand and interpret the
comments of the interviewees. However, the researcher often asked for clarification
from the interviewees to ensure the interpretation is not based on a personal view,
but the participant’s view; the clarification was more when interviewing the UK
participants. This was helpful, as some moderating factors were discovered during the
interviews.

Reliability
Reliability in qualitative studies refers to stability and consistency. Yin (2009)
suggested that to ensure reliability; researchers need detailed documentation of the
procedure. He also recommends that a detailed case study protocol and database
should be set up, so others can follow the procedures. NVivo 10, a qualitative data
analysis software, was used to enhance the reliability of the qualitative study in this
thesis. The software was used to code the transcripts and organise the codes into
themes. The process followed is presented in Figure 4.6.
4.10.1.2. Quantitative study
Although the terms ‘reliability’ and ‘validity’ seem to be almost synonymous, they differ
in their meanings in relation to research and evaluation of concepts (Bryman, 2016).

Validity
Measurement validity in quantitative study has to do with whether a concept measures
the concept. There are different ways to establish validity such as face validity,
concurrent validity, predictive validity, construct validity or convergent validity. At the
very minimum, face validity of a measure should be determined if nothing else. This
is established by asking other individuals (who are authorities in the field) whether the
measure focuses on the concept it intends to measure (Bryman, 2016).
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Figure 4.6: Procedure for qualitative data analysis

Construct validity is often highlighted in research and is estimated by using statistical
techniques such as structural equation modelling. The questionnaire in this research
contains validated instruments in other domains. For instance, the HSPSC and SAQ
used for studies two and three are widely used and found to have good validity
(Chapter 2).
Some researches use the content validity index (CVI) to judge content validity; this
calculates an index of interrater agreement or relevance, so the researcher can be
more confident that the instrument truly reflects the concept or construct. In scientific
literature a CVI cut-off is said to be between 0.78 and 1.0 (LoBiondo-Wood and Haber,
2014). Discriminant validity is also tested to ensure the validity of measures; this is
usually tested by checking the correlation between the scales within an instrument
which should be < 0.90 (Kline, 2005)
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Another form of validity that is assessed is construct validity. This refers to the extent
to which a test measures a theoretical construct, attribute or trait (LoBiondo-Wood
and Haber, 2014). It attempts to validate the theory underlying the measurement by
testing the hypothesised relationship. Several approaches such as hypothesis-testing,
factor analytical, convergent and divergent, and contrasted-groups approaches are
identified in literature. However, the approach used in this research is factor analysis.
The factor analysis is a statistical procedure that shows the extent to which a set of
items measure the underlying concept. Items used to test a concept should load under
the same factor. Although the instruments in this research have been widely used,
factor analysis was performed to test the construct validity of the instruments used to
measure national culture and patient safety culture.

Reliability
Reliability is concerned with issues of consistency of measures; it concerns the stability
of a measure tested using the test-retest method. Internal reliability which applies to
multiple-item measures such as those used in this research and inter-rater reliability
are other forms of reliability measures. However, the most widely used measure for
internal reliability in survey studies using Likert scale is Cronbach’s alpha (LoBiondoWood and Haber, 2014). Cronbach’s alpha is the average value of the reliability
coefficients obtained for all possible combinations of items when split into two halftests (Hair et al, 2011). The reliability coefficient ranges from 0 to 1; the closer to 1,
the more reliable and vice versa. Based on the formula_= rk / [1 + (k-1) r] where k
is the number of items considered and r is the mean of the inter-item correlations.
Consequently, the size of alpha is determined by the number of items in the scale and
the mean inter-item correlations (Gliem and Gliem 2003). Alpha of ≥ 0.7 is widely
cited as acceptable alpha scores; however, 0.6 is still acceptable (Hair et al, 2016),
Nunnally (1978) the first author on internal consistency suggested that depending on
what the measure is used for, 0.6 is acceptable provided the error variance should not
be much (<30%). Pearson’s Product Moment Correlation Coefficient is used to
quantify the association between a dependent variable and an independent variable
(Hair et al, 2009). The values ranges from +1 to -1. The closer to 1, the stronger the
degree of association and vice versa. The + or – indicates whether the association is
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positive or negative respectively (Hair et al, 2009). Cohen’s criteria r, is used to
interpret the strength of the correlation (i.e., r=.10 small, r-.30 medium, r=.50 large).
Multiple regression is used to quantify the predictive power of the relationship between
variables (Hair et al, 2009). Liner regression refers to the relationship between one
dependent variable and one independent variable, however, multiple regression refers
to the relationship between one dependent variable and more than one independent
variables (Hair et al, 2009). R2 criteria is usually calculated and it is used used to
interpret the strength of the relationship. It is referred to as the coefficient of
determination which predicts how well the independent variables (explanatory
varibales) explain the variability in the response data (Hair et al, 2009). Although the
output is in two decimal places, however, it is explaine and interpreted in percentages.
For example, an R2 value of 0.25 was reported for the multiple regression result for
the relationship between safety climate and national culture dimensions (see Table
6.18 in Chapter 6). This shows that national culture dimensions explain 25% of the
variability in the safety climate data.

4.11.

Ethical Approval

Ethical approval is essential for any research, especially those requiring human
participants. The aim is to safeguard the participant as well as assure them of
confidentiality; that the research will not hurt them in any way (Bryman, 2016).
Several organisations have different ethical procedures which guide research. Studies
in this research were conducted in two different countries with similar ethical
requirements but different procedures.
Research regulation in the UK healthcare assures participants of the high quality,
safety and ethics of the research they are taking part in; therefore, the NHS Research
Ethics Committees (RECs) review applications for research and give an opinion about
the proposed participant involvement and whether the research is ethical (Department
of Health, 2012). However, not all research conducted within the UK NHS requires its
approval. Therefore, the Health Research Authority (HRA) provides a Decision Tool
(Health Research Authority, 2013a) to aid potential researchers to determine the
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classification of their potential research. The classification provides a guide as to
whether the activity is an audit, service evaluation or research (Health Research
Authority, 2013b). If the potential project is categorised as research, the tool provides
information on procedures to get the ethics approval.
In Nigeria, especially in Abuja, all hospitals within the FCT are under the FCT Research
and Ethics Department; therefore, before conducting a study, a proposal was sent to
the department. After reviewing the application, approval was conveyed to the
researcher.

4.12.

Conclusion

This chapter has not only provided the general research methodology but discussed
the research methodology and research methods used in this research. It highlights
that although the interpretivism epistemology may be taken, a pragmatic paradigm is
more appropriate as the researcher seeks more importantly to answer the research
question. Therefore, this informed the research approach subscribed to – mixedmethods approach, because it gives the researcher the flexibility to use as many
research methods as possible to understand the research question irrespective of the
epistemological standpoint. Research methods used include interviews, focus groups
and questionnaire surveys which enabled the researcher to gain participants’
understanding on patient safety culture and understand how national cultural
orientation shape perceptions, attitudes and behaviours related to patient safety
culture. Several approaches were used to ensure the validity and reliability of the
methods, and subsequent chapters adequately describe the four studies within this
research.
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Chapter 5
Study 1 – The Influence of National Culture on
Patient Safety Culture: A Qualitative Study in the
United Kingdom and Nigeria
5.1.

Chapter Overview

This chapter presents the first study, which applied a qualitative approach, using
interviews and focus group methods to explore how national culture shapes
perceptions, attitudes and behaviours important for patient safety culture in health
workers in Nigeria and migrant health workers in the UK. Factors necessary for patient
safety culture were explored and the difference in patient safety culture between the
UK and Nigeria from the perspective of the participants. Finally, the study examined
whether national cultural orientation shaped patient safety-related attitudes,
perceptions and behaviours.
Firstly, the findings from the Nigerian population was presented, followed by the UK
participants. Patient safety culture awareness was explored, followed by the
perception of overall patient safety culture in the respective countries. Next, the
influence of national cultural orientation on patient safety culture was examined.
Finally, the findings revealed other external factors which influenced patient safety
culture, such as country of training, years in the host country and professional culture.
The chapter concludes by discussing the findings and discussing future steps.

5.2.

Aims and Objectives

The overall aim of this study is to explore whether national culture shapes patient
safety culture. The United Kingdom and Nigeria were selected as the countries of the
study. The following objectives are established to achieve the aim:
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1.

Understand the difference in patient safety culture between the countries studied
– the United Kingdom and Nigeria

2.

Understand the factors responsible for the difference in patient safety culture
between the United Kingdom and Nigeria

3.

Explore how national culture shapes perception, attitude and behaviour important
for patient safety culture in the United Kingdom and Nigeria

4.

Explore whether other factors shape patient safety culture and understand the
effect these factors have on the relationship between national culture and patient
safety culture

5.3.

Methods

5.3.1. Participants
A total of 44 semi-structured interviews were carried out between September and
November 2015. Twenty-three participants worked in the United Kingdom (Nigerian
16; British 2; Greek 1; Polish 1; South African 2; Hungary 1) and twenty-one worked
in Nigeria (all Nigerians). Table 5.1 shows the participants’ details.
In the UK sample, healthcare professionals of any nationality were targeted; however,
it was necessary to have Nigerians working in the UK as participants to get their view
on how patient safety culture differs between Nigeria and the UK; and to uncover
whether once individuals migrate to another country acculturation make them imbibe
the culture of the host country. Healthcare professionals recruited in Nigeria were
predominantly of Nigerian nationality.
The healthcare professionals belonged to varying professional groups with different
professional roles (Table 5.1) and have worked for more than six months in the
respective hospitals.
In qualitative research probability sampling techniques cannot be used because the
persons to be sampled are not known a priori which makes it impossible to draw
elements for study in proportion (Bryman and McCartan, 2016). A purposive sampling
strategy was used to ensure a representative sample of nationalities according to the
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research aim. Furthermore, convenience sampling where participants were selected
on a first-come, first-serve basis was used, as well as snowballing to ensure sample
representation. (see Chapter 3).

5.3.2. Study Design
5.3.2.1. Interview Schedule
A semi-structured interview schedule was developed and reviewed by the researcher
and the research supervisor. This interview schedule was piloted within two focus
group sessions, during which it underwent two iterations before the final version. The
final version consisted of three sections: (1) awareness and understanding about
patient safety (culture) (2) perceptions of patient safety culture and the difference
between patient safety culture in the UK and their home country where applicable (3)
questions on perception, attitude and behaviours related to patient safety culture and
probes which sought to explore the role of cultural orientations. Extensive training on
performing qualitative studies and conducting interviews was obtained by the
researcher, following which the interviews were carried out. Appendix 2A contains the
interview schedule used.
5.3.2.2. Procedure
The study employed face-to-face interviews. The interviews were between 30 minutes
and 55 minutes and all the interviews were recorded using a dictaphone. Handwritten
notes were taken in addition to field notes for interviews conducted within the hospital.
The interview schedule was used as a guide; however, the interview was guided by
the responses of the interviewees. The interview was guided by theoretical evidence
on patient safety culture (Nieva and Sorra, 2006; Sexton et al, 2006) and national
culture (Hofstede, 2001). Some interviewees gave as much information as needed
with little probes, and others needed many probes to guide the interview to elicit
information required for this study. The questions were reworded for some
interviewees to improve their understanding.
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Table 5.1: Participants' characteristics
UK Participants

Country of

N

Specialty

N

Professional Role

n

16

Emergency

5

Medical Registrar

5

origin
Nigeria

Medicine
UK

2

Surgery

3

Surgical Trainee

1

Greece

1

Anaesthesia

1

Consultant surgeon

2

Poland

1

Care Assistant

3

Anaesthetist

1

Hungary

1

Nursing

7

General Nurse

6

South Africa

2

Pharmacy

1

Care Assistant

1

Physiotherapy

3

Pharmacist

1

Neurosurgeon

1

Physiotherapist

3

TOTAL

23

23

23

Years in the UK
0 – 6 months

1

7months – 1 year

1

1 – 5 years

2

6- 10 years

2

10 – 15 years

7

15 years and above

10

Nigeria Participants
Country of origin

No

Specialty

No

Professional Role

No

Nigeria

21

Emergency

5

Medical Registrar

5

Surgery

2

Surgical Trainee

1

Anaesthesia

1

Consultant Surgeon

1

Nursing

7

General Nurse

4

Physiotherapy

3

Nurse Manager

4

Care Assistant

2

Paediatrics Nurse

1

Pharmacy

1

Theatre Nurse

1

Care Assistant

2

Pharmacist

1

Physiotherapist

3

Medicine

TOTAL

21

21
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5.4.

Data Analysis

The interviews were transcribed verbatim into Microsoft Word documents and
rechecked for consistency. The data was then uploaded into the qualitative data
analysis software package NVivo (version 10) for coding, data organisation and
analysis. Qualitative analysis was performed using template analysis which is a form
of thematic analysis with a blend between a high degree of structure and flexibility to
adapt data to the need of the study (King, 2012). A priori themes informed by theory
and empirical evidence (e.g. respect for authority, in-group, communication openness)
were applied to the whole dataset as well as emerging themes from the transcripts
(King, 2012). Six transcripts were firstly coded using the a priori themes. This was
followed by a reanalysis of the original codes resulting in the emergence of additional
themes and subthemes, using the guideline outlined by Huberman and Miles (1994):
After the initial open coding, similarly coded data were categorised into subthemes,
and this continued until related themes were grouped under a category (e.g. national
culture, professional culture). Analysis continued until thematic saturation was
achieved, i.e. the point at which emerging themes were repeatedly identified, and no
new themes were emerging (Guest, Brunce and Johnson, 2006).

5.5.

Findings

5.5.1.

Nigeria

5.5.1.1.

Understanding and Awareness of patient safety

Participants were asked about their understanding and awareness of patient safety.
The responses revealed that the concept is not well known in Nigeria; neither is it
explicitly communicated by the healthcare systems or the hospitals.
Nevertheless, the participants were able to draw the meaning from the phrase. For
instance, a participant mentioned:
“I have never heard of patient safety before, but I believe I know what it means from

the name – what we do to ensure that our patients are safe.” (Paediatric Nurse)
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The responses also showed that participants related the meaning of patient safety to
what aspects of their professional role require them to be careful in order not to harm
the patients. For example, the comment by a physiotherapist:

“I think patient safety deals with making sure that my patients do not fall or I watch
out so that my patient does not get burnt while applying shortwave diathermy.”
(Senior Physiotherapist)
Respondents who work in the theatre also understood patient safety in relation to
their responsibilities which includes counting of surgical materials, which as part of the
WHO surgical checklist is an essential aspect of patient safety in the theatre.

“As a theatre nurse, it is making sure we do not forget anything such as surgical swabs
etc in the patient, we count before surgery, during surgery and after to the ear of the
patient, and the anaesthesia and surgeons.” (Theatre Nurse)
Awareness and understanding of patient safety culture were related to the country of
training such that the two participants trained in the UK mentioned that they are aware
of patient safety:
“Yeah…patient safety culture was mentioned often in the hospital in the UK in relation

to incident reporting” (Consultant Surgeon)
“I worked at the emergency unit for a bit, and we often have discussions about it
[patient safety] (Medical Registrar)
Despite the lack of explicit communication about the concept of patient safety culture
in Nigeria healthcare system, tertiary hospitals in Nigeria recognise its important;
hence, encouraged incident reporting.

However, because it is not a cultural

expectation, healthcare workers (HCWs) do not report incidents:

“patient safety is very important to medicine itself. I don’t think the government have
to tell us even though the ministry of health is not big on it for now. I have gone on
posting to two tertiary hospitals; there is a book where we have to report incidents in
Hospital A and in the Hospital B we are encouraged to report although I don’t think
anyone fills it in” (Registrar Anaesthesia)
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5.5.1.2.

Patient safety culture

In order to understand the perception of patient safety culture, the participants were
asked whether they have heard of patient safety culture. Most of the participants
mentioned that they had never heard of the concept. Therefore, the researcher
explained to them in simple language what adding the term “culture” to “patient
safety” means. Following this, participants were asked to describe the culture of
patient safety in their organisation and important factors for patient safety culture in
Nigeria.
In response to this question, participants identified a variety of management, team
and individual factors. These factors formed the basis for the perception of patient
safety culture of their various hospitals.
5.5.1.2.1.

The role of hospital management

Most participants view the hospital management as central to patient safety. The role
of management was associated with five subthemes: provision of materials and
equipment, safety before profit, training, welfare, and job design.

Material and equipment provision
Many of the participants associated good patient safety with the provision of hospital
materials and equipment to perform the day to day activities within each department.
Also viewed as the responsibility of the hospital management; to ensure that the items
are budgeted for, purchased and available for use. Therefore, as long as these were
available, the perception of patient safety was good.

“The culture of patient safety here is good because the management is trying because
they provide a lot of safety materials, gloves, and washing, sanitizers; face masks,
and we have safety box for our sharps.” (Nurse A)
Safety before Profit
The majority of participants mentioned that one of the factors responsible for the
reduced availability of resources to work with is putting profit before care quality. A
good hospital management would provide resources such as daily consumables and
equipment at the expense of profit. This was mentioned when some participants
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compared the hospital where they worked (public hospital) with previous hospitals
(private hospital).
In Nigeria, public hospitals are mostly government-funded; therefore, they are not
profit-oriented. Even when money is generated, it is to augment what the government
is providing. On the other hand, the private hospitals' operations are profit-oriented
and self-funded. Therefore, some interviewees whose previous workplace was a
private hospital mentioned that management valuing profit over quality care is a bad
culture of patient safety:

“I worked in a private hospital before and to a large extent here in Nigeria, you can
hardly compare the private hospital with government hospital. There they manage
everything because of the expenses; you want to cut down cost to make maximum
profit. But in this place [a government owned hospital] the patient safety is better
because we are provided with gloves and syringes to work with unlike private hospitals
where they don't buy them because of maximising profit” (Paediatric Nurse)
Staff welfare
All the respondents view the provision of incentives and welfare to staff as important
for patient safety culture. This was also mentioned as a responsibility of the hospital
management. A responsible hospital management is viewed as one who cares for its
staff by providing welfare packages (such as extra money, salary increments, provision
of accommodation). This may be related to the national culture of Nigeria –
collectivism; because in collectivist societies, people expect to be cared for by their
organisations, just like a family in exchange for the loyalty the organisation enjoys (or
seek to enjoy) (Hofstede, 2010). Therefore, in exchange for the hard work the HCW
puts in, ensuring that no harm comes to the patient, the management is expected to
care for the staff.

“incentives to working staff also is important for patient safety because when the staff
are not given good incentives when they are not taken care of, you see them
transferring their aggression on the patient. I always tell people, they say, nurses,
doctors, health professionals are meant to be patient I tell them your profession does
not really change you. If you are that kind of person your profession will not change
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you; your own is to deliver services, but the authority above us has a part to play too.
If we are well cared for, and our needs are met, we will also put in our best.” (Nurse
B)

Training
Most of the respondents viewed continuous staff training, funded by the hospital as
an essential factor for patient safety culture. A serious-minded hospital is seen as one
which attaches importance to the improvement of knowledge and expertise of its
workers by sending them on funded training programs. This may be related to the
national culture of Nigeria – collectivism which regards training as an incentive and
responsibility of the organisation because the organisation is regarded as a family unit
which should care for its workers.
“training is important. This place, the culture of patient safety is good because they

sometimes send us on training so that we can be better at our jobs.” (Theatre Nurse)
Conversely, other respondents view suggested that the hospital was not sending them
on training. As a result of this, they had a poor perception of hospital management.
This also implies that these participants view hospital-funded training as necessary for
patient safety:
“a good hospital trains its staff. How are we going to be better if we don’t do training?

They don’t send us on training enough, and I think it is important.” (Emergency Unit
Nurse)

Staffing
The ratio of patient to health care worker (HCW) was identified as a factor that is
important for patient safety. Most respondents expressed the opinion that low staff to
patient ratio may lead to mistakes and medical errors because the healthcare worker
may be overworked, consequently leading to poor judgement. This shows the
relationship between low staffing, burnout, mistakes and incidents or errors. Staffing
was mentioned by nurses as a factor which suggests that there may be a shortage of
nurses in the hospitals:
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“the ratio of patient to nurses should be reduced. Because of the overpopulation of
the hospital, the nurse tends to overstretch themselves and end up making some
minor errors” (Nurse O)
Some of the respondents also associated low staffing with an unsatisfactory patient
handover from one nurse to another between shifts which sometimes affects the
transmission of critical information regarding patient care.

“patient safety is fair in this place [government hospital] in the sense that we don’t
have enough manpower and most hospital staff are overwhelmed with work and are
in a hurry to close and may not properly communicate extensively issues pertaining
patients to the next person coming in. (Nurse Y)
Job design
Job design was identified as an important aspect of patient safety culture. This was
associated with the design of the doctors’ call duty, which the resident doctors
mentioned, is poorly designed. In most hospitals in Nigeria, the junior doctors are
often on-call and are the first contact for the patients compared with the more senior
doctors and the consultants. The call duty of a junior doctor is 24 hours, and the
doctor has to report to work the next morning to attend to patients. The doctors
mentioned that haven worked all night; this will affect judgement and decision making,
which are essential during patient consult. Hence, they are more prone to making
mistakes or errors:

“From the doctor’s perspective, sometimes, I don’t know maybe it’s this country I think
when it comes to calls [call duty] its rather too much for the doctor because you don’t
expect a doctor that comes to work like 8 am on a Thursday you expect him to work
till 4 pm on a Friday, he’s human. I cannot function the way I would function 8 am on
a Thursday, and 10 am on Friday.” (Emergency Room Doctor R)
On the other hand, most of the nurses mentioned that their job design (shift work)
allows resting; as a result, they are less prone to mistakes or errors.
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“We are always on shift, so I can be on a morning shift for the whole week, which is
good. And even if I do night shift for one week, I will have one week off. So, I have
time to rest, and I am not stressed.” (Nurse Y)
5.5.1.2.2.

Good interpersonal relationships

Good interpersonal relationship amongst members of the department was important
for team climate, which is an essential patient safety culture dimension (Sexton et al,
2006).
“We are very close in this department because we attend events together and

celebrate each other, so it makes the work easy and we are able to talk to ourselves,
even in matters relating to patient care” (Maternity Nurse)
Good interpersonal relationship, as mentioned by respondents, improve interprofessional relationship and relationship across roles: It made it easy for junior
colleagues to point out mistakes of senior colleagues without fear:

“We have a good relationship here with the surgeons. We even feel free to tell them
when they do something, we think may be wrong [which is a patient safety concern]
and they are happy to hear us without arguing.” (Theatre Nurse)
Doctors and healthcare workers in senior roles also mentioned that good interpersonal
relationship is useful because it helps them to accept correction:

“Good relationship is key because then, we can accept criticism [relating to patient
care] from nurses without feeling somehow. Although not all of us have that good
relationship. But it helps, especially when I have to work with someone I know very
well beyond the workplace. It makes work easy and enjoyable.” (Anaesthesia
Registrar)
5.5.1.2.3.

Knowledge and Competence

Some participants mentioned that good knowledge of the area of expertise and
competence is essential for patient safety. A nurse mentioned that if a doctor is not
knowledgeable about a patient’s medical condition, it may lead to the wrong treatment
plan which will eventually harm the patient.
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“Knowing what you are doing is important to patient safety because if you don't know,
you will do the wrong thing and that will kill the patient” (Nurse B)
In Nigeria, most hospitals do not have standardised guidelines for patient care. As a
result of this, most healthcare workers rely on work experience or training programs
to enhance their knowledge. However, some interviewees mentioned that this
knowledge gap could be closed by the use of standardised guidelines for patient care
regarding some common medical conditions so that it reduces mistakes such as the
wrong diagnosis.

“standard guidelines are very important to help patient safety because they will tell us
what to do when something happens.” (Resident Doctor)
Standard treatment guidelines will also reduce the susceptibility to mistakes, especially
when there is high work pressure.

“Sometimes there are lots of patients, and you are tired, and you cannot think, so
having guidelines that point you in the right direction is not bad. (Resident Doctor).
5.5.1.2.4.

Patient role

Some respondents, especially nurses, view that patients are essential to patient safety.
Some identified that the religious beliefs of patients might increase patient harm.

“patient safety can also be related to how patients care for themselves, for example,
let me come in about religion aspect especially people who are hypertensive, and they
need to take their medication, but because of their religion, they deny medication and
end up high risk for having complication of stroke or other hypertensive
complications.” (Nurse O)
Patients are also seen to have a role in infection prevention because of their practices:

“in terms of infection, some patients carry excess luggage from their home and the
hospital environment is not a good place for them to keep their luggage, some of them
end up taking some of these nosocomial infection from the hospital to their home
which is not a good idea.” (Nurse P)
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5.5.1.3. Perception of overall patient safety
The perception of overall patient safety was on a scale of 1 to 5, where 1 is excellent,
2 is very good; 3, acceptable; 4, poor; and 5, failing (Sorra and Nieva, 2006). Most of
the participants (n=16) rated the patient safety culture of the hospital between 3 and
4 (between acceptable and poor). The rating depended on the type of hospital where
the interviewees were previously employed. Since the majority of the respondents
worked in public hospitals, interviewees who worked in private-owned hospitals rated
the patient safety culture of their present workplace (that is, public hospitals) as very
good to acceptable.

“… the first place I worked before was a private hospital. Where I work now is a
government hospital and the government are trying his best to make sure it’s
standardised, so we use the best standard practice compared to private.” (Paediatric
Nurse Y)
The comments of the participants suggest that the public (government-owned)
hospitals have better patient safety culture than the private hospitals. However, it also
depends on the private hospital as one of the respondents who worked in a private
hospital (but previously worked in a public tertiary hospital) mentioned that the culture
of patient safety in the private hospital was better than the public hospital:

“I rate our patient safety here as acceptable. I used to work in a public hospital; I can
say that the culture here when it comes to patient safety is better than the public
hospital I used to work. Also, the hospital is supposedly a top-class one. Here [a
private hospital] we prioritise patient safety; therefore, we encourage teamwork, and
use the best equipment and try to have all the things we need because it will give us
good competitive advantage” (Doctor F)
Interviewees, who previously worked in public hospitals compared the patient safety
culture of this hospital with their previous hospitals. The rating was poor. For instance,
a doctor who previously worked in a government-owned tertiary hospital mentioned
that:

“I would say the patient safety culture in this hospital is poor.” (Doctor H, Nigeria)
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Patient safety culture is not a significant concern in the Nigeria healthcare system;
therefore, there is no standard for comparison; although a participant rated patient
safety in the hospital as low, comparing with a standard that is not known.

“but most importantly, patient safety is very low in this organisation if we compare
with the standard.” (Emergency Medicine Doctor C)

5.5.1.4.

Influence of national cultural orientation on patient
safety culture

National cultural orientation was identified as a factor that shaped some attitude and
behaviour important for patient safety culture. Collectivism, power distance, long term
orientation and uncertainty avoidance shaped perceptions, attitudes and behaviours
related to patient safety culture.
5.5.1.4.1.

Collectivism

Collectivism emerged as a theme which shaped perceptions, attitudes and behaviours
related to speaking up, perception of management, and teamwork.
Group-think is common in collectivist society; hence, individuals with collectivist
cultural orientation will find it challenging to be a lone voice; instead, they will prefer
to conform with the group decision.

“you know how things are here in Nigeria culturally, and we must go with the flow,
you cannot speak against the group or even management” (Emergency Room Doctor
B,)
The importance of in-group shaped attitude and behaviour to patient safety culture
such as speaking up. In collectivist cultures, the in-group deserves loyalty in exchange
for protection and care. Colleagues within the department are viewed as members of
the in-group; if there is an incident, rather than reporting it to the hospital, it is dealt
with in-house:
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“It is better to speak to the person and deal with the matter as an internal matter than
to report the incident. We are a family in this department. We will deal with it as an
internal matter.” (Nurse B)
Incidents are discussed at morbidity/mortality review meetings in the presence of
members of different departments and professional groups. The presenting team
provides information about the incident and other healthcare professionals, and
speciality team members ask questions. Such meetings are supposed to foster learning
from incidents; however, when incidents are not brought up, this negatively affects
organisational learning. Reporting incident is seen to bring shame to the department,
therefore rather than bringing it up at the morbidity/mortality review meeting; it is
kept within the department:

“Within the department, yeah, we will deal with any patient safety incident. We would
not bring it to the morbidity/mortality review. Who wants to give their department a
bad name.” [Care Assistant]
The fact that the organisation pays the salary of employees is viewed as ‘caring for
the individual’. Therefore, respondents believe that management deserves their
loyalty. This may influence HCWs perception of management even when the hospital
management engages in disapproving activities:

“It is whatever they [the hospital management or departmental management] say,
as you know, they are feeding us.” (Emergency Unit Nurse).
On the other hand, people expect that in exchange for their loyalty which is
characterised by working hard, the organisation should care of them by providing fullyfunded training and welfare:

“I am working very hard here, at least the hospital should send me on training. Not
that I should start looking for money again” (General Nurse)
In collectivist cultures, individuals consider the effect of their action on the group.
Therefore, if the action, e.g. speaking up or reporting incidents, will have a negative
effect on the group, it will not be carried out:
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“I have to consider the effect of what I am doing on the group. I don’t want to be the
one to cause problem for my unit. If I report now, they may not see it as it is me,
then they will query my matron and maybe everyone and then we will be in soup. So,
it depends on the effect on my unit.” (Care Assistant)
Collectivism was also seen to have a positive influence on teamwork, either across
professional groups or within a professional group:

“it is good to be like a family. That is how we are here in this hospital and even this
department, so we work well together. We even know ourselves beyond work.”
(Physiotherapist)
The individuals also consider the way the group will view or treat them when they
speak up. Therefore, if they perceive that they would be treated negatively or
ostracised, they would not report errors:

“Yes because of fear of stigmatisation and witch-hunting and everything so most times
I will not report any error I make” (Doctor Z)
Some respondents view that the management prioritises the employee over more
deserving patients. This may be related to the management accepting that they have
to take care of employees, which is related to the collectivist cultural orientation. This
shows that national cultural orientation also influences management decision-making:

“I think our culture sometimes gets in the way. Like for example, a child might need
blood, and it is better for children to get fresh blood like someone they just donated.
But because you have someone that is working here you want to give the person the
fresh blood and give the patient the blood that is not so fresh and I think it is not ideal
it’s not ideal.” (Emergency Doctor R)
5.5.1.4.2.

Power distance

In high power distance cultures such as Nigeria, hierarchy and inequality are accepted
by the superior and the junior colleague, and this was found to discourage the
challenging of a senior colleague’s decision (such as Matron, Head of department or
consultant) in a team.
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“If my superior says this is the way he wants it and I am not comfortable with it, I
can’t challenge his authority… because in our culture there is this culture of respect
the person that is above you so if you go above, it will be as if not being submissive,
being stubborn and being arrogant.” (Resident Doctor H)
High power distance was also found to discourage reporting of incidents and mistakes
made by a senior colleague. Instead, the senior member of staff is expected to report.
However, the junior staff will not speak up about it.

