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Abstract  
 
Background: From 2000 to the present day, patient safety and safety culture continues to be 

a significant global concern as patient harm rises. As the most trusted profession and 

significant workforce, nurses are fundamental to preventing harm and promoting a positive 

safety culture. Conversely, the unpredictability of the clinical environment makes it the ultimate 

focus where patient safety systems fail, resulting in patient harm. Patients also have a role in 

improving patient safety, yet despite the political intention to involve and engage patients, the 

uptake is relatively low, and there is limited evidence to suggest that patient involvement 

improves patient safety. Digital stories, a method of patient engagement, have the potential to 

enhance patient safety, yet no studies have substantiated this claim. Studies using digital 

stories have reported positive outcomes. However, these studies are scarce with the majority 

focusing on pre-registration nurse education. Furthermore, no studies have used digital stories 

to examine perceptions of safety culture and patient safety. 

Aim: The study was designed to explore the impact of using a digital story in assessing RNs' 

perceptions of safety culture and patient safety-related behaviours. It sought to measure and 

explore safety culture perceptions at four different timepoints to establish how the digital story 

may have changed RNs' perceptions of safety culture and patient safety-related behaviours. 

Methods: A mixed methods explanatory sequential design was chosen and took place from 

September 2017 to December 2017. The quantitative study used a non-experimental 

descriptive design using a Safety Attitude Questionnaire (SAQ) (Short Form) to measure 

safety culture perceptions across four timepoints. A total of 103 RNs from six specialised 

medical wards participated in the quantitative study using a purposive sampling method. Of 

the 443 surveys distributed across the four timepoints, 335 were returned, yielding an overall 

response rate of 81%.  The qualitative study adopted an Interpretative Phenomenological 

Analysis method. A subsample of 15 RNs who were purposively selected from the quantitative 

sample were randomly allocated (n=5/group) into one of the following intervention groups: 

Trust education (G1), digital story (G2), or digital story and 30 minutes reflection time (G3). 
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Fifty-one (out of 60) one-to-one, semi-structured interviews were conducted across the four 

timepoints, yielding a total response rate of 86%.   

Findings: The qualitative interviews revealed three group experiential themes: Professional 

Duty of Care, Professional Duty of Candour, and Professional Duty to Continuing Professional 

Development. These themes reflected the RNs' perceptions of safety culture and the impact 

of the digital story. The quantitative findings represent the RNs' perceptions of safety culture 

against six domains in the SAQ survey. The merged data sets revealed mixed perceptions of 

the factors that created a negative or positive safety culture and their implications for patient 

and nurse outcomes. The qualitative findings showed that the digital story had many qualities 

as a learning resource compared to trust education. The RNs in the digital story groups 

reported positive changes relating to patient assessment and compliance with risk 

assessment tools, communication skills, decision-making, reporting behaviours, and personal 

and professional development. 

Conclusion: The RNs' perceptions of safety culture illustrate the complexities of safety culture 

that incorporate many influential facets in promoting a positive or negative safety culture. 

These are influenced by external factors such as communication, teamwork, inadequate 

staffing, and leadership, which all impact their working environments, reporting behaviours, 

job satisfaction, and stress levels. Using a digital story has the potential to promote positive 

changes. The qualities of digital stories make them an effective learning tool and alternative 

source of knowledge that can be used to positively change safety culture perceptions and 

patient safety-related behaviours, leading to a positive safety culture and safer quality nursing 

care.  
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CHAPTER 1:  INTRODUCTION AND BACKGROUND 
__________________________________________________________________________________ 

1.1 Introduction  

Patient safety is a global phenomenon experienced across all healthcare systems (Flott et al., 

2018; World Health Organisation (WHO), 2021a). Since the 1990s, evidence has shown an 

alarming rise in patient incidents and associated costs directly caused by harm (Department 

of Health (DH), 2000; Institute of Medicine (IOM), 2000). This provided compelling evidence 

for urgent action to improve patient safety worldwide, which has led to an increase in the 

number of international and national organisations addressing this issue. In today’s modern 

healthcare systems, healthcare delivery is a global challenge as patient harm due to unsafe 

care continues to rise and is one of the leading causes of death and disability worldwide 

(WHO, 2021a). 

This chapter contextualises the research study by first offering an overview and general 

background on the evolution of patient safety and safety culture both internationally and 

nationally. The conceptualisation of patient safety, safety culture, and safety climate will follow, 

including the definitions of these concepts that have been operationally adopted for this thesis. 

Registered Nurses (RNs) working on the frontline are fundamental to preventing harm, but 

some barriers prevent nurses from delivering safe care, which will be explained. Equally, 

patients and their families can play an active role in improving patient safety. However, there 

are many reasons why patient engagement and involvement have been slow. The factors 

promoting and affecting patient engagement is discussed, paying particular attention to the 

use and impact of using a patient-focused digital story. The structure of this thesis will 

conclude this chapter.  

1.2 Evolution of Patient Safety  

Patient harm caused by errors has been recognised for over a century. Historical evidence 

indicates that concerns for patient safety have existed long before modern healthcare 
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(Farohkzadian et al., 2018). In 1863, Florence Nightingale recognised the dangers of hospital 

care, and the essential requirement in a hospital was ‘to do the sick no harm’ (Nightingale, 

1963, p6). Other early examples include Ignaz Semmelweis in the 1850s, who reduced 

mortality related to puerperal fever by introducing hand decontamination. Florence Nightingale 

in 1860 made observations about infection and sepsis, and Ernest Codman, a surgeon in 

Boston in the early 20
th century, was one of a few clinicians to explicitly address error (Sharpe 

and Faden, 1998; Vincent, 2010).  

Although the concept of patient safety was not new, the rates of adverse events (AE) initially 

captured the full attention of the medical professional. The rising cost of litigation in the United 

States (US) led to the establishment of the Harvard Medical Practice Study (HMPS) to review 

patient records across 51 hospitals in New York in 1984 (Brennan et al., 1991). It was initially 

designed to assess the number of compensable cases, nevertheless, its ultimate legacy 

became the study of quality and safety. The HMPS study estimated the number of AEs from 

30,121 randomly selected case notes, which exposed the true extent of harm in hospitals. 

Brennan et al. (1991) concluded that 4% (1,208) of people admitted to the hospital were 

unintentionally harmed by treatment, of which 27.6% (314) were due to negligence. Of the 4% 

(1,208) who were injured, 70% (846) were left with slight or temporary disability, 7% (85) were 

permanently disabled, and 14% (169) died due to their treatment. As the study used a random 

sampling method, it was able to provide population estimates of AEs due to negligence 

(Brennan et al., 1991). They concluded that out of 2,671,863 people who were discharged, an 

estimated number of 98,609 (3.7%) AEs occurred, with an alarming 27,179 (28%) of AEs 

caused by negligence (Brennan et al., 1991).  

A later study by Thomas et al. (2000) utilised a similar method to the HMPS to estimate the 

number of negligent AEs in Colorado and Utah in 1992 and reported similar findings. Thomas 

et al. (2000) randomly sampled 15,000 (5,000 in Utah and 10,000 in Colorado) hospital 

records of nonpsychiatric discharges in 1992. The results revealed 587 (4%) AEs, of which 
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28.8% (169) were in Utah and 71.2% (418) in Colorado, with an alarming 97% (569) being 

caused by negligence. Negligence in this study was defined by the standard tort criteria as the 

‘actual injuries proximately resulting from physicians’ failure to meet the standard expected in 

his practice community’ (Keeton et al. 1984, cited in Thomas et al., 2000, p252). Similarly, in 

Australia, Wilson et al. (1995) conducted a retrospective review of 14,197 hospital records 

from 28 hospitals across two states. Out of 6,205 records that were reviewed by specialists, 

16.6% (2,353) of AEs occurred during admissions, of which 51.2% (1,205) were highly 

preventable.  

Despite the evidence, there was little collective action worldwide to improve the safety of 

healthcare provision (Mitchell et al., 2016) until 2000, when the revolutionary report ‘To Err is 

Human’ (IOM, 2000) was published. This was undoubtedly a landmark report that transported 

the issue of patient safety to the forefront and created an international sense of urgency to 

reduce harm from errors in healthcare. Using the findings from the US studies (Brennan et al., 

1991; Thomas et al., 2000), the report estimated that between 44,000 and 80,000 1 

hospitalised Americans die each year due to preventable errors. The cost associated with 

these errors ranged from $17 billion to a staggering $50 billion (IOM, 2000). The critical 

message recommended implementing key patient safety strategies to reduce errors and 

improve patient safety in healthcare. These strategies included establishing a national focus 

to create leadership and research to enhance the knowledge base about patient safety, to 

identify errors and learn from them, set performance standards and expectations for quality, 

and implement patient safety systems in healthcare organisations (IOM, 2000). In addition, it 

sent a clear message to the layperson about the extent of harm in hospitals (Elwyn and 

Corrigan, 2005). According to Vincent (2010), this report marked the beginning of the global 

modern patient safety movement. For the first time, patient safety captured considerable 

attention among the public, media, and health workers. In 2004, the WHO created the world’s 

 

1 Deaths caused by errors, exceeds the deaths caused by motor vehicle accidents (42,978), or breast cancer 
(43,458) (IOM, 2000).  
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only global World Alliance for Patient Safety 2  (now known as the WHO Patient Safety 

Programme) to coordinate, facilitate, and accelerate patient safety improvements across the 

globe (WHO, 2004).  

1.2.1 Classification of Patient Safety 

Since the launch of ‘To Err is Human’ report (IOM, 2000), patient safety has been discussed 

worldwide and is captured in various definitions. The IOM (2000, p211) defined patient safety 

as the ‘freedom from accidental injury’. In their following seminal report, the IOM (2001) set 

out a vision to create a new healthcare system for the 21st century. The report emphasised 

that patients should be free of danger or risk and defined safe care as ‘avoiding injuries to 

patients from the care intended to help them’ (IOM 2001, p39). Later, Vincent (2006. p14), a 

distinguished author in the patient safety discipline, defined patient safety as: 

‘The avoidance, prevention and amelioration of adverse outcomes or injuries 
stemming from the healthcare process’. 

Despite the different meanings, all mention the critical role of unsafe care given to patients 

and the incidence of medical errors. However, over time, the lack of a universal definition and 

conceptualisation of patient safety has constricted comparisons of information, learning and 

systems improvement (Sherman et al., 2009). To address this issue, the WHO successfully 

aggregated the data across the countries and disciplines to formalise an internationally agreed 

conceptual framework (WHO, 2009a). It was later subjected to a two-stage Delphi survey 

involving stakeholders and patient safety experts and it was later changed to produce a 

universal conceptual framework. This comprised 48 concepts grouped into ten International 

Classification of Patient Safety (ICPS) categories (e.g., incident type, patient, and 

organisational outcomes (WHO, 2009a). The standardised framework also facilitated the 

 

2 World Alliance for Patient Safety is a project encompassing all aspects of patent safety involving patients, 
developing a patient safety taxonomy. Researching patient safety and creating solutions to reduce of harm and 
promote safety (WHO, 2004)  
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description, comparison monitoring analysis and interpretation of patient safety information to 

improve patient care (WHO, 2009a). In the long term it would allow for comparisons to be 

made (internationally) and for trends in patient safety to be tracked over time. The introduction 

of this framework offered a refined definition of patient safety as ‘reducing the risk of 

unnecessary harm to an acceptable minimum’ (WHO, 2009a, p22), which is the adopted 

operational definition in this thesis. This was chosen as it accepts that humans are fallible, as 

unintended, well-intentioned people do make mistakes and work in systems that have failed 

around them. Consequently, it is unrealistic to expect faultless performance in an increasingly 

complex and highly stressful environment. Recognising that a system that can enable harm 

to occur is the beginning of safety improvement, as it should provide an open and transparent 

environment (Agency for Healthcare Research and Quality, (AHRQ), 2019) where healthcare 

professionals can speak up and learn from errors and AEs when harm occurs.  

1.2.2 The Evolution of Patient Safety in the United Kingdom (UK)  
 
Following the publication of ‘To Err is to Human’ (IOM, 2000), the UK’s National Health Service 

(NHS) published the UK equivalent in 2000, ‘An Organisation without a Memory’ (DH, 2000). 

This was a damning report that illustrated a poor record for patient safety in the UK (as 

illustrated in Table 1.1). The cost of these errors was a staggering £400 million a year of 

settlement claims, which had a potential liability of approximately £2.4 billion for existing or 

expected claims. The report highlighted that £1 million was attributed to avoidable hospital-

acquired infections and £2 billion a year in more hospital stays due to harm (DH, 2000). In a 

retrospective study by Vincent et al. (2001), they reviewed 1,014 medical and nursing notes 

across two London hospitals. The results also revealed that 10.8% (109) of patients admitted 

to these two London hospitals suffered some kind of AE during their treatment. Of the 1,014 

notes reviewed, 50% (50) of AEs were preventable with ordinary standards of care, and 33% 

(36) led to moderate or more significant disability or death (Vincent et al., 2001). Although it 

may not be the first measure of patient harm in the UK healthcare system, the study became 

the cornerstone in the patient safety literature. According to the Altimetric Scores (2023) (on 
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behalf of the BMJ), the paper had been cited in 1490 publications (510 times more citations 

than average), with 46 of those in the last two years (2021 to 2023) mentioned in 11 policy 

sources (up to 2023) and is in the top 5% of all research outputs.  