“if my supervisor makes a mistake, I will not report. A supervisor is a supervisor, I
expect that she should be able to report herself, but I will not do it.” (Nurse B)
Hierarchy is synonymous with superior knowledge. There may be self-doubt as a result
of being in a junior position, so this affects challenging superior or speaking up with
critical information during team meetings because of the assumption that a superior
is more knowledgeable; therefore they cannot be wrong:

“it [challenging my matron] is not done…challenge my Matron…not at all. I believe if
she says, that is how she wants it, even if I may think it’s wrong, I have to do it like
that because she is more knowledgeable than me and I may be wrong.” (Care
Assistant)
Speaking up about a superior’s mistake or patient safety concern is not common in
high power distance cultural orientation. The superior is like a parent at home where
maintaining good relationship above all else is necessary.

“Well it is not easy to speak up, yes I must say the truth, there are instances where
a senior colleague might make a mistake and the junior witnesses such, and because
of the hierarchy and seniority you keep quiet” (Doctor E, Nigeria)
“I will not report the person directly, but I can talk about it with a colleague to get a
second opinion.” (Nurse B)
On the other hand, a theatre nurse mentioned that if there is a patient safety concern
that will cost a patient’s life occurs during surgery, so as not to cost the patient’s life,
she will speak up and challenge her matron immediately. However, if it will not cost
131

the patient’s life, she would keep quiet and mention it later to the senior colleague.
This may be because, in the Theatre, the good interpersonal relationship between the
nurses and other members of staff transcends the workplace; so, this mediates the
effect of hierarchy.

“I will not report the concern immediately, but after the surgery; but if I know it will
cost patient life, I will scold her immediately so that she can correct it. But if it is
something that will not affect the patient life at the time of surgery, after the surgery
as my senior, I will call him or her privately to tell her the error she made during the
surgery.” (Theatre Nurse)
In high power distance societies, older people expect respect. This influences
teamwork because when the younger (in age) staff is the superior to an older (in age)
staff, it is either the superior will want to do everything or the junior colleague who is
older may not carry out the duties for smooth departmental processes. For instance,
an interviewee mentioned:

“There is the age thing too. Example, you know most of the care assistants are older
than us [resident doctors]; so, when I send some of them to take the blood sample
to the lab or to collect results, they will be grumbling. One actually told me that, you
don’t know I am older than you. So, that affects teamwork.” (Resident Doctor I)
The higher the status in society, the more respect and attention is given to the
individual. Therefore, some respondents mentioned that patient care is ordered by
societal status leading to individuals with more societal status having better care than
others.
“the way they, the attention they give to these patients is different from the patient that is not
known, or your status is not…and it’s not an ideal thing because health care is a life irrespective
of who you are.” (Emergency Room Doctor R)

5.5.1.4.3.

Long term orientation

Most things are considered to be out of the control of the individual but in ‘God’s

hands’ as a result of this, much effort is not made to improve patient safety; therefore
things are left to chance.
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“…a situation where you try to avoid a lot of complications, and they remind you that
you are just starting; that intimidating part where you just have to respect because
you know you are going to go further so you just say let it go as long as it is not going
to kill someone.” (Doctor H)

5.5.1.5.

Professional culture

Some participants pointed out that their professional structure and culture does not
encourage some patient safety culture behaviours.
5.5.1.5.1.

Hierarchy

Hierarchy is a professional culture identified by healthcare professionals which
influenced attitude and behaviour important for patient safety. Professional power
distance exists within professions as well as across the healthcare profession. For
example, the medical profession is described by a participant to be regimented, just
like the military, and this is shown to have a negative influence on open
communication.
“…medicine is regimented, you know, so I dare not contradict my superior even when

I see that what he is saying is not correct and may impact on the patient. We pray for
the best.” (Emergency Room Doctor)
Hierarchy is also a professional culture of nurses which is learnt during training; this
was mentioned as a factor which makes reporting a senior colleague’s error or even
challenging a senior colleague difficult:

“from my training, I cannot report my superior [matron]. I can only manage to tell her
about it if possible. Even, I cannot challenge her too. It is difficult, I must say. Except
if we are friends, even at that, I have to find a way to tell her.” (Nurse O)
The hierarchical structure within professions was also highlighted as having negative
influence on patient culture because the more senior individuals who are apparently
more knowledgeable have less patient contact and do not engage in much supervision
of the junior colleagues.
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“The higher you go, the lesser contact you have with the patient and more task down.
This has an impact on patient safety because more experienced people should stay
closer to the patient or at least supervise and oversee the work of the junior nurses
the more, so they can catch any mistake.” (Nurse C)
5.5.1.5.2.

In-group collectivism

In-group collectivism is also present in medical culture, which encourages keeping
information about mistakes, incidents or patient safety concern within the professional
group. For instance, rather than communicating openly about incidents, mistakes and
patient safety concerns, it is kept within the senior fellows of the professional
department within the hospital:

“I have seen senior colleagues come out and talk about what they have done wrong,
but that is among fellow senior colleague in the department [anaesthesia
department].” (Registrar in Anaesthesia)
Incident reporting is preferably dealt with within the professional boundary because
escalating it to the management may hurt professional pride, especially if the
management is made up of other professions:

“It is not good to report straight because in the hospital there are so many professions
in the medical maybe the person heading the place is not within your own field, so
you tend to bring your profession down. Rather when you report in-house at least, it
is addressed within” (Nurse O)
The nurses are reported to be bounded together and look out for each other, which
is a culture that fosters intra-professional teamwork. However, healthcare requires
interprofessional activities; hence, intra-professional in-group will negatively impact
inter-professional teamwork and may result in interprofessional rivalry, consequently
affecting team climate.

“The nurses are all united. Do not offend one nurse; if you do, you have offended all
nurses in general. So, while there may be good teamwork amongst ourselves, interprofessional rivalry exists and that affects our working together, especially with
doctors.” (Nurse Z)
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5.5.1.5.3.

Femininity

Nurses are considered to have a caring culture with regards to the patient. This may
be related to their responsibilities which makes them the closest to the patient
compared to other health care professionals. As a result of this, they put the interest
of the patients first; therefore, they will encourage a culture of patient safety and
prevent as much harm to the patient as possible:

“nurses care more for patients compared to other healthcare professionals because
we are always by the patient side most of the time. Even though others come close
but not so close like the nurses.” (Nurse)
5.5.1.5.4.

Hand-over culture

Responses of some interviewees suggested that patient ‘handover’ is a nursing culture.
This is associated with patient safety culture because proper handover ensures that
critical information related to patient care is not lost:

“nurses take handing over seriously. Report writing is a culture that no matter how
much in a hurry you are, even tragedy that may have occurred, it’s a culture that you
must write your report and you must hand over. You cannot close without handing
over.” (Nurse Y)
“as a nurse, I am most concerned with not only taking care of my patient which is a
culture we nurses have, but we also have a culture of writing reports; making sure we
hand over to the next person very well.” (Nurse O)

5.5.1.5.5.

Country of training

Country of training was shown to shape attitude and behaviour important for patient
safety; such that individuals who trained in countries where patient safety is a priority
imbibed values that foster patient safety. A consultant neurosurgeon who came back
to Nigeria after training and working in the UK for more than twenty years mentioned
that his attitude to speaking up is different from his Nigerian colleagues’

135

“because of my training in the UK, I take patient safety seriously; I encourage

speaking up and will take it well when even a junior doctor points something out to
me although my colleagues may not” (Consultant Neurosurgeon)
On the other hand, another individual who had some training in the UK mentioned
that he could not challenge superiors in Nigeria because the culture in Nigeria does
not encourage challenging authority. This suggests that social context may determine
behaviour. Furthermore, in tight cultures such as Nigeria (Uz, 2014), with relatively
strong norms which allows little deviations from the norms, it may be challenging to
express a different culture from the prevailing culture.

“I trained in the UK for some years [2 years]. After coming back, I was trying to use
the culture in the UK and tried to challenge my superior about patient care during one
of our meetings. I will never forget what I got out of it…till today, and I still have a
problem with her.” (Senior Physiotherapist)

5.5.2.
5.5.2.1.

United Kingdom
Awareness and perception of patient safety (culture)

In the United Kingdom, all the participants mentioned that they were aware of patient
safety. Even though patient safety is explicitly communicated by the NHS and the
various hospitals, similar to the Nigeria respondents, awareness and understanding
was related to their job responsibilities:

“Patient safety in the perspective of my own job, is preventing harm to the patient
through their medication.” (Pharmacist Manager, Nigerian)
“I believe it [patient safety] means using the right hoist to carry the patient, so she
doesn’t fall through” (Care assistant, Polish)
Other respondents related to patient safety culture with ‘following standard treatment
guidelines’. This indicates that some respondents view the existence of guidelines as
an important factor for patient safety because it improves quality of care and reduces
the likelihood of making knowledge-related error.
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“I don’t really understand what you mean because we practice according to GMC
guidance. “(Emergency Room Doctor C, Nigerian)
The healthcare workers (HCWs) in the UK are more aware of patient safety (culture)
because the NHS explicitly communicates it. Over the years, the UK NHS has made
considerable effort to improve patient safety, leading to improved health policies and
surveillance across the NHS Trusts. Most respondents mentioned that patient safety
culture is the norm across the NHS Trusts:

“patient safety culture is a norm in the NHS” (Emergency Room Doctor, Nigerian)
As a result of the leadership provided by the NHS with regards to patient safety, most
Trusts talk about the concept:
“of course, I have heard of patient safety before. The hospital talks about it, and it

seems like a thing.” (Doctor UK).
“yeah, the hospital talks about it [patient safety] when they are talking about
incidents” (Surgical Trainee)
The importance of patient safety to the NHS is also shown in it is a mandatory course
for certain health professionals:

“I know about patient safety. It is actually one of the courses I did when I was learning
to be a care assistant.” (Care Assistant Y).

5.5.2.2.

Perception of overall patient safety culture

The perception of patient safety culture was rated ‘good’ and relatively the same
across the NHS hospitals by the interviewees. Most participants compared the patient
safety culture in their present hospital with previous hospitals within the UK.

“Patient safety is a high standard across the board [across Trusts]” (Doctor A,
Nigerian)
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Perception of patient safety culture was related to the constant communication of the
concept within the hospital and department:
“I have been working in this hospital for a while, and I can say patient safety culture

is good here because it is always spoken about and the nurses here make sure it is
incorporated into the day to day activities of the nurse (Nurse, British, working in the
UK)
The perception of patient safety culture was related to the oversight function by the
NHS, which provides the same policy and guidelines across all the Trusts; therefore,
all Trusts have the same standard to aim for.

“I think patient safety culture is the same because NHS has a general guideline though
each hospital has one or two things that differ, but they have a main thing that they
have to follow.” (Emergency Medicine Doctor F)
Nevertheless, a locum doctor working across several Trusts mentioned that patient
safety culture differed between Trusts because of the attitude of the HCWs;
suggesting that individual factors also play a role in patient safety culture:

“Patient safety culture is the same, but the attitude [of people] may be different.
Although some hospitals it is very high, some it is medium.” (Anaesthetist)

5.5.2.3.

Influence of national cultural orientation on attitude and
behaviour important for patient safety

Cultural orientations related to the country of origin of the participants was found to
shape some of their attitudes and behaviours related to patient safety culture such
that some of these national cultural orientations had a positive influence while others
have a negative influence. These cultural orientations include power distance,
individualism-collectivism, masculinity-femininity and uncertainty avoidance.

5.5.2.3.1.

Power distance

Power distance was seen to shape the attitude and behaviour of some healthcare
workers to speaking up and challenging authority about patient safety concern. High
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power distance discouraged junior colleagues from speaking up to their senior
colleagues. For instance, a Greek doctor who comes from a high power distance
culture mentioned that:

“I think Greece; we still rely on hierarchy and authority, so if a consultant decided on
something which I think may negatively affect patient care, it wouldn't be easily
challenged, and here [in UK], it is not so. Although, personally [here in the UK], I will
not challenge my consultant maybe it’s the Greek thing [interviewee laughs]” (Doctor
Z, Greek)
In high power distance culture, such as Poland, the junior colleagues assume that the
senior officers are more knowledgeable, therefore will not challenge them when they
observe a patient safety concern. Therefore, a new migrant HCW may still be
influenced by background cultural orientation:

“I’m quite new here, so am not very self-confident yet. Maybe I would say I don't
agree with the carers but if my senior nurse, tells me, don't do this, even when I think
I should do it, I will not do it; I think she might know better because she's been in the
profession for long.”
(Nurse, Polish)
Some migrants from high power distance cultures acknowledged the influence of this
cultural orientation on their propensity to challenge authority and its consequent effect
on teamwork. Although, some of these migrants who mentioned this have only been
in the UK for less than five years. When asked about challenging a senior colleague
when there is a patient safety concern, a care assistant mentioned that:

“That is a difficult one; this culture of respect for seniority…that may jeopardise the
teamwork. I don’t think so, I think that’s one of the problems we have in Nigeria, and
it somehow follows one here [to the UK]. For me, I find it hard to challenge my seniors
here.” (Care Assistant, Nigerian)
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On the other hand, individuals from low power distance culture where inequality is not
accepted and expected, expressed that it should not be hard to speak up or challenge
a superior:

“I think it doesn't matter where you’re from; you should be able to challenge a senior
nurse even if you see anything that may affect the patient. It should not be hard at
all.” (Nurse K, Hungarian)

5.5.2.3.2.

Individualism-Collectivism

Collectivism
Collectivism emerged as a factor which shaped some attitude and behaviour to
errors made by others as well as self-reporting.
Some respondents from collectivist cultures mentioned that they do not speak up
about patient safety concern because of their culture of loyalty to the group:

“I tend not to speak up because I don’t come from a place [a culture] where you
expose your group” (Care assistant, Nigerian)
Other respondents from collectivist cultures mentioned that if they observe a patient
safety concern by a colleague or junior, they would not report it but protect the person.
A respondent from Nigeria, a collectivist culture mentioned that:

“for example, my juniors make a mistake in doing something, I call them aside, and
I educate them, and it ends there. Ok, the person will feel safe, the person will feel
as if ok this person has got my back because don’t forget, people, take care of what
is their own.” (Surgical Trainee Doctor, Nigerian)
A Greek doctor, also from a collectivist culture mentioned that he would express
concern for a colleague involved in an incident he is aware of, rather than report. This
is a characteristic of a collectivist culture where individuals seek to protect members
of the in-group:

“If my junior colleague does something which is a patient safety concern and I know
about it, I will analyse the situation and see if there is a patient harm in the play, I
would try to make sure the patient is safe and then will approach my colleague to see
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what happened; if there’s something that is affecting him and see if I could support
him but I will not report.” (Doctor, Greek)
Concerning self-reported errors, the collectivist culture considers the reaction of the
in-group, wants to appear good and fit in; whereas the individualist culture does not
affiliate with any group, hence does not consider the opinion of anyone:

“I would not report [error made by me] because I think I will become a leper if I report
and some will term me an outcast, and I care about these things whereas the British
person doesn’t give a hoot, he will report.” (Emergency Medicine Doctor C, Nigerian
in the UK)
Individuals with collectivist cultural orientation view the members of the unit as
individuals that need to be cared for; hence, put the relationship above the advantage
of reporting mistakes or incidents. Hence if they observe a mistake by a colleague,
rather than report it, they would speak with the person. On the other hand, the
individualist cultural orientation thinks more as an individual hence would consider the
merit of reporting rather than relationship.

“for example, if a junior therapist makes an error, I would not bring it to the attention
of the manager but try to correct it. But a British will go and tell the manager first
before they correct. So that’s the difference. We handle things differently; it may be
because of our cultural differences because, in Nigeria, we see our workmates like our
family and don’t want to put them in trouble (Physiotherapist, Nigerian in the UK)
Individualism
Respondents from individualist cultures mentioned that they do not have any problem
speaking up about any error either self-report of mistakes or reporting mistakes of
other people. This may be related to a characteristic of the culture which does not
identify with any in-group but treats everyone equally.

“Yeah, we need to report. So, I would definitely report. And not just me am pretty
sure most people would; anyway, in my culture, we speak up” (General Nurse K,
Hungarian)
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Responses from other interviewees from individualistic cultures also show that they
will report any patient safety-related mistakes. This may also be related to the
characteristics of the individualistic culture which does not consider the opinion of
others when taking action but believes everyone is responsible for his/her action; thus,
encouraging error reporting.

“it’s okay to report a mistake, although I haven’t made any if I do, I think I will fill in
the incident form” (British Nurse)

5.5.2.3.3.

Masculinity-Femininity

Femininity
Most participants from femininity cultures such as Nigeria mentioned that they are
working not just for themselves but also for their families. Therefore, they try to avoid
any situation that may put their jobs at risk, hence will not report mistakes or incidents
because they believe that the reporting errors may affect their jobs indirectly:

“It is difficult for me to report a mistake I make, I must tell you. I am doing this for
my family, so I will not want anything that can affect my job.” (Nurse, Nigerian working
in the UK)

Masculinity
In masculinity cultures, incident reporting attitudes and behaviours are driven mainly
by competitiveness and target, hence some interviewees from this culture mentioned
that they will not only report but also fill the incident form which may be regarded a
target to be met:

“I will report and will even make the incident form. We are humans; we make a
mistake that’s no problem. Realise, correct, that’s it.” (Nurse, Hungarian)
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5.5.2.3.4.

Uncertainty Avoidance

Low uncertainty avoidance cultural orientation is less comfortable with uncertain and
ambiguous situations, hence are less constrained by protocols and guidelines.
Therefore, it is easy to be innovative when unfamiliar situations arise. Some
respondents with moderate uncertainty avoidance cultural orientations mentioned that
they do not follow the rules all the time, especially if the situation requires them to
think of other ways to ensure the safety of patients:

“As a nurse I know we have guidelines and they are important to ensure patient safety
but there are rules that if you have a good rationale for what you are doing, you can
bend the rule and not break it because the life of the patient is at stake and if the
patient dies and the family take it up what will happen.” (Nurse, Nigerian)
High uncertainty avoidance culture, on the other hand, is not comfortable with
ambiguous situations hence adhere to rules, especially if the aim is to prevent
ambiguous situations. Therefore, regarding incident reporting, high uncertainty
avoidance cultural orientation will report errors especially if it is communicated as a
rule which is supposed to prevent further adverse events; this was demonstrated by
some respondents with high uncertainty avoidance cultural orientations such as
Greece:

“if I make error or mistake, I will report because the aim is to learn and prevent other
errors. Moreover, in my Trust, it is encouraged, and management has not treated
people bad, so there is nothing to fear.” (Doctor, Greek)
The Greek doctor was asked if he has made errors and reported it, and he responded
that he made an error once, and he filled the incident form.

5.5.2.4.

Country of training

Country of training emerged as a theme, which shaped the attitude and behaviour
relating to patient safety culture. Some participants who trained in the UK believe that
because of their training in the UK, they have imbibed the patient safety culture. On
comparing comments on patient safety culture with other foreigners working in the
UK who were trained in their home county, there was a difference; healthcare workers
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trained in their home country where patient safety is not a priority have a different
attitude than those who are trained in the UK.

“because all my training is done in the UK. I don’t think I have done any training in
Nigeria other than basic medical school training, I think by now I should have imbibed
the culture, so I don’t see any difference in the way I handle situations and the way
a British person does.” (Doctor A, Nigerian working in the UK)
The participants were probed further to understand whether there are differences
between the way they handle situations and the way a British person would. One of
the differences concerns the influence of power distance on the propensity to question
or challenge a superior:

“It was not easy when I came in here to speak up and challenge my consultant; but
since I did my residency in the UK, I work as a surgical trainee here, and I can tell
you that I do not have any problems speaking up to my consultant when I observe a
patient safety issue; of course I have to say it respectfully though.” (Doctor A, Nigerian
working in the UK.

5.5.2.5.

Years in the UK

Most participants who have been working in the UK for some years mentioned that it
took them time to adjust; that initially speaking up about patient safety concern as
well as challenging and questioning authority was challenging; however, over the
years, this has improved.

“When I first started, it was not easy for me to speak up when I observe a patient
safety concern. But I have been here for 15 years now; it is better. (Nurse, Nigerian
in the UK).
On the other hand, some interviewees have been in the UK for longer than 15 years,
and they still observe that there is a difference in the way they act in response to a
colleague’s errors. This may be related to the differences in the rate of acculturation
(Berry, 1997):
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“I have been here for almost twenty years practising as a nurse. And I tell you,
although I can speak up to anyone about anything when it comes to a colleague,
especially junior colleague and the person makes a mistake, I would rather talk with
the person, and I would not expose that person because I don’t want it to cost
him/her. I have to look out for my people.” (Nurse, Nigerian in the UK)

5.5.3.

Difference in Patient Safety between Nigeria and the UK

The difference in patient safety culture between Nigeria and the UK was explored from
the viewpoint of the Nigerians who emigrated to the UK. The comparison revealed a
sharp contrast between patient safety in Nigeria and the UK:

“…you cannot compare heaven with hell; I mean Nigeria and UK patient safety”
(Physiotherapist, Nigerian)

“…one cannot compare sleep with death [comparing patient safety in Nigeria with the
UK]” (Nurse F, Nigerian)
Respondents were prompted further to extract reasons for the differences. Several
factors emerged. Most of the factors are external to the organisation while the others
are related to the organisation (that is, the hospital).

5.5.3.1.

External factors

Themes related to external factors include funding, policies and healthcare
responsibility. These themes are related to the responsibility of the government.
Relating this to earlier comments suggests that in the UK, the government are more
conscientious about the healthcare needs of the citizens than Nigeria. These themes
were not just mentioned by most of the Nigerians in the UK (n=12) but supported by
the majority of the respondents in Nigeria (n=13). This implies that even after many
years, the government-related challenges persist.

Funding
Some respondents mentioned that the government was not providing enough funds
to support healthcare in Nigeria and healthcare funding in the UK is better. Even
though patient safety is considered at the hospital level, government funding,
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especially for public hospitals, is essential. The funds the government provide to the
public hospitals form the bulk of the finances to provide the resources the hospital
management needs; which are necessary for patient care support.

“government funding in Nigeria is abysmal. Here in the UK, government is providing
a lot of funding for the hospitals and healthcare in general. So, this is one of the
differences.” (Doctor A, Nigerian in the UK)
The Nigerians in the UK have left Nigeria for at least four years; hence, one could
assume that the current situation will be different. However, comments by Nigerian
participants show that currently, the government is still providing insufficient funding
for healthcare in Nigeria.

“Government is not pumping enough money into healthcare in Nigeria, so this affects
[patient safety].” (Doctor in Nigeria)
Policies
Another theme which emerged was ‘policies. Respondents in the UK remarked that in
the UK, there are government policies that promote patient safety and guidelines,
which are monitored for implementation. Whereas in Nigeria, such policies do not
exist; and if they exist, they are not clearly communicated, neither are they
implemented nor enforced.

“So, we also have a policy failure in Nigeria, which translates to not guaranteeing
Patient Safety - a policy failure; so, there is a problem whereas, in the UK, the NHS
provides guidelines.” (Doctor A, Nigerian working in the UK)
The policies and guidelines relating to patient safety are transmitted down to the NHS
Trusts. The management of each Trust implements these policies, such as incident
reporting and audits through hospital structures such as clinical governance teams.
On the other hand, in Nigeria, since there is no policy direction or guideline by the
Ministry of Health on patient safety, most hospitals are not focussed on the concept;
hence, no corresponding action.
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For example, NHS, we have things in place where complaints are made, incidents are
reported, audits are done, these are all, well they fall under what we call clinical
governance, all measures to identify flaws and make corrections, all geared towards
patient safety. I can’t remember in Nigeria haven ever writing an incident report; I
can’t remember in Nigeria ever getting a complaint addressed, I can’t remember in
Nigeria ever doing a clinical audit of practices in the hospitals where I worked…”
(Doctor C, Nigerian in the UK)

Healthcare Responsibility
Health care responsibility also emerged as a theme that was responsible for the
difference between patient safety in Nigeria and the UK. In the UK, the government
takes responsibility for ensuring good health for its citizens, whereas in Nigeria the
individual is generally responsible for his health 1.

“In the Nigerian context, healthcare provision or the funding...individual fund
themselves, therefore, a lot rests on your shoulder as an individual, and that can be
quite different from a system where government takes responsibility for the health of
the population [UK].” (Physio Manager, Nigerian working in UK)

5.5.3.2.

Organisational factors

Training and Competence
Some of the participants in the UK, as well as Nigeria, identified that the mode of
training differs between the two countries. These, in turn, influence the knowledge
and competence of the healthcare worker, which has a consequent effect on patient
safety.

“The training here [in the UK] is slightly different. Some of the things we do in school
[in Nigeria] we have to look at the photograph but here it’s not theory but application,
and this influences patient safety” (Physiotherapy Manager)

1

This study was carried out in 2015, however, since 2017 the Nigerian government through the Ministry of Health has intensified efforts on
the ‘access to all’ policy through the Universal Health Coverage program proposed by the WHO. This suggests that the government
acknowledges its role in providing healthcare for its citizens.
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Although there is a difference in training between the UK and Nigeria, some
respondents also acknowledged that differences exist between Trusts in the UK, hence
resulting in a difference in knowledge and competence between hospitals.

“There is no way to develop because the consultants are not impacting good
knowledge of the junior doctors. It’s a major problem the NHS should look into. It may
be because we have two groups of doctors– trainee doctors and non-trainees. Maybe
they are providing teaching for trainees and not providing teaching for the nontrainees. At the end of the day both practices are all geared towards one interest,
which is patient safety.” (Doctor A, Nigerian working in the UK)
The training relates to the mentorship provided by the consultants for doctors, which
differs between trainee doctors and non-trainee doctors. Some respondents
mentioned that the consultants are more interested in impacting knowledge on trainee
doctors rather than all the doctors; however, this may be hospital-specific.

5.6.

Discussion

5.6.1.

Summary of findings

The findings of this research provide insights into how national cultural orientations
shape perceptions, attitudes and behaviours related to patient safety culture in two
countries: Nigeria, where the healthcare workers are predominantly Nigerians and the
United Kingdom where the hospitals are mostly multicultural. The findings suggest
that in multicultural hospitals, apart from national cultural orientations, country of
training and years in the host country also shape and moderate the effect of national
cultural orientations of migrant healthcare workers on patient safety culture.
Furthermore, professional culture was found to influence patient safety culture in
Nigeria.
Other findings from this study provide an insight into participants’ awareness,
understanding and perception of patient safety culture. The study also highlights
factors important for patient safety culture in Nigeria as well as factors responsible for
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the differences in patient safety between Nigeria. These findings are discussed in the
following sections.

5.6.2.

National culture and patient safety culture

The findings from this study suggest that some cultural orientations shape
perceptions, attitudes and behaviours related to patient safety culture such as error
reporting,

communication,

teamwork

and

management

commitment.

Most

interviewees in Nigeria felt that the cultural orientation in Nigeria which accepts and
expects inequality of power (i.e. high power distance) discourages them from
challenging superiors or reporting patient safety concern that relates to a senior
colleague. The superiors have the final say, and if a junior colleague considers a
superior’s decision to be wrong, it is difficult to communicate it. This may be
detrimental to patient safety; especially when the decision may result in patient harm.
Furthermore, team working is also shaped by power distance such that it may make
it difficult for a junior colleague to speak up with critical information, especially if it
contradicts the decision of the most senior member of the team, e.g. the consultant.
This national cultural orientation does not promote patient safety culture, which
thrives in a culture that encourages speaking up.
Collectivism, which is the national culture of Nigeria was also found to have a negative
influence on attitude and behaviour related to error reporting. The interviewees always
view their action through the eyes of other members of the group, hence do not want
to engage in any activity that may jeopardise the group harmony or result in their
exclusion from the group. This also shaped the perception of management
commitment to patient safety because the collectivist cultural orientation is loyal to
the in-group which can be the unit or organisation in exchange for being cared for by
the group. Hence, if the organisation is not taking care of the employee, such as giving
staff welfare or hospital funded training, then the perception of patient safety is
affected. However, collectivism was shown to foster team climate and interprofessional collaboration, which is crucial for patient safety.
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On the other hand, amongst the UK participants who are made up of individuals from
varying nationalities, national cultural orientations shape perceptions, attitudes and
behaviours important for patient safety culture. For some who are from high power
distance cultural background such as Poland, Nigeria and Greece, as described by
Hofstede (1980) they would not challenge their superiors because they are not used
to such culture based on their background and others mentioned that they believe
that the superior also has superior knowledge, hence they should be right. However,
some interviewees who have stayed in the UK for more than ten years mentioned that
it was difficult for them to challenge their superiors or speak up when they first arrived
in the United Kingdom; however, over the years it has become easier. Hence,
suggesting that the longer individuals live in the UK, the lesser the influence of power
distance, which reduces the ability to speak up.
Individuals from collectivist cultures acknowledged that there is a difference between
their attitude and behaviour about incident reporting and that of a British. Collectivism
was shown to shape attitudes and behaviours towards incident reporting negatively;
either self-reporting or errors or mistakes made by other individuals – colleague safety
behaviour. Interviewers tend to base their actions on the reactions of others and the
in-group; therefore, in order not to be referred to as ‘an outcast,’ self-report is not
carried out. Collectivist culture sees members of the team or unit as ‘family’; therefore,
every member should care for each other. Hence, rather than report the error of
others, they would speak with the person. However, an interesting finding is that
interviewees from collectivist cultures, no matter how long they have lived in the UK
have the same attitude and perception towards error reporting related to selfreporting and other people. On the other hand, individuals from individualistic cultures
expressed the view that they would report errors either made by themselves or other
people because it is the right and reasonable thing to do. They do not expect that
people should do otherwise.
Femininity also emerged as a significant theme which discouraged incident reporting
because migrants from femininity cultures think that they are not just working for
themselves but their families as well. Therefore, they need to be careful not to engage
in activities that may jeopardise their work, such as error reporting. Whereas
150

masculinity cultures are target focused, hence targets such as filling incident forms
are usually achieved.
Uncertainty avoidance was shown to have varying effect on attitudes and behaviours
related to patient safety culture depending on what aspect of patient safety culture is
considered. For instance, high uncertainty avoidance promoted error reporting;
probing further revealed that high uncertainty avoidance cultural orientations believe
that error reporting is a rule put in place to prevent further ambiguous and uncertain
situations related to patient safety incidents. Therefore, because this culture is related
to being uncertainty averse, such culture encourages error reporting in order to control
future situations as much as possible. However, low uncertainty avoidance fostered
deviation from the rules when it is required for patient safety.

5.6.3.

Other

factors

shaping

perceptions,

attitudes

and

behaviours related to patient safety culture
Other factors emerged from this study which was shown to shape the perceptions,
attitudes and behaviours important for patient safety culture. In the Nigerian group,
apart from national cultural orientations, the professional culture of medicine, which
is similar to the national culture emerged as a significant influence. The national
cultural orientation tended to heighten the influence of professional culture or vice
versa. For instance, Nigeria is characterised by a culture of high power distance, which
the interviewees mentioned; participants also felt that the culture of hierarchy in
healthcare in Nigeria which is similar to the high power distance national culture also
constrained speaking up or challenging superiors or even reporting a patient safety
concern associated with a senior colleague.
Furthermore, a culture of in-group collectivism which is also similar to collectivism, a
national cultural orientation in Nigeria, also discouraged error reporting at mortality
and morbidity review meetings which are for learning. Instead, the mistakes or
incidents are kept within the professional boundary in order to maintain professional
pride. Other professional cultures such as femininity and the hand-over culture of
nurses promoted patient safety culture such that because the nurses value caring for
patients, they will go to any length to ensure the patient is safety; furthermore, the
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hand-over culture encourages proper hand-over of information from one nurse to
another so that information is not lost between shifts.
The UK interviews revealed that other factors influence attitudes and behaviours
related to patient safety culture. For instance, the country of training emerged as a
significant theme. Interviewers who had the majority of their training in the UK felt
that they had imbibed the British culture because their response to patient safetyrelated issues such as error reporting and speaking up is the same. Also, interviewees
who have spent a long time in the UK mentioned that they are no different from a
British in attitude and behaviour related to patient safety culture; especially
challenging and speaking up. Although reporting mistakes made by other individuals
was still difficult despite the number of years spent in the UK, these factors are
associated with acculturation which starts as soon as an individual encounter a
different culture; although the rate may be slower for some individuals (Taras et al,
2010).

5.6.4.

Patient safety culture in Nigeria

Patient safety culture is not publicly discussed in Nigeria healthcare industry or
education, however, there is evidence of some level of patient safety (culture) and
discussion around patient safety culture in hospitals even if it is not referred to. Also,
patient safety was well understood by healthcare workers and somewhat practised by
health care organisations; supporting Wears (2014) suggestion that patient safety is
embedded in the fabric of medicine – do no harm. Factors such as staffing,
management commitment as well as supervisor commitment are a culture of patient
safety identified in Nigeria, which is in tandem with what most studies have highlighted
(e.g. Sorra and Nieva, 2006). However, ‘training’ and ‘competence’ are identified as
necessary for patient safety in Nigeria, but this is not included in most patient safety
culture dimensions; which may be due to most patient safety culture instruments
developed in the western countries with better training, knowledge and competence
as well as treatment guidelines to augment knowledge and patient care. This supports
the argument by Waterson (2014) that patient safety culture should be contextual.
Within Nigeria, the culture of patient safety differed between the privately owned and
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the public hospitals, which participants rating was based on the availability of
resources. Resources were more available in public hospitals compared to private,
which they mentioned are miserly with the resources in order to maximise profit.

5.6.5.

Patient safety culture in the United Kingdom

Patient safety culture in the UK was rated as satisfactory by individuals from other
countries as well as British citizens within the hospital. Although there is a slight
difference in patient safety culture between the hospitals, it is generally rated as
‘good.’ The main reason for the rating was the leadership provided by the NHS, which
gives policy direction and guidelines. These guidelines are also maintained by the
different hospitals within the trust, supporting previous work (e.g. Guldenmund, 2010)
which highlights management support as an important culture of safety. Some
respondents acknowledged that individual factors such as attitude to safety culture
might be responsible for the differences in the patient safety culture observed between
hospitals.
5.6.6. Factors responsible for the difference in patient safety culture
between Countries
This study highlights some factors responsible for the difference in patient safety
culture in Nigeria and the UK such as factors external to the organisation (e.g. policies
and funding) and work system factors (e.g. training) as well as national culture. This
finding is consistent with the result of previous studies (e.g. Wagner et al, 2013; Fujita
et al, 2013; Guh and Itoh, 2010). Despite these differences, staffing issues were
highlighted as challenging patient safety culture in the two countries.
It is not surprising that these external factors account for the difference between the
two countries because previous studies identified healthcare policies influence patient
safety (West et al, 2014). Policy formulation and implementation are essential to the
success of patient safety culture initiatives (Aveling et al, 2015); in Nigeria, there is a
paucity of policy on patient safety culture whereas, in the UK, this exists. Furthermore,
the government funding of healthcare is different between countries as some countries
provide more funds than others. This is in tandem with previous studies (e.g. Aveling
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et al, 2015) who identified that in developing countries, the allocation of low resources
to health results is a threat to patient safety. In developed countries where patient
safety is a priority, the government is responsible for the health of the citizens which
may account for the policy directions to improve the health system as opposed to
developing countries where the individual is responsible for healthcare funding.
Although in Nigeria, there is a clamour for universal health coverage which has taken
off, presently it has not significantly impacted healthcare.

5.7.

Conclusions, Study Limitations

This study has identified the importance of considering contextual factors in the
assessment of patient safety culture because some factors are more relevant in some
countries, compared to others. The findings suggest that factors important for patient
safety culture in Nigeria may differ from the United Kingdom. In Nigeria, knowledge
and competence emerged as an important factor for patient safety culture, whereas
this is not a patient safety culture factor in the UK. The study also highlighted some
factors which are responsible for the difference in patient safety between Nigeria and
the UK.
National culture emerged as a factor which influenced some safety attitudes and
behaviours, such as incident reporting, speaking up, and team climate in Nigeria. In
the United Kingdom, the national culture of the migrant health workers also emerged
as a factor which influenced some safety attitudes and behaviour such that after years
in the UK, some safety related attitudes and behaviours such as speaking up about
colleague safety behaviour and incident reporting were still difficult.
However, other factors which influenced patient safety culture emerged, such as,
professional culture, country of training and years spent in the United Kingdom. Some
of these factors reduced the strength of the relationship between national culture and
some patient safety culture factors.
A limitation of this study is that it may be coincidental that these participants have the
national culture of their countries; therefore, generalisation may be difficult.
Furthermore, the influence of national culture was also shown for some patient safety
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culture dimensions, while other dimensions are not considered. Also, some national
cultural orientations are shown to have a varying influence on different aspects of
patient safety culture.
This study is a foundation for other studies within this research because other studies
will build on the findings from this study. Therefore, in order to address these
limitations, the next two studies will further explore the relationship between national
cultural orientations and patient safety culture in Nigeria (Chapter 6) and the UK
(Chapter 7) while taking into account emerging themes from this study.
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Chapter 6
Studies 2 and 3: Unpacking the relationship
between Patient Safety Culture and National
Culture – Two Studies in Nigeria
6.1. Chapter Overview
This chapter presents two studies, as a follow up to the qualitative study in Chapter
5. The study in the previous chapter provides evidence that national cultural
orientations impact some behaviours and attitudes important for patient safety culture
in a society commonly characterised by a workforce of individuals from the same
country. Therefore, to further understand and unpack the relationship between
national culture and other patient safety culture dimensions in a hospital of culturally
homogeneous employees, it was essential to conduct a quantitative study using a
larger sample.
The study was carried out in two stages: stage one refers to study 2 conducted to
identify the most appropriate instrument to measure patient safety culture in the study
population (Nigeria). Stage two refers to study 3, a larger study which examined the
relationship between patient safety culture using the SAQ and national cultural
orientation using Hofstede VSM-13. The findings of the studies are presented and
discussed. The chapter concludes with descriptions of limitations of the study and
rationale for the next study.

6.2. Background
A culture of safety, (characterised by attitude, perception, and behaviour as well as
competence and knowledge of individuals and group) plays a vital role in the
improvement of patient safety and safety outcomes (Etchegaray and Thomas, 2012).
National culture theories presented in Chapter 3 highlights the importance of national
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culture in shaping norms, values and behaviours. It also highlights the role the societal
culture plays in shaping organisational culture (House et al, 2006) especially in
countries like Nigeria where the culture does not encourage deviation from societal
norms (Uz, 2014; Gelfand et al, 2011) and culture tend to be generally homogenous
with respect to particular attitude and behaviour (Uz, 2014).
The healthcare workforce of Nigeria mostly comprises of Nigerian nationals; therefore,
it can be implied that the hospitals are primarily culturally homogeneous. Therefore,
the societal culture, through the individuals in the hospitals may influence the
organisational culture (Hofstede, 2001) apart from the direct influence of the societal
culture on the organisational culture (House et al, 2006). According to Hofstede’s
cultural theory, Nigeria (which is in West Africa) has a culture of high power distance,
average masculinity, collectivism, average uncertainty avoidance and short-term
orientation (Hofstede, 2001). Therefore, these cultural dimensions may influence
aspects of patient safety culture in Nigeria.
Studies carried out in other industries as presented in the literature review; e.g.
construction (Mohammed, 2009; Okolie and Okoye, 2012) reported that national
cultural orientations of individuals within a country influence safety culture. Similar
findings are also reported by studies which examined the influence of national culture
on safety culture across more than one country, in culturally homogeneous
organisations (e.g. Reader et al, 2015; Mearns and Yule, 2009). Although a majority
of the cross-cultural studies in healthcare have only compared patient safety culture
between countries, their findings suggest that the observed differences in patient
safety culture across countries may be as a result of the differences in national culture
amongst other factors. Therefore, it is imperative to examine and understand the
relationship between national culture and patient safety culture.

6.3. Aim and Objectives
The studies in this chapter examine the relationship between patient safety culture
and national cultural orientation in a culturally homogenous hospital.
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6.3.1. Aim
The main aim of the studies is to unpack and understand the relationship between
national cultural orientation and patient safety culture.

6.3.2. Objectives
To do this, the following objectives are set:
a. Identify the most appropriate patient safety culture measurement instrument
for the study population (Study 2)
b. Examine the relationship between national culture dimensions and patient
safety culture (Study 3)

6.3.3. Hypotheses
In terms of hypotheses, the studies draw on the cross-culture and safety culture
literature (See Chapters 2 and 3) as well as the findings from study 2 (Chapter 5) to
make some predictions on the relationship between these constructs in the study
population (Nigeria). These hypotheses relates to the two studies within this chapter
(that is, studies 2 and 3)
Hypothesis 1 – Power distance will negatively predict patient safety culture. According
to the literature review, in high power distance societies, inequality in power is
accepted and endorsed by the junior colleagues and expected by the superiors.
Therefore, high power distance may influence patient safety through (i) unwillingness
to challenge authority (ii) unwillingness to report any safety concerns (Reader et al,
2016) (iii) and unwillingness to come up with critical information, especially if it
contradicts the decision of the superior (Helmreich and Merritt, 11996). This may
negatively influence safety climate, team climate, and open communication.
Hypothesis 2 – Collectivism will have a negative relationship with patient safety
culture.
According to Soeters and Boer (2000), collectivism (i) increases the fear of
endangering the harmony of relationships (ii) discourages open communication
behaviours, (iii) as well as reduces the discussion about errors especially if this is
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contrary to group consensus (Reader et al, 2015). Collectivism emphasises in-group
dependency, which results in the lack of desire to break group harmony, which may
reduce the discussion about errors. This may not be good for patient safety because
it discourages incident report as well as speaking up. However, collectivism may be
positively related to team climate because it fosters desire to work together and
cooperation within a team.
Hypothesis 3 – uncertainty avoidance will negatively predict patient safety culture.
Uncertainty avoidance focuses on how a society deals with uncertainty and ambiguity,
which leads to either the support of beliefs which promise certainty or to maintain
institutional norms for protecting conformity (Noort et al, 2016). This study posits that
high uncertainty avoidance will encourage following rules and procedures; while on
the other hand, low uncertainty avoidance will encourage people to explore ambiguous
situations, believing that they will be taken care of naturally.
Hypothesis 4 – Femininity, a national cultural orientation will have a positive
relationship with patient safety culture
Femininity encourages cooperation, good communication, team spirit, trust and low
conflict (Theotokas and Progoulake, 2007). Following this logic, it is reasonable to
hypothesise that femininity will have a positive impact on patient safety culture; such
that this cultural orientation will promote good team working and lead to better job
satisfaction. On the other hand, although the relationship between safety culture and
masculinity has not been widely discussed, its relationship with risk-taking has been
highlighted (Mearns and Yule, 2009); where masculinity encourages individuals to take
risks. It is hypothesised that masculinity will be negatively associated with ‘working
condition’ which is characterised by individuals not acknowledging fatigue, so, they
keep working, or acknowledging that high workload may influence their performance.
Hypothesis 5 – Short term orientation will have a negative relationship with patient
safety culture.
The relationship between short term orientation and safety culture is not extensively
discussed. However, short term orientation may negatively impact patient safety
culture because it leads to the focus of activities on immediate gains rather than the
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long term goal of ensuring sustained patient safety (Reader et al, 2015), therefore,
individuals, unit management as well as hospital management may consider the
present reward of their actions while disregarding how their action will affect safety.
Also, the desire to fulfil social obligation, e.g. to please the unit may negatively impact
patient safety, especially if the obligation is not supporting good patient safety
practices such as reporting errors.

6.4. Study 2
Before examining the associations between patient safety culture and national cultural
norms, it is necessary to ensure that the instrument used to measure patient safety
culture is appropriate for the study population (Nigeria). This is because previous
review studies reported that safety culture survey instruments do not necessarily
function uniformly across countries (Wagner et al, 2013; Reader et al, 2016) and
several studies which have explored the psychometric properties of instruments found
out that they differ between countries (Hammer and Manser, 2014 as cited in
Waterson, 2014 p. 229). Thus, this study first explores the psychometric properties of
two patient safety culture instruments (SAQ and HSPSC) with six dimensions and
twelve dimensions, respectively. These two instruments were selected because they
have been consistently identified as the most widely used patient safety culture tools
across most of the review studies (see Chapter 2).

6.4.1.

Method

6.4.1.1. Study Setting
The study was conducted across the physiotherapy, laboratory medicine, accidents &
emergency departments of the state healthcare facility in Abuja, northern Nigeria. This
hospital is an acute care hospital which caters to the healthcare needs of the Abuja
residents.
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6.4.1.2. Participants
Participants were drawn from three departments – Physiotherapy, Laboratory
Medicine, Accidents and Emergency. Across the departments, the target sample was
100% of the staff (N=98) in order to improve the response rate.
6.4.1.3. Procedure
The heads of the various departments were approached and informed about the aim
of the study. After two weeks, the researcher was contacted that hospital
management has approved the study. Following this, the staff list of the departments
was obtained, and the questionnaires were distributed to each staff. The questionnaire
had 88 items, including information on the aim of the study and data management as
well as an informed consent form. Participants consented by accepting and filling the
questionnaires. Most of the questionnaires were completed at work and returned to
the researcher who went around to collect them. Questionnaires were collected for
two weeks (in March 2016).
6.4.1.4. Measures
The questionnaire was developed by including background questions and combining
questionnaires which measured patient safety culture and national culture. The
questions measuring patient safety culture combined two tools – Hospital Survey on
Patient Safety Culture (HSPSC) with 43 questions and Safety Attitude Questionnaire
(SAQ) with 32 questions. The instrument measuring national culture was the Hofstede
2008 Value Survey Module (VSM-08) which has 20 questions.

Questionnaire Design
A sample of the questionnaire is presented in Appendix 3A.
Background information section
The background information measured age, gender, and work-related information
such as department, professional role, work experience information how many hours
a week, as well as emerging themes from the study in Chapter 5 such as country of
training.
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Table 6.1: Participants' Characteristics

Characteristics

Respondents (n)

%

Male

34

53

Female

30

47

64

100

Physiotherapy

20

31.3

Laboratory Medicine

28

56.2

Accidents & Emergency

16

25.0

Physiotherapists

20

31.3

Technologist/technicians

28

56.2

House Officers (Medicine)

16

25.0

Less than 1 year

14

21.9

1-5 years

39

60.9

6-10 years

6

9.4

11-15 years

5

7.8

16-20 years

0

0

21 years and above

0

0

20 – 39 hours per week

14

21.9

40 – 49 hours per week

41

64.1

60 – 79 hours per week

7

10.9

80 – 99 hours per week

2

3.1

Less than 21

2

3.1

21 – 30 years

3

4.7

31 – 40 years

31

48.4

41 – 50 years

26

40.6

51 – 60 years

2

3.1

Gender

Country of origin
Nigeria
Department

Professional role

Working Experience (in hospital)

Hours per Week Work

Age
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Patient safety culture section
The patient safety culture section of the questionnaire combined questions measuring
the HSPSC dimensions (Sorra and Nieva, 2004) and the SAQ dimensions (Sexton et
al, 2006). The HSPSC contains 12 dimensions, whereas the SAQ has six dimensions
(Chapter 2). The decision to combine the questionnaires was based on the result of
the qualitative study (Chapter 5) which showed that some patient safety culture
themes which are important in Nigeria related to working condition, job satisfaction
are mostly measured by the SAQ whereas others such as staffing are measured by
HSPSC. In addition, since most patient safety culture measuring instruments were
developed primarily in the USA, it was necessary to identify items and dimensions
which are relevant to the study population. All the items are measured on a 5-point
Likert scale. More details about each questionnaire are in the methodology chapter
(Chapter 4).
Similar questions were identified between the questionnaires, that is, the HSPSC and
SAQ; hence, one question was chosen based on the ease of comprehension to reduce
redundancy, for instance, ‘in this clinical area, it is difficult to speak up if I perceive a
problem with patient care’. Similar questions were under the team climate dimension
of the SAQ and the communication openness dimension of the HSPSC respectively,
but the item in the SAQ was preferred.
National culture section
The national culture section contains the VSM-08 questionnaire. 20 questions
measured on a 5-point Likert scale were used. More details about the questionnaire
are presented in Chapter 4.

6.4.2.

Data Analysis

Statistical Package for Social Science (SPSS) was used to perform data analysis.
Negatively worded items were reversed and recoded before further analysis, and there
was no missing data.
The score of each dimension for the patient safety culture constructs and the national
culture constructs were computed by calculating the mean score of the corresponding
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items. Regarding the patient safety culture dimensions, mean score ≥4.0 was
interpreted as positive perception of the respective patient safety culture dimension
(Timmel et al, 2010).
The data analysis firstly assessed the internal consistency of the dimensions measured
by each questionnaire (HSPSC and SAQ). Subsequently, correlation and regression
analysis were performed to explore the relationship between national culture and the
patient safety culture constructs.

6.4.3.

Results

6.4.3.1. Participants and response rate
The total number of staff in the respective departments was 98, and 64 questionnaires
were returned, with a response rate of 65%. Table 6.1 shows the participants’
characteristics. All the participants are Nigerians; of which, 20 (31.3%) are
physiotherapists, 28 (56.2%), laboratory scientists and 16 (25%) are trainee doctors;
34 (53%) male and 30 (47%) female. Most of the participants 39 (60.9%) have been
working in the hospital for between one and five years; and more than 50% work
more than 40 hours a week.
6.4.3.2. Descriptive Data
Mean, and Standard Deviation scores for the patient safety culture dimensions as well
as the national cultural orientation dimensions were calculated for the general
population and each professional group (Table 6.2.). The results show that the
perception of patient safety culture was higher than 3.0 for all the dimensions except
perception of hospital management (2.74±1.05), management support for patient
safety (2.95±0.72) and frequency of error reporting (2.24±1.06). The large standard
deviation for the perception of hospital management and frequency of error reporting
shows that there was a wide variation in the perception of individuals to these
dimensions.
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6.4.3.3. Reliability

Safety attitude questionnaire
The internal consistency of the six factors and the 30 items of the SAQ had Cronbach’s
alpha values of 0.67 – 0.86 (Table 6.3). ‘perception of unit management’ had the
highest Cronbach’s alpha values, and ‘team climate’ had the lowest.

Hospital survey on patient safety culture
The internal consistency for each of the factors revealed Cronbach’s alpha values of
0.43 – 0.998 (Table 6.3) with ‘organisational learning’ and ‘communication openness’
having the lowest Cronbach’s alpha: 0.43 and 0.48 respectively.
6.4.3.4. Perception of patient safety culture
The overall percentage positive perception of patient safety was 63% (Table 6.5.).
Also, the highest percentage positive perception of patient safety was reported by
physiotherapists (93%).
As seen in Table 6.6, teamwork within units (64%), supervisor/management action
promoting safety, job satisfaction (68%) as well as stress recognition (55%) were
shown to have above average percentage of positive responses. There was a
difference between the perception of the patient safety dimensions between units;
showing that the physiotherapy department had the highest percent positive
perception for all the dimensions whereas the emergency unit had the lowest.
Nevertheless, management support for patient safety was relatively the same across
the departments. Frequency of error reporting (22%) was low, and 82.8% have
reported no error. Staffing (29%) perception of hospital management (34%) and nonpunitive response to error (37%) had the least positive responses. The overall patient
safety grade was 43.7% (sum of the excellent and very good), as shown in Table 6.4.
There is little culture of error reporting because 82.8% of the respondents have never
reported an error (Table 6.5).
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Table 6.2: Mean and Standard deviation for the total respondents and each professional group

Patient safety culture dimensions

SAQ
Team climate
Safety climate
Job satisfaction
Stress recognition
Perception of (unit and hospital)
management
Working condition
HSPSC
Teamwork within units
Teamwork across units
Communication openness
Organisational learning
Staffing
Supervisor action/support for patient
safety
Management support for patient safety
Feedback & communication about error
Handoffs & transition
Non-punitive response to error
Frequency of event reporting
Overall perception of patient safety

Physiotherapists

Laboratory
scientists

Resident
doctors

Overall
respondents

M

SD

M

SD

M

SD

M

SD

3.85
3.79
4.52
3.56
4.26
3.30
3.91

0.228
0.483
0.650
0.927
0.421
0.591
0.850

3.38
3.25
3.52
3.45
3.19
2.59
3.25

0.644
0.875
1.220
1.062
1.041
0.935
1.106

2.50
2.02
3.17
3.08
2.22
2.31
2.69

0.399
0.557
0.592
0.589
0.574
0.611
0.537

3.31
3.11
3.75
3.39
3.28
2.74
3.31

0.702
0.965
1.070
0.928
0.902
1.047
1.013

4.66
3.35
3.61
4.26
3.11
4.32

0.374
0.556
0.677
0.231
0.462
0.538

2.80
2.94
3.19
3.55
3.04
3.80

0.987
0.351
0.890
0.929
0.757
0.885

3.33
3.31
2.37
2.29
3.00
2.56

0.760
0.508
0436
0.850
0.620
0.460

3.52
3.16
3.12
3.46
3.06
3.66

1.117
0.497
0.863
1.057
0.636
0.964

3.45
4.11
3.51
4.65
2.40
4.33

0.620
0.614
0.670
7.323
1.172
0.488

2.91
3.27
2.86
2.71
2.36
3.45

0.713
0.989
0.675
0.689
1.047
1.025

2.39
2.31
3.47
3.18
1.81
2.54

0.310
0.829
0.643
0.557
0.877
0.714

2.95
3.30
3.22
3.44
2.24
3.50

0.718
1.076
0.730
4.143
1.063
1.048
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Table 6.3: Psychometric properties of the SAQ and HSPSC

Dimension
SAQ
Team Climate
Safety Climate
Job Satisfaction
Stress Recognition
Working Condition
Perception of Unit Management
Perception of Hospital Management
HSPSC
Supervisor Expectation and Action Promoting Safety
Teamwork Within Units
Organisational Learning
Management Support for Patient Safety
Overall Perception of Patient Safety
Feedback and Communication About Error
Communication Openness
Teamwork Across Units
Staffing
Handoffs and Transition
Non-Punitive Response to Error

Cronbach’s alpha
0.663
0.773
0.860
0.724
0.758
0.930
0.835
0.88
0.83
0.481
0.648
0.845
0.799
0.434
0.830
0.699
0.748
0.998
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Table 6.4: Patient safety grade

Excellent
Very good
Acceptable
Poor

All Respondents
N(%)
10(15.6)
18(28.1)
26(40.6)
10(15.6)

Physiotherapist
N(%)
8(40)
6(30)
4(20)
2(10)

Medical Laboratory
N(%)
10(35.7)
15(53.6)
3(10.7)
0

Resident doctor
N(%)
2(12.5)
2(12.5)
7(43.8)
5(31.3)

Table 6.5: Number of events reported

No event
1 to 2 events
3 to 5 events
6 to 10 events
11 to 20
events

All Respondents N
N(%)
53(82.8)
3(4.7)
2(3.1)
4(6.3)

Physiotherapy
N(%)
18(90)
2(10)
0
0

2(3.1)

0

Medical Laboratory
N (%)
24(85.7)
4(14.3)
0
0
0

Accidents &
Emergency N(%)
11(68.8)
5(18.8)
12.5
0
0

Table 6.6: Average percentage positive responses scores for all the respondents and by professional group

Dimensions

All
Physiotherapist
Laboratory
Respondents
N(%)
staff N(%)
N(%)
Hospital Survey on Patient Safety Culture Dimensions
Teamwork within unit
41(64)
60(93)
28(43)
Overall perception of safety
Organisational learning
Supervisor/management action
promoting safety
Communication openness
Feedback and Communication
about error
Frequency of events reported
Teamwork across units
Staffing
Handoffs and transition
Non-punitive response to error

Resident
Doctors
N(%)
29(45)

40(63)
29(46)
43(67)

60(93)
56(88
60(93)

40(62)
28(44)
43(72)

18(28)
13(21)
16(25)

30(47)
30(46.9)

36(57)
52(81.7)

31(49)
25(39.3)

3(4)
8(12.5)

14(22)
30(47)
19(29)
29(46)
24(37)

17(27)
54(85)
48(75)
46(72)
38(60)

16(25)
22(34)
29(46)
15(24)
10(16)

8(13)
24(38)
19(30)
44(69)
28(44)

Safety Attitude Questionnaire Dimensions
Team climate
33(52)
50(78)
25(39)
Safety climate
31(48)
40(63)
38(60)
Job satisfaction
44(68)
58(91)
42(65)
Stress Recognition
35(55)
36(56)
38(59)
Perception of management
22(34)
28(43)
17(26)
Working condition
33(52)
40(62)
37(58.3)

16(25)
8(13)
30(47)
30(47)
15(23)
17(27)
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6.4.3.5. Associations between patient safety culture and National
culture
This study set out to identify the most appropriate questionnaire for the study
population. Since national culture scores were computed, the association between
patient safety culture and national culture was examined using correlation analysis.
The result is presented in Table 6.7.
Patient safety culture dimensions were expected to have a positive association with
long term orientation and a negative association with power distance, collectivism,
masculinity, uncertainty avoidance, respectively. The results of the Pearson’s
correlations indicated that the national cultural orientations characterised by individual
cultural orientations have small to moderate associations with some safety culture
dimensions.
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Table 6.7: Pearson Correlations among the patient safety culture and national culture dimensions

Dimension

Team Climate
Safety Climate
Job Satisfaction
Stress Recognition
Working Condition
Perception of unit management
Perception of hospital management

Power
Distance
b

-0.241
-0.444a
-0.257b
0.120
-0.352a
-0.100
0.152

Collectivism
SAQ
0.139
0.105
0.323a
0.230
0.313b
-0.020
0.006
HSPSC
-0.183

Femininity

Uncertainty
avoidance

Short-Term
Orientation

0.013
0.065
0.138
0.011
0.246
-0.183
-0.-83

0.012
0.042
-0.109
0.215
0.090
-0.021
0.009

-0.117
-0.010
-0.152
0.349a
-0.151
-0.091
0.154

Supervisor expectation and action
-0.020
-0.307b
-0.109
promoting safety
Teamwork within units
-0.332a
-0.163
0.283b
-0.142
Organisational learning
-0.096
-0.058
-0.236
-0.126
Management support for patient safety
-0.137
-0.211
-0.127
0.373a
Overall perception of patient safety
-0.303b
0.075
-0.015
-0.030
a
Feedback and communication about error
0.144
-0.175
-0.441
0.074
Frequency of error reporting
-0.357a
0.029
-0.211
0.497a
Communication openness
-0.365a
0.156
0.072
-0.095
Teamwork across units
-0.020
0.115
0.140
0.199
b
Staffing
-0.279
0.152
0.086
-0.024
Handoffs and transition
0.144
-0.053
0.023
0.232
Non-punitive response to error
-0.110
0.079
0.030
0.008
b
Number of events reported
-0.096
-0.369
-0.223
-0.120
a Correlation is significant at < 0.01 level; b Correlation is significant at < 0.05 level n = 64

-0.207
-0.410a
-0.096
0.079
-0.121
0.123
0.195
-0.115
-0.239
-0.241
-0.115
-0.151
-0.180
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6.4.4.

Discussion

6.4.4.1. Reliability of the SAQ and HSPSC dimensions
This aim of this study was to identify the most appropriate patient safety culture
instrument

for

the

study

population.

The

results

show

that

all

the

dimensions of the SAQ have acceptable internal consistency (as presented by the
Cronbach’s alpha) as opposed to the HSPSC which has two dimensions
(communication openness and organisational learning) with poor reliability scores
(0.43 and 0.48 respectively). The low reliability score for communication openness
and organisational learning may be related to the organisation and the health system
of Nigeria, which does not have a policy which encourages error reporting or learning
from errors. Hence, the respondents may not attach any importance to the questions
measuring these dimensions, supporting the findings in the first study presented in
Chapter 5. The study identified some SAQ-related themes (e.g. team climate, safety
climate, job satisfaction, working condition) as important factors for patient safety
culture in Nigeria as opposed to other factors in HSPSC (e.g. communication openness,
organizational learning) which although are important for patient safety culture in
some countries are not primarily relevant in Nigeria presently.
6.4.4.2. Comparing the SAQ and HSPSC
SAQ and HSPSC have some similar dimensions; however, the internal consistency
differed between some of these dimensions. For instance, the reliability score for
‘teamwork within units’ of the HSPSC was better than ‘team climate’ of the SAQ. This
may be due to the wording of the items because the ‘team climate’ items contained
the words ‘physician’ and ‘nurses’, but only one unit (accidents and emergency) has
doctors and nurses working together within the unit whereas the wording for the
‘teamwork within unit’ was generalised. Also, the underlying items measuring the
dimensions are different.; for instance, the team climate (SAQ) dimension has
questions asking about speaking up whereas in the HSPSC, rather than asking about
speaking up within the ‘teamwork within units’ dimension, speaking up is under a
separate dimension – ‘communication openness’. Perhaps these may account for the
difference in percent positive perception of these dimensions (Table 6.6).
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Another finding is that communication openness is measured as one dimension in the
HSPSC, but similar questions in the SAQ are under two dimensions – safety climate
and team climate. These may account for the low, although acceptable reliability
scores of safety climate and team climate dimensions (Table 6.3).
The two instruments contained dimensions assessing the perception of hospital and
unit management for patient safety; although the items were measuring different
aspects of these dimensions, good Cronbach’s alpha was reported for these
dimensions in the SAQ and HSPSC respectively. Safety Climate dimension (of the SAQ)
was found to contain items measuring two dimensions of the HSPSC (i.e.
communication openness, feedback and communication about error); nevertheless,
the reliability scores were good as opposed to the way it was measured in the HSPSC.
Other dimensions such as job satisfaction, stress recognition and working condition
(of the SAQ) and the non-punitive response to error, hand-off & transition,
organisational learning (of the HSPC) are not comparable as they measure distinct
aspects of patient safety culture.
At the end of this study, SAQ was identified as the most appropriate instrument to
measure patient safety culture in the study population because it has demonstrated
better reliability scores overall.
6.4.4.3. Perception of patient safety culture
Other findings showed that ‘Frequency of error reporting’ was low, meaning a culture
of reporting was not present (Table 6.2). Several factors may be responsible for this,
such as the low management support for patient safety as well as the lack of reporting
culture in the organisation; therefore, individuals do not consider it necessary to report
any mistake or patient safety concern. Also, national culture could be a factor because
a significant negative association with power distance was observed (Table 6.7). In a
team, individuals who expect and accept inequality (hierarchy) are less likely to speak
openly with superiors about safety-related issues (e.g. incidents) or performancerelated issues (e.g. errors and mistakes). Communication openness was also low
(Table 6.2.), especially amongst the resident doctors, showing that the culture of the
units and organisation may not encourage speaking up or challenging authority. This
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could be as a result of the high power distance, a cultural orientation of Nigeria which
does not encourage speaking up and challenging authority. This argument is
supported by the result in Table 6.7, which showed that power distance was negatively
associated with communication openness.
6.4.4.4. Patient safety culture and national cultural orientations
The findings of the study revealed that although national cultural orientations were
associated with the patient safety culture dimensions, these associations varied
between dimensions (Table 6.7). Power distance was negatively associated with most
of the patient safety culture dimensions such as team climate, safety climate, job
satisfaction, working condition, overall perception of patient safety, frequency of error
reporting and communication openness. These relationships are expected because
high power distance does not encourage challenging of superiors within a team as
well as safety climate where it is necessary to discuss errors. Furthermore, high power
distance reduces the ability to voice out concerns; especially when it requires speaking
to a senior colleague because of the power gradient, therefore, this may reduce the
frequency of reporting errors as well as the ability to speak about errors openly.
Collectivism was positively associated with job satisfaction and working condition. This
is an expected finding because, in collectivist cultures, individuals regard their
organisation as a family and will strive to foster good interpersonal relationship.