Table 1.1 Patient Safety Record in the UK NHS 

Four hundred people die or are seriously injured in adverse events involving medical devices.  

Ten thousand people are reported to have experienced severe adverse reactions to drugs.  

Around 1,150 people in recent contact with mental health services commit suicide.  

Twenty-eight thousand written complaints are made about aspects of clinical treatment in 
hospitals.   

Hospital-acquired infections – around 15% of which may be avoidable.   

Adverse events in NHS hospitals where harm is caused to patients occur in around 10% of 
admissions – or at a rate above 850,000 a year.  

Source: Department of Health (DH) (2000 p vii-viii)  

A year later, ‘Building a Safer NHS for Patients: Implementing an Organisation without a 

Memory (DH, 2001) was published, which outlined the UK government’s plans for promoting 

and implementing patient safety initiatives in the NHS. The publications by the IOM (2000), 

DH (2000, 2001), and Vincent et al. (2001) undeniably catalysed the safety movement in the 

UK. In response to key policy documents (e.g., Berwick, 2013; DH, 2006, 2010, 2016, 2019, 

2021), several national patient safety bodies were formed to improve quality and safety in the 

UK, as illustrated in Table 1.2. 
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Table 1.2 Development of National Patient Safety Bodies in the UK 2001-2023 

 

Year National Developments for Improvement in Patient Safety 
2001 Establishment of the National Patient Safety Agency (NPSA). Disbanded in 2012

To lead and contribute to improvements in the safety of care by informing, supporting,
and influencing the health sector.

2003 The National Reporting and Learning System (NRLS) was established.
A national central database of patient safety incident reports in the UK to increase the
culture of reporting incidents to improve safety. Replaced by Learn from patient safety
events (LFPSE) in 2022.

2004 The Health Foundation for Patients Initiative was launched.
The UK's first significant quality improvement programme focused on
organisation-wide approaches to patient safety.

2004 Healthcare Commission (HCC) was established. Disbanded in 2009 and replaced by the Care
Quality Commission (CQC)
To assess standards of care provided by the NHS.

2005 Saving Lives was established.
Initially, to reduce the harm caused by MRSA and Clostridium difficile, it covers all
Hospital Associated Infections (HCAI).

2009 Establishment of Care Quality Commission (CQC). Replaced HCC
Ensures that all services meet the fundamental standards of quality and safety.
Reports are publicly available, which include performance ratings.

2009 Introduction of Commissioning for Quality and Innovation (CQUIN) national goals
To secure improvements in the quality of services and better outcomes against national goals.

2012 Quality, Innovation, Productivity and Prevention (QIPP) developed the NHS Safety
Thermometer CQUIN (NHS ST).
To incentivise measured improvements and harm-free care associated with falls,
urinary infection in patients with indwelling catheters, pressure ulcers and
venous thromboembolism (VTE) risk assessment.

2014 Patient Safety Collaboratives across the UK were established.
To provide structure, processes, and networks to drive patient safety across the UK.

2016 NHS Improvement - responsible for overseeing NHS foundation trusts, NHS trusts and
independent providers,
Supporting healthcare providers to deliver consistently safe, high-quality care within
local health systems.

2019 National Patient Safety Improvement Programmes (SIPs) were established.
Led by the National Patient Safety Team (NPST) to deliver safety and quality
improvements across NHS.

2021 The National Patient Safety Committee (NatPSC) was established and replaced by the
National Patient Safety
Alerting Committee (NAPSAC), established in 2018.
Cross organisational committee to review the current landscape of national patient
safety planning, response, and improvements within the healthcare system.

2022 Learn from patient safety events (LFPSE), previously called Patient Safety Incident
Management System (PSIMS), was established to replace the NRLS
National service led by the NHS England for recording and analysing patient safety events
in healthcare in the UK. The service provides a range of innovations to support the
NHS in improving learning from the patient safety events recorded.
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1.2.3 Patient Harm and Adverse Events in the UK 

Considerable progress has been made since the publication of ‘To Err is Human’ (IOM, 2000). 

The Organisation for Economic Co-operation and Development (OECD) (2017) (cited in 

Slawomirski et al., 2018) survey uncovered an array of patient safety initiatives that are used 

to minimise AEs in healthcare organisations in the UK. Figure 1.1 illustrates a snapshot of 

these interventions that are applied at the system, organisational, and clinical levels. Although 

the DH (2019) acknowledged the significant improvements over the years, there is still much 

more to do as the prevalence of patient safety incidents and subsequent harm continues to 

rise in England (see Figure 1.2). 
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Figure 1.1 Survey of Patient Safety Interventions  

 

 

Source: OECD (2017) cited in Slawomirski et al. (2018, p34) 
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Figure 1.2 Number of incidents in England, reported by quarter from Oct 2003 to Jun 2022
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1.2.3.1 Defining Patient Harm and Adverse Events 

Harm is a subset of measurable patient safety and is recognised as harm arising from or 

associated with plans or actions taken while providing healthcare (Runciman et al., 2009). The 

NHS is expected to treat patients in a safe environment while protecting them from avoidable 

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

‘patient safety incident’, ‘near miss’, and ‘never event’. This thesis will refer to harmful events 

as an adverse event (AE) to avoid confusion of these terms. The simplest definition of a 

healthcare AE that will be operationally defined throughout this thesis is a ‘negative effect of 

care, whether evident or harmful to the patient’ (Health Foundation, 2011a, p.4). This definition 

was chosen for its simplicity and reflects contemporary healthcare, as earlier reports refer to 

injuries caused by medical management (Brennan et al., 1991) or physical and psychological 

injury (DH, 2001).  

The National Reporting and Learning System (NRLS) is a national database that collects data 

on patient safety incidents in England and Wales. This is a mandatory requirement for all NHS 

and other healthcare organisations to report AEs against the following incident types (NHS 

England, 2022a): 

1. Implementation of care and ongoing monitoring / review. 

2. Patient accident. 

3. Access, admission, transfer, discharge (including missing patient). 

4. Treatment, procedure. 

5. Medication. 

6. Infrastructure (including staffing, facilities, environment). 

7. Self-harming behaviour. 

8. Clinical assessment (including diagnosis, scans, tests, assessments). 

9. Documentation (including electronic and paper records, identification, and drug 

charts). 

10. Consent, communication, confidentiality. 
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11. Infection control incident. 

12. Disruptive, aggressive behaviour (includes patient-to-patient). 

13. Medical device/equipment. 

14. Patient abuse (by staff/third party). 

15. Other. 

These incident types are further reported against one of five categories that describe the 

seriousness of harm as defined by NHS Improvement (2018) and are illustrated in Table 1.3.  

Table 1.3 Categories for the Degree of Harm 

Degree of 
Harm  Description 

No-harm  
 
A situation where no harm occurred: either a prevented patient safety 
incident or a no-harm incident 

Low harm  
 
Any unexpected incident that required extra observation or minor 
treatment and caused minimal harm to one or more persons  

 
Moderate harm  

 
Any unexpected or unintended incident that resulted in further 
treatment, possible surgical intervention, cancelling of treatment, or 
transfer to another area and which caused short-term to one or more 
persons 

Severe harm  
 
Any unexpected or unintended incident that caused permanent or long-
term to one or more persons  

Death  
 
Any unexpected or unintended event that caused the death of one or 
more persons 

Source: NHS Improvement (2018, p12)  

1.2.3.2 Prevalence of Patient Harm and Adverse Events 

The incident rate of AEs can be viewed as an indicator of patient safety (Abadi, 2017). 

Notwithstanding the concerted efforts in the UK to avoid, prevent, and minimise patient harm, 

there has been a significant rise in AEs (see Figure 1.2). Table 1.4 illustrates the increasing 

numbers of AEs in England against four commonly reported incident types. The data is 

presented in the number and percentages of AEs reported from NHS providers for 
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acute/general care (non-specialised) (NHS England, 2020, 2022a), as this relates to this study 

setting. Remarkably, in March 2022, a total number of 2,364,869 incidents were reported3, an 

increase of 10% from the previous year, of which 78% (1,767,264) were within the 

acute/general (non-specialised) services (NHS England, 2022a). In March 2020, this 

increased by 9% (73,591) and by an alarming 46% (711,721) in March 2022. This was an 

expected rise due to the changes in healthcare provision, COVID-19, the continuation and 

backlog of services, and a rise in infection control incidents related to COVID-19 (NHS 

England, 2022a). It is difficult to ascertain the reliability of this explanation as there is no 

incident category aligned with those reasons apart from infection control. Nonetheless, in 

March 2021, only 3.8% (58,691/1,550,533) of infection control incidents were reported 

compared to 23% (354,097/1,550,533) of incidents relating to the implementation of care and 

ongoing monitoring/review.  

Table 1.4 Reported Adverse Events for NHS Acute/General Services 

 
 

INCIDENT CATEGORY 

Oct 18- Mar 19 Oct 19-Mar 20 Apr 20-Mar 21 Apr 21- Mar 22 

N (%) N (%) N (%) N (%) 

Patient Accidents* 113,235 (15) 117,761 (14) 214,513 (14) 238,970 (14) 

Access. Admissions. 
Transfer. Discharge* 96,505 (12) 103,801 (12) 164,982 (11) 213,061 (11) 

Treatment procedures* 89,950 (12) 89,823 (11) 187,255 (11) 198,481 (11) 

All other incidents  343,375 (45) 350,320 (42) 629,686 (41) 721,602 (41) 

TOTAL NUMBER 765,221 838,812 1,550,533 1,767,264 

NB *Top four commonly reported incidents  
Source: NHS England (2020, 2022a) 
 

 

3 (includes all NHS providers of acute/general (non-specialist, specialist), mental health, community, and 
ambulance services).  
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When classified into the degree of harm, 74.2% consistently resulted in no harm (either a 

prevented patient safety incident or a no harm incident). The rise in severe harm and deaths 

(NHS England, 2020, 2022a) is low compared to no harm and low harm, however, they 

continue to increase (see Table 1.5).  

Table 1.5 Degree of Harm Associated with Reported Adverse Events  

DEGREE OF HARM 
Apr 19- Mar-20 Apr 20-Mar 21  

N (%) N (%) 

No harm 622,652 (74.2) 1,300,060 (73.6) 

Low harm 198,164 (23.6) 421,111 (23.8) 

Moderate harm 15,370 (1.8) 38,977 (2.3) 

Severe Harm 1,870 (0.2) 4,603 (0.3) 

Death 666 (0.1) 2,513 (0.1) 

Total  838,733 1,767,264 

Source: NHS England (2020, 2022a) 
 
 

1.2.3.3 Causes of Harm and Adverse Events  

The preventability of patient harm is fluid over time because healthcare has always been and 

will always be a complex, risk-laden organisation (Slawomirski et al., 2018). Subsequently, 

when patients are harmed, the causes are often multifaceted, complex, dynamic, and diverse 

in the structures, processes, and delivery points across all healthcare system levels and 

system behaviour. Contributory factors include all facets of health care and healthcare 

delivery, as it requires involvement from various members across different organisations and 

settings, who also interact with complex technologies, organisations, and procedural 

infrastructures. Likewise, modern therapies, diagnostics, and interventions are complex, and 

these factors significantly increase the risks of complications, errors, and harm (Slawomirski 

et al., 2018). These are primarily administered to a considerable proportion of patients whose 

access to healthcare is greater, thus increasing demands for NHS services.  
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Today, over half of the population has long-standing health problems such as asthma, 

coronary heart disease, lower back pain, high blood pressure, and depression (Office of 

National Statistics, 2022). People live longer as 18.6% (11 million) are 65 years and over 

(Office for National Statistics, 2023), and this increases the probability of illness and frailty due 

to the higher prevalence of multiple long-term conditions, frailty, and dementia (Kingston et 

al., 2017). Finally, according to the Joseph Rowntree Foundation (2016), approximately 22% 

(14.4 million) of the population lives in poverty, making maintaining a healthy lifestyle more 

complex and leading to more significant adverse health outcomes. For example (e.g.) there is 

a strong relationship between a poor diet and a range of diet-related health problems, including 

diabetes (Jannasch et al., 2017), obesity (Public Health England, 2017; Srour et al., 2019), 

cardiovascular disease (Srour et al., 2019), and some cancers (Fiolet et al., 2018). Poverty 

makes it harder for people to access services for earlier stages of ill health, and for those living 

in deprived areas, the services are not always available. Subsequently, they get sicker and 

access services later. According to Mallorie (2024), accident and emergency (A&E) 

attendances are twice as high, emergency admissions are 68% higher, patient numbers are 

higher, and patients spend longer in critical care. 

Common causes of preventable harm among patients include hospital-acquired infections, 

poor clinical monitoring, misdiagnosis, delay in treatment, injuries caused by improper 

utilisation of medical equipment, and medication errors (WHO, 2009b, NHS England, 2020, 

and 2022a). Preventing harm is vital to all healthcare staff, but nurses play a key role in patient 

safety and report most AEs due to their proximity and interaction with patients (Johnstone and 

Kanitsaki, 2005). Critical sources of preventable patient harm could include the actions of 

healthcare professionals (errors of omission or commission), healthcare system failures, or a 

combination of errors made by individuals, system failures, and patient characteristics 

(Brennan et al., 2004; Chang et al., 2005). A systematic review by Giles et al. (2015) concurs, 

as they found that organisational factors (staff workload, education and training, leadership, 

and patient characteristics (personality, multimorbidity) contributed to patient harm. In relation 
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to these factors, adequate staffing levels are therefore integral to providing safe care to 

patients. Nevertheless, there is a national shortage of RNs, as currently there are 

approximately 46,628 vacancies in the UK (NHS England, 2023b). Therefore, recruiting and 

retaining nurses is a significant concern for healthcare providers and patients. The impact of 

inadequate staffing levels on patient-related and healthcare staff-related outcomes is well-

documented in the literature and discussed in section 1.3.  