6.4.5.

Conclusion

The findings of this study suggest that the SAQ is more appropriate for the study
population. Although more psychometric properties tests could not be performed on
the data because of sample size, nevertheless, the reliability of the dimensions, which
is an essential psychometric property of questionnaires revealed that overall, the SAQ
has better reliability than the HSPSC. This supports the findings from study 1 (Chapter
5), which identified that the dimensions in the SAQ are more appropriate in Nigeria.
The result also indicates that a relationship may exist between national culture and
patient safety culture; nevertheless, these findings should be interpreted with caution
because of the small sample size; hence, it is necessary to carry out another study
with more participants.
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Consequent to the findings, a more extensive study using the SAQ will be carried out,
however, in using the SAQ, the next study needs to extensively assess the
psychometric properties in order to improve the trustworthiness of the result of the
study which is to examine the relationship between patient safety culture and national
culture in Nigeria.

6.5.

Study 3

The previous study within this chapter demonstrated that the SAQ is a more
appropriate instrument for the study population (Nigeria). Study 3 was carried out in
Nigeria in a hospital with more population. The study set out to examine the
relationship between national culture and patient safety culture by testing the
hypotheses set out in section 6.3.3.

6.5.1.

Method

6.5.1.1. Study Setting
The study was conducted in the State Hospital, Abuja. The hospital is an eighty-bed
acute care hospital in Abuja, Northern Nigeria which offers various services to the
surrounding community and individuals across Nigeria. The hospital offers out-patient
and emergency services as well as in-patient long-stay patient care. The hospital also
has an Intensive Care Unit where critically ill patients are cared for, although it is not
always in use. The other departments within the hospital include Surgery, Medicine,
Ophthalmology, Dental, Radiology, Physiotherapy, Laboratory Medicine, Accidents and
Emergency, Obstetrics & Gynaecology, and other services.
6.5.1.2. Participants
Participants were drawn from all the clinical departments within the hospital. Table
6.7 presents the characteristics of the participants showing the gender, country of
origin, professional role, and years of work experience of the participants. The hospital
has a staff strength of 325, and the questionnaires were distributed to all the clinical
staff.
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Table 6.8: Participants' characteristics

Characteristics
Gender
Male
Female
Country of origin
Nigeria
Job Discipline
Physicians
Nurses
Allied Health Workers
Hospital Management
Professional role
Registered nurse
Technologist/technicians
Consultants
Care Assistants
Pharmacists
Medical Officers
Resident Doctors
Physiotherapists
Medical Laboratory Scientists
Administration/Management
Unit assistant
Working Experience (in hospital)
Less than 1 year
1-5 years
6-10 years
11-15 years
16-20 years
21 years and above

Respondents (N)

%

76
124

38
62

200

100

73
36
84
7

36.5
18
42
3.5

36
19
16
7
16
30
27
9
32
3
5

18
9.5
8
3.5
8
15
13.5
4.5
16
1.5
2.5

48
41
37
35
26
13

24
20.5
18.5
17.5
13
6.5

6.5.1.3. Procedure
The researcher was introduced to the head of the hospital (Chief Medical Director)
through a personal contact. A meeting was organised between the Chief Medical
Director and the researcher where the aim of the research and its benefit to the
organisation was explained. Following this, ethical approval was obtained. Paper
questionnaires were distributed to all staff of the clinical departments within the
hospital, and participants’ consent was provided by signing an accompanying informed
consent form. The questionnaires were submitted to the clinical heads or the
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researcher. The researcher reported in the hospital every day throughout this study
to remind the clinical heads and some staff to fill their questionnaires. The study period
was from the beginning of June 2016 to the end of August 2016.

Design of the questionnaire
The questionnaire used for this study (Appendix 3A) comprised the SAQ which
measured patient safety culture and VSM-13, which measured national cultural
orientations (see methodology chapter for more information on the individual
questionnaires). The questionnaire was administered in English, and no part of the
questionnaire was reworded. The questionnaire comprised of three sections:
Section 1: measured patient safety culture dimensions using the SAQ. The wording
‘unit’ of the original questionnaire was changed to ‘department’ to conform to the
nomenclature of the hospital. The response category “not applicable” was treated as
a missing value in the data analyses.
Section 2: used the VSM-13 as the measure for assessing national culture. Chapter 4
provides more information on the scale, and Chapter 3 outlined the rationale for using
Hofstede’s cultural framework.
Section 3:This section included background questions to provide insight into the study
population. Some background questions of importance identified in study 1 (in Chapter
5) such as ‘country of training’ were included to examine whether a relationship exists
between the country of training and patient safety culture.

6.5.2.

Data Analysis

Completeness of the data was checked. Five incomplete questionnaires were removed
before analysis, using the exclusion criteria:(1) no entire section completed; (2) fewer
than half the items answered and (3) all items answered the same. When a respondent
chose two or more answers at one item, this item was marked as missing, but this
rarely occurred. There were no missing values.
Negatively worded items were reversed before the analysis. The scoring system of the
SAQ was consistent with that proposed by the authors (Sexton et al, 2006) and
previous studies (Lee et al, 2010; Hutchinson et al, 2006). Each item was scored by
176

converting the 5-point Likert scale to a 100-point scale as follows: 1 = 0, 2 = 25, 3 =
50, 4 = 75, and 5 = 100. Responses to each item within the same dimensions were
summed and then divided by the number of items in that dimension to create a
dimension score in the range of 0 – 100. If a respondent’s mean score was 75 or
higher, he or she was reported to hold a positive attitude to a given dimension.
For the national culture dimensions, the mean of the items corresponding to each
dimension was calculated and used as the score for the respective dimension
(Hofstede, 2013; Mohammed et al, 2009).
Statistical Package for Social Science (SPSS) version 22 and SmartPLS 3, statistical
software (Ringle et al,2015; Hair, Ringle, and Sarstedt, 2011) were used for the data
analysis. Smart PLS was used to conduct the psychometric analysis of the instruments.
Distribution of individual patient safety item scores as well as national culture item
scores were screened for normality using the Kolmogorov-Smirnov test, and
Mahalanobis distances were calculated to determine the presence of multivariate
outliers (Tabachnick and Fidell, 2007). The data is normal, as the values for skewness
and kurtosis is between -2 and +2 (George and Mallery, 2010) and the KolmogorovSmirnov test confirmed the normality of the data (> 0.05).

6.5.3.

Results

6.5.3.1. Participants and Response rate
The hospital has a staff strength of 325; however, 202 questionnaires were returned
with 62 per cent response rate. All the participants are from Nigeria, and Table 6.8
above shows the participants characteristics. 62% of the participants are female and
38% male. Most of the sample are allied health professionals (42%) and 36.5% are
physicians. 24% of the participants have worked for less than a year, and 6.5% have
worked for 21 years and above. 48% of the sample has been working in the hospital
for less than 1 year, and only 13% have been working in the hospital for over 21
years.
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6.5.3.2. Descriptive Statistics
Mean, and Standard deviation for the patient safety dimensions and the national
culture dimensions were calculated for the study population (Table 6.9). The resident
doctors had the lowest mean perception of patient safety across all the dimensions
except for stress recognition where the resident doctors reported the second-lowest
perception.
6.5.3.3. Psychometric Properties
The psychometric properties for each construct for the two instruments used in this
study were analysed, and the results are presented in Tables 6.10 and 6.11

Patient safety culture dimensions
The SAQ is a widely used questionnaire for assessing patient safety culture;
nevertheless, as recommended in the last study (study 2), its psychometric properties
were assessed:
Reliability
Inter-item correlations were checked by examining the correlation matrix before factor
analysis was performed. Bartlett’s test demonstrated that the inter-item correlations
were sufficient: Х2 = 4,028.063; df = 199; p < 0.001. The Kaiser Mayer-Olkin Measure
of Sampling Adequacy (KMO) was determined and the KMO score was 0.9; far above
the Kaiser’s criterion of 0.5 (Hair et al, 2009), demonstrating that the data was suitable
for factor analysis.
The internal consistency of the factors was calculated with coefficient alpha (α) since
different items measure a latent factor. As shown in Table 6.10, the internal
consistency of the SAQ dimensions is good with the coefficient alpha ranging between
0.88 (job satisfaction) and 0.65 (working condition). Good composite reliability scores
are also demonstrated with little difference between the composite reliability scores
and the Cronbach’s alpha (Table 6.10); this is also an indication of good internal
consistency (Hair et al, 2016).
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Table 6.9: Mean and Standard deviation of the overall respondents and by professional role

Team Climate

Safety Climate

Job

Stress

Perception of

Perception of

Working

Mean(SD)

Mean(SD)

Satisfaction

Recognition

Unit

Hospital

Condition

Mean(SD)

Mean(SD)

Management

Management

Mean(SD)

Mean(SD)

Mean(SD)

All Respondents

75.63(23.416)

75.63(23.416)

75.63(23.416)

75.63(23.416)

75.63(23.416)

75.63(23.416)

75.63(23.416)

Registered nurse

78.36(25.135)

66.17(27.710)

74.58(25.977)

53.19(23.335)

61.67(29.665)

57.78(26.118)

52.56(29.204)

Technologist/Tech

81.58(18.42)

70.68(18.272)

77.37(21.303)

52.89(23.053)

68.42(20.619)

51.32(18.321)

60.20(23.681)

82.03(21.339)

74.11(21.329)

76.56(25.802)

36.25(27.477)

70.00(32.609)

54.38(20.966)

42.97(25.195)

Care assistant

71.43(25.733)

45.41(26.221)

77.86(26.592)

45.71(10.177)

63.57(23.579)

48.57(23.755)

33.93(33.240)

Pharmacist

78.65(20.462)

70.76(21.595)

78.44(24.064)

47.19(23.942)

73.13(25.356)

60.31(21.484)

53.91(25.605)

Medical Officer

90.14(11.501)

82.02(17.881)

85.67(15.071)

43.00(21.917)

83.50(17.722)

66.83(20.278)

69.58(20.548)

Resident Doctor

51.70(20.874)

35.71(15.910)

61.11(19.282)

44.81(14.377)

40.56(25.470)

41.85(18.971)

31.02(14.027)

Physiotherapist

80.09(23.733)

80.56(26.190)

81.11(32.189)

55.00(18.371)

76.11(25.833)

65.56(26.977)

74.31(29.719)

Lab. 66.96(22.456)

66.41(20.940)

69.37(27.142)

45.63(23.581)

62.50(24.495)

58.91(27.408)

55.47(29.519)

87.50(4.167)

72.62(2.062)

90.00(8.660)

61.67(31.754)

83.33(24.664)

63.33(35.119)

58.33(30.831)

91.69(11.411)

95.71(5.868)

96.00(2.236)

34.00(20.433)

88.00(12.042)

70.00(24.238)

72.50(21.920)

nician
Physician
(consultant)

Medical
Scientist
Hosp.
Management
Unit Assistant
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Validity
Convergent validity
As seen in Table 6.10. the convergent validity measured by AVE is above the
conventional threshold of 0.5 (Fornell and Larker, 1981) for all the SAQ dimensions;
demonstrating good convergent validity.
Discriminant validity
Table 6.11 shows the output from the Heteriotrait-Monotrait (HTMT) analysis which
measures the discriminant validity of the SAQ dimensions.
From the HTMT results, the values (in bold) in Table 6.11 indicate discriminant validity
problems according to the HTMT0.9 criterions (Hensler et al, 2015). This means that
the HTMT criterion detects collinearity between the constructs: safety climateperception of unit management; team climate, perception of unit management and
safety climate; working condition, perception of hospital management and safety
climate.
Table 6.10: Psychometric data of the patient safety culture dimensions

Patient Safety Culture

Cronbach’s

Dimensions

alpha

rho

Composite

Average

R

Reliability

Variance

square

Extracted
(AVE)
Team Climate

0.853

0.863

0.891

0.578

0.276

Safety Climate

0.878

0.921

0.907

0.596

0.415

Job Satisfaction

0.886

0.888

0.917

0.690

0.280

Stress recognition

0.807

0.812

0.873

0.633

0.173

Perception of Unit

0.846

0.878

0.891

0.624

0.228

0.811

0.868

0.865

0.572

0.250

0.653

0.802

0.795

0.529

0.288

management
Perception of Hospital
Management
Working Condition
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Table 6.11: Heteriotrait-monotrait (HTMT) criterion result

1

2

3

4

5

6

7

Job Satisfaction
Perception of hospital management

0.680

Perception of unit management

0.857

0.879

Safety Climate

0.812

0.812

0.943

Stress Recognition

0.139

0.103

0.101

0.168

Team Climate

0.886

0.720

0.952

0.940

0.101

Working Condition

0.671

0.918

0.813

0.920

0.158

0.704

1. Job satisfaction; 2. Perception of hospital management; 3. Perception of unit management;
4. Safety climate; 5. Stress recognition; 6. Team climate; 7. Working condition

Construct validity
The construct validity was assessed using confirmatory factor analysis. The factor
structure reveals that each item loads sufficiently onto the respective factors with
values greater than 0.7. for most of the items, thereby demonstrating good
construct validity (Table 6.12)

National culture dimensions
The psychometric properties of the national culture dimensions were checked (Table
6.13). Hofstede suggested that if analysis involved less than two countries, there
was no need to check the reliability of the dimensions because the scores are higher
at the country level of analysis rather than the individual level of analysis.
Nevertheless, studies in management and human relations, as well as safety culture
domains (e.g. Mearns and Yule, 2009), reported that the factor structure is
acceptable at the individual level. The psychometric properties were assessed, and
Bartlett’s test demonstrated that the inter-item correlations were χ2 = 820.014.1; df
= 190; p < .001. The Kaiser-Meyer-Olkin Measure of Sampling Adequacy (KMO) was
0.71, which is above the criterion (0.5).
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Table 6.12: Factor Loadings, Principal Axis Rotation for the SAQ

Team
Climate
TC1
TC2
TC3
TC4
TC5
TC6
SC1
SC2
SC3
SC4
SC5
SC6
SC7
JS1
JS2
JS3
JS4
JS5
SR1
SR2
SR3
SR4
PUM1
PUM2
PUM3
PUM4
PUM5
PHM1
PHM2
PHM3
PHM4
PHM5
WC1
WC2
WC3

Safety
Climate

Job
Satisfaction

Stress
Recognition

Perception
of Unit
Management

Perception of
Hospital
Management

Working
Condition

0.80
0.68
0.84
0.83
0.71
0.68
0.65
0.89
0.84
0.78
0.35
0.87
0.87
0.75
0.84
0.88
0.88
0.79
0.76
0.81
0.83
0.77
0.73
0.61
0.88
0.87
0.83
0.72
0.45
0.85
0.84
0.84
0.77
0.85
0.88

WC4

0.72
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Table 6.13: Psychometric properties of Hofstede national culture construct

Hofstede National
Culture Dimensions
Power Distance
Collectivism
Masculinity
Short term orientation
Uncertainty Avoidance

Mean (SD)
3.93(0.57)
1.64(0.492)
1.66(0.535)
4.00(0.613)
3.39(0.584)

Cronbach’s
alpha
0.42
0.63
0.62
0.50
0.40

Composite
Reliability
0.433
0.608
0.601
0.723
0.640

Average Variance
Extracted (AVE)
0.286
0.662
0.635
0.599
0.348

Reliability
The reliability scores of the national cultural dimensions as seen in Table 6.13 reveal
that only three dimensions – collectivism and masculinity have acceptable internal
consistency (Nunnally, 1978) while power distance, short term orientation and
uncertainty avoidance have poor reliability scores. According to Hair et al (2011),
values between 0.6 and 0.7 may be acceptable provided that other indicators of a
model’s construct validity are good. As shown in Table 6.13 the other values for
collectivism and masculinity such as the AVE are within acceptable values (> 0.5) and
the composite reliability is not different from the Cronbach’s alpha values.
Validity
Convergent validity
Table 6.13 showed acceptable convergence validity for collectivism and masculinity as
described by the AVE scores which are greater than 0.5 (Hair et al, 2016)
Discriminant validity
Table 6.14: Heterotrait-Monotrait Ratio (HTMT), showing discriminant validity of the National culture
dimensions
1

2

3

4

5

Individualism/Collectivism
Long-term orientation
0.743
Masculinity/Femininity
1.280
0.560
Power Distance
0.930
0.881
0.881
Uncertainty Avoidance
0.712
1.167
0.624
0.600
1 Collectivism 2 Short-term orientation 3 Masculinity 4 Power distance 5 Uncertainty Avoidance
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6.5.3.4. Perception of patient safety culture
Table 6.15 shows the average percentage of positive responses (that is, the
percentage of respondents reporting “agree slightly” or “agree strongly” for each SAQ
factor) for each of the 6 dimensions that SAQ measures. The perception of patient
safety culture was generally low for all the PSC dimensions except for team climate
and job satisfaction which have 62% positive perceptions. The lowest positive
perception was recorded for hospital management, followed by working condition.
Table 6.15: Percentage positive perception

Patient Safety Culture
Dimensions

Mean (SD)

Median

Team Climate

Percent with positive
perception
N (%)
124(62)

75.63(23.416)

83.33

Safety Climate

88(44)

66.66(25.515)

71.43

Job Satisfaction

125(62)

75.50(24.086)

80.0

Stress Recognition

80(39.5)

46.92(22.274)

50.0

Perception of Hospital

56(28)

56.9(23.964)

55.0

97(48.5)

66.15(27.663)

70.0

64(32)

53.65(27.803)

50.0

Management
Perception of Unit
Management
Working Condition

As shown in Table 6.15, the perception of the PSC dimensions varied across
professional role. Generally, the perception of team climate was good (>75%) across
professional groups except for the resident doctors, which is 51.7%. Perception of
safety climate was acceptable across professional groups; however, the care assistants
had the lowest mean perception of safety climate. The mean perception of job
satisfaction across professional roles was greater than 60%. Generally, the resident
doctors consistently reported the lowest perception across all the patient safety culture
dimensions (Table 6.16). The perception of patient safety culture by the management
was seen as above average by the hospital management compared to other
professional roles.
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ANOVA result (Appendix 3B) revealed a statistically significant difference in the mean
scores of team climate, safety climate, job satisfaction, perception of unit and hospital
management and working condition across professional roles at (p < 0.05). However,
there was no statistically significant difference in the perception of stress recognition
across professional roles. A closer look at the perception of stress recognition revealed
a poor perception across professional roles (Table 6.16), suggesting that most of the
healthcare workers do not believe that fatigue can impair their performance or make
them more prone to errors.
6.4.1.1. Association between national culture and patient safety culture
This section presents the results related to the hypothesis set out in section 6.3. Table
6.17 shows the result of the association between the national culture dimensions and
patient safety culture. The result in Table 6.17 reveals a significant correlation
between national culture and some patient safety culture dimensions at p < 0.05.
59% of the significant correlations were above Cohen’s (1988) threshold of 0.20,
indicating a moderate association.
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Table 6.16: Table showing the mean patient safety culture scores by professional group and ANOVA result

Team

Safety

Climate

Climate

Job Satisfaction

Stress

Perception of

Perception of

Working

Recognition

Unit

Hospital

Condition

Management

Management

Registered nurse

78.36

66.17

74.58

53.19

61.67

57.78

52.56

Technologist/Technician

81.58

70.68

77.37

52.89

68.42

51.32

60.20

Physician (consultant)

82.03

74.11

76.56

36.25

70.00

54.38

42.97

Care assistant

71.43

45.41

77.86

45.71

63.57

48.57

33.93

Pharmacist

78.65

70.76

78.44

47.19

73.13

60.31

53.91

Medical Officer

90.14

82.02

85.67

43.00

83.50

66.83

69.58

Resident Doctor

51.70

35.71

61.11

44.81

40.56

41.85

31.02

Physiotherapist

80.09

80.56

81.11

55.00

76.11

65.56

74.31

Medical Lab. Scientist

66.96

66.41

69.38

45.63

62.50

58.91

55.47

Hosp. Management

87.50

72.62

90.00

61.67

83.33

63.33

58.33

Unit Assistant

91.67

95.71

96.00

34.00

88.00

70.00

72.50

ANOVA p-value

0.000

0.000

0.009

0.201

0.000

0.016

0.000
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Table 6.17: Intercorrelation between national culture dimensions and patient safety culture dimensions

1
-.273a

2
-.329a

3
-.199a

4
.110

5
-.163b

6
-.178b

7
.308a

-.123

-.245a

-.152b

-.216a

-.041

-.064

-.191a

Femininity

.182b

.108

.237a

.006

.184a

.123

-.010

Uncertainty
Avoidance
Short-term
Orientation

-.158b

-.185a

-.123

.206a

-.186a

-.211a

-.142b

-.297a

-.382a

-.243a

.116

-.347a

-.293a

-.276a

Power
Distance
Collectivism

1. Team Climate; 2. Safety Climate; 3. Job Satisfaction; 4. Stress Recognition; 5. Perception of Unit Management;
6. Perception of Hospital Management;
7. Working Condition
a. Correlation is significant at the 0.01 level. b. Correlation is significant at the 0.05 level.

Hypothesis 1
The first hypothesis stated that power distance will be negatively correlated with
patient safety culture. This hypothesis is confirmed as power distance is shown to be
negatively correlated with team climate, safety climate job satisfaction, perception of
unit and hospital management; and ‘working conditions.

Hypothesis 2
Hypothesis 2 posited that collectivism will be negatively associated with patient safety
culture. The result in Table 6.17 hypothesis is confirmed as collectivism is shown to
be negatively correlated with safety climate, job satisfaction, stress recognition and
working condition dimensions of patient safety culture

Hypothesis 3
Femininity was hypothesised to be positively correlated with patient safety culture,
and the result in Table 6.17 indicate that femininity is positively correlated with team
climate, job satisfaction, and perception of unit management at p < 0.05.

Hypothesis 4
Uncertainty avoidance was hypothesised to be negatively associated with patient
safety culture. As seen in Table 6.17, this hypothesis is supported as there is a
negative correlation between uncertainty avoidance and team climate, safety climate,
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stress recognition, perception of unit and hospital management; and working condition
at p < 0.05.

Hypothesis 5
This hypothesis theorised that short term orientation will be negatively correlated with
patient safety culture. The result of this study confirms the hypothesis as short-term
orientation was shown to be negatively associated with team climate, safety climate,
job satisfaction, perception of management (unit and hospital) and working condition
at p < 0.05.
6.4.1.2. Relationship between patient safety culture and national
culture
Table 6.17 showed that national cultural orientations were significantly associated with
patient safety culture dimensions. Further analysis was performed to investigate
whether national culture was a significant predictor of patient safety culture.
The model summary presented in Table 6.18 shows a significant model on the
relationship between each patient culture dimension and national culture. National
culture dimensions accounted for a significant amount of variance in team climate R 2
= .175 F(5,199) = 8.219, p < 0.001); safety climate R 2 = .253 F(5,199) = 13.120, p
< 0.001); job satisfaction R 2 = .15 F(5,199) = 7.184, p < 0.001); stress recognition
R2 = .175 F(5,199) = 8.219, p < 0.001); perception of unit and hospital management
with national cultural orientations account for 17.2% and 13.5% of the variance in
these dimensions respectively as shown by the R 2 values which is significant at p <
0.001 and F values presented in Table 6.18 below. National cultural orientations also
account for 12% variance in working condition as seen by the R 2 value which is
significant at p < 0.01 F (5,194) = 7.751.
Hypothesis 1 is supported as power distance is shown to significantly negatively
predict team climate, safety climate, stress recognition and working condition at p <
0.05 (Table 6.19).
Hypothesis 2 is confirmed as collectivism is shown to negatively predict safety
climate and stress recognition at p < 0.05. (see Table 6.19).
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Hypothesis 3 is established by the result of the regression model (Table 6.19) which
shows a significant negative relationship between uncertainty avoidance and stress
recognition at p < 0.05 and a marginally significant negative relationship between
uncertainty avoidance and team climate.
Table 6.18: Model summary of the relationship between patient safety culture and national culture

Model Summaryb
R

R2

Team Climate

.418

.175

Adjusted
R2
.154

Safety Climate

.503

.253

Job Satisfaction

.395

Stress Recognition

Model

F

Sig.

8.219

0.000

.233

13.120

0.000

.156

.134

7.184

0.000

.346

.120

.097

5.274

0.000

Perception of unit management

.415

.172

.151

8.055

0.000

Perception of hospital

.367

.135

.113

6.057

0.000

7.751

0.000

management
Working Condition
b.

Predictors: (Constant), Power distance, Collectivism, Femininity, Uncertainty avoidance, Short-term orientation

Hypothesis 4 is supported by the finding of the regression model which shows that
femininity positively predict team climate, safety climate, stress recognition, job
satisfaction and perception of unit and hospital management at p < 0.05 (Table 6.19)
Hypothesis 5 is supported by the result of the regression model in Table 6.19 which
shows that short-term orientation negatively predicted team climate, safety climate,
job satisfaction, stress recognition, perception of unit and hospital management at p
< 005 (Table 6.19).
6.4.1.3. Relationship between patient safety culture, national culture
and professional role
The data were explored to examine the interaction between patient safety culture,
national culture and professional role using hierarchical multiple regression. A
significant model emerged for the interaction between national culture, professional
role and team climate. Models relating to the other patient safety culture dimensions
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were not significant at p < 0.05. Appendix 4C contains complete statistical analysis
result on the interaction with other patient safety culture dimensions.
Table 6.20 contains the result of two models: Model 1 represents the main effect
model (that is, the relationship between team climate and national cultural orientation)
and Model 2 is the full model, which includes the interaction term – professional role.
The main effects model (model 1) accounted for a significant amount of variance, R 2
= 0.175. F (5, 194) = 8.219, p < 0.001. That is, national cultural orientation accounted
for 17.5% of the variance in team climate. However, when professional role was added
to the model (Model 2), the amount of variance significantly increased by 4.5%: R 2ch
= 0.045, F (1, 193) = 11.245, p < 0.01. This shows that professional role is also a
significant predictor of patient safety culture. However, the direction of the relationship
should be overlooked because the professional roles were not ordered in ascending
or descending order.

190

Table 6.19: Main Effects Model of the effect of national culture dimensions on patient safety culture

Model

Team Climate

Safety Climate

Job Satisfaction

Stress Recognition

(Constant)
Power Distance
Collectivism
Femininity
Uncertainty Avoidance
Short-term Orientation
(Constant)
Power Distance
Collectivism
Femininity
Uncertainty Avoidance
Short-term Orientation
(Constant)
Power Distance
Collectivism
Femininity
Uncertainty Avoidance
Short-term Orientation
(Constant)
Power Distance
Collectivism
Femininity
Uncertainty Avoidance
Short-term Orientation
(Constant)

Unstandardized
Coefficients
B
Std. Error
111.220
21.495
-8.333
3.138
-4.113
3.749
14.409
4.962
-4.751
2.766
-8.356
2.871
157.087
22.288
-9.654
3.254
-11.087
3.888
10.095
5.145
-4.779
2.868
-12.585
2.977
92.111
22.357
-4.813
3.264
-7.436
3.900
19.577
5.161
-4.217
2.877
-7.294
2.986
52.027
21.119
6.972
3.083
-13.949
3.684
.310
4.875
7.594
2.718
1.165
2.821
83.019
25.438

Standardised
Coefficients
Beta
-.186
-.074
.192
-.119
-.206
-.198
-.184
.124
-.109
-.285
-.104
-.130
.254
-.102
-.175
.164
-.265
.004
.199
.030

t

5.174
-2.656
-1.097
2.904
-1.717
-2.911
7.048
-2.967
-2.852
1.962
-1.666
-4.228
4.120
-1.475
-1.907
3.794
-1.466
-2.443
2.464
2.261
-3.787
.064
2.794
.413
3.264

Sig.

.000
.009
.274
.004
.087
.004
.000
.003
.005
.051
.097
.000
.000
.142
.058
.000
.144
.015
.015
.025
.000
.949
.006
.680
.001
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Perception of Unit
Management

Perception
Hospital
Management

of

Working Condition

Power Distance
Collectivism
Femininity
Uncertainty Avoidance
Short-term Orientation
(Constant)
Power Distance
Collectivism
Femininity
Uncertainty Avoidance
Short-term Orientation
(Constant)
Power Distance
Collectivism
Masculinity
Uncertainty Avoidance
Short-term Orientation

-3.599
-1.089
17.435
-6.082
-13.802
83.019
-3.599
-1.089
17.435
-6.082
-13.802
131.539
-11.679
-8.512
9.700
-4.547
-8.678

3.714
4.437
5.872
3.273
3.397
25.438
3.714
4.437
5.872
3.273
3.397
25.650
3.745
4.474
5.921
3.301
3.426

-.068
-.017
.197
-.128
-.288
-.068
-.017
.197
-.128
-.288
-.220
-.129
.109
-.096
-.180

-.969
-.245
2.969
-1.858
-4.063
3.264
-.969
-.245
2.969
-1.858
-4.063
5.128
-3.119
-1.903
1.638
-1.378
-2.533

.334
.806
.003
.065
.000
.001
.334
.806
.003
.065
.000
.000
.002
.059
.103
.170
.012
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Table 6.20: Model Summary for the interaction between national culture, professional role and patient
safety culture (team climate)

Model

R2

R

1
2

.418a
.469b

Adjusted
R2

.175
.220

R Change
2

.154
.196

.175
.045

Change Statistics
F
df1
df2
Change
8.219
5
194
11.245
1
193

Sig. F
Change
.000
.001

Table 6.21: Main effect and full effect models of the interaction between national culture, professional role
and patient safety culture (team climate)

Model

1

2

(Constant)
Power Distance
Collectivism
Femininity
Uncertainty
Avoidance
Short term
Orientation
(Constant)
Power Distance
Collectivism
Femininity
Uncertainty
Avoidance
Short term
Orientation
Professional role

6.4.2.

Unstandardized
Coefficients
B
Std. Error
111.220
21.495
-8.333
3.138
-4.113
3.749
14.409
4.962
-4.751
2.766

Standardised
Coefficients
Beta

t

Sig.

-.186
-.074
.192
-.119

5.174
-2.656
-1.097
2.904
-1.717

.000
.009
.274
.004
.087

-.206

-2.911

.004
.000
.007
.233
.001
.134

-8.356

2.871

114.256
-8.335
-4.376
17.121
-4.069

20.969
3.058
3.655
4.903
2.704

-.186
-.079
.229
-.102

5.449
-2.725
-1.197
3.492
-1.505

-9.481

2.818

-.234

-3.365

.001

-1.704

.508

-.218

-3.353

.001

Discussion

6.4.2.1. Summary of findings
Five hypotheses were presented at the beginning of this study. These hypotheses
suggested that national culture dimensions were associated with patient safety
culture. The result of this study confirms the five hypotheses (Hypotheses 1 – 5) such
that power distance, collectivism, uncertainty avoidance and short-term orientation
were negatively associated with patient safety culture while femininity was positively
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associated with patient safety culture. However, looking closely at each dimension of
patient safety culture, national culture was not significantly associated with all the
dimensions of patient safety culture, especially stress recognition.
The findings of the study also showed that the perception of patient safety culture
differed between professional roles. In addition, professional role and national cultural
orientations significantly predicted patient safety culture, especially team climate.

6.4.2.2. National culture and patient safety culture
Power distance and patient safety culture
Power distance was hypothesised to significantly predict patient safety culture. The
findings of this study provide evidence of a negative relationship with patient safety
culture – team climate, safety climate, and working condition and a positive
relationship with stress recognition. This finding is expected as studies in other
domains have reported a negative relationship between power distance and safety
culture (e.g. Reader et al, 2016; Mearns and Yule, 2009).
Power distance (Hofstede, 1980) as a cultural orientation accepts and expects
inequality of power, where junior staff are not encouraged to question their leaders,
and the superiors expect to be obeyed and respected. Therefore, it is difficult to speak
up, and in such an environment, the leader is always right. This will negatively impact
team climate where junior workers must voice their concerns and ask questions,
especially when it is related to patient care. Also, in high power distance culture,
hierarchy dictates the way junior colleagues view and defer to other members of the
team as well as the way individuals attend to inputs and suggestions from other
members; which is according to perceived status. So, even when deferring is not
warranted, if the team member is superior, there is a high chance of deference
(Strauch, 2010). Hence, high power distance will not promote good team climate.
Furthermore, high power distance cultural orientation discourages the discussion of
errors and error reporting; especially if the event or error has to be communicated to
a senior member of staff. Therefore, staff would rather keep quiet than speak up,
which would also negatively impact learning from mistakes and incidents, which are
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related to safety climate. Working condition relates to the training and supervision of
junior staff by senior staff and getting information about patient care. Power distance
can negatively impact perception of working condition because in high power distance
culture where there is a steep power gradient junior staff will not be able to voice
concern about the training and supervision they receive from senior colleague except
when they asked. Furthermore, such culture encourages the senior members of staff
to make decisions without necessarily involving the junior staff; therefore, information
sharing may be impeded.
Collectivism and patient safety culture
One of the hypotheses in this study was that collectivism will have a negative
relationship with patient safety culture. The findings of this study provide evidence to
support the hypothesis such that national culture was negatively related to safety
climate and stress recognition dimensions of patient safety culture. Similar findings
were also reported by previous studies (e.g. Reader et al, 2016; Havold, 2007).
Collectivist culture values loyalty from members in exchange for protection by the
group. This makes individuals consider the effect of their action on the group, which
may be the unit or hospital. Therefore, safety climate which requires individuals to
speak up and discuss errors may not be encouraged, especially if the staff view such
activities as giving the unit or the hospital a bad name. A similar finding is reported by
previous studies (e.g. Reader et al, 2016; Havold 2007) where collectivism was shown
to influence reporting culture negatively. The influence of collectivism on working
condition is not widely documented in the literature; however, the result of this study
suggests that there is a negative relationship between collectivism and working
condition. Collectivism culture encourages individuals to view themselves as members
of an in-group; therefore, every action is viewed through the lens of the in-group,
hence, considering their opinion and requiring their approval. Therefore when, a
doctor is stressed during work, in order not to be viewed as unserious, weak or lazy,
the doctor may continue working. Furthermore, the individual will desire to gain the
approval of colleagues and hospital management; therefore, will carry on working
despite fatigue, hence having a negative influence on working condition.
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Femininity and patient safety culture
The third hypothesis in this study suggested that femininity will be positively related
to patient safety culture. The result of this study supports the hypothesis as femininity
was shown to positively predict team climate, safety climate, job satisfaction,
perception of unit and hospital management. This finding is not surprising because
femininity as a cultural orientation is related to caring and supports cooperation,
friendliness

and

good

interpersonal

relationship

(Hofstede,

2010).

These

characteristics will foster team climate because cooperation is vital for good teamwork
(Herman, Dasborough and Ashkanasy, 2009). A team consists of individuals at
different levels of the professional hierarchy, and if there is good interpersonal
relationship and friendliness, then, it will be easy to discuss mistakes, speak up, and
there will not be fear of challenging which are important for team climate and safety
climate. A cultural orientation which encourages friendliness and cooperation
promotes job satisfaction (Abraham, 2012), which is an essential aspect of patient
safety culture (Sexton et al, 2006).
These findings are supported by results of other studies which indicated that
masculinity (which is at the opposite end of femininity) has a negative relationship
with safety culture (e.g. Mearns and Yule, 2009). This is because high masculinity may
support competitive and target focused behaviours, thereby obstructing collaboration
and cooperation (Reader et al, 2016).
Uncertainty avoidance and patient safety culture
There was a negative association between uncertainty avoidance and patient safety
culture; hence supporting the fourth hypothesis. This is consistent with research
literature (Sherman and Helmreich, 1996; Reader et al, 2016; Noort et al, 2015;
Havold, 2007). High uncertainty avoidance cultural orientation shapes willingness to
engage in behaviours that have threatening consequences such as admitting error,
speaking up or discussing errors; especially in a health system or organisation where
there is no policy to support speaking up, error reporting or learning from error.
Furthermore,

uncertainty

avoidance

discourages

individuals

from

critiquing

management; therefore, cultures high in uncertainty avoidance may not give a truthful
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account of perception of either unit or hospital management on patient safety culture
for fear of the consequences. On the other hand, if the outcome of an action is
explicitly communicated by the management, individuals may be more open to
communicating errors and mistakes as well as giving useful feedback to the
management which will have a positive impact on patient safety.
Further analysis shows that uncertainty avoidance significantly positively predicted
stress recognition. This is an interesting but expected finding because high uncertainty
avoidance increases awareness of ambiguous situations and seeking for ways to avoid
it. Therefore, ambiguous situations such as fatigue which may impair judgement will
be avoided by high uncertainty avoidance cultures as opposed to low uncertainty
avoidance cultural orientation. Furthermore, situations which may lead to making
errors will also be avoided.
Short-term orientation and patient safety culture
The fifth hypothesis predicts that patient safety culture will have a negative
relationship with short term orientation. This hypothesis is supported because findings
from this study revealed that short-term orientation negatively predicted team climate,
safety climate, job satisfaction, working condition and perception of unit and hospital
management. The findings of this study are similar to previous studies (e.g. Reader
et al, 2016). Short- term orientation leads to pressure on employees to focus on
immediate gains and results in less planning and the determination to attain sustained
safety records (Reader et al, 2016). Hence individuals will not focus on team dynamics
that will foster patient safety such as valuing the input of a colleague or encouraging
speaking up because the focus is on immediate goal which may be not to offend a
colleague or a senior colleague. Furthermore, patient safety is not prioritised; hence
medical errors may not be handled with the seriousness that is necessary either by
the individual healthcare worker, the unit management or the hospital management.

197

6.4.2.3. Interaction

between

national

cultural

orientations,

professional role and patient safety culture
The perception of patient safety culture was shown to differ between professional
roles, for all the patient safety culture dimensions except stress recognition. This
finding is probable as various studies highlighted in the literature review (Chapter 2)
have shown that patient safety culture differs between professional roles as well as
professional groups. The hospital management staff had a better perception of patient
safety culture compared with the other staff (Table 6.16) which may be because they
are not at the frontline, so their perception may be based on their expectation of what
it should be (Tear et al, 2018). However, there was no significant difference in the
perception of stress recognition across professional roles, showing that all the
healthcare workers have the same assumptions about the effect of stress and fatigue
on their performance. Most of the healthcare workers disagreed that fatigue impairs
their performance or even may lead to errors. This may point to the infallibility
syndrome that plagues most healthcare professionals which makes them unaware of
multiple occupational stressors (Helmreich and Sherman, 1996). Professional role was
shown to predict team climate significantly; the result showed that professional role
is responsible for 2% of the variation in team climate suggesting that team climate
can be strengthened or weakened depending on the composition of the members of
the team apart from national cultural orientations (Table 6.20). This finding is similar
to other studies (e.g. Tear, et al, 2018) which reported the effect of professional role
and national culture (especially power distance) on safety culture; showing that in
countries with high power distance, professional hierarchy further leads to a negative
effect of power on safety culture.

6.5.

General Discussion

The two studies within this chapter set out to perform different objectives: the first
study was to identify an appropriate instrument for the study population and the
second study used the instrument to examine the influence of national cultural
orientations on patient safety culture. The two studies were able to accomplish these
objectives as study 2 identified that the SAQ was the most appropriate for the study
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and study 3 which still examined the psychometric properties of the instrument found
out that the instrument was reliable and valid, thereby, establishing that the
instrument was appropriate for the study population. Study 3 also showed that a
relationship exists between national culture and patient safety culture.
Comparing the reliability of the SAQ across the two studies, there were slight
differences: in the first study, the lowest reliability score was recorded for team
climate, 0.66 (in the second study, 0.85) whereas in the second study, the lowest
reliability score was reported for working condition, 0.65 (in the first study, 0.76).
These may be a function of the sample because the same reliability scores cannot be
obtained from different samples; nevertheless, the reliability scores are still
acceptable.
Similar findings were reported across the two studies on the relationship between
national culture and patient safety culture, even though the main objective of study 2
was not to examine the association between national culture and patient safety
culture. The result of both studies supports the hypotheses.

6.6.

Conclusions and Limitations of the study

The findings of the studies in this chapter provide evidence to support assertions by
previous cross-country studies in the patient safety domain (e.g. Wagner et al, 2013;
Fujita et al, 2013) that linked the differences in patient safety culture across countries
to the difference in national culture. The findings show that national culture has fair
to moderate association with patient safety culture; however, some findings should
be interpreted with caution. For instance, the finding on the influence of power
distance and uncertainty avoidance because the reliability of the scales was poor
considering the acceptable cut off of 0.6 (Hair et al, 2010; Nunnally, 1978). Although
it can be argued that the result of the mean scores for each of the dimensions (Table
6.13) correspond to the national cultural orientation of Nigeria, as described by
Hofstede (2001). Furthermore, the result is consistent across the two studies
presented in this chapter.
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Moreover, other studies which conducted individual-level analysis using the Hofstede
VSM, rather than report the reliability and validity of the constructs, it was only
mentioned that the factor structure was acceptable (e.g. Mearns and Yule, 2009);
while others acknowledge the poor reliability of the Hofstede dimensions within their
study (e.g. Lu et al, 2012). This does not invalidate the results of these studies, as
several replicated studies have confirmed the content validity of the Hofstede
framework (see Chapter 3). Nonetheless, because of this limitation, the next study will
include a validated instrument which measures Hofstede cultural orientations at the
individual level.
Having demonstrated a relationship between national cultural orientation and patient
safety culture in a culturally homogeneous hospital, the next study will seek to
examine the relationship between national cultural orientation and patient safety
culture in a multicultural hospital. This is in order to assess whether the relationship
is different, especially considering the influence of acculturation and country of training
which may weaken or eliminate the influence of national cultural orientation on patient
safety culture. Furthermore, this study in addition to study 1 (Chapter 5) has
demonstrated the importance of open communication (speaking up) to patient safety
culture and its close relationship to some national cultural orientations such as power
distance, collectivism, femininity, uncertainty avoidance and short-term orientation;
thus, the next study will focus on this subscale.
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Chapter 7
Study 4: Patient Safety Culture and National
Culture in a Multicultural Hospital in the UK
7.1. Chapter Overview
This chapter presents the result of a study on the relationship between patient safety
culture (speaking up for patient safety concern climate – SUC-safe) and national
culture in a multicultural hospital in the United Kingdom. As a follow-up study (from
study 1 to 3), this study considers a subscale of patient safety culture – speaking up
for patient safety concern (SUC-safe). This study did not consider all the dimensions
of patient safety culture for a variety of reasons. (1) the first study in chapter 5
suggested that there was a relationship between the national culture of migrants and
speaking up (2) the multicultural hospital in which this study was conducted was more
interested in assessing the speaking up climate of some departments within the Trust.
Although speaking up is not measured explicitly in most patient safety culture
assessment instruments (see Chapter 2 for instruments and dimensions), it is
embedded in most measured dimensions such as safety climate and team climate in
the SAQ, and communication openness in HSPSC. As a result of its importance to
patient safety, Martinez et al (2017) proposed that since the construct is considerably
different from other patient safety culture dimensions, it should be a substantive
subscale.
Other factors influencing patient safety culture such as country of training and degree
of acculturation which were identified in the first study as potential predictors of
patient safety culture (see Chapter 5) were also explored.
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7.2.

Background

Chapter 4 presents the rise in cultural diversity in the NHS. This diversity has
implications for patient safety culture, which plays a significant role in patient safety
improvement. Patient safety culture described in chapter 2 is multidimensional and
relies on the ‘shared’ perceptions, attitudes and behaviours of staff; however, because
of cultural diversity, models of safety culture that assume that workers share a single,
relatively homogenous culture may no longer be appropriate.
Given the rise in the number of multicultural workers in various healthcare facilities,
we must develop a better understanding than we now have of issues that arise in
organisations with workers from different cultures. The purpose of this study is to
examine the impact of background national culture on patient safety culture in a
multicultural hospital. This study relies on the value-belief theory of Hofstede (2001)
discussed in chapter 3 which posits that culture influences the perceptions, attitudes,
and behaviours of individuals as well as how actions of others are interpreted.
Researchers (e.g. Reader et al, 2015; Noort et al, 2016) have argued that national
culture has been ignored in safety culture studies despite the impact of culture
described in other industries such as business and management (e.g. Hofstede, 2010,
House et al, 2006). As a result, many practitioners often fail to consider the critical
role that culture-based values play in human behaviour in organisations.

7.3.

Aims and Objectives

The overall aim of this study is to explore the relationship between patient safety
culture and national culture in a culturally diverse hospital.

7.3.1.

Objectives

To do this, three objectives were set:
x Examine the validity and reliability of the instruments measuring speaking up
climate (SUC-safe) and national culture. The SUC-safe subscale was developed
by Martinez et al (2014) in the US. Although this subscale was shown to have
good psychometric properties, the psychometric properties need to be
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evaluated within this study and population. In study 2, (Chapter 5), the national
culture instrument used (VSM-13) was shown to have marginally acceptable
validity and reliability scores at the individual level of analysis, so, two
instruments are combined within this study – VSM-13 and CVScale.
Nevertheless, the psychometric properties of these instruments will be checked.
x Examine whether patient safety culture differs between nationalities.
x Examine whether national cultural orientations predict speaking up climate
using statistical tests such as correlations and regression analysis

7.3.2.

Hypotheses

Hypothesis 1 – Perception of speaking up for patient safety concern climate (SUCsafe) will not be shared across nationalities
As discussed in Chapter 2, culture, which is acquired very early in life (Hofstede, 2001)
results in normative prescriptions and behavioural expectations which may likely lead
to patterns of thought and behaviour that are highly routinised (House et al, 2006).
When individuals move to a new culture, their earlier acquired culture (national
culture) may still influence their attitude, behaviour and perception. Therefore, it is
possible for the perception of speaking up climate to be different between
nationalities.
One of the factors which may account for the difference in SUC-safe between
nationalities is national culture. Chapter 2 discussed the association between national
culture and safety culture in other domains. These associations were different across
domains, e.g. power distance was positively associated with safety culture in shipping
(e.g. Havold, 2007) but negatively associated with safety culture in aviation traffic
control (e.g. Reader et al, 2015). The remaining set of hypotheses predict that national
cultural orientations (as described by Hofstede cultural framework) will be related to
SUC-safe. This prediction draws on the cross-culture and safety culture literatures
presented in chapters 2 and 3.
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Hypothesis 2: Power distance will negatively predict SUC-safe
Power distance relates to the potential of an individual to speak up to their supervisors
as well as challenge or question the decisions of their superiors related to patient
safety. The healthcare team is made up of individuals from different professions with
varying professional roles. When a patient safety concern is identified, speaking up is
important irrespective of who is involved. High power distance discourages challenging
or speaking up to authority so, may discourage individuals voicing a patient safety
concern, either involving themselves or their senior colleague to their superiors;
instead, the primacy of communication is on the senior member. For instance, a
resident doctor may observe a patient safety omission by the consultant, but high
power distance cultural orientation may discourage the resident doctor from voicing
the concern either to the consultant or another supervisor. Instead, the resident doctor
assumes that the consultant will mention it. Also, if there is a patient safety concern
involving the team, the high power distance cultural orientation places the
responsibility of communication about the incident on the most senior member of the
team.
Conversely, low power distance encourages speaking up irrespective of the hierarchy.
Therefore, power distance may be negatively related to patient safety culture
Hypothesis 3: collectivism will negatively predict SUC-safe
Collectivism, as described in chapter 2, implies that individuals are loyal to the ingroup in exchange for protection. Thus, collectivism may result in (i) fear associated
with jeopardising the harmony of the relationship within the group through speaking
up (ii) discourage explicit communication behaviour (iii) fear of being ostracised from
the ingroup; hence, discouraging speaking up. For instance, a nurse from collectivist
society sees her unit as a family, hence, may try to avoid any situation which may
endanger group harmony such as challenging authority or bringing up a unit related
mistake by not speaking up.
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Hypothesis 4 predicts that uncertainty avoidance will have a positive relationship
with SUC-safe.
Uncertainty avoidance is commonly referred to the degree to which the members of a
society feel uncomfortable with uncertainty or ambiguity (Lu et al, 2016); that is, how
a society deals with unknown aspects of the future (Lu et al, 2012). In the hospital
where this study is carried out, speaking up is widely communicated and has become
an institutional norm. If the consequence of the action is not threatening, high
uncertainty avoidance seeks to prevent ambiguous situation or adverse events in the
future (Hofstede, 1985, p.347) through learning from mistakes. Therefore, high
uncertainty avoidance will be beneficial for patient safety culture. People from high
uncertainty avoidance culture try to minimise the possibility of uncertainty by
instituting strict rules and regulations, as well as safety and security measures (Lu et
al, 2012). Speaking up for patient safety concern is a safety measure aimed at
minimising the possibility of future uncertainty such as adverse events. Therefore,
people from high uncertainty avoidance culture will speak up in order to avoid
ambiguous situations. On the other hand, people from low uncertainty avoidance
cultures would explore ambiguous situations; rely on their views to determine their
action; therefore, may not feel mandated to speak up.
Hypothesis 5 predicts that masculinity will be positively associated with SUC-safe
Masculinity as a cultural orientation refers to the preference of achievement over
nurturing; competitiveness over relationship building and quality of life. Masculinity
may reduce the influence of solidarity and consensus; therefore, individuals from such
culture are likely to speak up because they do not mind being in conflict with other
people. On the other hand, femininity will be negatively associated with speaking up,
especially if individuals from such culture assume that it will negatively impact on the
good interpersonal relationship the group is enjoying.
Hypothesis 6 predicts that long-term orientation will have a positive relationship with
SUC-safe
Long-term orientation refers to focusing on the future as opposed to immediate gain.
Therefore, long-term orientation will lead to the focus on the overall improvement of
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safety, so encouraging speaking up because the aim is for organisational learning. On
the other hand, short-term orientation may reduce speaking up because this may lead
to focus on the immediate gain, that is, avoiding a negative impression by the group.

7.4.

Methods

7.4.1.

Study setting

The study was conducted across three sites Royal Free, Chase Farm and Barnet
Hospitals of the Royal Free NHS Trust, London, UK within some selected departments
– Theatre, Intensive care unit, Day Surgery, Medicine, Maternity. The number of staff
working across these departments was 823.

7.4.2.

Participants

Participants were healthcare workers drawn from the Theatre, Intensive care unit, Day
Surgery Maternity and Medicine within three hospitals. In total, 507 questionnaires
were returned (Table 7.1). Most of the respondents were from Royal Free Hospital
(55%) while the least participants worked across the three sites (4%). Of all the
respondents, 133 (26.2%) were doctors, 237 (46.7%) nurses, 35 (6.9%) clinical
support, 38 (7.5%) management; 19 (3.8%) were allied health professionals and
(9.1%) were made up of other professionals (See Table 7.2). 143 (28.8%) were male
and 354 (71.2%) female. The range of ages is presented in Table 7.3. Figures 7.1 and
7.2 also presents the distribution of doctors and nurses by professional roles.
553 nationalities were represented in the study sample. 15 countries had more than
10 respondents (Havold, 2007). Sample sizes varied considerably, with only one
respondent from some countries such as Germany, Guyana, USA, Bulgaria, Brazil, to
225 respondents from the United Kingdom (Table 7.9). The sample size reflects the
reality that although there are a lot of foreign healthcare workers in the UK, the
majority are UK nationals. Although, the total sample was used for some analysis such
as individual-level analysis; however, for the cross-cultural ecological analysis the final
sample consisted of participants from the countries that provided samples of more
than 10 respondents (N=15). Some countries were merged in order to conform the
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data to Hofstede country grouping, e.g. Nigeria and Ghana were grouped as West
Africa; Kenya, Somalia, Burundi, Mauritius, Uganda, Sudan were grouped as East
Africa countries; and Arab Countries were Afghanistan, Iran, Egypt. The final sample
with sample sizes is presented in Table 7.5.
Table 7.1: Respondents by hospitals

Hospitals

Respondents (N)

%

Royal Free Hospital

286

55.4

Barnet Hospital

145

29.1

Chase Farm Hospital

54

10.8

Cross-site

22

4.5

Total

507

100

Table 7.2: Respondents’ characteristics by professional group

Professions
Medical practitioner
Nurses
Management
Clinical Support
Allied Health Professionals
Others
Total

Respondents (N)
133
237
38
35
19
45
507

%
26.2
46.7
7.5
6.9
3.7
8.9
100

60

50

48
38

40

33
30
20
9

10

5

0
Consultant

Registrar

SHO

Clinical Fellow

FY1

SHO – Senior House Officers; FY1 – First Year Intern; Total = 133
Figure 7.1: Distribution of the medical practitioners by professional role

207

100

94

90

80

74

70
60

50
40
30
20

19

16

13
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Student
Nurse

ODP

10
0
Charge
Nurse

RN Band 5 RN Band 6 RN Band 7

RN-Registered Nurse; ODP – Operating Department Practitioner; Total = 237
Figure 7.2: Distribution of nurses by professional role

Table 7.3: Respondents’ characteristics by age

7.4.3.

Age

Respondents (N)

%

Less than 20

6

1.2

21 - 25yrs

22

4.3

26 - 30yrs

95

18.7

31- 35yrs

94

18.5

36 - 40yrs

67

13.2

41 - 45yrs

66

13.0

46 - 50yrs

65

12.8

51 - 55yrs

43

8.5

56 - 60yrs

43

8.5

61 - 70yrs

6

1.2

Total

507

100

Procedure

The hospital was approached, and the researcher and supervisor were invited for a
meeting. There was an initial presentation by the researcher on the aim of the study.
Following several meetings, the hospital agreed to participate in the study, but
208

mentioned that they had recently conducted a patient safety culture assessment using
the SAQ by Sexton et al (2006); but are more interested in examining the speaking
up climate in selected departments across the Trust. Rather than looking at all the
subscales of patient safety culture, the researcher focused on one subscale – speaking
up for patient safety concern climate (SUC-safe).
Paper questionnaires were distributed to employees across the selected departments
and hospitals from the beginning of June to the end of August 2018. The
questionnaires were completed at work. The paper questionnaire was chosen as the
primary data collection method because the participants mentioned that it was easier
for them to complete; because of their busy schedule, they may not check their
computers. However, to increase the response rate, the questionnaire was made
available online. This did not significantly increase the response rate because most of
the participants filled the paper questionnaire (N= 389).

7.4.4.

Measures

The questionnaire used for this study (see Appendix 6A) has three sections: Section
A contained fourteen nominal questions asking for information about hospital, age,
gender, nationality, country of cultural background, years in the UK, country of
professional training, position in hospital, years in speciality, years in hospital and
years in the department. Section B comprised of ordinal questions measuring the
dependent variable – SUC-safe and Section C included ordinal questions which
measured the independent variable – national cultural orientations.

Section A: SUC-safe
The SUC-safe subscale was developed by Martinez et al (2015). The subscale
comprised of 5 questions (See section 2.5.4 in Chapter 2). Similar to Martinez et al
(2014), the term ‘clinical area’ was defined as the respondent’s overall work
environment. ‘speaking up’ was defined as stating concerns (e.g. filling an incident
report, sharing concerns with a supervisor or speaking directly with the individual(s)
involved) instead of saying nothing. The responses were measured on a five-point
Likert scale from ‘strongly disagree’ (5), to ‘strongly agree’, (1).
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In order to examine the concurrent validity, as performed in the initial scale
development by Martinez et al (2014), the respondents were asked how many times
they observed a patient safety breach in the last month. Respondents who reported
observing a patient safety breach at least once were then asked whether they
discussed the concern with the person(s) involved (self-reported speaking up
behaviour). The term ‘patient safety concern’ is defined as an act or omission that
unnecessarily increases the risk of accidental or preventable injuries produced by
medical care, including near-misses (Martinez et al, 2014).

Section B: National culture
Two scales were combined to measure national cultural orientation (1) Value Survey
Module (VSM-13) measured country-level national cultural orientation, (2) CVScale
measured individual-level cultural orientations. Hofstede’s VSM-13 would have been
adequate as the only national culture instrument, but its psychometric properties at
the individual-level of analysis are not acceptable (as indicated in study 3, Chapter 6)
but acceptable at the country level (as suggested by Hofstede, 2001). More so,
Hofstede (2001) indicated that for cross-cultural analysis, ecological analysis is more
appropriate; thus, VSM-13 will be used for country-level analysis. Yoo et al (2011)
used the Hofstede cultural framework to develop the CVScale which measures
individual-level cultural orientations. The result of the study provided evidence that
CVScale has good psychometric properties at the individual level (see Chapter 3).
Aside from the rationale for the individual level analysis discussed in Chapter 3, this
study included this scale to ensure that the measuring instrument is valid and reliable
for the level of measurement. Secondly, because of the characteristics of the study
sample (culturally diverse), an individual-level measurement may be more appropriate
(Yoo et al, 2011). Furthermore, the interaction between national cultural orientation
and other factors such as country of training and years spent in the UK can only be
explored at the individual level. VSM-13 and CVScale are measured on a 5-point Likert
scale, and more information on the questionnaire is presented in Chapter 4.
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7.4.5.

Ethical Approval

The Health Research Approval checklist was applied and submitted to the hospital’s
research department. The research was approved by the hospital research department
because it was categorized as a clinical audit. Approval was also sought and obtained
from the Loughborough University Ethical Committee for the study.

7.5.

Data Analysis

The Statistical Package for Social Science (SPSS) and SmartPLS (a statistical software
package) were used to perform the data analysis. The SmartPLS (Ringle et al,2015;
Hair, Ringle, and Sarstedt, 2011) was used to perform the psychometric analysis of
the data while SPSS was used for all other data analysis such as correlation and
regression. Negatively worded items were reverse recoded before further analysis.
Five observations were deleted because missing data was more than 80%, and the
rest of the missing data were imputed using the mean of the item scores (Hair et al,
2010).
The mean score of the items corresponding to each dimension was calculated to get
the score for each of the national culture dimensions (Hofstede, 2001). So that higher
scores represented more positive score for all scale items. For the SUC-safe, a mean
score of the items was also calculated.
For each hospital, clinical unit and nationality, the researcher calculated the ‘per centpositive’, the proportion of participants with positive perceptions (i.e. a scale score ≥
4 which is equivalent to 75%), for the SUC-safe. Percent-positive of ≥75% is typically
interpreted as ideal performance, and <60% as elements of patient safety culture that
need improvement (Martinez et al, 2015; Timmel et al, 2010).
The data was analysed in stages: the first stage was to assess the psychometric
properties of the constructs measuring speaking up climate and national culture.
Subsequently, ANOVA was performed using SPSS 24 (SPSS Inc., Chicago, IL, USA) to
test the cross-country difference in the patient safety culture dimension – SUC-safe.
ANOVA is a statistical test procedure for comparing multivariate (population) means
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of several groups. A significant level of p ≤ 0.05 was used, and effect sizes were also
considered. The relationship between patient safety culture and Hofstede’s dimensions
were tested using Correlations and Regression based on the national culture scores
from the data as well as Hofstede’s original scores for the respective countries.
Ecological analysis was performed using the VSM-13 data. In cross-country research,
it is important to distinguish between the individual and country level. Hofstede (2001)
recommends conducting ecological factor analyses and ecological correlation analyses
when comparing data across countries, arguing that a country level argument must
be supported by country level analysis (Havold, 2007). For each item, the responses
obtained from the respondents from the same country were averaged; each nation
was then treated as a single case. Subsequent exploration of the data and analysis
between the variables was accomplished at the nation-level. According to Hofstede
(2001), the usual caution regarding sample size does not apply because the reliability
of the constructs does not depend on the number of countries (n=15) but on the
number of individual responses integrated into the country scores which is sufficient
in this study.

7.6.

Results

7.6.1.