The increasing rise of AEs reported by NHS staff may suggest the development of a more 

open and transparent reporting culture that provides opportunities to learn from errors 

(Elmonstri et al., 2017; Sammer et al., 2010). Yet, causative factors are consistently attributed 

to most types of harm, including insufficient education, knowledge and skills, and inadequate 

organisational culture (Sandelowski, 2018). However, most patient harm can be traced to 

failures in communication (Giles et al., 2015; Greenberg et al., 2007; Guttman et al., 2021; 

Kripalani et al., 2007), accounting for 70% of AEs (Guttman et al., 2021). In acute hospital 

settings, speaking up about AEs has been identified as a positive precursor to patient safety 

outcomes (Robbins and McAlearney, 2016; Schwappach and Richard, 2018). Speaking up is 

an important communication strategy to prevent patient harm (Schwappach and Niederhauser 

2019), and is defined as the:  

‘Assertive communication in clinical situations that require (immediate) action 
through questions or statements of opinion or information with appropriate 
persistence until there is a clear resolution to prevent error or harm from 
reaching the patient’ (Schwappach and Gehring, 2014, p2). 

This is fundamental to safe health care; however, not all AEs and resultant harms are reported 

as nurses choose to remain silent by actively not voicing their concerns or raising questions 

that may be useful in each situation (Okuyama et al., 2014). Speaking up and silent behaviours 

when reporting AEs is a well-recognised phenomenon in nursing (Schwappach and Richard, 

2018; Soydemir et al., 2017). Indeed, Schwappach and Niederhauser’s (2019) cross-sectional 

study found that nurses experience greater difficulty speaking up than other healthcare 

professionals. Several factors contribute to these behaviours, which are discussed further in 

Chapter 2 (s2.1).  
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Communication failures include withholding concerns, questions, or information when patient 

safety is jeopardised (Guttman et al., 2021) or when critical and essential information has not 

been transmitted to healthcare teams and patients at the right time (Sandelowski, 2018). 

These causes can often be found in the hierarchies and cultures of organisations and systems 

(Francis 2013). Indeed, in several high-profile cases across the UK, communication 

breakdowns across the systems, organisation, and clinical levels were undoubtedly a 

significant contributor that led to severe failings in the quality and safety of care provided. 

Below is a snapshot of these that have occurred within different healthcare professional 

groups.  

• Bristol Royal Infirmary Inquiry (2001): High mortality of babies after cardiac surgery 

through substandard care and lack of monitoring of the doctor’s poor performance when 

undertaking surgery. 

• The Victoria Climbié Inquiry (Laming, 2003):  Local Safeguarding Children’s Board 

Harringay, (2009): A gross failure of the system to safeguard vulnerable children resulting 

in the fatal death of a child.  

• Winterbourne View Hospital Scandal (2011): Exposed by BBC Panorama in 2011. 

Failure to safeguard vulnerable adults resulted in neglect and severe abuse of patients 

with learning disabilities and autism. The final health review was published by the DH 

(2012). 

• The Report of the Mid-Staffordshire NHS Public Inquiry (Francis, 2013): The tragedy 

of Mid-Staffordshire Hospital, where substandard care (between 2005 and 2009) led to 

high mortality rates from unavoidable causes and patients suffering from unnecessary 

embarrassment and harm.  

• Ockenden Report (Ockenden, 2022): A gross failure of the maternity services at 

Shrewsbury and Telford NHS Hospital (between 2000 and 2019) to safeguard mothers 

and their babies, resulting in high mortality or severe health complications.  
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The Mid-Staffordshire NHS Foundation Trust (MSFT) tragedy is the most notorious lapse in 

care in the UK NHS, as detailed and catalogued for posterity within the Francis Inquiry (2013). 

This report is now considered a permanent part of the history of the NHS in England (Berwick, 

2013, p7) that showed the suffering of many patients. It was estimated that 400 to 1,200 

patients died due to severe failures by a provider Trust Board (Francis, 2013). These failures 

were contributory to financial pressure, staff shortages, and a negative organisational culture 

related to managerial and leadership responsibilities. The organisation did not listen 

sufficiently to its patients and staff, and they did not address the insidious negative culture that 

resulted in acceptance of substandard practices (Francis, 2013). The 290 recommendations 

were intended to change the culture of the NHS to avoid future catastrophic systematic failures 

across UK hospitals. Nevertheless, healthcare organisations across the UK should deliver the 

desired quality and safety improvements. The report findings and recommendations pressured 

healthcare organisations to cultivate a positive safety culture if they were to achieve the 

desired outcomes to safeguard the safety of patient care (Francis, 2013).  

The following section will introduce the evolution and conceptualisation of safety culture, 

providing a brief overview of safety culture and climate. A comprehensive exploration and 

further critique of the safety culture and climate literature is discussed in Chapter 2, which 

includes the associated dimensions and how safety culture and climate are measured. 

1.2.4 Safety Culture in Healthcare  

Safety culture was introduced to the literature at the beginning of the 20th century. Initially, little 

attention was given to this term until the catastrophic Chernobyl Nuclear Disaster in 1986, 

when it appeared in the International Nuclear Safety Advisory Group (INSAG) post-accident 

summary report (International Atomic Energy Agency (IAEA) 1986, p9). The report stressed 

that the safety culture reflected the consequences of organisational and human factors on 

safety performance and later concluded that a poor safety culture that resulted in a ‘range of 

human errors and violations of operating rules’ (IAEA, 1986, p9) caused the disaster. It was 
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not until five years later that the IAEA (1991, p1) carefully composed a definition that related 

to personal attitudes, habits, thoughts, and the style of the organisation and offered the 

following description of safety culture in connection with nuclear plant safety: 

‘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’. 

Other safety-critical industries, such as aviation, energy, nuclear power, and railways, adopted 

safety as an essential standard that changed the culture within their industries. Safety culture 

encompasses what is valued, beliefs about how things work, and behavioural norms for how 

work is carried out (Vogus and Sutcliffe, 2007). The most used and widely influential definition 

in the literature (Sammer et al., 2010; Feng et al., 2008; Willmott and Mould, 2018) is by the 

UK Health and Safety Commission (HSC, 1993, p23), who defined it as: 

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

This definition will be adopted as the operational definition in this thesis as it outlines what an 

organisational safety culture should include. This was derived from the Advisory Committee 

on the Safety of Nuclear Installations and the Health and Safety Commission of Great Britain 

(ACSNI-HSC) and emulated within organisations in safety-critical industries, including 

healthcare. Furthermore, it is personified by the shared values, attitudes, behavioural norms, 

and procedures that individuals, units, or teams hold within an organisation (Feng et al., 2008; 

Weaver et al., 2013).  

In contemporary healthcare, efforts have been made to shift the healthcare system's focus to 

quality and safety, where errors (safety) are recognised as a breakdown in processes (quality) 

and reported to a central database. The errors are investigated to find the steps in every 

related process to decide where different decisions or actions could have prevented the error 

(Sutcliffe, 2011). Undeniably, safety culture is often referred to as a leading indicator 

(Choudhry et al., 2007; Xu et al., 2021) or a distal antecedent of safety (Beus et al., 2016), 

https://www.sciencedirect.com/science/article/pii/S0925753522003320#b0075
https://www.sciencedirect.com/science/article/pii/S0925753522003320#b0670
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where safety culture has an indirect effect on accidents/injuries via safety-related behaviours 

(Zohar, 2003). Safety culture is considered strong when positive attitudes and beliefs are 

shared, where mistakes are recognised, reported, and learnt from (Tear and Reader, 2023). 

Conversely, fragmented negative attitudes and beliefs about patient safety, punitive 

responses to errors and failure to report them, and increased susceptibility to accidents show 

a weak safety culture (Clarke, 2000; Guldenmund, 2000; Singer et al., 2009). The apparent 

differences between a positive and negative safety culture might seem straightforward but 

promoting a positive safety culture is challenging for healthcare organisations. 

Several definitions of safety culture reflect this term's lack of a universal definition. The 

difficulties of defining and operationalising safety culture are related to the multifaceted 

dimensions. These include teamwork, leadership, communication, learning, and blame-free 

culture (Sammer et al., 2010; Vincent, 2010), reflected in the norms, values, and practices 

that promote or inhibit a positive safety culture (Bisbey et al., 2021). Equally, healthcare 

systems and delivery are overly complex because of the inconsistent interaction between 

diverse and dynamic factors. These include a variety of healthcare services, disparities in the 

health status of patients, specific competencies, and professional roles (both clinical and 

managerial), as well as the wide-ranging processes and goals to be achieved (Bagnasco et 

al., 2011). Because of the complex social processes within healthcare, the beliefs, attitudes, 

and values that motivate safety culture behaviours can vary from hospital to hospital, ward to 

ward, unit to unit, and individual to individual. Consequently, different subcultures will emerge 

around various groups, roles, and organisational management structures, with few commonly 

shared values, beliefs, and attitudes the whole organisation shares. Finally, measuring the 

safety climate of individuals working within the healthcare organisation is essential to 

assessing the organisation's safety status and culture. However, this can be confusing due to 

the ongoing debate of what safety climate is and is not (Chapter 2 discusses the safety 

culture/climate measuring tools).  

https://www.sciencedirect.com/science/article/pii/S0925753522003320#b0700
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1.2.5 Safety Culture versus Safety Climate 

Safety climate is often considered a more malleable unit or group attribute (Palmieri et al., 

2010), forming shared perceptions, attitudes, and beliefs about risk and safety (Mearns and 

Flin, 1999). Over time, this has been expanded to become a set of perceived or shared 

perceptions or attitudes among groups about the norms, policies, and procedures related to 

patient safety (Zohar and Luria, 2010). Within empirical studies, global reports and national 

policy documents, the term ‘safety climate’ is often used interchangeably with ‘safety culture’ 

when referring to organisational culture, which reflects a lack of agreement about these terms. 

The confusion between the terminology is not surprising as they share overlapping 

methodologies (e.g., safety attitude surveys).  

At the start of the patient safety movement, Mearns and Flin (1999) argued that the concepts 

are distinct but related, which may be reflected in the shared ways of thinking and behaviours 

of staff that work to meet the primary aim of patient safety (Cooper, 2000; Guldenmund, 2000: 

Mustard, 2002). Other authors (e.g., Zohar et al. 2007; Zohar and Hoffman, 2012) agree that 

the two concepts are interlinked whereas as several authors debate the differences. For 

example, Flin et al. (2006) and Zohar (2010) described safety culture as a surface component 

of employees' perceptions of the underlying safety culture (e.g., management behaviours, 

safety systems). Subsequently, the safety climate is temporary and subject to change 

depending on situational and environmental factors. Therefore, some argue that it only 

signifies safety during a specific period (Clarke, 2010; Halligan and Zecevic, 2011). However, 

Wiegmann et al. (2004) argued that safety culture constitutes more enduring characteristics 

that reflect fundamental values, standards, assumptions, and expectations in a societal culture 

built and sustained over time. Similarly, Yule (2003) claimed that the definitions of safety and 

safety culture share similar aspects, with the main difference being that safety culture is 

characterised by ‘shared underlying beliefs, values, and attitudes towards work and the 

organisation in general’ (Yule, 2003, p3). In contrast, safety climate is more related to the ‘day-
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to-day perceptions towards the working environment, working practices, organisational 

policies, and management’ (Yule 2003, p.3).  

There are many definitions of safety culture and safety climate within and outside of healthcare 

(Churruca et al., 2021). Cooper (2016, p4) summarises the situation as a ‘definitional swamp’, 

highlighting 51 definitions of safety culture and 30 definitions of safety climate. Despite 30 

years of work, no universal agreement exists on defining these concepts (Cooper, 2016). 

While having limitations, both approaches to defining safety culture and climate have 

contributed to the discourse of understanding of these concepts and their applicability to safe 

healthcare practice. Nowadays, it is acknowledged that an appreciation for climate and culture 

is needed to ‘see the whole elephant’ (Schneider et al., 2017, p470) when examining 

organisations. It is therefore necessary to go beyond identifying the environment to construct 

the path of cultural change, establish a positive patient safety climate, and understand what 

factors contribute to a negative safety culture.  

It is acknowledged that there are differences between the two concepts, and in this thesis, the 

operational definition of safety climate will be defined as the: 

‘Surface features of the safety culture from attitudes and perceptions of 
individuals at a given point in time and thus a measurable component of safety 
culture’ (Halligan and Zecevic, 2011, p.340).  

This was chosen as it is a simple definition that reflects the aim and objectives of this study. 

The RNs perceptions of safety climate will be measured at four timepoints which will provide 

their shared perceptions of safety culture within their workplace and organisation.  