Participants and responses

Comprehensive data on the participants is presented in Appendix 4B, but this section
presents participants’ data relevant to the research question: Years in the UK, Country
of Training and Nationality. The total number of staff within the respective
departments is 835 and 507 questionnaires were collected, with a response rate of
63%.
Table 7.4 shows the participants’ characteristics for ‘years in the UK’. Most of the
participants have been in the UK for more than 15 years (349, 70.2%) and only 8
(1.6%) have been in the UK for less than a year. As seen in Table 7.6, the majority of
participants (379, 76.3%) had their professional training in the UK while only 118
(23.7%) had their professional training outside the UK.
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Table 7.4: Participants' characteristics by years in the UK

Years in the UK

Respondents (N)

%

8

1.6

1 - 5yrs

43

8.7

6 - 10yrs

56

11.3

11 - 15yrs

40

8.0

318

64.0

31

6.2

496

99.8

less than 1 year

15years and more
Not Applicable
Total

Regarding the country of cultural background, 53 different countries were represented
as seen in Table 7.9. However, 45.9% of the participants (228) were from the United
Kingdom.

7.6.2.

Reliability

Table 7.7 shows the Cronbach’s alpha score of each construct measured, and it
revealed the values are above the 0.7 threshold, hence showing good reliability of the
constructs. Composite reliability which is more reliable than Cronbach’s alpha (Fornell
and Larker, 1981) were found to be above the required threshold of 0.70, (see Table
7.7).
For the VSM-13, an ecological analysis was performed; the Cronbach’s alpha scores
for each dimension was higher than 0.7 (Table 7.7), showing that the data was reliable
enough to be used for ecological analysis. Other analysis such as composite reliability
and AVE could not be performed because of the number of cases (N=14).
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Table 7.5: Participants' characteristics by country of cultural background

Country

Respondents

United

%

Country

Respondents

%

Romania

4

.8

10

2.0

228

45.9

Poland

Philippines

39

7.8

Bulgaria

2

.4

Nigeria

41

7.6

Switzerland

2

.4

Ghana

6

1.2

Canada

3

.6

Zimbabwe

6

1.2

Australia

5

1.0

Italy

17

3.4

France

2

.4

Portugal

14

2.8

Jamaica

1

.2

Algeria

1

.2

Mauritius

4

.8

Somalia

3

.6

Uganda

2

.4

China

4

.8

Sri Lanka

4

.8

Afghanistan

1

.2

Cameroun

1

.2

Czech

1

.2

Guyana

1

.2

Pakistan

1

.2

Germany

1

.2

Kenya

7

1.4

Burundi

1

.2

Spain

13

2.6

Lithuania

2

.4

New Zealand

2

.4

Argentina

1

.2

Austria

1

.2

Japan

1

.2

Russia

2

.4

Bangladesh

2

.4

Finland

1

.2

Nepal

1

.2

Trinidad

3

.6

Brazil

2

.4

Afghan

2

.2

Malaysia

4

.8

Sudan

1

.2

USA

1

.2

South Africa

4

.8

Egypt

1

.2

24

4.8

Bulgaria

1

.2

Iran

1

.2

Belgium

1

.2

India

18

3.2

Romania

4

.8

Kingdom

Ireland

TOTAL

502

Table 7.6: Participants' characteristics country of training

Country of training

Respondents

%

UK, Yes

379

76.3

UK, No

118

23.7

Total

497

100.0
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Table 7.7: Construct reliability of CV Scale, SUC-safe subscale and VSM-13

CVScale
Collectivism
Long-Term Orientation
Masculinity
Power Distance
Uncertainty Avoidance
SUC subscale
Speaking Up Climate
VSM-13
Power distance
Individualism-Collectivism
Masculinity-Femininity
Uncertainty avoidance
Long-Term orientation

7.6.3.

Cronbach's
Alpha

Composite
Reliability

Average
Variance
Extracted (AVE)

0.806
0.733
0.851
0.741
0.877

0.848
0.808
0.896
0.792
0.904

0.535

0.752

0.836

0.512

0.501
0.684

0.503
0.661

0.753
0.734
0.715
0.762
0.701

Validity

7.6.3.1. Convergent validity
As presented in Table 7.7, convergent validity was shown to be acceptable for all
constructs as shown by the AVE scores, which are higher than 0.5 (Hair et al, 2016).
7.6.3.2. Discriminant validity
Table 7.8 shows the values of the HTMT to be less than 0.90 (Hair et al, 2009) for all
the constructs, so discriminant validity has been established between the dimensions.
Table 7.8: Discriminant validity (Heteriotrait-Monotrait ratio)

Collectivism
Collectivism
Long-Term
Orientation
Masculinity
Power
Distance_
SUC-safe
Uncertainty
Avoidance

Long-Term
Orientation

Masculinity

Power
Distance

0.732
-0.053

0.655

0.188
0.267

-0.029
-0.050

0.827
0.319

0.683

-0.136
0.179

0.056
-0.160

-0.083
-0.030

-0.178
0.130

SUC-safe

0.716
0.126

Uncertainty
Avoidance

0.813
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7.6.3.3. Criterion validity
The criterion validity of the speaking up climate scale was checked by performing a
correlation analysis between the speaking up climate scale and self-reported speaking
up behaviour. The result of the analysis, as shown in Table 6.9 revealed a significant
correlation at p < 0.05, between speaking up climate and self-reported speaking up
behaviour, hence showing good criterion validity.
Table 7.9: Criterion validity - correlation between SUC and self-reported speaking up behaviour

SUC-safe

Self-reported speaking
up behaviour

Pearson

1

.168a

Correlation
Sig. (2-tailed)
N

.003
322

322

a. Correlation is significant at the 0.01 level (2-tailed).

7.6.3.1. Construct validity
The construct validity for the CVScale was assessed using the exploratory factor
analysis, principal axis rotation factoring with varimax rotation. The items
differentiated into their respective factor, demonstrating good construct validity (See
Table 7.10).

7.6.3.

Descriptive Data and ANOVA

Descriptive statistics and ANOVA (comparing groups) for the hospitals, clinical
departments, professional role, professional groups, years in the UK, country of
training, age and gender are presented in Appendix 6B. The result shows that there
is no significant difference between the perception of speaking up climate for these
groups except for years in the UK and country of training.
Table 7.11 presents the SUC-safe mean, standard deviation scores and the confidence
interval for the mean organised according to the country of origin. The table shows
that Ireland has the highest speaking up climate followed by the United Kingdom.
West African Countries have the lowest SUC-safe, and East African Countries follow
this. The standard deviation scores (ranging from 0.342 to 0.89) reveal that most of
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the SUC-safe scores are close to the mean; although the dispersion may be due to
varying nationality sample size.
Table 7.10: Factor Loadings, Principal Axis Rotation for CVScale

Items

COL1
COL2
COL3
COL4
COL5
LTO1
LTO2
LTO3
LTO4
LTO5
LTO6
PD1
PD2
PD3
PD4
PD5
UA1
UA2
UA3
UA4
UA5
MAS1
MAS2
MAS3
MAS4
SU1
SU2
SU3
SU4
SU5

Factor Loadings
Collectivism

Long-Term
Orientation

Power
Distance

Uncertainty
Avoidance

Masculinity

Speaking
Up
Climate

0.517
0.713
0.795
0.886
0.696
0.834
0.518
0.649
0.674
0.787
0.336
0.510
0.801
0.812
0.507
0.853
0.507
0.863
0.901
0.851
0.874
0.858
0.879
0.816
0.750
0.722
0.461
0.763
0.736
0.838
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Table 7.11: Descriptive statistics showing mean, standard deviation and 95% CI for mean for SUC-safe by
country

N

Mean

Std.
Deviation

Per cent
positive
SUC

Ireland

28

4.44

0.600

88.8%

95%
Confidence
Interval for Mean
Lower
Upper
Bound
Bound
4.192
4.688

Poland

20

4.38

0.545

87.6%

3.990

4.770

United Kingdom
Portugal

225
22

4.39
3.70

0.890
0.887

87.8%
74.0%

3.778
3.188

3.993
4.212

Romania

12

3.60

0.860

72.0%

2.532

4.668

Italy

21

3.52

0.834

70.4%

3.114

3.918

India

23

3.55

0.484

71.0%

2.678

3.655

Arab countries

11

3.20

0.464

64.0%

2.806

3.994

Australia

12

3.50

0.878

70.0%

3.086

3.914

Spain

13

3.45

0.536

69.0%

3.122

3.770

Zimbabwe

11

3.09

0.423

61.8%

2.807

3.375

China

10

3.15

0.342

63.0%

2.607

3.694

East African
countries

15

2.92

0.515

58.4%

2.520

3.313

Philippines

38

3.06

0.512

61.2%

2.895

3.231

West African
Countries

28

2.89

0.540

57.8%

2.676

3.095

Total

486

3.70

0.869

74.0%

3.623

3.781

7.6.4.

Cross-country differences in patient safety culture

The country score for the SUC-safe presented in Table 7.11 shows varying sample size
per country; Levene’s test for homogeneity of variances was applied, and it showed
that the homogeneity assumption was met (p > 0.05) (Hair et al, 1995), so the data
was adequate for analysis of variance. ANOVA is robust, so does not need to meet the
equal sample assumption.
Hypothesis 1 stated that speaking up climate will differ between nationalities
The result of the ANOVA presented in Table 7.12 showed a statistically significant
difference in speaking up climate between the nationalities, F (14, 472) = 7.476, p <
0.000. This finding confirms the hypothesis.
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Table 7.12: Multivariate Analysis of Variance for Speaking up climate between nationalities

Speaking up climate
Sum
Squares
Between
71.479
Groups
Within Groups
312.796
Total
384.275

7.6.6.

of

df

Mean
Square
5.106

14
472
486

F

Sig.

7.476

.000

.690

Relationship between national culture and safety culture

7.6.6.1.

Correlation

Ecological analysis
Correlation of the SUC-safe with Hofstede’s original scores revealed a negative
correlation between power distance, individualism, masculinity and SUC-safe at p <
0.01 but there was no significant correlation between the national culture dimensions
and SUC-safe at p < 0.05 (Table 7.13).
Table 7.13: Ecological analysis: Pearson’s Correlations between Hofstede’s original country scores and SUCsafe

SUC-

1

2

3

4

5

-.124a

-.118a

-.112b

-.123a

safe
SUC-safe
Power Distance
Collectivism
Masculinity
Uncertainty Avoidance

1

1

a

a

-.081

.993

.995

.998

.859a

1

.999a

.996a

.862a

1

.996a

.865a

1

.861a

Long-Term Orientation

a

1

a. Correlation is significant at the 0.01 level. b. Correlation is significant at the 0.05 level.
1-Power distance; 2-Collectivism; 3-Masculinity; 4-Uncertainty Avoidance’; 5-Long-Term
Orientation

Correlation was performed between the national culture scores from the data and
SUC. The result, as presented in Table 7.14, showed a negative association between
power distance, individualism and SUC-safe at p < 0.05. A positive association was
found between uncertainty avoidance and SUC-safe at p < 0.05. There was no
correlation between long term orientation and SUC-safe at p < 0.05.

219

Individual-level analysis
The result of the correlation analysis of the individual-level SUC-safe with scores
calculated using the CVScale is presented in Table 7.15. There was significant negative
correlation between speaking up climate and power distance (r= -.16) at p < 0.001;
collectivism (r= -.09) at p < 0.05 and uncertainty avoidance (r=-.09) at p < 0.05.
However, there was no significant correlation between long term orientation and
speaking up; masculinity and speaking up for patient safety concern climate (SUCsafe).
Table 7.14: Ecological Analysis: Pearson’s Correlations between National culture scores calculated from the
study data and SUC

SUC-safe

SUC-safe

1

2

3

4

5

1

-.157a

-.086b

-.074

.093b

.020

1

.336

a

.304

.068

-.009

**

.688

.064

.091b

1

.017

.087

1

.075

Power Distance

a

Collectivism

1

Masculinity
Uncertainty Avoidance
Long-Term orientation

1

a. Correlation is significant at the 0.01 level.

b. Correlation is significant at the 0.05 level.

1-Power distance; 2-Collectivism; 3-Masculinity; 4-Uncertainty Avoidance’; 5-Long-Term
Orientation

Table 7.15: Individual-level analysis: Pearson’s Correlations between CVScale scores and SUC-safe

Correlations
SUC-

1

2

3

4

5

1

-.144a

-.101b

-.078

.034

.097*

Power Distance

-.144a

1

.252a

.384a

.013

.135a

Collectivism

-.101b

.252a

1

.160b

-.104b

.251a

Masculinity

-.078

.384a

.160a

1

-.025

-.005

.034

.013

b

-.025

1

.171a

.097b

.135a

.251a

-.005

-.171a

1

safe
SUC-safe

Lon-term orientation
Uncertainty Avoidance

-.104

a. Correlation is significant at the 0.01 level. b. Correlation is significant at the 0.05 level
1-Power distance; 2-Collectivism; 3-Masculinity; 4- Long-Term Orientation; 5- Uncertainty
Avoidance
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7.6.6.2.

Regression Analysis

A regression analysis was performed to examine which of the national culture
dimensions significantly predict speaking up for patient safety concern climate to test
the hypotheses.

The overall model fit was R 2= 0.073 (See Table 7.16) and the

regression model is statistically significant F (5, 491) = 4.770, p < 0.000 (Table 7.17).
According to Table 7.15, 7.3% of the variance in SUC is explained by national cultural
orientations.
Hypothesis 2: Hypothesis two stated that power distance will negatively predict SUC.
The result of the analysis, as seen in Table 7.18 shows that power distance negatively
predicted SUC: β=-.17, p < 0.01). Therefore, this hypothesis is confirmed. This means
that as power distance increases, SUC-safe will reduce by 16%. So, the higher the
power distance, the lower the speaking up climate suggesting that individuals with
high power distance cultural orientation are less likely to speak up compared to those
with low power distance cultural orientation.
Hypothesis 3: Hypothesis three posited that collectivism will negatively predict SUCsafe. The result of the analysis (Table 7.18) showed a negative relationship between
collectivism and SUC-safe: β=.12, p < 0.01. This result confirms the hypothesis. This
implies that as collectivism increases, speaking up climate reduces by 11%. This result
suggests that collectivism as a cultural orientation will not encourage communicating
patient safety concern to the appropriate authority.
Hypothesis 4: The fourth hypothesis stated that there will be a positive relationship
between uncertainty avoidance and SUC-safe. The result of the analysis, as presented
in Table 7.18, showed a significant positive relationship: β=.18, p < 0.01. Hence,
confirming the hypothesis. This suggests that as uncertainty avoidance increases,
speaking up climate increases by 18%. Hence, the higher the uncertainty avoidance,
the higher the SUC-safe.
Hypothesis 5: The fifth hypothesis was that masculinity will positively predict SUCsafe. The result (Table 7.18) showed that there was no significant relationship
between masculinity and SUC at p < 0.05.
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Hypothesis 6: The sixth hypothesis was that long-term orientation will positively
predict SUC-safe. The result (Table 7.17) showed that there was no significant
relationship between long-term orientation and SUC at p < 0.05.

Table 7.16: Model summary showing the R2 and Adjusted R2 values of the relationship between national
culture and SUC-safe

Model Summary
Model

R

R2

Adjusted R2

Std. Error of the
Estimate

1

.270

a

.073

.063

.85671

a. Predictors: (Constant), Power Distance, Collectivism, Masculinity,
Uncertainty Avoidance, Long-Term Orientation

Table 7.17: Model summary showing the F value and statistical significance level of predictors SUC-safe

Model
1

Sum
of
Squares

df

Mean
Square

F

Sig.

Regression

17.505

5

3.501

4.770

.000b

Residual

360.367

491

.734

Total

377.873

496

b. Predictors: (Constant), Power Distance, Collectivism, Masculinity, Uncertainty
Avoidance, Long-Term Orientation

Table 7.18: Regression equation for each national cultural dimension predicting speaking up for patient
safety concern climate (SUC-safe)

Model

1

Unstandardized
Coefficients

Standardised
Coefficients

t

Sig.

95% Confidence
Interval for B
Lower
Upper
Bound
Bound

B

Std.
Error

Beta

(Constant)

3.614

.296

12.211

.000

3.033

4.196

Collectivism

-.121

.055

-.097

-2.366

.018

-.222

-.006

Power Distance

-.166

.058

-.138

-3.680

.000

-.277

-.048

Uncertainty

.181

.050

.148

3.346

.001

-.053

.197

.070

.064

.051

1.127

.260

.062

.260

-.007

.046

-.007

-.150

.881

-.097

.083

Avoidance
Long-Term
Orientation
Masculinity
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7.6.7.

Other findings

The data was explored further to examine the relationship between some other
variables such as ‘years in the UK’ and ‘country of training’ and SUC-safe. The result
revealed a positive relationship between SUC-safe and years in the UK, and SUC-safe
and country of training. Such that speaking up about patient safety concern increases
as years in the UK increases. Also, those trained in the UK speak up about patient
safety concern, compared with those who did not not train in the UK. These results
are presented in subsequent sub-sections.
7.6.7.1.

Relationship between ‘years in UK’ and SUC-safe

‘Years in UK’ was found to produce a significant model F (1, 495) = 18.8666, p <
0.000 (Table 7.20) with R2=0.04 (Table 7.19). ‘Years in UK’ was shown to significantly
positively predict speaking up climate (β=.15) such that as the years in the UK
increased, SUC-safe increases by 15% (see Table 7.21).

Table 7.19: Model summary showing the R2 and Adjusted R2 values of the relationship between years spent
in UK and speaking up for patient safety concern climate (SUC-safe)

Model Summary
Model
R

R2

Adjusted R2

Std. Error of
the Estimate

1

.037

.035

.85835

.192a

Table 7.20: Model summary showing the F value and statistical significance level of Years in the UK as a
predictor of speaking up for patient safety concern climate (SUC-safe)

Model
1

Sum
of
Squares

df

Mean
Square

F

Sig.

Regression

13.900

1

13.900

18.866

.000b

Residual

363.963

494

.737

Total

377.863

495

Table 7.21: Table showing regression equation for Years in the UK predicting speaking up for patient safety
concern climate (SUC-safe)

Model

Unstandardized
Coefficients

Standardised
Coefficients

t

Sig.

95%
Confidence
Interval for B
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1

B

Std.
Error

(Constant)

3.054

.154

Years in

.146

.034

Beta

.192

Lower
Bound

Upper
Bound

19.813

.000

2.751

3.357

4.344

.000

.080

.212

the UK

7.6.7.2. Relationship between the country of training and speaking up
for patient safety concern climate (SUC-safe)
Country of training was found to significantly negatively predict speaking up climate
(β=-.15) as seen in Table 7.24; such that by training in the UK, there was a 15%
improvement in SUC-safe. This model is significant at F (1, 495) = 25.555, p < 0.000
(See Table 7.23) with an R2 of 0.05 (see Table 7.22).
Table 7.22: Model summary showing the R2 and Adjusted R2 values of the relationship between country of
professional training and speaking up climate

Model Summary
Model
R

R2

Adjusted
R2

Std. Error of
the Estimate

1

.049

.047

.85225

.220a

a. Predictors: (Constant), UK Professional Training

Table 7.23: Model summary showing the F value and statistical significance level of country of professional
training as a predictor of speaking up for patient safety concern climate (SUC-safe)

Model
1

Sum
of
Squares

df

Mean
Square

F

Sig.

Regression

18.343

1

18.343

25.255

.000b

Residual

359.529

495

.726

Total

377.873

496

Table 7.24: Table showing regression equation for country of professional training predicting speaking up for
patient safety concern climate (SUC-safe)

Model

Unstandardized

Standardised

Coefficients

Coefficients

Confidence

Beta

Interval for B
Lower
Upper
Bound Bound

B

Std.

t

Sig.

Error
1

(Constant)

3.916

.057

68.517

.000

95%

3.803

4.028
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UK Professional

-.149

.030

-.220

-5.025

.000

-.207

-.091

Training (1, yes;
2, No)

7.6.7.3. Interaction between the country of training, degree of
acculturation, national culture and speaking up climate
This section presents the result of hierarchical multiple regression to show whether
national culture is a significant predictor, above and beyond the country of training
and degree of acculturation.
In step one of the model, country of training and degree of acculturation were
included, and this produced a significant model F (5,490) = 4.764, p < 0.000 with
model fit R2=0.07 (Table 7.25). In step two of the regression, national cultural
orientation variables were entered into the model, and it produced a significant model
at p <0.01 with R 2=0.12. R2 change was 0.054, as shown in Table 7.26. However,
years in the UK reduced the strength of association between power distance and SUCsafe such that it rendered it non-significant as seen in Table 7.27.
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Table 7.25: Model summary showing the R2, Adjusted R2 and F change values of the relationship between country of professional training SUC-safe

Model Summary
Model

R

a

R

Adjusted R

Std. Error

Change Statistics

Square

Square

of the

R Square

F

Estimate

Change

Change

df1

df2

Sig. F
Change

1

.259

.067

.063

.84561

.067

17.717

2

493

.000

2

.348

.121

.090

.83361

.054

8,590

4

489

.001

b

a. Model 1 Predictors: (Constant), UK Professional Training, Years in the UK
b. Model 2 Predictors: (Constant), UK Professional Training, Years in UK, Cultural orientations

Table 7.26: Model summary showing the F value and statistical significance level of Model 1 and Model 2 training as a predictor of SUC-safe

Model

Sum of

df

Squares
1

2

Mean

F

Sig.

17.717

.000b

9.127

.000c

Square

Regression

25.338

2

12.669

Residual

352.525

493

.715

Total

377.863

495

Regression

38.054

6

6.342

Residual

339.809

489

.695

Total

377.863

495

Dependent Variable: Speaking up climate
b. Model 1 Predictors: (Constant), UK Professional Training, Years in the UK
c. Model 2Predictors: (Constant), UK Professional Training, Years in the UK, Cultural orientations
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Table 7.27: Table showing the regression equation for Model 1 and Model 2

Model

Unstandardized
Coefficients
B
Std. Error

(Constant)
3.399
.175
Years in UK
.108
.035
UK Professional Training
-.122
.031
2
(Constant)
3.251
.347
Years in UK
.094
.036
UK Professional Training
-.120
.030
Long-Term Orientation
.041
.062
Uncertainty Avoidance
.174
.049
Power Distance
-.093
.056
Collectivism
-.116
.053
Dependent Variable: Speaking up Climate
Model 1 Predictors: (Constant), UK Professional Training, Years in
Model 2 Predictors: (Constant), UK Professional Training, Years in

Standardised
Coefficients
Beta

1

.142
-.181
.123
-.178
.029
.160
-.079
-.099

t

Sig.

19.463
3.130
-3.999
9.364
2.610
-3.980
.657
3.555
-1.670
-2.170

.000
.002
.000
.000
.009
.000
.511
.000
.096
.030

95% Confidence Interval
for B
Lower
Upper
Bound
Bound
3.056
3.742
.040
.176
-.183
-.062
2.569
3.933
.023
.165
-.180
-.061
-.081
.163
.078
.270
-.202
.016
-.221
-.011

the UK
UK, Cultural orientation
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7.7.

Discussion

7.7.1.

Summary of findings

Seven hypotheses were set at the beginning of this study. However, four of the
hypotheses were supported by the data. Speaking up for patient safety concern
climate (SUC-safe) was hypothesised to differ between nationalities, and the result of
this study provides evidence that speaking up climate varies between nationalities.
The other five hypotheses relate to the relationship between national culture and SUCsafe which posited that national culture will be related to speaking up climate, such
that power distance, collectivism, and long-term orientation will negatively predict
speaking up climate; and uncertainty avoidance and masculinity will positively predict
speaking up climate. The findings indicated that power distance and collectivism were
negatively associated with SUC and uncertainty avoidance was positively associated
with SUC (supporting hypotheses 2 – 4). Nevertheless, there was no significant
association between masculinity, long-term orientation, and speaking up climate,
hence not supporting hypotheses 5 and 6.
Other findings, such as the influence of years spent in the country and country of
professional training, were also shown. These findings will be further discussed in
subsequent sections.

7.7.2.

Cross-country differences in speaking up climate

The first hypothesis of this study was that speaking up climate will not be shared
across nationalities; the result of this study shows that speaking up climate differed
between nationalities. These countries have different cultural, philosophical
orientations and language, which generally shape perception and response to
situations (Nisbett and Norenzayan, 2003) of individuals who grew up in such cultures
(Hofstede, 2001). Even though these individuals have migrated to another culture,
their background cultural orientations still shape some attitudes and behaviours
(Gelfand, 2011). Thus, differences in perception, social and cognitive styles across
culture (Hong et al, 2000) may account for the significant difference in speaking up
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climate observed between the nationalities. Also thinking and reasoning styles have
been shown to differ across culture (Steele-Johnson, 2007 p.475); this may create
barriers to understanding expectations related to speaking up about patient safety
concern, thereby leading to varying responses. Similar findings were reported by
Almutairi (2015) in a study on perception of safety climate in a multicultural hospital.
The study identified that safety culture differed between nationalities and concluded
that apart from cultural differences, language differences may account for the
differences.
An alternate finding would have been that SUC did not differ between countries
because most of the participants in this study had their professional training in the UK
(379, 76.3%), or that acculturation process would have rendered these cultural
differences insignificant since majority of the respondents have lived in the UK for 15
years and above (349, 70.2%). However, despite these factors, the country of origin
still emerged as a significant predictor of speaking up climate. This has implication for
patient safety culture, which will be discussed later within this chapter; however,
subsequent sections will discuss the relationship between national culture and patient
safety culture.

7.7.3.

Relationship between national culture and speaking up

climate
Six hypotheses in this study related to the relationship between national culture and
patient safety culture (SUC-safe). The findings from this study suggest that some
national cultural orientations were more important in predicting speaking up climate
than others; such that power distance and collectivism were negatively related to
patient safety culture, and uncertainty avoidance was positively related to speaking
up climate. However, masculinity and long-term orientation did not significantly
predict speaking up climate; which is an unexpected finding; therefore, these will be
discussed first.
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7.7.3.1. Masculinity and speaking up climate
At the beginning of this study, masculinity was hypothesised to predict SUC-safe
significantly, but an unanticipated finding using the data from this study, revealed no
significant relationship between masculinity and SUC, although Hofstede’s (2001)
original country scores were significantly negatively correlated with SUC-safe. This is
an unexpected finding, as studies in other domains found a significant association
between masculinity and safety culture. However, several reasons may account for
this finding, such as the questions related to this dimension and sample characteristics.
The masculinity dimension (Hofstede, 1980) was based on the social roles of the two
sexes, with women believed to have the role of giving birth to children and caring for
the family while the men have to respect what is big, strong and fast; be assertive
and goal-oriented (Hofstede, 2001). In recent years, especially in the western world
(e.g. the United Kingdom), there is increased advocacy for women’s rights and equality
of sexes: which proposes that there should be no distinction of roles played by male
and female. Most of the individuals may have assimilated this culture, because the
statistical analysis revealed that there was no statistical difference in the masculinity
score between countries, suggesting that this score has converged (see Appendix 6C).
Furthermore, the VSM-13 questions related to masculinity ask questions such as how
important it is to: “get recognition for good performance”; “have pleasant people to

work with”;” live in a desirable area and have chance for promotion”. The response
was either ‘of utmost importance’ (1) or ‘very important’ (2). These items represent
questions that are important for migrants; because most individuals migrate because
of better opportunities, so it is understandable why there may be no relationship
between this dimension and SUC. The CVScale items measuring this dimension were
more gender-sensitive than the VSM-13. The items include questions such as: “it is

more important for men to have a professional career than it is for women”; “men
usually solve problems with logical analysis and women usually solve problems with
intuition”; “there are some jobs that a man can always do better than a woman”.
Although there were varying answers, most individuals disagreed with gender-based
social roles. Most of the participants are female (n=354, 71.2%) who felt insulted by
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the questions; some of them mentioned to the researcher during data collection that
the questions were demeaning and sexist.
This finding may be different if the studies were carried out in the respective countries,
especially in tight cultures a which was discussed in the literature review (Chapter 3),
where it is difficult to deviate from the social norm or in a situation where there is no
interaction between national culture and other factors (e.g. acculturation) as seen in
these individuals who have had years of socialising with individuals from the United
Kingdom. However, when Hofstede’s (2001) original scores were correlated with SUC
scores, there was a negative correlation with SUC-safe. This finding is in tandem with
previous studies which used Hofstede’s (2001) country scores rather than scores
calculated using a cultural instrument such as VSM or CVScale. For example, Reader
et al (2015) found a negative correlation between masculinity and safety culture;
Havold (2007) also reported similar finding. Mearns and Yule (2009) used the VSM
and found a negative relationship between masculinity and safety culture in the oil
industry; however, an individual-level analysis was conducted using Hofstede’s VSM
which has poor psychometric properties at the individual level, and the study sample
was not in a heterogeneous group; instead the data was collected across countries.
7.7.3.2.