1.3 The Nurse's Role in Patient Safety  

Institutionalising safety is the shared responsibility of all healthcare providers in the healthcare 

system. Nevertheless, nurses have a significant role in improving patient safety culture. When 

facing the challenges of healthcare systems, nurses are well positioned to protect the safety 

of patients or harm them with unsafe practices (Farokhzadian et al., 2018). A key factor is that 

nurses are the most significant workforce, with 584,365 employed in the UK (WHO, 2021b), 
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in comparison with other healthcare professionals such as medical doctors (213,357), 

physiotherapists (31,760), and midwives (32,384) (WHO, 2021b). For nursing, recent data 

reported by the NMC (2023a) indicated that the number of RNs (adult, children’s, mental 

health and learning disability) on the permanent register grew from 704,507 in March 2022 to 

731,058 in March 2023. However, according to the NHS England (2023), only 218,868 are 

employed as adult nurses in the NHS Acute setting. Another key factor is that nurses are 

fundamental to preventing errors as they are the most trusted profession in the UK (Ipsos, 

2022), and they are portrayed as the best-informed healthcare profession (Fei and Vlasses, 

2012). Earlier research by Callahan and Ruchlin (2003) and Thompson et al. (2005) also value 

the role of the nursing profession as they concluded that assessing, creating, and maintaining 

a safety culture should be an essential role of nurses. However, this is not new for nurses as 

they have a professional, legal, and moral duty when providing direct patient care and keeping 

patients safe (NMC, 2018).  

1.3.1 Registered Nurses Duty of Care  

The nursing profession is centred on a commitment to upholding the ethical and legal 

principles of providing a duty of care, doing no harm, continually safeguarding patients, and 

acting professionally (NMC, 2018). As regulated healthcare professionals with the NMC, 

nurses should prioritise the interests of people needing nursing services, their care, and their 

safety (NMC 2018, p6) so that patient safety is not affected. Moreover, the fundamental 

underpinning principles of safe nursing care are for nurses to exercise their professional duty 

of candour to be open and transparent when mistakes occur, to raise concerns, and to learn 

from errors. In addition, nurses are contractually obliged to adhere to organisational policies 

and procedures for monitoring and preventing harm or risk through assessing, planning, and 

monitoring patient care. 

Communication, teamwork, and leadership are the essential components of a safety culture 

and are instrumental to safe nursing care (Farohkzadian et al., 2018). Hence, nurses are key 

players in patient safety, and quality and safety are core values of nursing care. Nurses work 
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affects measurable core patient safety outcomes (Kirwan et al., 2013) by preventing multiple 

AEs from medication errors, pressure ulcers, lack of information, falls, and nosocomial 

infections. It would therefore be assumed that no patients should ever be harmed while 

receiving care in the hospital. Nevertheless, the clinical setting is naturally unpredictable, with 

the ultimate focus on where patient safety occurs, where nurse-patient interactions occur, 

where safety failures emerge, and where patients are harmed (Brasaite et al., 2015). There 

has been a growing interest in safe nursing care in the past two decades, particularly when 

fundamental and essential nurse care is missed, delayed, or rationed, otherwise known as 

missed nursing care (MNC). This is often described as any aspect of required patient care 

that is omitted (Kalisch, 2006) and defined as care that is either ‘delayed, partially completed, 

or not completed’ (Kalisch et al., 2009, p3), 'care left undone’, 'unmet nursing care’, or 

'rationing care' (Chaboyer, 2021, p82). The following section will explore MNC and its 

relationship to the RN's role in preventing harm. 

1.3.2 Missed Nursing Care 

As nursing is centred around a holistic approach, nurses battle against their moral, ethical, 

and professional duty to care against the external pressures that negatively affect their 

responsibility to care. The current literature on MNC provides growing evidence of the 

pervasive nature of the problem and a plausible indicator of poor nursing care. More 

importantly, MNC poses a threat to patient safety (Griffiths et al., 2018; Griffiths, Dall'Ora, et 

al., 2014) as it has significant patient safety implications and correlates with a weak safety 

climate reported by nurses (Ball et al., 2014; Labrague, 2022).  

Missed nursing care and its association with a wide range of undesirable adverse patient 

outcomes are well documented in the empirical studies (e.g., Kalisch and Xie, 2014; Lucero 

et al., 2010; Recio Saucedo et al., 2018; Schubert et al., 2008, 2013). Some of these include 

failure to rescue (Carlesi et al., 2017), increase in falls, healthcare-related infections, 

readmission and hospitalisation, higher post-operative complications (Ball et al., 2018; 
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Mynaříková et al., 2020), and mortality (Ball et al., 2018; Wieczorek-Wojcik et al., 2020). A 

systematic review of 14 studies found that drug administration errors, nosocomial infections, 

patient falls, and decubitus ulcers were caused by MNC (Recio-Saucedo et al., 2018). 

Enquiries into potentially avoidable hospital deaths prove how nursing staff omissions can 

lead to serious adverse outcomes. Sadly, these omissions are fundamental aspects of safe 

patient care, and preventable deaths are attributed to factors such as failing to measure and 

monitor patients' vital signs, recognising early signs of deterioration, and communicating 

abnormal observations (Dagmar et al., 2007; Hogan et al., 2012).  

1.3.3 Prevalence of Missed Nursing Care 

Worldwide estimates of MNC ranged from 55% to 98%, with higher incidence seen in acute 

care facilities and resource-scarce healthcare institutions (Jones et al., 2015, 2020). Ball et al. 

(2014) conducted a cross-sectional survey in an acute hospital. Using a list of 13 nursing care 

activities, they concluded that 86% (2,508) from a sample of 2,917 RNs reported that in their 

last shift, they had omitted at least one of the care activities (see Table 1.6) that was believed 

to have been done. Griffiths et al. (2014) reported similar findings in a pan-European study 

involving 488 hospitals across 12 European countries. For the UK, 46 hospitals were included, 

and from a sample of 2,918 RNs, they found a high prevalence of care left undone, reported 

by 75% (2,188) of nurses. Two systematic reviews (Griffiths et al., 2018; Mandal et al., 2020), 

a literature review (Jones et al., 2015), and two narrative studies (Kalánková et al., 2020; 

Vincelette et al., 2019) have all found that more types of care are not being provided. These 

include essential nursing care, psychosocial care, care planning, and patient education. In 

addition to Ball et al.'s (2014) activities (Table 1.6), recent studies report additional care 

activities that include recording and monitoring fluid intake and output, mobilisation of patients, 

personal hygiene (bathing), and symptom management (Jones et al., 2015; Kalánková et al., 

2019; Mandal et al., 2020; Vincelette et al., 2019). The administration of medications, 

response to pain, and procedures were examples of activities that were least missed by nurses 

(Mandal et al., 2020). 
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Table 1.6 Core Nursing Care Activities   

MISSED NURSING CARE ACTIVITIES 

Adequate patient surveillance 

Adequate documentation of nursing care 

Administration of medicine on time  

Comfort talks with patients  

Develop or update nursing care plans  

Education patients and their family  

Frequent changing of the patient's position   

Oral hygiene 
Pain management  
Planning care  
Preparing patients for discharge  
Skincare  
Undertaking treatments/procedures 

Source: Ball et al., (2014, p122) 

 

Prioritisation and completion of care include factors such as time or lack of time needed to 

complete a care task and the immediate impact that delaying or missing care might have on 

patients (Kalisch, 2006). External factors, such as lack of resources, teamwork, and 

communication, were contributory factors. However, the two commonly reported factors 

nurses reported were inadequate staffing and the negative workplace environment. Nurses 

also cited inadequacy of material resources and communication tensions with healthcare team 

members as significant reasons for delaying nursing care (Kalisch et al., 2009; Palese et al., 

2015). 

1.3.4 Association of Missed Nursing Care and Staffing Resources   

The relationship between low staffing levels and MNC stood out as the single and most 

powerful indicator of MNC (Ausserhofer et al., 2014; Ball et al., 2014; Ball et al., 2016; Griffiths 

et al., 2018; Kalisch et al., 2011; Lake et al., 2020; Mandal et al., 2020). International studies 

have strongly associated staffing status with higher incidents and frequency of omitted nursing 

care (Labrague, 2022; Lake et al., 2020; Park et al., 2018). In the UK, RNs working in NHS 

hospitals report that care is needed but is often not done because of insufficient time and 

increased workload related to low staffing levels (Ball et al., 2014; VanFosson et al., 2016). 

Conversely, it has been reported that nurses are less likely to miss essential care when they 
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have sufficient staff resources to meet patient care needs. Griffiths et al. (2014) found that UK 

nurses caring for six or fewer patients decreased the likelihood of missing nursing care 

compared to nurses caring for 11 or more patients. The findings from the literature provide 

compelling evidence that nurse staffing levels are an essential precursor of MNC and 

increased patient harm. Contemporary healthcare research has focused on both nursing 

workload and patient safety, where it has been shown that adequate staffing improves patient 

safety, while a high workload (due to low staffing) increases the risk to patient safety (Aiken 

et al., 2014; Chiang et al., 2017). Staffing inadequacy has been attributed to reduced rates of 

rescue failure (Carlesi et al., 2017) and increased length of hospitalisation (Labelle et al., 

2019).  

Missed nursing care also increases the probability of poor patient outcomes, such as a higher 

risk of dying in the hospital and has been shown to correlate with low staffing levels. Ball et al. 

(2018) conducted a large retrospective study to examine the association between nurse 

staffing level, missed care, and 30-day inpatient mortality. They collected data from 422,730 

hospital records and surveyed 26,516 RNs across 300 general hospitals in nine countries. 

The findings discovered a correlation between low staffing levels, MNC, and increased 

mortality rates (following standard surgical procedures). It was reported that an increase in a 

nurse's workload by one patient resulted in a 10% increase in MNC, which increased the 

chances of a patient dying within 30 days of admission (Ball et al., 2018a). The analysis 

supported a potential explanation for the frequently observed association between nurse 

staffing and mortality.	

1.3.5 Association of Missed Nursing Care and the Working Environment 

Reis et al. (2018) suggested that a work environment with a positive patient safety culture 

fosters nurses' safety behaviours, leading to favourable patient care outcomes (as identified 

in Table 1.6). Consequently, the crucial role of nurses in the practice environment should be 

to provide optimally positive patient outcomes. Lake et al. (2020) and Zhao et al. (2020) found 
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that when nurses are encouraged and engaged with safety behaviours, they are more fully 

motivated and committed to their work, they proactively engage in patient care, and 

subsequently, they are less likely to miss nursing care. There was also a correlation between 

a positive working environment, sufficient staffing levels, effective leadership, and effective 

teamwork and a lesser occurrence in MNC (Zhao et al., 2019; Kim et al., 2018). A reduction 

in medication errors (Valentin, 2013), lower mortality rates, fewer patient falls, fewer 

complications, and healthcare-related infections (Al Sabei et al., 2020; Falguera et al., 2021; 

Lee and Scott, 2018) has been associated with a positive working environment. However, the 

unpredictability of the practice environment can create a hostile working environment due to 

higher stress levels, increased patient acuity, and inadequate resources to meet the demands, 

leading to failures in patient safety and subsequent harm (Brasaite et al., 2015).  

Several studies have regularly cited that nurses working in a less favourable working 

environment are a significant precursor of AEs and MNC (Lake et al., 2020; Mandal et al., 

2020; Zhao et al., 2020; Stalpers et al., 2015). A sizeable descriptive correlation study by Park 

et al. (2018) examined the association between the practice environment and MNC, which 

included a sample of 31,650 RNs from 1,538 units in 371 hospitals. The findings revealed that 

84% (25,586) of nurses reported missing at least one (out of 15) necessary care activities. For 

those working in a positive environment (based on scores >75th percentile of the mean 

distribution for the whole Practice Environment Scale of the Nursing Work Index (PES-NWI) 

scale, which was greater than 3.077 of the mean PES-NWI composite score), 63% (19,939) 

of nurses were less likely to MNC compared to 81% (26,636) of nurses who were more likely 

to MNC when working in a poor environment (<25th percentile, less than 2.744).  

Nurse staffing levels and the working environment were key factors that positively or 

negatively affected patient care. Sufficient staff resources promote a positive working 

environment and safety culture, where nurses are less inclined to miss nursing care, leads to 

positive patient outcomes. Conversely, adverse patient outcomes are attributed to MNC 
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created by insufficient staff resources and a negative working environment, thus creating a 

negative safety culture. Nevertheless, the adverse effects for nurses include lower job 

satisfaction, emotional exhaustion, burnout, and high nurse turnover (Chiang et al., 2017), 

with higher rates of anxiety and stress (Carlesi et al., 2017; Delgado et al., 2017). Nursing is 

proclaimed to be a holistic discipline where nurses want to care for patients and do no harm. 

However, given the ethos of nursing, it is not surprising that nurses report poor job satisfaction, 

absenteeism, and even an intention to leave their jobs when they feel that their workplace is 

removing their ability to care, forcing them to miss nursing care. These factors are amenable 

to organisational interventions, and therefore efforts to reduce MNC should address these 

them. 

1.4 Patient Involvement in Patient Safety  

Internationally, there has been increasing demand for greater patient and public involvement 

since the publication of ‘To Err is Human’ (IOM, 2000). In the UK, steps were taken to ensure 

patients were more specifically involved in safety as the DH (2001) explicitly highlighted the 

need to examine a clear role for patients in helping to promote and reach safety goals. 