Long-term orientation and speaking up climate

One of the hypotheses of this study was that there will be a positive relationship
between long-term orientation and SUC-safe. Three levels of analysis were conducted:
using Hofstede’s original country score, ecological and individual-level analysis. The
result of the study found no association between long-term orientation and speaking
up climate. Although this was an unexpected finding, nevertheless, the study sample
– migrants and the items that relate to long-term orientation may account for this
finding. Long-term orientation, as discussed in Chapter 2 refers to an individual’s point
of focus: either the present or the future. The questions asked about the importance
of careful management of money is; personal steadiness and stability, long-term

planning, giving up today’s fun for success in the future (Appendix 7 for
questionnaire). These questions represent important values to migrant workers;
therefore, most individuals responded that it was either ‘of utmost important’ or ‘very
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important’ to them leading to ANOVA result indicating no significant difference
between nationalities on this dimension (Appendix 7).
Havold, (2007) and Reader et al (2016) identified an association between long term
orientation and safety climate; however some other studies have reported no
relationship between long-term orientation and safety culture,e, i.e. risk-taking (e.g.
Mearns and Yule 2009) and safety attitude (e.g. Sherman and Helmreich, 1996). While
another author, Lu et al (2012), found that long-term orientation moderated the
relationship between other national culture dimensions and human failure. As noted
by Reader et al (2016), only a handful of studies have been able to link this dimension
with safety culture. Nevertheless, there a relationship may exist between long-term
orientation and other patient safety culture dimensions if the study was conducted
across countries rather than in a culturally diverse environment.
7.7.3.3. Power distance and speaking up climate
The current study set out to examine whether power distance predicted speaking up
climate. The result of this study indicates that power distance has a negative
relationship with SUC-safe. This finding implies that high power distance may not
encourage good patient safety culture, especially SUC. Healthcare is highly
hierarchical, with individuals of varying ranks working together. The influence of power
distance relates more to the way people view and defer to others on the team as a
function of their perceived hierarchical status (Klein, 2005), so it can be assumed that
individuals from high-power-distance cultures would differ in the way they attend to
inputs from colleagues according to their perceived status. So, speaking up about an
omission or concern by a senior colleague may be more difficult than a colleague;
therefore, it will not be reported or even discussed with a supervisor. Furthermore, in
high power distance culture, seniority is synonymous with knowledge, and importance,
therefore, speaking up is the responsibility of the senior colleague (Hofstede, 2001);
so, placing the primacy of communication is on the senior colleague.
On the other hand, low power distance considers subordinates and superiors as
existentially equal; thus, individuals with this cultural orientation speak up irrespective
of who is involved. Furthermore, low power distance promotes explicit communication
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(Reader et al, 2016) resulting in the increased propensity of such cultural orientation
to be more vocal. This may account for why individuals from low power distance
countries (e.g. Australia, United Kingdom, Ireland) have reported better speaking up
climate scores than individuals from high power distance countries (e.g. West African
Countries, Philippines, East African Countries).
Although the relationship between national culture and speaking up climate has not
been adequately explored in healthcare, this finding, showing association between
power distance and safety culture is in agreement with previous studies. For instance,
Havold (2007) found out that high power distance was positive for safety in
commercial shipping; explaining that in shipping, it was important for seafarers to
follow orders, and individuals form high power distance countries are more likely to
follow orders, especially from their superiors, so this may explain why there is a
positive relationship in shipping. This finding was supported by Lu et al (2012) in
container shipping as well as by Mearns and Yule (2009) in oil and gas where following
orders rules and guidelines are encouraged. On the other hand, Reader et al (2015)
in Air Traffic Management (ATM); Helmreich and Sherman (1996) in commercial
aviation indicated that power distance was negatively associated with safety culture.
This may be related to the importance of teamwork in this environment and constant
encouragement of explicit communication. Thus, the association between power
distance and SUC-safe in this study is in line with the findings in aviation.
7.7.3.4. Collectivism and speaking up climate
In this study, collectivism was found to be negatively related to speaking up climate;
such that, the higher the collectivism, the lower the SUC. Collectivism encourages
‘groupthink’ where individuals consider group response and harmony before making
decisions. Therefore, if speaking up will jeopardise the relationship, it will not take
place. Collectivists like to preserve their dignity within the in-group, so would not speak
up about any patient safety omission to avoid embarrassment. On the other hand,
individualism as a cultural orientation is not so integrated into social groups, so there
are loose ties among social members (Hofstede, 2001); this promotes more direct
communication and speaking up about issues. This is shown in this study by individuals
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from the UK having better speaking up climate than individuals from the Philippines
or West African Countries. Furthermore, Blais et al (2008) found that generally
collectivistic cultures tend to focus on “holistic” features of the central facial region,
whereas more individualistic cultures, which focus on specific features, tend to focus
on the eyes (Hong et al, 2000). So, collectivist culture encourages the individual to
consider several factors such as the reaction and body language of members of the
team, which in turn affects the action to be taken as opposed to the individualist
culture which considers the task at hand. Also, collectivism is in-group orientated,
therefore migrants from this culture may see members of their own country as part of
their own in-group which requires loyalty, so it may make speaking up about patient
safety concern or omission more difficult especially if it pertains to members of their
in-group. (Triandis et al, 1988).
This finding supports previous research in other domains; for instance, Reader et al
(2015) reported a negative relationship between collectivism and safety culture
although Hofstede’s (2001) original country scores were used in the analysis. A similar
finding was also reported by Sherman and Merritt, 1996) in commercial aviation.
Nevertheless, Havold (2007) found no correlation between individualism and safety
culture using the study data and a negative correlation between individualism and
safety culture using Hofstede’s country scores. Mearns and Yule (2009) also did not
report any correlation between collectivism and safety culture. This shows that across
domains, there are varying findings of the association between collectivism and safety
climate, so the effect of national culture cannot be transferred from one domain to
another.
7.7.3.5. Uncertainty avoidance and speaking up climate
Uncertainty avoidance was also found to predict speaking up climate positively. The
aim of speaking up is to prevent other ambiguous, unexpected situation, so invariably;
it is a way to control the future. Thus, a culture with strong uncertainty avoidance
tendency would be expected to respond more quickly and/or more appropriately to
any situation aimed at preventing future uncertainty as opposed to those from cultures
with weak uncertainty avoidance. Furthermore, this cultural orientation creates an
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overreliance on established practices; therefore, since the organisation values
speaking up and have disseminated the advantage, individuals from this culture would
rather speak up to avoid future uncertainty. The healthcare domain is built around a
‘practice guideline’ culture where there are guidelines for many activities regarding
patient care, meaning that rule-following is synonymous with improved patient safety
culture. It is plausible that strong uncertainty avoidance will lead to improved speaking
up climate since it is important for preventing future adverse events.
Some may argue that because of uncertainty related to the consequence of speaking
up, high uncertainty avoidance cultures may not speak up. However, high uncertainty
avoidance cultures trust rules and procedures aimed at preventing further uncertainty
(Hofstede, 2001) which will lead to increased confidence in the system and procedures
as well as the communicated consequence of speaking up which is a ‘no-blame

culture’. Since speaking up will not lead to any unfavourable consequence, it is
encouraged.

Whereas the weak uncertainty avoidance culture may not have

confidence in speaking up, leading to a further reduction in adverse events, thus, may
not consider it necessary to speak up about a patient safety concern. Moreover,
uncertainty avoidance places greater reliance on technical solutions, restricts
innovation and make people more reliant on procedures which are not related to
speaking up
This finding matches those observed by Lu et al (2016) which indicated that
uncertainty avoidance was positively related to safety behaviour in the container
shipping industry. However, contradictory findings have been reported by other
studies (e.g. Reader et al, 2015; Noort et al, 2016; Havold, 2007) which reported a
negative relationship between uncertainty avoidance and safety culture. More so,
Mearns and Yule (2009) found that there was no relationship between uncertainty
avoidance and safety climate. Several reasons may account for these findings, such
as differences in industry. For instance, Reader et al (2015) and Noort et al (2016)
conducted their study in ATM; Havold’s (2007) study was conducted in commercial
shipping whereas Mearns and Yule (2009) were in the oil industry. Another reason
may be the characteristics of the sample studied, i.e. culturally homogenous (e.g.
Noort et al, 2016; Reader et al, 2015; Mearns and Yule) or culturally heterogeneous
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(e.g. Lu et al, 2016; Havold, 2007). Furthermore, some studies used Hofstede’s
original country scores (e.g. Reader et al, 2015; Noort et al, 2016; Havold 2007)
whereas others used national culture scores derived from the data (e.g. Lu et al, 2016;
Mearns and Yule, 2009)

7.7.4.

Other factors influencing speaking up climate

7.7.4.1. Country of training and speaking up climate
Some other findings were identified in this study. For instance, the country of training
was found to predict SUC-safe significantly. Individuals who trained in the UK have
better SUC scores than individuals who did not train in the UK. The healthcare training
curriculum in the UK is built around patient safety and quality of care as opposed to
some countries such as Nigeria where patient safety is less prominent. It is, therefore,
plausible that when individuals receive healthcare training in the United Kingdom, they
know the advantage of speaking up about patient safety concern, so are more open
to voicing their safety concern or any omission.
7.7.4.2. Years spent in the UK and speaking up climate
Years spent in the UK was also found to have a positive influence on patient safety
culture. The longer the individuals stayed in the UK, the better their speaking up
climate. This may be because the UK has a culture of low power distance, low
collectivism and low uncertainty avoidance which has been shown to be positive
predictors of safety culture (e.g. Reader et al, 2015; Havold, 2007) and the British
culture encourages speaking up (especially low power distance, individualism and
masculinity), therefore, through the process of acculturation, the longer the individual
stays in the UK, the more probable it is that they may embrace some of the host
culture, thereby improving their speaking up attitude, behaviour and perception.
7.7.4.3. Interaction between national cultural orientation, country of
training and years in the UK
A model was tested on the interaction between national cultural orientation, country
of training and years in the UK. The first level of the model indicated that years in the
UK and country of training are predictors of SUC. The second level of the model
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included national culture dimensions and the result showed a model improvement
suggesting that national culture was a significant predictor of SUC above and beyond
country of training and years in UK although power distance was rendered nonsignificant. This may suggest that the process of acculturation reduces the influence
of power distance on patient safety culture because individuals may imbibe the norms
of the host country, although this is in varying degrees.

7.8.

Conclusion and Limitations

This study set out to examine the relationship between national cultural orientation
and patient safety culture (SUC) in a multicultural hospital. The findings from this
study suggest that not only does patient safety culture differ between nationalities
within a multicultural hospital, national cultural orientations also predicted patient
safety culture such that power distance collectivism and uncertainty avoidance are
significant predictors of SUC; this is not far from general knowledge in culturally
diverse teams which showed that these dimensions are the most important in
culturally heterogeneous groups (Strauch, 2010; Klein, 2005).
These findings have practical implication for patient safety culture assessment in
countries with migrant health workers primarily because patient safety culture
assessment is based on responses of the employees, which (as shown in this study)
may partly reflect cultural tendencies. Thus, providing an optimistic or pessimistic
impression of units, or hospitals, depending on the blend of nationalities; because if
the unit has individuals from higher power distance countries, then, a lower patient
safety culture score may be achieved leading to benchmarking that is skewed as a
result of the influence of cultural orientations. Also, when there are predominantly
new migrant health workers within a unit or hospital, the influence of cultural
orientation on patient safety culture may be more pronounced, because individuals
who have lived in the UK for an extended period of time still have some national
cultural orientation influencing their perception, attitude and behaviour relevant for
patient safety. Other factors such as ‘country of training’ and ‘years in the UK’ cannot
be overlooked as this study indicates that these also influence patient safety culture;
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suggesting that these factors may be used to mitigate the influence of some national
cultural orientations (e.g. power distance) on patient safety culture.
This is one of the first studies to report the influence of national culture on patient
safety culture in a multicultural environment, and it extends our knowledge of the
national cultural orientations that are relevant to SUC-safe. It also indicates that in
migrant workers, the interaction between national cultural orientation and other
factors such as country of training and years spent in the host country cannot be
ignored.
Finally, several important limitations need to be considered. Firstly, the study did not
use stratified sampling method, which would have provided adequate participants per
nationality; thereby increasing the number of countries used for the final ecological
analysis. Secondly, the only inclusion criteria for the study was the heterogeneity of
the study sample, perhaps restricting the sample to include individuals who did not
train in the UK and have stayed in the UK for fewer years may have highlighted the
influence of national cultural orientation. Therefore, in order to stratify the sample
based on these factors, the sample size needs to be larger than the present study.
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Chapter 8
Discussion, Conclusion, Limitations and Roadmap
for future work
8.1. Chapter Overview
This chapter brings together the findings from the studies. Much of the discussion has
been done within the study chapter; however, this chapter starts with a summary of
the research findings in the thesis. The findings are further analysed in relation to
current gaps, as discussed in the literature review. Practical implications concerning
the theory of safety culture are discussed. Finally, the chapter presents some
recommendations and concludes with a presentation of the limitations of the research
and a roadmap for future work.

8.2. Summary of findings
The overall aim of the research was to unravel the relationship between national
culture and safety culture in healthcare. This relationship is established in previous
work in some high reliability organisations, such as shipping (e.g. Havold, 2007),
aviation (e.g. Helmreich and Sherman, 1996) and oil industry (e.g. Mearns and Yule,
2009) but there is a paucity of related studies in healthcare. In order to understand
this relationship, a mixed-methods approach using sequential design was employed.
Four studies were carried out to answer the research question.

8.2.1.

Study 1 – The influence of national culture on patient safety
culture – A qualitative study in the United Kingdom and
Nigeria

The first study using data collection methods such as focus groups and semistructured interviews examined whether national cultural orientation of individuals
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shaped some of their perceptions, attitudes and behaviours related to patient safety
culture. The study was carried out across two countries: Nigerian healthcare
practitioners working in Nigeria and healthcare practitioners with different nationalities
working in the United Kingdom. The findings of the study suggested that national
cultural

orientations,

femininity,

power

distance,

uncertainty avoidance and

individualism-collectivism,

masculinity-

long-term orientations shaped some

perceptions, attitudes and behaviours important for patient safety culture of
individuals within their own culture and migrants in the UK. However, other factors
such as professional role, country of training and years spent in the UK shaped patient
safety culture and moderated the effect of national cultural orientations. Other findings
from the study was that patient safety culture differed between the countries studied,
and factors important for patient safety culture in Nigeria is not the same as the UK.
This study would have been sufficient, but there was a need to carry out other studies
for triangulation to improve the generalisability of the findings and the validity of the
result. Furthermore, it was important to examine the relationship between national
culture and other patient safety culture dimensions. Therefore, subsequent studies
were carried out to include other patient safety culture dimensions as well as conduct
the studies in a culturally homogeneous and a multicultural hospital.

8.2.2.

Studies 2 & 3 – Relationship between national culture and
patient safety culture in a culturally homogeneous hospital in
Nigeria

The second and third studies examined the relationship between national culture and
patient safety culture in a culturally homogenous hospital in Nigeria. Nigeria was the
country of choice because most of the healthcare workers in the hospitals are Nigerian
nationals. Study two was conducted to identify the most appropriate patient safety
culture assessment instrument for the study population. The findings of the second
study indicated that the SAQ was more appropriate. Association between patient
safety culture and national culture also showed that there was a significant association
between national culture and patient safety culture dimensions of the SAQ and HSPSC;
such that power distance, uncertainty avoidance, collectivism and masculinity and
long-term orientation were negatively associated with various dimensions of patient
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safety culture. This was followed by a study with a larger sample size to explore the
relationship between national culture and patient safety culture using the SAQ
dimensions. The findings of the study showed that national culture significantly
predicted patient safety culture such that power distance, collectivism uncertainty
avoidance negatively predicted patient safety culture while a positive relationship was
found between femininity and patient safety culture. It also showed that professional
role was also a significant predictor of patient safety culture. The findings of the third
study were consistent with the result of the findings of the second study.

8.2.3.

Study 4 – Unravelling the relationship between national
culture and patient safety culture in a culturally diverse
hospital in the United Kingdom

The last study was carried out within a culturally diverse hospital in the UK. The UK
was a preferred country because the hospital staff are multicultural. The study
examined the relationship between national cultural orientation and patient safety
culture (speaking up for patient safety concern climate). The findings of the study
provide evidence that national cultural orientations influenced patient safety culture
such that power distance and collectivism negatively predicted patient safety culture
while uncertainty avoidance positively predicted patient safety culture. It also showed
that other factors such as country of training and years in the UK significantly predicted
patient safety culture and also rendered the effect of power distance non-significant;
suggesting that the relationship between patient safety culture and national culture is
complex (especially in a culturally diverse environment).

8.3. Positioning the findings in relation to literature
8.3.1.

National culture and patient safety culture

The literature review in chapter 3 revealed that like other industries, patient safety
culture differed between countries (e.g. Wagner et al, 2013; Fujita et al, 2013;
Schwendimman et al, 2013) as well as between nationalities working in multicultural
hospitals (Almutairi et al, 2012). However, unlike other industries, there is a paucity
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of studies examining the role national culture plays on patient safety culture in
healthcare; hence, the reason for this research.
In the course of carrying out this research, the studies have provided evidence that
national cultural orientations of individuals influence perceptions, attitudes and
behaviours important for patient safety culture either in a culturally homogeneous
hospital or multicultural hospital.
Across the studies, two correlated dimensions of national culture identified by
Hofstede (1980) have particular relevance for healthcare: power distance and
individualism-collectivism. Individuals from individualistic, low power distance cultures
tend to focus on self, autonomy and personal gain; and do not defer to leaders but
see everyone as equals. On the other hand, those from collectivist, high power
distance cultures are concerned about the group and harmonious relationships; they
also defer to leaders and find it difficult to challenge authority. Therefore, a culture of
high power distance and collectivism does not encourage good patient safety culture
by its negative influence on speaking up, incident reporting. These dimensions also
have relevance for team working in hospitals. Individuals from collectivist cultures are
more committed to ensuring group harmony and engage in positive interaction, hence
are good at working within teams which can foster team climate as opposed to
individualistic cultures. Power distance which defines how junior staff relate to their
superiors can affect the way information is shared, including the willingness of junior
members of staff to speak up with critical information for patient care. Therefore, this
will negatively impact the team climate.
An unexpected finding is a relationship between uncertainty avoidance and patient
safety culture across the two studies. The findings from the first study (Chapter 5)
suggested that uncertainty avoidance negatively shaped attitudes and behaviours of
the Nigerian participants towards error reporting and speaking up such that because
they are not sure of what will happen to them, they may not report errors and they
do not speak up also. Whereas, some participants from high uncertainty avoidance
cultures in the UK mentioned that they will report errors and even fill the incident
reporting forms; mentioning that the reason for reporting is to prevent future errors
(that is, ambiguous and uncertain situations such as adverse events). This finding is
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supported by the finding in study 4 (Chapter 7) which found a positive relationship
between national culture and SUC; such that individuals with high uncertainty
avoidance cultural orientation were better at speaking up about patient safety concern
compared with individuals with low uncertainty avoidance cultural orientation. This
may be due to contextual factors. For instance, in the UK hospital, speaking up is a
major policy and the hospital is actively engaging in different activities to encourage
it. Also, the staff have come to trust the management because individuals who speak
up are not punished or blamed. Therefore, individuals with high uncertainty avoidance
as a cultural orientation will speak up because they know that the aim of speaking up
is to reduce future uncertain or ambiguous situations.
On the other hand, in Nigeria, as identified in the findings from study 1 (Chapter 5),
there is no government policy supporting patient safety, and hospital management is
not actively promoting or implementing patient safety improvement strategies, hence
individuals may not want to speak up about patient safety concerns because of fear
of what may happen to them (as identified in study 1: Chapter 5). This shows that the
relationship between national culture and patient safety culture is not that simple as
other factors are interacting such as, management commitment to safety which may
moderate (either strengthen or weaken) the relationship. The moderating effect of
management safety commitment was reported in a study by Mearns and Yule (2009)
which found that management commitment to safety rendered the relationship
between power distance and safety culture (risk-taking behaviour) insignificant.
The complexity of the relationship between national culture and patient safety culture
may also be evident in the strength of the relationship between the two constructs.
National cultural orientations accounted for between 12% (stress recognition) and
25.3% (safety climate) of the variation in the respective patient safety culture
dimension as seen in Table 6.18 for the study in the culturally homogeneous hospital
(Study 3: Chapter 6). Whereas in the multicultural hospital study (Study 4: Chapter
7), national culture accounted for 7% in the variation in the patient safety culture
dimension, as seen in Table 7.15. This confirms that the relationship between patient
safety culture and national culture, although complex in the homogeneous hospital
(as seen by the influence of professional role) is more complex in the multicultural
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hospital because of the presence of other factors. Some of these factors were
identified in this research, and they include professional culture, professional role,
years in the host country, and country of training.

8.3.2.

Other factors influencing the relationship between national culture and
patient safety culture

These factors were identified in the first study (Chapter 5) and further examined in
study three (Chapter 6) and study four (Chapter 7). These external factors, apart from
exerting an influence on patient safety culture, also interact with the relationship
between national culture and patient safety culture. For instance, the first study
(Chapter 5) identified that some professional culture of medicine (especially high
power distance and in-group collectivism) which is similar to Nigeria national culture
(of high power distance and collectivism) according to Hofstede’s cultural framework
further strengthened the negative influence of power distance and collectivism on
some factors important for patient safety culture such as error reporting and speaking
up. A national culture where inequality is endorsed, coupled with a professional culture
where hierarchy is fundamental made it difficult for junior colleagues to question the
decision of superiors or even report error made by a superior. Also, a national culture
which encourages individuals to consider other people’s opinions before acting coupled
with a professional culture which encourages individuals to think of the interest of the
profession will negatively impact on error reporting, especially outside professional
boundaries. Although the interaction between professional culture, national culture
and patient safety culture was not explored in the next study (Chapter 6), the result
showed that national cultural orientations were negatively related to patient safety
culture, and when professional role was added to the model, the negative relationship
increased, suggesting that in a high power distance culture, organisational hierarchy
which is mainly present in healthcare is not good for patient safety culture. This finding
is supported by a recent study by Tear et al (2018) which identified that national
culture exacerbates the difference in perception of safety culture between staff
hierarchy suggesting that difference in perception of safety culture between
professional hierarchy will be higher in high power distance cultures compared with
low power distance cultures.
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The relationship between national culture and patient safety culture is more complex
in multicultural hospitals, and this is one of the first studies to show this relationship
in healthcare. The findings suggest that other factors such as the degree of
acculturation, country of training and years in the host country also influence patient
safety culture and may moderate the influence of national culture on patient safety
culture. Other studies in safety culture have demonstrated the influence of national
culture on safety culture in multicultural environments, e.g. in shipping which is mainly
prone to cultural diversity (e.g. Havold, 2007; Lu et al, 2012, 2016). However, these
studies have not accounted for the influence of other factors. This may be why national
culture alone accounted for 7% in the variability in patient safety culture (Table 7.15);
and when years in the UK and country of training were added to the model, the
variability accounted for in patient safety culture by the three factors increased to 12%
(Table 7.24) As explained in Chapter 3, acculturation is moderated by country of
training and years in host country apart from other factors such as environmental
influences (Taras et al, 2011). Therefore, individuals who train in the host country
easily imbibe the culture of the country as well as cultural expectation related to the
profession, hence their attitude and behaviour and expectations may be similar to that
of the host country. In addition, the longer individuals stay in the host country, the
more they imbibe the culture of the host country; although the process of acculturation
depends on individuals.

8.4. Implication of research
8.4.1.

Theory of Safety Culture

A model emerged from the findings of this research; Figure 8.1 shows the relationship
between national culture and other factors, the work system and patient safety
culture. This model supports other safety culture models which acknowledges that
external factors influence safety culture (e.g. SEIPS, Mearns, 2013; West et al, 2014)).
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Figure 8.1: Emerging model on the relationship between national culture and patient safety culture
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This study demonstrates the influence of external factors such as national culture on
safety culture through the direct influence on organisational culture and the influence
of national cultural orientations of the employees on safety culture. Therefore, the
conceptualisation of patient safety culture may benefit from including national cultural
orientations and applying cultural theories as suggested by Noort et al (2016). This
may be why Itoh et al (2014) included some national culture dimensions such as
power distance and collectivism in the safety culture assessment tool used. However,
does it mean that conceptualising safety culture this way makes it difficult to change
safety culture? Although some authors (e.g. Hofstede, 1980) contend that culture is
difficult to change, nevertheless, Schein (1992) argues that organisational culture can
change permanently but slowly by changing some practices within the organisation
which favours safety.
The relationship between professional culture, professional role and patient safety
culture also highlight the social identity approach (Haslam, 2004, Postmes and
Branscombe, 2010) which considers and explores values and behaviours (that is,
culture) arising from multiple group memberships. This refers to the extent to which
individuals’ values and behaviours are determined by their internalised meaningful
group memberships such as professional role (e.g. being a doctor or a nurse) or
national identity (Tears et al, 2018).
Finally, the findings from this research have also extended the model to include factors
such as degree of acculturation, country of training and years in the host country as
external factors which shape safety culture and interact with national culture to shape
safety culture. These are especially important in multicultural workplaces.

8.4.2.

Practical implications

The relationship between national culture and patient safety culture in a culturally
homogeneous hospital and a multicultural hospital generate some practical challenges
for patient safety culture assessments. First, it is likely to skew the benchmarking of
hospitals across countries or units and hospitals within a country where staff are
multicultural. Survey assessments used for international benchmarking may favour
countries in low power distance and individualistic cultures. Hence, these countries
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may consistently have a stronger patient safety culture than countries with high power
distance and collectivist cultures. Secondly, safety interventions that work in some
countries may not work in others if the cultural context is not considered. For instance,
encouraging speaking up in Nigeria, using the strategies used in the UK with low power
distance culture may not work without considering the cultural context of high power
distance when formulating a practical strategy. Likewise, in multicultural hospitals,
internal benchmarking may be skewed, especially when the majority of the members
of the unit or hospital are from countries with some national cultural orientations that
do not encourage patient safety culture.
Participants from different cultural backgrounds have been shown to respond
differently to latent safety culture questionnaire dimensions (in the same
organisation). This means that the construct equivalence of item meanings cannot be
assumed between participants from different cultural backgrounds, and that the data
may vary due to differences in response styles and interpretations of safety culture
dimensions. The relationship between safety culture variables can differ in culturally
diverse environments. This means that predictive models developed to explain safety
culture (and its relationship with safety) in one setting may not hold in another
Safety culture models previously demonstrated to work through questionnaires in
western settings have been shown (when tested through confirmatory factor analysis)
to function poorly in other (e.g. Asian) cultural environments (Reader et al, 2015).
Explanatory reasons include the lack of relevance of safety culture questionnaire
dimensions to the local environment and cultural differences in national response
patterns. This indicates that generic safety culture models cannot automatically be
applied from one cultural setting to another and may require substantial
customisation. This is evident in this research as the results of studies one to three
(Chapters 5 and 6) suggested that some factors are more relevant to patient safety
culture in Nigeria, e.g. Knowledge and Competence; however, these are not measured
by any existing patient safety culture instrument.
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8.5. Recommendations
The findings of this research indicate that there are several ways to reduce the
influence of national culture as well as improve patient safety culture.
Firstly, cultural context specific patient safety culture assessment tools should be
encouraged. This will enable the measurement of core and relevant dimensions of
patient safety culture to the country and consequently result in safety improvement.
Furthermore, cultural context should also be considered in formulating strategies to
improve patient safety culture.
Secondly, for better benchmarking purposes across countries, the patient safety
culture domain will benefit from developing a patient safety culture instrument that
can measure across countries and cultures. For instance, Reader et al (2015)
developed a safety culture measurement tool for air traffic management taking into
consideration the response styles and interpretation of the dimensions across the
countries studied.
Thirdly, training has been suggested to moderate the effects of culture (e.g. Klein and
Steele-Johnson; 2007; Sutton et al, 2006). Although individuals in the UK hospital
attend several trainings on speaking up, the effect of national cultural orientation
persists. However, training can be culture-specific; especially if individuals are newly
employed. Furthermore, the training can also incorporate culturally appropriate
learning style for it to be more effective. For instance, a study by Burke et al (2008)
reported that national culture influenced the propensity to transfer safety training to
safety behaviour.
Finally, mentorship of new staff by old staff from their culture who have been in the
United Kingdom for a long time may help to speed up the ability to imbibe the correct
safety attitude and behaviour. Individuals tend to speak up more to people of their ingroup which may be members of the same nationalities. So, speaking up guardians
should include individuals of other nationalities.
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8.6. Conclusion
The overall conclusion and limitations encountered in this research are summarised
below:
Firstly, this research established that there is a relationship between national culture
and safety culture in healthcare. No national culture is optimal for safety because
cultures that value harmony and teamwork may also approve hierarchy and
discourage input from junior colleagues. Also, while high uncertainty avoidance may
be good for following guidelines and rules, it may not be highly beneficial when one
encounters a novel situation which requires creativity. A practical outcome of this is
that all national cultural orientations have the capacity to be safe, but it is important
for hospital management to understand what strengths need to be highlighted and
what weaknesses need to be worked upon to optimise safety performance among
their staff.
Secondly, this relationship should be interpreted with caution, especially in healthcare
which has a strong professional culture, almost synonymous with Hofstede’s national
cultural orientations which may moderate (strengthen or weaken) the influence of
national cultural orientations. Furthermore, in multicultural hospitals, other factors,
may interact with, and moderate the relationship between national culture and patient
safety culture.
Nevertheless, no matter how little the influence of national culture is, because it
influences important aspects of patient safety culture such as speaking up which is
very important for organisational learning in order to prevent future adverse events,
it cannot be ignored.

8.7. Limitations
This study used a mixed-method approach to study culture because no single method
of studying the effects of culture is without flaws. Some authors have pointed to the
inadequacy of the quantitative approach, which is widely used (e.g. Strauch, 2010;
Tayeb, 2001; Guldenmund, 2014 as cited in Waterson, 2014). For instance, Strauch
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(2010) mentioned that in-depth interviews can elicit cultural insights that are not
available through other methods, even though the result depends on the expertise of
the researcher and the context of the interviews while Tayeb (2001) recommends the
use of dairies to record perceptions of given events which can provide a subtle insight
into how culture affects perception and cognition. So, this research used a mixedmethod with the aim of triangulating the findings to provide more meaning and greater
acceptance and generalisability of the findings of the research.
Although the findings of this study are consistent across methodologies; that is, the
findings from the qualitative study (in Chapter 5) which was conducted at the
beginning of this research is corroborated in the subsequent quantitative studies in
chapters 6 and 7. Nevertheless, a few limitations were identified in this research.
Firstly, other methods may provide better depth and understanding of the research
question. Such methods include ethnography (Guldenmund, 2014) or anthropological
method (Hutchins, Holder and Perez, 2002). However, these methods are subject to
observer variability apart from being resource-intensive because the research was
conducted across two countries. A longitudinal study would have also been more
preferable; however, because the duration of the research is limited, this method was
not selected.
Secondly, the study would have benefitted from stratified sampling method (especially
the study 4 – Chapter 7) which would have provided adequate participants per
nationality; thereby increasing the number of countries used for the final ecological
analysis; hence the statistical power.
Thirdly, a larger sample size will enable the data to be explored further for the
influence and interaction of factors such as professional culture.