Historically, patients have been considered ‘the victims of errors and safety failures’ (Vincent 

and Coulter, 2002, p76). In their seminal paper ‘Patient Safety: What about the Patient?’ 

Vincent and Coulter's (2002) meaning were simple and compelling, stating that patient safety 

can be improved through the greater involvement of the patient and their families. As patients 

are the only ones to see their care journey, they are more attentive to finding adverse incidents 

as or before they happen (Vincent and Coulter, 2002). Furthermore, patients can provide new 

perspectives from those of healthcare professionals, and by developing an active patient role, 

patients can help to ensure that care is effective, appropriate, and safe (Vincent and Coulter, 

2002).  

Whilst it seems reasonable to speculate that involving patients may prevent AEs and harm 

(Longtin et al., 2010), few studies have fully addressed the evidence for involving patients in 
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patient safety (McDonald et al., 2013), and straightforward evidence for patient involvement 

is lacking. Watcher (2010) highlights the lack of research as a troubling gap when assessing 

patients' achievements in promoting patient safety. Even more concerning is the dearth of 

evidence on how best to involve patients and whether patient involvement improves patient 

safety (Berwick, 2013; Lawton et al., 2017). However, the evidence supports that patients 

have a role in promoting patient safety, which are discussed in the following section. 

1.4.1 The Patient’s Role and Engagement in Patient Safety  

The possibility that patients might contribute to their and others' safety was noted early in the 

patient safety movement (IOM, 2000; DH, 2001; Entwistle et al., 2010; Vincent and Coulter, 

2002). Since then, a growing body of evidence has discussed what patients might be involved 

in and how to engage them in patient safety. For the former, it has been shown that patients 

can play a significant role in various aspects of their care. These include helping to reach an 

accurate diagnosis; choosing the right treatment; choosing healthcare providers; the decision-

making process on health issues; active participation in the planning, monitoring, and 

evaluation of care; detecting AEs; acting to prevent harm, speaking up, and error reporting 

(Sahlström et al., 2019; Sarkhosh et al., 2022; Vincent and Coulter, 2002). For the latter, 

earlier studies have focused on improving patient engagement around healthcare workers' 

hand-hygiene practices.  

Various interventions encouraged patients to ask healthcare workers if they had washed their 

hands. These included posters (Davis et al., 2013; Stone et al., 2007), the Pink Patient Safety 

video (Davis et al., 2012a; Stone et al., 2007), education models and other patient-directed 

visual aids (McGuckin et al., 2001). Two studies (Stone et al., 2007; McGuckin et al., 2001) 

reported increased handwashing practices. Later studies by Davis et al. (2012b, 2013) 

concluded that patients were comfortable about asking about handwashing and would notify 

healthcare providers about medication errors. Other studies have proven how patients can 

influence patient safety, such as preventing pressure ulcers (Chaboyer et al., 2016), patient 

falls (Dykes et al., 2017), and surgical-site infections (Tartari et al., 2017).  
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The political and societal drivers and the wider body of literature accept that patients have a 

role in patient safety and error prevention. It has also been inferred that patients are highly 

motivated to reduce risk and improve outcomes (Holme, 2009; Lyons, 2007) and are willing 

to engage in safety behaviours (Davis et al., 2012b, 2013; Wright et al., 2016). Equally, the 

viewpoints from patients support the evidence as they shared positive attitudes about 

engaging in their safety and supporting general educational campaigns (Schwappach, 2010; 

Schwappach et al., 2013a). Moreover, findings from an exploratory quantitative survey report 

positive attitudes of patients who have been involved in medication safety (Mohsin-Shaikh et 

al., 2014). Further evidence supports the patient's role and their ability to report on safety 

events in the hospital (Ward and Armitage, 2012), and patient views positively correlate with 

improved patient safety outcomes (Lawton et al., 2015). Despite the increasing popularity of 

involving patients and the contribution they could make, there are however, barriers that hinder 

patient involvement.  

1.4.2 Barriers to Patient Involvement in Patient Safety  

While patients express a willingness to play an active role in error prevention, paradoxically, 

there is a disparity between willingness and subsequent engagement and whether they are 

encouraged to participate (Davis et al., 2011; Schwappach, 2010). Some patients, feeling that 

it is not their responsibility, choose to trust and cooperate with healthcare professionals, 

preferring to adopt a passive role (McMurray et al., 2011; Rathert et al., 2012). Other reasons 

included those patients who felt unfamiliar, uncomfortable, or shy with these situations 

(Longtin et al., 2010; Pittet et al., 2011), had low health literacy related to their medical 

condition, or had limited skills related to safety issues (Martin et al., 2013; Sarkhosh et al., 

2022; Walters and Duthie, 2017). 

Several studies have explored the extent to which patients and professionals feel comfortable 

involving them in safety. However, concerns have been raised about the negative impact on 

the healthcare professional–patient relationship (Martin et al., 2013; Schwappach et al., 

2013b). Waterman et al. (2006) conducted a telephone survey involving 2,087 patients and 
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found that 91% (1,899) believed they could prevent medical errors, and 98% (2,045) 

considered hospitals should educate patients about error prevention (Waterman et al., 2006). 

Of the 2,087 patients, 84% (1,753) felt comfortable asking a nurse to verify patient identity. 

However, contrary to the positive findings of the evaluative studies relating to handwashing 

(e.g., Davis et al., 2012a, 2012b, 2013, McGuckin et al., 2004; Stone et al., 2007; Waterman 

et al., 2006), Waterman et al’.s (2006) concluded that patients were uncomfortable asking 

healthcare workers about whether they had washed their hands. This may be attributed to the 

patient’s concerns that it could offend healthcare professionals or a lack of awareness that 

handwashing can reduce hospital-acquired infections. On the other hand, patients dislike 

actions that check, challenge, or criticise professional integrity and subsequently avoid 

involvement in patient safety. Furthermore, patients do not want to be seen as problematic 

and fear that they may be portrayed as ‘bad’ patients, thus compromising the quality of their 

care (Entwistle et al., 2010; Hrisos and Thomson, 2013). Interestingly, even healthcare 

professionals in the patient role demonstrated a similar reluctance to engage in safety 

behaviours, as doctors reported their reluctance to ask challenging questions of other doctors 

or let them know of problems in their care (Schwappach et al., 2013b).  

Healthcare professionals' attitudes and support can significantly enhance patients' 

confidence. The ability and willingness to be involved in safety are affected not only by aspects 

of the patient-professional relationship but also by how healthcare staff relate to patients and 

the predicted response from staff to patient involvement in patient safety. The evidence 

suggests that patients are more likely to be involved if healthcare professionals are 

responsive, interested, and approachable; if they take time to listen; offer clear, simple, open, 

and honest interactions; establish positive communication; and form human connections with 

patients (Bishop and Macdonald, 2017; Entwistle et al., 2010; Hovey et al., 2010). However, 

there is a degree of resistance from healthcare professionals (Ocloo and Matthews, 2016) as 

safety was not a topic of attention during communication between patients and HCPs (Martin 

et al., 2013). Hindrance in patient participation has also been linked to HCP attitudes where 
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they feel they know what is right for patients. These attitudes are characterised by power and 

control, manifested in dominant or secretive behaviours where the HCP takes over or excludes 

the patient in the decision-making process about their care (Larsson et al., 2011). One 

explanation could be attributed to the limited human resources, as nurses are under time 

pressures, which limits their ability to engage with and include patients in patient safety 

(Schwappach et al., 2013b). 

Negative attitudes generate fear in patients as they avoid asking questions when healthcare 

professionals are too busy, overburdened, or in case they might cause offence (Bishop and 

Macdonald, 2017). This continues to be problematic, as findings from a recent qualitative 

study revealed that 28 out of 31 nurses reported that they had less time for patients due to 

staff shortages, and subsequently this acted as a barrier to patient involvement in patient 

safety (Sarkhosh et al., 2022). Another factor is the existence of professional defensiveness 

(Howe, 2006), caused by fear from HCPs about the potential negative impact of detailed, open 

discussion and inquiry into patient safety (Howe, 2006; Vincent, 2010). Therefore, involving 

patients requires strategies to ensure that professionals have positive attitudes, are 

supportive, and ask for feedback. It is also essential to have the infrastructure to act on 

patients’ comments to encourage them to participate. The Berwick Report (2013, p4) clearly 

states that healthcare staff should ‘engage, empower, and always hear patients and carers’ 

and that they should be ‘present, powerful, and involved in all levels of healthcare 

organisations from wards to the board of trusts’. In short, greater patient involvement may 

require changing the healthcare culture so that patients and professionals work as partners in 

a joint team, which is an essential priority for the NHS. Despite the supportive policy drivers 

(e.g., Berwick, 2013; DH, 2001; IOM, 2000; WHO, 2009), the progress of patient involvement 

continues to be patchy and slow (O’Hara et al., 2016).  

The NHS National Patient Safety Strategy (NPSS) (NHS England, 2019) sets out ambitious 

objectives to increase patient involvement through creating patient safety partners (PSPs) by 



 34 

2022. A PSP refers to the role that patients, carers, families, and other laypeople can play in 

an NHS organisation's patient safety strategy (NHS England, 2019). However, the caveat is 

that these roles require support from senior leaders in the organisation. Furthermore, the 

NPSS aims to ensure that patients and NHS staff have the skills and opportunities to improve 

patient safety through the National Patient Safety Syllabus (NHS England, 2019). The NHS 

National Patient Safety Syllabus (NHS England, 2023a) is available electronically via the 

Electronic Learning for Health website for healthcare professionals. However, it is unclear if 

this is accessible for patients, carers, and laypeople, and there are no further reports or 

evaluation studies that measure the uptake of these roles and the training. Richards et al. 

(2023) stressed the importance of potential risks or challenges to patients as patient 

involvement and engagement evolve. From their experiences of implementing patient partners 

in Canada, they reported four primary areas of patient engagement where it went wrong. 

These included tokenism, unconscious bias, a lack of support for patients and not recognising 

the vulnerability of patient partners (Richards et al., 2023). According to the evidence provided, 

NHS organisations will continue to fail to engage patients if they do not learn about these 

problems and find ways to fix or avoid them. This is necessary for patient involvement and 

engagement to move forward. 

1.4.3 How Patients are Involved in Patient Safety? 

Patients have been involved in patient safety as illustrated in Figure 1.3. These approaches 

exist along a continuum, ranging from having a less active role to a more active role (Health 

Foundation, 2013). At the active end of the spectrum, the focus is on engaging patients 

proactively to take responsibility for their well-being. It could be argued that this level of patient 

involvement is an inadequate representation of the roles previously discussed by Vincent and 

Coulter (2002). At the passive end, managers and health professionals have used patient 

feedback to help guide improvement initiatives. This may include using written or videoed 

patient stories in team or board meetings, activities to help professionals see through patients’ 

eyes, or role-play or simulations with patients. The Health Foundation (2013) found little 
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comparative evidence to suggest whether some of these strategies are more effective than 

others for improving patient care. A less active way for patient involvement in patient safety 

improvements is the use of patient stories (Health Foundation, 2013). Using patient stories is 

an emerging strategy, however, it continues to be an under-researched area of interest 

relating to the impact and how they are used (e.g., face-to-face, written, or digital) in 

healthcare. 	

Figure 1.3 Continuum of Strategies for Patient Involvement in Safety  
 

 

 Source: The Health Foundation (2013) 
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1.4.4 The Value of Using Patient Stories  

The current incident reporting systems within healthcare organisations mean that patient 

safety incidents are reviewed from the healthcare professionals' narrative account instead of 

the patients. As such, the reporter’s narrative is written in a factual, concise, and structured 

manner and rarely captures the feelings and emotions that convey potentially damaging 

events for patients (Madden et al., 2022). As previously mentioned, patients are uniquely 

positioned to observe their care processes, thus enabling them to actively and consistently 

collect observations of their experience that health professionals may miss (e.g., breakdowns 

in the continuity of care, medication incidents, and poor communication) (Madden et al., 2022). 

Subsequently, they can provide detailed descriptions that offer a powerful source of data 

relating to safety paucities they may experience, which can be captured by using patient 

stories.  

The concept of patient stories emerged from patients and carers sharing their knowledge of 

their healthcare experience (Costello and Horne, 2001; Wood and Wilson-Barnett, 1999). 

Story and narrative are often used interchangeably as synonyms, but Haigh and Hardy (2011, 

p407) clearly define them separately, as they stated that:  

‘A narrative is predominately factual, whereas stories are reflective, creative and 
value-laden, usually revealing something important about the human condition’. 

Regardless of the words used, the purpose of using patient stories within healthcare is 

consistent. Both are first-hand accounts of their journey that offer a uniquely individual 

perspective through which people make sense of experience, convey emotions, and build a 

human connection (Charon, 2007). Patient stories were initially used to promote an empathic 

understanding of their situation (Waugh and Donaldson, 2016), and they began to gain 

recognition as a powerful learning tool (Greenhalgh et al., 2005). In nursing, the conceptual 

literature relating to patient stories dominates pre-registration nurse education. The 

pedagogical practices regarded as a patient story includes critical incident analysis, fictional 

patient scenarios, and case studies from real experiences, reflective journals, and patient 

simulation, and therefore provide a range of learning opportunities (Moon and Fowler, 2008). 
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They were designed to expose nursing students to the human experience of being a patient 

with the intention to encourage the development of sensitive, individualised, and 

compassionate practice (Costello and Horne, 2001; Repper and Breeze, 2007; Wood and 

Wilson-Barnett, 1999), effective interpersonal reflection, and critical thinking skills (Moon and 

Fowler, 2008).  