Also, the only

inclusion criteria for the study was the heterogeneity of the study sample (based on
nationality), perhaps restricting the sample to individuals who did not train in the UK
and have stayed in the UK for fewer years may have highlighted the influence of
national cultural orientation.
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8.8. Roadmap for Future Work
The mixed-methods approach has provided valuable insight into the relationship
between national culture and safety culture. The findings suggest that assuming the
simplistic nature of the relationship between national culture and safety culture is
misleading because of the presence of other factors influencing and interacting with
the relationship such as years in the host country, country of training and professional
culture and role. The findings also indicate that the relationship between national
culture and safety culture in healthcare should be further explored.
Hence, the following roadmap to future work is proposed:
x Future work should consider carrying out the study in other countries
For instance, study 3 was carried out in a culturally homogeneous hospital in
Nigeria, Africa. Nigeria has its challenges with patient safety as well as other
factors which may account for the results in this study. Other studies should
consider carrying out this study in other countries, within a culturally
homogeneous hospital where patient safety is an established policy as well as
within other multicultural hospitals.
x More work on the relationship between national culture and patient safety
culture across countries.
The present research studied the relationship between national culture and
patient safety culture within one country (Nigeria and UK) although the study
in the UK was across nationalities within a multicultural hospital. Regarding the
results of the empirical studies carried out in Nigeria and the UK, it was not
possible to conduct a cross-cultural analysis across the two countries because
different constructs were examined: while the Nigerian study encompassed all
the SAQ patient safety culture dimensions, the UK study focused on SUC. Future
studies should compare patient safety culture across countries. This will provide
further insight into whether when conducting cross-country studies, the
national culture dimensions influencing patient safety culture are different from
those obtained within this study.
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x The relationship between national culture, professional culture and safety
culture
Further work is required to explore the relationship between national culture,
professional culture and safety culture. For instance, the qualitative study in
this work suggests that the professional culture of medicine which endorses
high power distance further increased the influence of high power distance, a
cultural orientation in Nigeria, thus negatively influencing patient safety culture.
This shows that there may be a potential interaction between national culture,
professional culture and safety culture in healthcare. This hypothesis can be
tested in future studies, hence expanding on the model in Figure 8.1, which
may show a moderating influence of professional culture on the relationship
between national culture and safety culture; apart from showing the influence
of professional culture on safety culture. This may be done by conducting the
study within one professional role (e.g. nurses).
x The relationship between country of training and years in the host country and
safety culture in culturally diverse organisations.
According to the model in Figure 8.1. This research shows that apart from
national culture, other factors influence patient safety culture. More work is
needed to sufficiently show this relationship as well as examine the kind of
interaction (either moderating or mediating) which exists between these factors
and the relationship between national culture and patient safety culture.
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Appendix 1A: Models of Patient Safety Culture
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Figure 0.1: Safety Hierarchy Model – Palmieri et al, (2010)
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Figure 0.2: A model of organisational accident causation within patient safety – Vincent et al, (1998)
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Figure 0.3: SEIPS 2.0. (Holden et al, 2013)
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Appendix 2A: Final Interview Schedule used for study 1
[Brief introduction of the aim of the study]
Explanation of confidentiality, data management and request for consent.
Recording

Topic
Background

Patient Safety

Questions
x What country are you from?
x What is your role in your present hospital?
x what roles have you had since you started working here
x How long did you work in your country of origin?
x How long have you worked in this country?
x How long have you worked in this hospital?
x How many hospitals have you worked in since you graduated (came here)
x What do you understand by patient safety?
x What factors do you think are important for patient safety (culture)

Probe

Please elaborate
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Organisational
patient
safety
issues

Cultural influence
on patient safety

x Can you describe the hospital culture of where you work presently?
x Can you describe them in relation to?
o Error reporting, Management, supervisor, team, staffing, communication
openness, organisational learning, feedback & communication about error,
job satisfaction, working condition, stress recognition
x Does it promote patient safety?
x How does the patient safety culture in your present workplace compare to
your country of origin?
x Are you treated with respect by your colleagues and by other members of the
healthcare

In relation to the patient
safety
factors
mentioned above

x Have you observed any difference between the way you and a UK national
or other nationalities handle situations in the hospital (which bother on
patient care)?
x What of in relation to the following:
x Error reporting, Management, supervisor, team, staffing, communication
openness, organisational learning, feedback & communication about
error, job satisfaction, working condition, stress recognition
x Have you come across a situation where your cultural background has
influenced the way you made decisions?
x What of in relation to the following:
x Error reporting, Management, supervisor, team, staffing, communication
openness, organisational learning, feedback & communication about
error, job satisfaction, working condition, stress recognition
x Would you speak up when you see your supervisor doing something that may
affect patient care negatively?
x What of if it’s your colleague?
x Or your junior colleague?
x In a case where you see an error and the person does not report it, would
you report it if it was your senior colleague?

Can you explain further;
why did you say what
you said

Why did you say that

Can you explain further;
why did you say that

Why would you speak
up (or not speak up)?

Why?
Why?
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x
x

x

Professional role

x
x

x

x

x What if it’s your colleague? What if it is your junior colleague?
Please elaborate
Would you report an error you made in the course of patient care?
What can you say about support from colleagues (senior and junior) within
your department? As well as helping each other out for the good of the
patient?
What can you say about the way errors made by staff is handled by your
supervisor and the management of your hospital?
x What can you say about the staffing in your hospital
As a (e.g. nurse) what are you more concerned with when it comes to Please elaborate
ensuring patient safety
Have you observed any difference between the way you as a (nurse) handle
situations which bother on patient care compared to other healthcare
professionals? In relation to:
x Error
reporting,
Communication,
Teamwork,
Perception
of
management/supervisor’s actions, Frequency of error reporting etc
Have you come across a situation where your professional background
(values) has influenced the way you made decisions that bother on patient
care?
In relation to:
x Error reporting, Communication, Teamwork, actions, Frequency of error
reporting etc
How does that compare to someone from another profession e.g. doctor
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Appendix 3A: Sample questionnaire used for study 3

This is a study which seeks to assess your
RUJDQL]DWLRQ¶VSDWLHQWVDIHW\F
examine how national culture influences patient safety culture.

The information is of value to your organization as your response will provide a snapshot
RIWKHFXUUHQWVWDWHRI\RXURUJDQL]DWLRQ¶VSDWLHQWV
afety culture, as well as areas of
immediate action for improvement.
Therefore, your candid opinion will be appreciated. Please note that your comments or
answers shall not be linked to you in any way.
Thank you for participating in this survey.

Instructions
This survey asks for your opinions about patient safety issues, medical error, and event reporting in your
hospital as well as national culture issues. It will take about 15 to complete.

3OHDVHSXWDµWLFN¶LQWKHDSSURSULDWHER[

SECTION A: Your Work Are

a/Unit

In this survey, think of your work area,/unit as the clinical area of the hospital where you spend most of your work time or
provide most of your clinical services.
What is your primary work area or unit in this hospital? Select ONE answer.

 a. Many different hospital department/No specific
department

 Dental

 b. Medicine (non-surgical)

 g. Psychiatry/mental

 k. Accidents & Emergency

 c. Surgery
 d. Obstetrics &

 h. Physiotherapy
 i. Pharmacy

 l. Radiology
 m. Anaesthesiology

 e. Paediatrics
 f. Other, please specify

 j. Laboratory Services

 n. Intensive care unit (any type)

Gynaecology

health
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Section 1: Hospital Survey on Patient Safety
Strongly Slightly
Disagree Disagree Neutral
Think about your KRVSLWDOZRUNDUHDXQLW«




Slightly
Agree


Strongly
Agree


Not
Applicable


1. My input is well received in this unit

1

2

3

4

5

x

2. In this department, it is difficult to speak up if I perceive a
problem with patient care

1

2

3

4

5

x

3. Disagreements in this unit are resolved appropriately (i.e.
not who is right but what is best for the patient)

1

2

3

4

5

x

4. I have the support I need from the other personnel to care
for patients

1

2

3

4

5

x

5. It is easy for personnel here to ask questions when there is
something that they do not understand

1

2

3

4

5

x

6. The physician and nurses here work together as a wellcoordinated team

1

2

3

4

5

x

7. I would feel safe being treated here as a patient

1

2

3

4

5

x

8. Medical errors are handled appropriately in this unit

1

2

3

4

5

x

9. I know the proper channels to direct questions regarding
patient safety in this unit

1

2

3

4

5

x

10. I receive appropriate feedback about my performance

1

2

3

4

5

x

11. in this unit, it is difficult to discuss errors

1

2

3

4

5

x

12. I am encouraged by my colleagues to report any patient
safety concern I may have

1

2

3

4

5

x

13. The culture in this department makes it easy to learn from
the errors of others

1

2

3

4

5

x

14. My suggestions about safety would be acted upon if I
expressed them to management

1

2

3

4

5

x

15. I like my job

1

2

3

4

5

x

16. Working here is like being part of a large family

1

2

3

4

5

x

17. This is a good place to work

1

2

3

4

5

x

18. I am proud to work here

1

2

3

4

5

x

19. Morale in this department is high

1

2

3

4

5

x

20. When my workload becomes excessive, my performance
is impaired

1

2

3

4

5

x

21. I am more likely to make errors in tense or hostile
situations

1

2

3

4

5`

x`

22. Fatigue impairs my performance during emergency
situations

1

2

3

4

5

x

23. I am less effective at work when fatigued

1

2

3

4

5

x

24. The level of staffing in this clinical area are sufficient to
handle the number of patients

1

2

3

4

5

x

25. The unit management supports my daily efforts

1

2

3

4

5

x
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26. The unit PDQDJHPHQWGRHVQ¶WNQRZLQJO\FRPSURPLVH
1
2
3
4
patient safety

5

x

27. The unit management is doing a good job

1

2

3

4

5

x

28. Problem personnel are dealt with constructively by our
Head of unit

1

2

3

4

5`

x`

29. I get adequate, timely information about events that might
affect my work from my Head of unit

1

2

3

4

5

x

30. Hospital management supports my daily efforts

1

2

3

4

5

x

5

x

31. Hospital PDQDJHPHQWGRHVQ¶WNQRZLQJO\FRPSURPLVH
1
2
3
4
patient safety
32. Hospital management is doing a good job

1

2

3

4

5

x

33. Problem employees are dealt with constructively by
hospital management

1

2

3

4

5

x

34. I get adequate, timely information about events in the
hospital that might affect my work

1

2

3

4

5`

x

35. This hospital does a good job of training new staff

1

2

3

4

5

x

36. All the necessary information for diagnostic and
therapeutic decisions is routinely available to me

1

2

3

4

5

x

37. Trainees in my discipline are adequately supervised

1

2

3

4

5

x

SECTION B: Patient Safety Grade
Please give your work area/unit in this hospital an overall grade on patient safety.
A
Excellent

B
Very Good

C
Acceptable

D
Poor

E
Failing

Section 2 ±National Culture
Please think of an ideal job, disregarding your present job, if you have one. In choosing an ideal job,
how important would it be to you to ... (please tick one answer in each line across):
Of utmost
importance


Very
important


Of moderate
importance


Of little
importance


Of very little
or no
importance


1. have sufficient time for your personal or home life

1

2

3

4

5

2. have a boss (direct supervisor) you can respect

1

2

3

4

5

3. get recognition for good performance

1

2

3

4

5

4. have security of employment

1

2

3

4

5

1

2

3

4

5

6. do work that is interesting

1

2

3

4

5

7. be consulted by your boss in decisions involving
your work

1

2

3

4

5

5. have pleasant people to work with
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8. live in a desirable area

1

2

3

4

5

9. have a job respected by your family and friends

1

2

3

4

5

1

2

3

4

5

10. have chances for promotion

Sometimes
save,
Always save Usually save
sometimes
before buying
first
borrow to buy




11. If there is something expensive you really want
to buy but you do not have enough money, what do
you do

1

12.How often do you feel nervous or tense?
Always 1
Usually 2
Sometimes 3

3

2

Seldom

15.

All in all, how would you describe your state of health these days?
Very good 1
Good 2
Fair 3

Poor

5

4

Never 5

4

13.Are you the same person at work (or at school if you’re a student) and at home?
Quite the same 1
Mostly the same 2
'RQ¶WNQRZ
3
Mostly different
14.

Usually
borrow and Always buy now,
pay off later
pay off later



4

Quite different 5

Very poor 5

4

How often, in your experience, are subordinates afraid to contradict their boss (or students their
teacher?)
Never 1
Seldom 2
Sometimes 3
Usually 4
Always 5

To what extent do you agree or disagree with each of the following statements?
(Please tick):
Strongly
Disagree


Disagree


Neither


Agree


Strongly
Agree


16. One can be a good manager without having a precise answer to
every question that a subordinate may raise about his or her
work

1

2

3

4

5

17. Persistent efforts are the surest way to results

1

2

3

4

5

18. An organization structure in which certain subordinates have
two bosses should be avoided at all cost

1

2

3

4

5

19. $ FRPSDQ\¶V RUJDQL]DWLRQ¶V
±notUXOHV VKRXOG QRW EH EUR
even when the employee thinks breaking the rule would be in
1
2
3
4
5
WKHRUJDQL]DWLRQ¶VEHVWLQWHUHVW
20. We should honor our heroes from the past

1

2

3

4
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5

SECTION 3: Background Information
1. Sex:

Male

Female

2. What is your current nationality?
3. What was your nationality at birth (if different)?
4. What is the country of your medical training
5. What is the country of your postgraduate medical training (if applicable)
6. How long have you worked in this hospital?
a. Less than 1 year

c. 11 to 15 years

e. 16 to 20 years

b. 1 to 5 years

d. 6 to 10 years

f. 21 years or more

7. How long have you worked in your current department?
a. Less than 1 year

c. 11 to 15 years

e. 16 to 20 years

b. 1 to 5 years

d. 6 to 10 years

f. 21 years or more

8. Typically, how many hours per week do you work in this hospital?
a.

Less than 20 hours per week

b. 20 to 39 hours per week
c. 40 to 59 hours per week

d.

60 to 79 hours per week

e. 80 to 99 hours per week
f. 100 hours per week or more

9. What is your staff position in this hospital? Select ONE answer that best describes your staff
position.
a. Registered Nurse

g. Resident Doctor

b. Technologist/Technician (e.g. Dental, Lab, ECG)

h. Physiotherapist

c. Consultants

i.

Medical Laboratory Scientist

d. Care Assistant/Hospital Aide/Care Partner

j.

Administration/Management

e. Pharmacist

k. Unit Assistant/Clerk/Secretary

f. Medical Officer

n. Other, please specify:

10. In your staff position, do you typically have direct interaction or contact with patients?
a. YES, I typically have direct interaction or contact with patients.
b. NO, I typically do NOT have direct interaction or contact with patients.
11. How long have you worked in your current specialty or profession?
a.

Less than 1 year

b. 1 to 5 years

c. 11 to1 5 years

e. 16 to 20 years

d. 6 to 10 years

f. 21 years or more

12. Any other comment
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Appendix 3B: Detailed statistical results for study 3
Appendix 3B1: SAQ exploratory factor analysis
KMO and Bartlett's Test
Kaiser-Meyer-Olkin Measure of Sampling
Adequacy.
Bartlett's
Sphericity

Test

of

Approx. Chi-Square
df
Sig.

1
.419
.320
.613
.707
.455
.609
.580
.342
.303
.377

.924
3914.1
69
496
.000

Rotated Component Matrixa
Component
2
3
4
5
.473
.383
.593
.567
.333
.453

6

7

1
2
-.302
3
4
5
6
-.311
7
.317
.385
8
.730
9
.588
.355
10
.583
11
.755
12
.844
13
.829
14
.388
.482
15
.571
.349
16
.781
.307
17
.746
18
.789
19
.577
.358
20
.690
.425
21
.823
22
.858
23
.818
24
.851
25
.447
.489
26
.778
27
.479
.514
.312
28
.409
.672
29
.510
.587
30
.301
.365
.528
31
.847
32
.422
.365
.513
Extraction Method: Principal Component Analysis. Rotation Method: Varimax
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Appendix 3B2: ANOVA showing statistically significant differences in mean perception of patient
safety culture scores between the professional roles

Team Climate

Safety Climate

Job Satisfaction

Between Groups
Within Groups
Total
Between Groups
Within Groups

ANOVA
Sum of Squares
27938.692
81177.372
109116.064
43637.557
85910.338

Total
Between Groups

129547.895
13198.375

199
10

Within Groups
Total

102251.625
115450.000

189
199

541.014

df
10
189
199
10
189

Mean Square
2793.869
429.510

F
6.505

Sig.
.000

4363.756
454.552

9.600

.000

1319.837

2.440

.009

Stress Recognition

Between Groups
Within Groups
Total

6637.340
92096.535
98733.875

10
189
199

663.734
487.283

1.362

.201

Perception of Unit
Management

Between Groups

33193.682

10

3319.368

5.268

.000

Within Groups
Total

119091.818
152285.500

189
199

630.115

Perception
Hospital
Management

Between Groups
Within Groups

12253.589
102024.411

10
189

1225.359
539.812

2.270

.016

Total
Between Groups

114278.000
32639.320

199
10

3263.932

5.090

.000

Within Groups
Total

121191.942
153831.262

189
199

Working Condition

of

641.227
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Appendix 4A: Questionnaire used for study 4
Thank you for agreeing to take part in this survey measuring speaking up climate and national culture.
This survey is part of a PhD thesis which seeks to explore how national culture and professional role shape patient
safety culture. This survey should only take 8 – 10 minutes to complete.
Your answer is highly valued as it will provide a helpful resource to uncover this relationship in order to improve
patient safety culture.
Be assured that all answers you provide will be kept in the strictest confidentiality.
Royal Free Hospital

Barnet Hospital

Chase Farm Hospital

Cross site

Section A: Background Information
Name (optional):
I work in the (clinical area or patient care area where you typically spend your time):
This is in the Department of:
Gender:

Male

Female

Age:

Less than 20
21 – 25yrs
46 – 50yrs
51 – 55yrs
What country are you originally from?

26 – 30yrs
56 – 60yrs

31 – 35yrs
61 – 70 yrs

36 – 40yrs
41 – 45yrs
71 years and above

6 – 10 yrs

11 – 15 yrs

15 years and more

In what country did you grow up?
How long have you been in the UK?
Less than 1 year
1 – 5 yrs

Did you have any of your professional training (e.g. medical, nursing etc) in the UK?
No

Yes

What is your Position in this Hospital?
Consultant
Registrar
SHO

Charge Nurse
RN Band 5
RN Band 6

Clinical Support (Healthcare assistant, Nurses Assistant, etc.)
Technologist/Technician (e.g. Surg., Lab, Rad.)
Admin Support (Clerk/Secretary/Receptionist)

Pharmacist
RN Band 7
Therapist (Physio, Occupational, Speech)
Other Manager (e.g. Clinic Manager)
Others (specify):
Years in specialty:
Less than 6 mo.
6 – 11 mo.
1 – 2 yrs
3 – 4 yrs
more
How long have you worked at this hospital?
Less than 6 mo.
6 – 11 mo.
1 – 5 yrs
6 – 10 yrs
21 yrs and more
How long have you worked in your current department?
Less than 6 mo.
6 – 11 mo. 1 – 5 yrs
6 – 10 yrs
21 yrs and more

5 – 10 yrs

11 – 15 yrs

11 – 15 yrs

11 – 20 yrs

21 and

15 – 20 yrs

15 – 20 yrs
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SECTION B:
Please complete this survey with respect to your experiences in this clinical area. Please answer the
following items with respect to your specific unit or clinical area. Mark your response with either a √ or X.
Choose your responses using the scale below:
Disagree
strongly

Disagree
slightly

Neutr
al

1. Speaking up about patient safety concerns results in meaningful change
A
B
C
in my clinical area
2. In my clinical area, it is difficult to speak up if I have a patient safety
A
B
C
concern
3. I am encouraged by my colleagues to speak up about patient safety
A
B
C
concerns
4. In my clinical area, I observe others speaking up about patient safety
A
B
C
concerns even if they are not directly involved in patient’s care
5. The culture in my clinical area makes it easy to speak up about a patient
A
B
C
safety concern that does not involve me or my patients
6. How many times in the last one month have you observed a patient safety concern:?
0
1 – 2 times
3 – 5 times
6 – 10 times
More than 10 times
7. If at least Once, did you discuss the patient safety concern you observed with the person(s) involved?
If No, why?

Agree
slightly

Agree
strongly

D

E

D

E

D

E

D

E

D

E

Yes

No

Section C: Please think of an ideal job, disregarding your present job
In an ideal job, how important would it be to you to…(pick one
answer in each line across)
8. Have sufficient time for your personal or home life
9. have a boss (direct supervisor) you can respect
10. get recognition for good performance
11. have security of employment
12. have pleasant people to work with
13. do work that is interesting
14. be consulted by your boss in decision involving your work
15. live in a desirable area
16. have a job respected by your family and friends
17. have chances for promotion
In life, how important are these to you…(pick one answer)
18. careful management of money
19. going on resolutely in spite of opposition (Persistence)
20. personal steadiness and stability
21. Long-term planning
22. Giving up today’s fun for success in the future
23. Working hard for success in the future
24. doing a service to a friend
24.One can be a good manager without having a precise
answer to every question that a subordinate may raise
about his or her work

Of utmost
importance

Very
importa
nt

Of moderate
importance

Of
little
importance

Of very little or
no importance

A
A
A
A
A
A
A
A
A
A

B
B
B
B
B
B
B
B
B
B

C
C
C
C
C
C
C
C
C
C

D
D
D
D
D
D
D
D
D
D

E
E
E
E
E
E
E
E
E
E

Of utmost
importance

Very
importa
nt

Of moderate
importance

Of
little
importance

Of very little or
no importance

A
A
A
A
A
A

B
B
B
B
B
B

C
C
C
C
C
C

D
D
D
D
D
D

E
E
E
E
E
E

A

B

C

D

E
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To what extent do you agree or disagree with each of the
following statements? Please tick
24.One can be a good manager without having a precise
answer to every question that a subordinate may raise
about his or her work
25. persistent efforts are the surest way to results
26. An organization structure in which certain subordinates
have two bosses should be avoided at all cost
27. a company’s organization’s rules should not be broken –
not even when the employee thinks breaking the rule
would be in the organization’s best interest

Strongly
disagree
A

Disag
ree
B

Neither

Agree

C

D

Strongly
Agree
E

A
A

B
B

C
C

D
D

E
E

A

B

C

D

E

29. How often do you feel nervous or tense?
1 Always
2Usually
3Sometimes
4Seldom
5Never
30. How proud are you to be a citizen of your country?
1 Very proud
2 Fairly proud
3 Somewhat proud
4 Not very proud
5 Not proud at all
31. All in all, how would you describe your state of health these days
1 Very good
2 Good
3 Fair
4 Poor
5 Very Poor
32. How often, in your experience, are subordinates afraid to contradict their boss (supervisor, consultant)?
1 Never
2Seldom
3 Sometimes
4 Usually
5 Always
33. If there is something expensive you really want to buy but you do not have enough money, what do you do?
1 Always save before buying
2Usually save first
3 Sometimes save, sometimes borrow to buy
4 Usually borrow and pay off later
5 Always buy now, pay off later
A
Strongly disagree

B
Disagree

C
Neither

D
Agree

E
Strongly Agree

Please think of an ideal job, disregarding your present job
34. People in higher positions should make most decisions without consulting people in lower positions.
35. People in higher positions should not ask the opinions of people in lower positions too frequently.
36. People in higher positions should avoid social interaction with people in lower positions
37. People in lower positions should not disagree with decisions by people in higher positions.
38. People in higher positions should not delegate important tasks to people in lower positions.
39. It is important to have instructions spelled out in detail so that I always know what I’m expected to do.
40. It is important to closely follow instructions and procedures
41. Rules and regulations are important because they inform me of what is expected of me.
42. Standardized work procedures are helpful
43. Instructions for operations/carrying out my duties are important.
44. Individuals should sacrifice self-interest for the group
45. Individuals should stick with the group even through difficulties.
46. Group welfare is more important than individual rewards
47. Group success is more important than individual success.
48. Individuals should only pursue their goals after considering the welfare of the group.
49. Group loyalty should be encouraged even if individual goals suffer.
50. It is more important for men to have a professional career than it is for women.
51. Men usually solve problems with logical analysis; women usually solve problems with intuition.
52. Solving difficult problems usually requires an active, forcible approach, which is typical of men.
53. There are some jobs that a man can always do better than a woman.

A
A
A
A
A
A
A
A
A
A
A
A
A
A
A
A
A
A
A
A

B
B
B
B
B
B
B
B
B
B
B
B
B
B
B
B
B
B
B
B

C
C
C
C
C
C
C
C
C
C
C
C
C
C
C
C
C
C
C
C
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D
D
D
D
D
D
D
D
D
D
D
D
D
D
D
D
D
D
D
D

E
E
E
E
E
E
E
E
E
E
E
E
E
E
E
E
E
E
E
E

Appendix 4B: Descriptive statistics and ANOVA for study 4
Appendix 4B1: Hospitals
N

Mean

Std. Deviation

95% Confidence Interval for Mean
Lower Bound

Upper Bound

Royal Free Hospital

276

3.8039

.80795

3.7081

3.8996

Barnet Hospital

145

3.9257

.88522

3.7804

4.0710

Chase Farm Hospital

54

3.9159

.96699

3.6519

4.1798

Cross site

22

4.0598

.97887

3.6258

4.4938

497

3.8629

.85734

3.7874

3.9385

Total

ANOVA
SUC
Sum of

df

Mean Square

F

Sig.

Squares
Between Groups

2.538

3

.846

Within Groups

362.036

493

.734

Total

364.574

496

1.152

.328

Appendix 4B2: Gender
N

Mean

Std. Deviation

95% Confidence Interval for
Mean
Lower Bound

Upper Bound

Male

143

3.8839

.80855

3.7503

4.0176

Female

354

3.8544

.87724

3.7627

3.9461

Total

497

3.8629

.85734

3.7874

3.9385

ANOVA
SUC
Sum of

df

Mean Square

F

Sig.

Squares
Between Groups

.088

1

.088

Within Groups

364.486

495

.736

Total

364.574

496

.120

.729
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Appendix 4B3: Age
N

Mean

Std.
Deviation

Less than 20

95% Confidence Interval for Mean
Lower Bound

Minimum

Maximum

Upper Bound

6

3.8333

1.19610

2.5781

5.0886

2.40

5.00

21 - 25yrs

21

3.7429

.85590

3.3533

4.1325

1.60

5.00

26 - 30yrs

95

3.6764

.85273

3.5027

3.8501

1.80

5.00

31- 35yrs

90

3.7879

.79488

3.6215

3.9544

1.60

5.00

36 - 40yrs

66

3.8199

.78740

3.6264

4.0135

1.80

5.00

41 - 45yrs

66

3.8106

.88075

3.5941

4.0271

1.00

5.00

46 - 50yrs

61

4.2262

.74964

4.0342

4.4182

2.00

5.00

51 - 55yrs

43

4.0618

.84086

3.8030

4.3206

2.20

5.00

56 - 60yrs

43

3.8751

1.05797

3.5495

4.2007

1.00

5.00

61 - 70yrs

6

4.2333

.63770

3.5641

4.9026

3.00

4.80

497

3.8629

.85734

3.7874

3.9385

1.00

5.00

Total

ANOVA
SUC
Sum of

df

Mean Square

F

Sig.

Squares
Between Groups

15.004

9

1.667

Within Groups

349.570

487

.718

Total

364.574

496

2.323

.014

Appendix 4B4: Years in UK
N

Mean

Std. Error

95% Confidence Interval for Mean
Lower Bound

less than 1 year

Upper Bound

8

3.7250

.28769

3.0447

4.4053

1 - 5yrs

43

3.5781

.12426

3.3273

3.8288

6 - 10yrs

56

3.6543

.11252

3.4288

3.8798

11 - 15yrs

40

3.6100

.14570

3.3153

3.9047

15years and more

349

3.9704

.04603

3.8799

4.0610

Total

496

3.8630

.03853

3.7873

3.9388
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ANOVA
SUC
Sum of

df

Mean Square

F

Sig.

Squares
Between Groups

12.348

5

2.470

Within Groups

352.223

490

.719

Total

364.570

495

3.436

.005

Appendix 4B5: Country of training
N

Mean

Std. Deviation

95% Confidence Interval for
Mean
Lower Bound

Upper Bound

Yes

379

3.9017

.85649

3.8152

3.9882

No

118

3.7383

.85173

3.5830

3.8935

Total

497

3.8629

.85734

3.7874

3.9385

ANOVA
SUC
Sum of

df

Mean Square

F

Sig.

Squares
Between Groups

2.405

1

2.405

Within Groups

362.170

495

.732

Total

364.574

496

3.287

.040

Appendix 4B6: Clinical areas

ANOVA
SUC
Sum of

df

Mean Square

F

Sig.

Squares
Between Groups

31.178

32

.974

Within Groups

333.397

464

.719

Total

364.574

496

1.356

.096
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Appendix 4B7: Nationality

ANOVA
SUC
Sum of

df

Mean Square

F

Sig.

Squares
Between Groups

24.142

12

2.012

Within Groups

299.031

420

.712

Total

323.172

432

2.826

.001
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Academic Year: 2015-2016
STUDENT ID: B113965
Name of Student: Olubukola Mayomi
Full/Part time: Full time
Name of Supervisor(s):
Dr. Patrick Waterson and Prof. Roger Haslam
Dept: Loughborough Design School
Department Based Training: This includes external training approved by the Department and Vitae GRAD schools
Activity
Skills Addressed
Time
Date Completed
(use skills matrix
Claimed
Reading and Writing Research Articles
Design School Traffic Safety Module
Managing your research as a project
Teaching skills: Part C1
Teaching skills: Part C2
Teaching Skills : Part D
Other Activities. To be validated by supervisor.
Presented a paper at DesRes 2016
Health Systems Strengthening in Africa
Data Science using R Programming
Data collection and analysis for study 1
Data collection and analysis for study 2
(pilot study)
Data collection and analysis for study 3

code)

(days)

1E, A2, A3
1E, 2A
1E, A2, A3
B1, B2, B3
B1, B2, B3
B1, B2, B3

0.50
5.0
0.5
0.50
0.50
1.0

2D, 4A, 5E
B1
1E, 2A, 2B, 2C,
2D
1E, 2A, 2B, 2C,
2D
1E, 2A, 2B, 2C,
2D
1E, 2A, 2B, 2C,
2D
3C, 4C
4A
1D, 5A

1.0
3.0
20.0

April 13, 2016
June 20 – 23 2016
June 20 – August 5,
2016
August –
November 2015
May 2016
Ongoing

Attended regular supervisor meetings
1.0
Produce end of year report
0.25
Established and monitored email search
0.25
alerts for the publication of new volumes
from relevant journals
Maintain project diary
5A,5D,5E
0.25
Training Summary
Days
Department Based Training
5.0
Graduate School Courses (data from staff development website
3.0
“view your activities” https://pdwww.lboro.ac.uk/myrecord.asp)
Other Activities
25.5
Total Training Days
33.5
Signature of Student: Bukola Mayomi
Signature of Supervisor: Patrick Waterson
Signature of Chair of Progression Panel:

15th March 2016
14th May
9th December 2015
1st June
2nd June
19th May 2015

Ongoing
August 2016
Ongoing

Ongoing

Date: 12/08/2016
Date: 17/08/2016
Date:
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Appendix 5 – Training Courses Attended
Course Description
Tools for creative thinking
Managing your references effectively
Plagiarism and Citations for PGR
Finding information for your literature
review
Introduction to data analysis using SPSS
Essential teaching skills C1
Getting the most out of supervision
Preparation for DesRes 2016
Attended DesRes
Traffic safety module
Managing Your Research as a project
Reading and writing research articles
(Discussion sections)
Essential teaching skills D
Essential teaching skills C2
Essential teaching skills A
Essential teaching skills B
Data Analysis
Health Systems Strengthening in Africa
Data science using R programming
Preparing for the Viva
What is a literature review
Writing your doctoral thesis
An introduction to Chi-Squared Tests
Introduction to paired and unpaired t-tests
Introduction to analysis of variance
(ANOVA)
Fundamentals of NVIVO
How to write a research data management
plan

Date
March
March
March
March

No of Days
2015
2015
2015
2015

February 2015
October 15
December 2015

0.5

April 13, 2016
1 week
Dec 9, 2016
March 15, 2016

1
5

March 15, 2016
April 20, 2016
Feb 7, 2016
Feb 14, 2016
June 20 – August 5,
2016
June 20 – 23, 2016
June – August 2016
September 2018
March 2015
September 2018
January 2018
February 2018
February 2018

0.5
0.5

0.5

30
4

January 2018
January 2018

313