The use of patient stories is seen as a more inactive way to involve patients and, as such, has 

much to offer for health service improvement (Greenhalgh et al., 2005; Conway, 2008). 

Previously, they have been used to improve the quality of care (Gullick and Shimadry, 2008), 

yet there is a scarcity of evidence that evaluates the impact of patient stories and whether 

these result in improved processes and increased safety outcomes. Furthermore, Conway 

(2008) suggests that either written or oral patient stories can motivate healthcare managers 

to drive change. Indeed, the extent to which patient stories may reduce errors, improve safety 

climate, or improve safety has not been quantified. Rose et al. (2015) conducted a meta-

narrative review to explore the capacity of stories across five disciplines: health, education, 

business, organisational development, and humanities. The analysis included 83 quantitative, 

qualitative, theoretical, and conceptual papers, and 21 of these had a healthcare focus. They 

concluded that patient stories are indisputably ‘powerful shapers of our perceptions’ (Rose et 

al., 2015, p58). Nevertheless, the healthcare literature reflects limited use of patient stories to 

promote behaviour and culture changes (Health Foundation, 2013; Moreau et al., 2018; Rose 

et al., 2015).  

It is important to note that telling the stories can come at a personal cost to the patient, as it 

has been associated with increased anxiety caused by revisiting a distressful event and in the 

long-term professionalisation of the service user role (Costello and Horne, 2001; Flanagan, 

1999). Digital stories may overcome these difficulties to some extent and can be considered 

a contemporary take on the traditional approach to using oral or written patient stories. A digital 

story has been most prevalent within healthcare education, effectively promoting professional 
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development and learning, professional attributes (e.g., empathy and compassion), and 

behaviour changes.  

1.4.5 The Value of Using Digital Stories  

The interpretation of what a digital story is varies within the literature. Nonetheless, it is 

commonly defined as a story in multimedia form, presented as a video, for selective or public 

viewing (De Vecchi et al., 2016; Fenton, 2014; Price et al., 2015; Rose et al., 2015). They are 

also described as a narrative account using a combination of digital photographs, video 

footage, music, and sound effects (De Castro and Levesque, 2018), voice-over narration, and 

text to create a compelling account of experiences in a 3–5-minute video (Lambert, 2009). 

Patients who actively engage in digital storytelling are empowered to convey and capture their 

meaningful experience and produce a story that is engaging and powerful (De Vecchi et al., 

2016, 2017; Gubrium et al., 2014b) in ways that oral or written stories cannot (Moreau et al., 

2018). Indeed, in healthcare, a digital story has been described as evocative, empowering, 

and impactful (De Vecchi et al., 2016) that conveys implicit and sometimes unappreciated 

practice elements (Swap et al., 2001). Healthcare professionals can walk in someone else’s 

shoes for just a few minutes, and their deep insights provoke a strong emotional resonance 

and feelings of empathy and compassion (Costello and Horne, 2001; Hardy, 2007; Wood and 

Wilson-Barnett, 1999). Hardy (2007) also reported that those who had listened to a digital 

story were able to nurture their empathy with others. The power of sharing stories was shown 

to promote collaborative learning and positive changes in their attitude and practice, 

transforming and improving healthcare delivery. 

From 2000 to the present, researchers have written commentaries and theoretical papers 

explaining the intricacies of digital storytelling and digital stories using health professionals in 

diverse healthcare fields. These included critical-care settings (Todres et al., 2000), palliative 

care (Turner et al., 2000), breast cancer (McQueen et al., 2011), mental health (De Vecchi et 

al., 2016), oncology (Akard et al., 2015; Cueva et al., 2016), sexual health promotion (Guse 
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et al., 2013), and public health (De Castro and Levesque, 2018). There is, however, a dearth 

of literature and studies relating to nursing and health professional education. Moreau et al. 

(2018) conducted a systematic literature review to explore the use and impact of digital 

storytelling in both healthcare and health professional education. They found 1486 titles and 

abstracts published between 2004 and 2016, of which only 153 (10%) were eligible for review. 

From the 153 papers, only 48 were selected for appraisal and comprised 32 (66.7%) related 

to digital storytelling in healthcare and 16 (33.3%) were associated with digital storytelling in 

health professional education. Twelve (75%) of those studies pertaining to HPE were related 

to undergraduate programmes (e.g., nursing, social work, community health workers), and 

only three (18.8%) related to post-registration education, in particular continuous professional 

development (CPD). 

The literature varied in its purpose of using digital stories as an educational learning tool. 

These included the teaching of clinical skills (Levett-Jones et al., 2015), concepts related to 

general patient support or person-patient and family-centred care (Eggenberger and Sanders, 

2016; Levett-Jones et al., 2015), the transition from student to working professional (Stacey 

and Hardy, 2011), as well as the development of professional identity (Christianson, 2011). 

Others include specific palliative care concepts (Price et al., 2015) and care provision for those 

with chronic health conditions (Cueva et al., 2013, 2016; Fenton, 2014). Finally, they have 

been used to represent patient experiences, prepare students for clinical nursing practice 

(Christiansen, 2011; Fenton, 2014), and build confidence to engage in patient/client 

interactions (Cueva et al., 2013; Price et al., 2015). Beyond this, digital stories are perceived 

to be memorable and influential, thus allowing student nurses to learn, remember, and reflect 

on their role concerning their lived experience (Matthews, 2014). Furthermore, it has been 

suggested that it encourages information processing, critical thinking, and reasoning 

(Shellenbarger and Robb, 2015).  

 



 40 

A phenomenographic study by Christianson (2011) explored how a digital story told by a 

patient influenced student nurses professional learning. The findings revealed the extent to 

which nursing students learnt from the digital story varied. The students found that the 

multimedia aspects captured their attention compared to the written ones. However, several 

students favoured patients talking about their experiences in the classroom, as it was 

considered to strengthen their learning experience. Several nursing students reported the 

emotional impact or connections with the digital story, which promoted deep and critical 

engagement, which, for others, acted as a powerful trigger for critical reflection. Christianson 

(2011) concluded that the essential combination of engagement and reflection improved their 

ability to gain new personal insight and self-appraisal of their perspective and values, leading 

to a change in thinking and beliefs about practice. Other evaluative studies (e.g., Gidman, 

2013; Greenhalgh and Hurwitz, 1999; Haigh and Hardy, 2011; Schwartz and Abbott, 2007; 

Wilson et al., 2015) support the concept of reflection when using a digital story, as it allowed 

people to reflect on themselves and the social world in a way that leads to lasting changes in 

behaviour. 

The use of digital stories and digital storytelling as a general education strategy is well 

established (Haigh and Hardy, 2011) but restricted to pre-registration nurse education. It has 

also been acknowledged as a valuable and rich source of evidence that promotes a positive 

impact on learning and encourages critical reflection (Rose and Gidman, 2010). The studies 

report the positive effects of learning when participants create or listen to a digital story. Some 

of these include improved interpersonal skills and a change in some behaviours, which can 

be transferable to other healthcare professionals. Interestingly, despite the increased attention 

to patient involvement, none of the studies have connected the impact of creating or using a 

digital story and its association with patient safety and safety culture. 
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1.5 Summary of Chapter 
 
The chapter has discussed the context and history of patient safety and safety culture from a 

national and international perspective. The historical background in the UK included the 

development of national patient safety bodies to improve patient safety. It also discussed the 

importance of the nurse's role, barriers preventing them from providing safe care, and how 

this can escalate into missed nursing care. Patient involvement in improving patient safety has 

been a key political priority in the UK, but the implementation has been slow. The evidence 

has proven the many benefits of involving patients to improve patient safety, notwithstanding 

the perceived barriers articulated by healthcare professionals and patients. More recently, 

there has been a national priority to improve the uptake of patients and their families, and 

various strategies have been shown, including creating and sharing of digital stories.  

1.6 Organisation of the Thesis 

The thesis is divided into seven individual chapters, and a summary of each chapter is 

described below.  

Chapter 1 – Introduction 

The chapter introduces the study and contextualises the research by providing a 

comprehensive background of patient safety, safety culture, and climate in healthcare. It has 

also explored the role of RNs concerning patient safety and the factors contributing to unsafe 

practice. The significance of patient involvement in improving patient safety and the existing 

barriers and challenges have been evaluated with a particular interest in the value of using 

digital stories. 

Chapter 2 – Literature Review 

This chapter comprises of a systematic literature review and a scoping review that is presented 

in two sections. Section 2.1 presents a systematic review of the literature of safety culture in 

nursing. The scoping review in section 2.2 presents a review of studies concerning the use 
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and impact of digital storytelling and digital stories in nursing. The chapter concludes with a 

rationale for this study, followed by the research aim and objectives that are directly informed 

by the literature review findings.  

Chapter 3 – Research Methodology 

An overview of research methodologies is presented, which justifies the ontological, 

epistemological, and philosophical perspectives that underpinned this mixed methods study.  

Chapter 4 – Research Methods 

This chapter comprises two sections to present and justify the quantitative and qualitative 

methods employed in this study. Section 4.1 presents the quantitative methods and includes 

the study setting, population, sample strategy, data collection methods and procedures, 

reliability and validity of the chosen data collection tool, and data analysis. Section 4.2 

presents the qualitative methods, including the sample strategy, description of the 

interventions, selection of the digital story, data collection, and data analysis methods. The 

research quality, ethical considerations, and data management are also included in this 

chapter. 

Chapter 5 – Findings 

The findings chapter is presented in two sections: In Section 5.1, the quantitative results are 

shown. To begin, the recruitment and response rates are explained, along with the RNs' 

personal and professional information. Descriptive statistics are presented in tables, frequency 

tables, and box and whisker plots to present the data findings. In Section 5.2, the qualitative 

results are shown which begins with the recruitment of the participants and response rate for 

each timepoint, along with a summary of the participants' personal and professional details. It 

also includes a summary of the development of the Group Experiential Themes from 51 semi-

structured interviews conducted with RNs. Three group experiential themes and subthemes, 

which encompass the lived experiences and perceptions, present the qualitative findings and 
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provide verbatim quotes for support. A summary of the qualitative findings will be presented, 

followed by a summary of the chapter.  

Chapter 6 – Discussion 

This chapter presents a comprehensive, synthesised discussion of the qualitative and 

quantitative findings using the three Group Experiential Themes: Professional Duty of Care, 

Professional Duty of Candour, and Professional Duty to Continuous Professional 

Development. The triangulation of the qualitative and quantitative findings for the following 

themes: Professional Duty of Care and Professional Duty of Candour (which is illustrated in 

Figure 6.1) will be presented. The final theme, Professional Duty to Continuous Professional 

Development, will discuss the qualitative findings only. The studies within Chapters 1 and 2, 

along with the relevant broader literature, supported the findings. The findings revealed 

several internal and external factors that contribute to a negative or a positive culture. The 

digital story that was used in this study was perceived as a powerful and effective learning tool 

that triggered emotions and critical reflection that changed RNs perceptions of safety culture 

and patient-safety related behaviours.  

Chapter 7 – Conclusions and Recommendations 

This concluding chapter presents how this study’s aim and objectives were achieved, how this 

study offers an original contribution to knowledge, the strengths and limitations of this study, 

and recommendations for research, policy, education, and practice. The chapter will conclude 

with reflections of the researcher.  
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CHAPTER 2: LITERATURE REVIEW 
__________________________________________________________________________________ 

The chapter is comprised of two sections: A systematic literature review and a scoping review. 

Section 2.1 will focus on the systematic literature review, followed by the scoping review in 

section 2.2. Each section will present its strengths, limitations, and summary for discussion. 

The chapter will provide an overall summary and discuss the identified gaps in the literature. 

The evidence synthesis from both reviews provides a strong justification for undertaking this 

study, and the aim and objectives for this study will conclude this chapter.  

2.1 Introduction  

Chapter 1 provides the context of patient safety, the safety culture movement, and the 

importance of nurses and patients in improving patient safety. This section investigates RNs 

perceptions of safety culture and the impact of using digital stories concerning safety culture 

and patient safety-related behaviours. The literature review will identify what is known about 

the subject area and identify gaps in the current knowledge that have led to the development 

of the research question, aim and objectives for this study. A systematic literature review was 

chosen, where the evidence was searched, analysed, and critiqued using a robust approach 

to highlight and examine RNs' perceptions of safety culture in an acute NHS setting. This also 

included an examination of the use of digital stories and digital storytelling in relation to safety 

culture and patient safety-related behaviours. Nonetheless, the search revealed no studies of 

safety culture perceptions of nurses in the context of using digital stories. Subsequently, a 

scoping review of the literature was undertaken and is discussed in section 2.2. The strengths, 

limitations, and summary of this systematic review will conclude this section.  

2.1.1 Systematic Literature Review Methodology 

A literature review is a generic term referring to examining recent or current literature (Grant 

and Booth, 2009, p. 94) and is a fundamental and vital part of the research process. It provides 

a platform to gather, organise, critically appraise, and analyse information from various 
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sources. Fundamentally, an effective and well-conducted literature review creates a firm 

foundation for knowledge advancement and theory development (Webster and Watson, 2002) 

and identifies where more research is needed. Hence, reviewing relevant literature helps to 

understand the breadth and depth of the existing body of work (Xiao and Watson, 2019) and 

shows current gaps in knowledge (Hart, 2018). Conversely, weak literature reviews 

methodologically include irrelevant studies or are not rooted in theory, which can lead to a 

poor piece of research (Maggio et al., 2016). A literature review may be argumentative, 

integrative, historical, methodological, or theoretical (Jahan et al., 2016). The most common 

types are systematic reviews and traditional or narrative reviews, and selecting one depends 

on the reason for conducting the research (Hart, 2018).  

A narrative review provides a descriptive study in a specific area. Nevertheless, it is the least 

rigorous, often viewed as subjective and prone to bias from the reviewer’s experience and 

prior beliefs (Noordzij et al. 2011). A narrative review is appropriate for answering broad 

questions that include varied methodologies and sample groups. The quality of evidence is 

less concerning for this type of review, as the focus is on gathering relevant information to 

provide context and substance to the researcher’s study (Kastner et al., 2012). Systematic 

reviews, however, are less biased as they can typically focus on a well-defined question. It 

relies upon a systematic method with an explicit and reproducible criterion to identify, 

categorise, and critically evaluate relevant primary research.  

A systematic review was selected over a narrative review as it was considered more suitable 

to address this study's specific and clearly defined area of focus (Pae, 2015). In addition, 

systematic reviews are more suited to reviewing an extensive and comprehensive body of 

literature and are less suitable for areas of research where the literature is scarce. The 

literature on digital stories in nursing is scanty (as discussed in Chapter 1), but this was not 

the case for patient safety and safety culture. Therefore, due to the diversity of the subject 

base (patient safety, safety culture), specific sample group, and intervention (digital story), a 



 46 

systematic review was determined to be appropriate as the narrative review may not have 

fully addressed the gaps in the research related to this study.  

While a systematic review has many strengths, it has several limitations that can affect the 

conclusion. Inadequate literature searches and the inappropriate analysis of heterogeneous 

studies can lead to false conclusions. Similarly, the quality of assessment is a crucial step in 

systematic reviews, and it can lead to adverse consequences if not done correctly (Jahan et 

al., 2016). Following a rigorous, explicit, and systematic method of identifying relevant studies, 

appraising their quality, and synthesising the results can minimise these limitations (Bettany-

Saltikov and McSherry, 2016). It can also reduce bias, thus providing reliable findings from 

which conclusions can be drawn (Moher et al., 2009). Therefore, a four-stage process 

recommended by Greenhalgh et al. (1997) was used to provide a structured, systematic 

approach to justify the evidence used. The evaluation and synthesis of the selected evidence 

will strengthen and underpin the rationale for undertaking this study (Munn et al., 2018). These 

stages were used to guide the presentation of the evidence within this review:  

1. Searching the evidence. 

2. Criteria for considering studies for inclusion in this review. 

3. Evaluating the evidence. 

4. Synthesising the evidence. 

2.1.1.2 Review Aims and Objectives  

The systematic review aimed to provide a thorough, comprehensive, and explicit evaluation 

of the current literature to address the following key objectives:    

1. To assess the methodological quality of the obtained evidence.  

2. To identify key findings of the included studies in terms of,  

a. RNs perceptions of safety culture. 

b. The impact of using a digital story on RNs safety culture perceptions and patient 

safety-related behaviours. 
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To address objective 2, a single overarching research question was developed before 

conducting the literature review:   

How do digital stories affect perceptions of safety culture and patient safety-related 
behaviours for RNs working in acute healthcare settings?  
 

The literature search question is consistent with the aim and objectives of this thesis. Likewise, 

it provided context for this study and a deeper understanding of the safety culture in nursing.  

2.1.2 Searching the Evidence 

When selecting the correct keywords for searching the literature, it is essential to balance the 

degree of exhaustiveness and precision (Wanden-Berghe and Sanz-Valero 2012). Broader 

keywords can yield comprehensive results, but they may also include irrelevant articles. 

Conversely, more precise keywords can reduce the amount of irrelevant literature but may 

omit articles of relevance. Given the complexity of patient safety in healthcare, a trial search 

using broad search terms was adopted, as advocated by Wanden-Berghe and Sanz-Valero 

(2012). Using the Cumulative Index to Nursing and Allied Health Literature (CINAHL) 

Complete, Psych Info, and ProQuest databases, a trial search was undertaken with an open 

date range to search for empirical studies. The search terms included nurse or nursing, patient 

safety, safety culture or safety perceptions, behaviours, attitudes, and patient stories. This 

generated an exceptionally substantial number of articles; For example, a search of patient 

safety and safety culture yielded numerous studies that had either patient or safety culture 

separately or sometimes together, and most were irrelevant. Nevertheless, the simple and 

quick search enabled the development and refinement of the search terms. 

The search terms were refined to obtain relevant peer-reviewed studies relating to the 

research question. Boolean operators (OR, AND but avoiding using NOT) were used to 

combine the concepts and refine the search's width and depth to capture the evidence. 

Truncation denoted by an asterisk (*) was added to the root stem of the word to find different 

endings and double quotation marks (“”) to search for words together. A systematic approach 

to the search strategy was formed using the refined key search terms, and each group was 



 48 

given a search number, as illustrated in Table 2.1. The same search terms were entered into 

the following chosen databases: CINAHL Complete, PsycINFO, Education Research 

Complete, Science Direct, ProQuest, MEDLINE, and PubMed to cover a range of 

perspectives. Furthermore, they were likely to provide a comprehensive set of peer-reviewed 

studies and systematic reviews relating to the research question within the timeframe of this 

review. Appendix 2.1 provides a sample search history using a single database. Table 2.1 

also provides the total number of articles retrieved across all the databases and a detailed 

account of each database can be reviewed in Appendix 2.2.  

Table 2.1 Search Terms Used with a Total Number of Papers for all Databases 

Search 
Number Search Terms 

Total No. of 
retrieved 
articles  

#1  Nurs* or nursing  96,439 

#2 Patient or client or “service user” 957,348 

#3 Story, or stories or storytelling or narrative  12,028 

#4 “digital stor*” or “digital storytelling” or “patient voice*” 255 

#5 #3 and #4 6,530 

#6 #2 and # 5  2,228 

#7 #1 and # 6  632 

#8 “Patient safety” or “safety climate” or “safety culture” or 
“safety perceptions” or “safety attitudes”  
  

19,617 

#9 #1 AND #8 1,295 

#11 #7 AND #8  29 
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To minimize the risk of publication bias, further searching for published and unpublished 

articles, research reports, and unpublished PhD or doctoral theses was undertaken using the 

same search terms, truncation, and Boolean operators. It also included a backward search to 

find relevant work cited in the articles and hand-searching key journals. These sources 

included:  

• Google Scholar. 

• British Library Integrated Catalogue. 

• COPAC. 

• ETHOS. 

• UK Government Publications. 

• Grey Net. 

• Professional organisations (e.g., World Health Organisations, Health Education 

England). 

• Journal of Patient Safety.  

• Risk Management. 

• Joint Commission Journal of Quality and Patient Safety.  

• Journal of Mixed Methods Research.  

This search yielded 674 additional papers, increasing the total number of papers considered 

suitable for this review to 1,969. The following sections discuss the processes used to justify 

the final selection of articles included in the appraisal and synthesis of the evidence relating 

to this study.  

2.1.2.1 Study Selection Criteria  

The inclusion criteria included primary empirical studies published in peer-reviewed journals 

between 1st January 2007 and December 2018. This time limit could potentially miss relevant 

seminal studies from previous years (Aveyard, 2019), however the evidence presented in 

Chapter 1 showed little attention to patient safety until 2007. As illustrated in Table 2.2, this 

systematic review included empirical studies published in peer-reviewed academic journals. 

RNs had to be working in an acute hospital setting and those working in other healthcare 

settings, such as voluntary, independent and community settings were excluded due to 
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smaller numbers in these settings. Those studies that included other health professionals and 

student nurses were also excluded. All searches were not restricted to the UK and Europe as 

the concept of patient safety and safety culture is a global phenomenon within the international 

literature. Only studies written in the English language were included, which would imply the 

risk of language bias by favouring studies published in the English language. However, due 

to the researcher's lack of fluency in other languages, software packages may misinterpret 

and misrepresent the translation of non-English studies. 

Table 2.2 Study Selection Criteria 

Inclusion Criteria Exclusion criteria 

Registered Nurses Student Nurses, Registered Allied Health 
Professionals, and unqualified professionals 

Acute hospital setting GP, Independent, community and care 
home settings 

English Language Non-English Language 

2007 to 2018 

*2019 to 2023 

Before 2007 

Before 2018 

Peer-reviewed empirical research and 
systematic reviews 

Non-peer-reviewed empirical research  

Age 18 or over Age 17 or under 

*Rerun of literature using the same search strategy (see section 2.4.2) 
 

2.1.2.2 Selection of Studies  

Combining search numbers #7 and #8 (see Table 2.1) yielded 29 research studies with 

nurses, patients, stories/digital stories, and safety culture/patient. However, when using the 

study selection criteria, none of these studies were eligible to be included in the selection 

process. These were rejected because they related to pre-registration nursing education in 

the context of learning strategies, or they explored storytelling and the creation of a digital 
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story (as discussed in Chapter 1). The research title for this systematic review was not 

supported by any evidence. Yet, it highlighted that using digital stories and digital storytelling 

in nursing was an emerging subject. It was, therefore, essential to include a separate literature 

review (which is discussed in s2.2 of this chapter) to identify the available evidence and to 

address any gaps in the current literature. The studies believed to be suitable for this 

systematic review were selected from the combination of search terms #1 and #8 and the 

other papers found by reviewing the databases for other published, unpublished, and grey 

literature and hand-searching key journals as stated above. 

 

Figure 2.1 represents the selection process using the Preferred Reporting Items for 

Systematic Reviews and Meta-Analyses (PRISMA) flowchart (Moher et al., 2009). A total 

number of 1969 articles were considered suitable for this review. All duplicates were removed 

(n=148), and the titles and abstracts were checked for relevance (n=1821). Those articles that 

did not have the words ‘RNs’, ‘patient safety’, ‘safety culture’, ‘safety climate’, ‘safety 

perceptions’, ‘safety attitudes’ were excluded (n=1726). Ninety-five abstracts were reviewed, 

and 69 articles were rejected because they did not meet the inclusion/exclusion criteria (see 

Table 2.2), leaving 26 studies eligible for full-text reviewing. A total number of 11 were 

excluded from the full-text screening as they did not meet the inclusion criteria. The reasons 

for excluding these were that other healthcare professionals (n=7) were surveyed, which was 

not specified in the abstracts, and under-reporting of methodology and methods used. 
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Figure 2.1 PRISMA Flowchart of the Selection Process  
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2.1.2.3 Rerun of the Literature Search (2019 to 2023)  

The search from 2007 to 2018 yielded 15 studies that met the review's criteria. As the pace of 

research is rapid, Lohr et al. (2021) suggest there is value in updating literature reviews to 

ensure maximum currency of the literature. The same search strategy was used to capture 

relevant articles published between 2019 and 2023. The re-run of the literature search yielded 

99 articles for review, and following the same selection process, only four quantitative studies 

met the inclusion and exclusion criteria. Interestingly, there were no further qualitative studies, 

and no studies that were undertaken in the UK. The quantitative studies that were conducted 

in the UK, which included other healthcare professionals, were excluded because they did not 

meet the inclusion criteria. A total number of nineteen studies, which comprised 15 from 2007 

to 2018 and four studies from 2019 to 2023, were relevant to this research study.  

2.1.2.4 Quality Appraisal 

A quality appraisal of the studies was conducted using Caldwell et al.'s (2011) framework to 

ensure the studies were free from methodological biases. The framework comprises 18 

individual questions and can be used for any research design due to the combination of 

quantitative and qualitative appraisal questions. Each question was scored from 0 to 2 (0 = 

question not answered; 1 = partially answered; 2 = fully answered), resulting in a maximum 

score of 36. The overall score was used to draw conclusions about whether the quality of the 

study was excellent (29-36), high (22-28), medium (15-21), low (8-14), or very low (0-7) to 

provide a holistic assessment of each study (Bettany-Saltikov and McSherry, 2016), which is 

illustrated in Tables 2.3 and 2.4. Appendices 2.3 and 2.4 provide examples of the critical 

appraisal for a quantitative and a qualitative paper, respectively. Medium-quality studies had 

various weaknesses, indicating significant methodological bias (Bettany-Saltikov and 

McSherry, 2016). Although the higher-quality papers would be more rigorous and add more 

weight than the medium-quality studies, an inclusive approach was taken to appraise the 

strengths and weaknesses of all studies (Aveyard, 2019).
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Table 2.3 Methodological Quality of the Quantitative Studies 

 

Table 2.4 Methodological Quality of the Qualitative Studies 

AbulAlRub & Alhijaa  (2014) 2 2 2 2 2 2 2 2 1 2 1 1 1 1 1 1 0 0 25/36 High

Almutairi et al . (2013) 2 2 1 2 2 1 2 1 1 2 1 2 2 2 1 1 1 1 27/36 High

Alquwez et al . (2018) 1 2 1 1 1 0 2 1 1 0 2 1 2 1 1 1 1 1 21/36 Medium

Ammouri et al . (2015) 1 2 2 2 2 2 2 2 2 1 1 1 2 2 1 2 1 1 29/36 High

Armellino et al . (2010) 1 2 2 2 2 2 2 2 2 2 1 1 1 1 1 0 0 1 25/36 High

Aydemir & Koç (2023) 2 0 1 1 0 1 2 0 0 0 2 1 1 1 1 0 0 0 13/36 Low

Ballangrud et al . (2012) 1 1 2 1 2 2 1 2 1 1 1 1 2 1 1 2 1 1 24/26 High

Cho & Choi  (2018) 1 2 2 2 2 2 1 2 2 1 1 1 1 1 1 1 0 2 25/36 High

Hong & Li (2017) 1 2 2 2 2 2 1 2 1 2 1 1 1 2 1 2 1 2 28/36 High

Kakeman et al.  (2021) 2 2 2 2 1 2 2 2 2 2 2 2 1 2 2 1 2 1 32/36 Excellent

Olsson et al . (2016) 2 1 2 2 1 2 1 2 2 2 2 1 1 1 2 2 1 1 28/36 High

Rawas & Hashish (2023) 2 2 2 2 2 2 2 1 2 1 2 1 1 2 2 1 1 1 29.36 High

Turunen et al . (2013) 1 2 1 1 1 2 1 1 1 2 2 0 1 0 1 2 0 1 20/36 Medium

Wang et al . (2014) 2 1 2 2 1 2 1 2 2 2 1 1 1 2 2 2 2 1 29/36 High

Wilson et al . (2012) 2 0 1 2 2 1 1 1 2 2 1 1 1 1 2 1 0 1 22/36 Medium

Zabin et al. (2022) 2 2 2 2 1 2 1 1 1 1 2 2 2 2 2 1 0 1 27/36 High

5Study 1 2 3 4 176 7 8 9 10 11 18 Total Quality12 13 14 15 16

Ballangrud et al . (2014) 1 2 1 1 2 1 1 1 1 1 1 1 1 1 1 2 0 1 20/36 Medium
Leger and Phillips  (2017) 1 2 2 2 2 2 2 2 1 2 1 1 1 1 1 2 1 0 25/36 High
Ridelberg et al . (2014) 2 1 2 1 1 2 1 2 1 2 1 1 1 2 1 1 1 2 25/36 High

Total Quality13 14 15 16 17 187 8 9 10 11 12Study 1 2 3 4 5 6
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2.1.2.5 Data Extraction  

Using Caldwell et al.'s (2011) framework, each study was read and re-read independently by 

the researcher to gain an overall understanding of the study designs and findings. To facilitate 

the analysis of the qualitative and quantitative data, the following details were extracted from 

the selected studies into a database: 

• Core details: authors, year of publication, title, country of origin, and time of study.  

• Definitions: safety culture, patient safety, and safety climate. 

• Introduction and background: including the research aims, methodology, setting, 

sample strategy, measurement tools, and interventions. 

• Results: safety culture perceptions, safety culture perceptions concerning pre-defined 

concepts, including factors that prevent or promote safety culture practice. (Patient 

digital stories were rejected as they did not meet the inclusion criteria). 

• Other information includes its relevance to the aim of this review and current study. 

The researcher’s supervisors reviewed a sample of studies to ensure the quality of the critical 

appraisal process was robust. Table 2.5 presents a summary of all selected studies that is 

presented under the main themes extracted from the data. The concept of safety culture was 

a common theme within the selected studies, followed by the predefined concepts associated 

with safety culture. Safety attitude questionnaires, and standard methods to measure safety 

culture perceptions in quantitative studies typically report their findings relating to the pre-

defined concepts (see Table 2.7) and are discussed in section 2.1.3.5. The following section 

will present the data analysis, which includes a critical appraisal of the selected studies, 

followed by the results and discussion.  
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Table 2.5 Summary of the Data Extraction from Selected Studies 

Author Aim  Research 
Design 

Sample/Participants  Data Collection 
Methods 

Data Analysis  Key Findings 

AbulAlRub and 
Alhijaa (2014)  
Jordan 

To examine the 
impact of patient 
safety educational 
interventions 
among senior 
nurses on their 
perceptions of 
safety culture and 
the rate of reported 
adverse events 
(AE) and selected 
nursing indicator 
incidents (hospital-
acquired infection 
(HAI), pressure 
ulcers, and patient 
falls. 
Definitions  
Patient Safety: N 
Safety Culture: Y 
Safety Climate: N 
 
 
 
 
 
 
 

Quantitative. 
Quasi-
Experimental 
one group pre 
and post-test 
design 
 
Intervention 
Structured 
educational 
programme  
 

A convenience sample 
of 100 senior nurses 
from different clinical 
settings (medical, 
surgical and leukaemia 
wards) in one hospital  
 
Power calculation – 
Cohen's medium effect 
size (estimated 64 
needed)  
 
Response rate 57% 
F:  n= 18(30.9%) 
M: n=. 39 (69.1%) 
 
 

HSOPSC and the 
number of AE events 
reported for nurse 
indicators (pressure 
ulcers and falls).  
 
Internal consistency 
and reliability were 
estimated using 
Cronbach’s alpha for 
the whole instrument – 
a - 0.82  
 
Data collection 
duration of four 
months 
 
 

Pearson’s chi-
square to 
compare pre- 
intervention and 
post-intervention 
 
The formula for 
nurse indicator. 
Adopted from IHI 
Global Trigger 
Tool for 
Measuring AEs 

PRR >75% Strengths (post 
education 
Organisational Learning (84.8%) 
1.3% increase 
Teamwork within units (83.8%) 3.9% 
increase 
Feedback and comm about the error 
(76.6%) 1.6 decrease 
Management support for safety 
(70.3%) 2.4% decrease 
PRR < 50% Weaknesses 
Non-punitive response to errors 
(26.2%) 9.3% increase 
Handoffs and transitions (33.5%) 
5.8% decrease 
AE Reporting – Post Educ. 
Frequency of error reporting (64.3%) 
10% increase 
Statistically significance in reduction 
of Adverse Events (AE) following 
intervention 
No statistical difference in the 
reduction of falls and pressure ulcers 
 
 
 
 



 57 

Almutairi et al. 
(2013) 
Saudi Arabia 
 

To explore the 
safety climate 
perceptions of the 
multicultural 
nursing workforce 
and to investigate 
the association of 
the diversity of the 
multicultural 
nursing workforce 
and their 
perception of 
clinical safety 
climate 
 
Definitions  
Patient Safety: Y 
Safety Culture: N 
Safety Climate: N 

Quantitative. 
Descriptive 
cross-sectional 
design 

A convenience sample 
of 415 RNs from various 
clinical settings 
(medical, surgical, and 
gynaecological wards) in 
one teaching hospital 
 
Power calculation 
(estimated 323 needed)  
 
Response rate 76.8% 
Did not state the gender 
 

Safety Climate Survey 
(SCS) 
 
Internal consistency 
and reliability were 
estimated using 
Cronbach’s alpha for 
the whole instrument  
a - 0.88  

Descriptive 
statistics 
Inferential 
statistics to 
examine 
differences 
between the study 
characteristics 
and safety culture 
dimensions. 
Nonparametric 
tests 
Kolmogorov-
Smirnov   
Kruskal-Wallis 
test  

Strengths 
54% reported a positive safety 
climate. 
Patient safety is constantly reinforced 
as the priority (90.7%).  
Weaknesses 
I would feel safe if treated here as a 
patient (56.8%). 
Clinical safety is compromised (48%) 
Demographic Characteristics  
No significant difference across the 
age categories, length of experience, 
and overall perception of safety 
climate, except for this age 45 yrs., 
who reported the highest level of 
safety perception, and 35-39 yrs., 
had a lower level of safety 
perception. Statistical differences 
were found with different nationalities 
(p <0.05) only. 

Alquwez et al. 
(2018) 
Saudi Arabia 
 
 
 
 
 
 
 
 
 
 

To assess the 
present patient 
safety culture and 
identify strengths, 
weaknesses, and 
predictors of 
patient safety 
culture 
 
 
 
 
 

Quantitative. A 
descriptive, 
cross-sectional 
design 

A convenience sample 
of 351 RNs working in 
various clinical settings 
(medical, surgery, 
obstetrics, emergency 
department, ICU) across 
three hospitals 
 
Response rate 79.1%  
F:  n=321 (91.5%) 
M: n=30 (8.5%) 
 
 

HSOPSC 
questionnaire 
 
Reliability tested using 
Cronbach’s alpha used 
to test reliability for the 
whole instrument  
a 0.71  
 
Data collection 
duration of one month 
 

Descriptive 
statistical analysis 
  
Multiple linear 
regression 
analysis 
conducted at  
p <0.05 level of 
significance to 
identify the 
correlation 
between PSC and 
study 

PRR > 75% Strengths  
Teamwork within units (85.8%) 
Organisational learning (83.3%) 
PRR < 50% Weaknesses 
The overall perception of patient 
safety (48.8%)  
Handoffs and transitions (46.1%),  
Communication openness (37.4%),  
Frequency of event reporting (20.3%)  
Non-punitive response to errors 
(16.6%). 
AE reporting 
82.3% did not report AE  
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Definitions  
Patient Safety: N 
Safety Culture: N 
Safety Climate: N 

characteristics 
(predictor 
variables) 
 
 
 
 

17.7% reported 1 AE in 12 months 
Demographic Characteristics 
Direct correlation of years of 
experience had positive overall 
perceptions of safety culture  
No significant relationship between 
overall perceptions of safety culture 
and age, gender, education, position, 
and work environment   

Ammouri et al. 
(2015)  
Oman 

To investigate 
nurses' perceptions 
about safety 
culture and to 
identify factors that 
need to be 
emphasised to 
develop and 
support the culture 
of safety among 
nurses in Oman 
 
Definitions  
Patient Safety: Y 
Safety Culture: Y 
Safety Climate: N 

Quantitative. 
Descriptive 
cross-sectional 
study.  
 

Convenience sample 
RNs working in various 
clinical units (medical, 
surgical, orthopaedic, 
emergency department, 
ICU, coronary care unit). 
It did not state the total 
population 
 
Power calculation – 
regression analysis with 
four independent 
variables. Cohen's 
medium size effect, 
power 0.80, 0.05 level of 
significance  
(Estimated 84 needed) 
 
414 RNs responded 
F:  n=371 (89.6%) 
M: n=43. (10.4%) 
No response rates  
No inclusion/exclusion 
criteria  

HSOPSC 
questionnaire 
 
Internal consistency 
and reliability were 
estimated using 
Cronbach’s alpha for 
six out of 12 safety 
dimensions, which 
varied from a 0.64 to 
0.84 
 
 
Data collection 
duration of eight 
months 
 
 
 
 
 

Descriptive 
statistical analysis  
Multiple 
regression 
analysis was 
conducted at 
p <0.05 level of 
significance. 
 

PRR > 75% Strengths  
teamwork within units (83.4%), 
organisational learning and 
continuous improvement (81.1%)  
PRR < 50% Weaknesses  
Non-punitive response to error 
(21.4%),  
hospital management support 
(25.2%)  
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Armellino et al. 
(2010) 
USA 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

To describe the 
organisation’s 
patient safety 
culture within a 
high-risk ACCU 
and assess the 
relationship 
between structural 
empowerment and 
patient safety 
culture  
 
Definitions  
Patient Safety: N 
Safety Culture: Y 
Safety Climate: N 

Quantitative 
Descriptive 
correlation 
design 
 

A convenience sample 
of 257 RNs working in 
the Adult Critical Care 
Unit in one hospital 
Cohen’s medium effect 
power calculation (82 
needed) 
 
 
Response rate 40% 
F: n=92 (90.2%) 
M: n=10 (9.8%) 
 
 
 

HSOPSC 
questionnaire  
Internal consistency 
and reliability of 
HOSPSC estimated 
using Cronbach’s 
alpha for 12 out of 12 
safety dimensions, 
which varied from  
a 0.63 to 0.84 
 
 
Condition of 
Workplace 
Effectiveness 
Questionnaire 
(CWEQ-II) 
Job Activities Scale-II 
(JAS-II) 
Organisational 
Relationship Scale-II 
(ORS-11) 
Data collection 
duration of one month 

Descriptive 
statistics,  
Pearson’s chi-
square to 
examine the 
relationship 
between the total 
score of CWEQ-II 
and HSOPSC  
 
 
 

PRR > 75% Strengths  
Supervisor/management 
expectations – (68.8%) 
Organisational learning (68.3%)  
Teamwork within units (74.4%) 
Demographic Characteristics 
Higher-level education, years as RN 
and years employed, had higher 
positive scores of teamwork and 
supervisor/manager expectations (no 
statistics to support this). 
PRR < 50% Weaknesses  
Non-punitive response to error 
(21.09%)  
Low error reporting rate (62.5%)  
Teamwork across units (42.35%),  
Hospital handoffs and transitions 
(43.37%) 
Staffing (39.12%) 

Aydemir and Koç 
(2023)  
Turkey 
 
 
 
 

To determine the 
factors affecting 
patient safety, 
focusing on the 
culture and 
attitudes of RNs 
working in EDs. To 

Quantitative 
Descriptive 
cross-sectional 
and correlation 
design 

A random sample of 282 
RNs working in EDs 
across 19 hospitals.  
Estimation of 238 (out of 
3016) RNs needed for 
95% CI and 3% margin 
of error.  

SAQ   
A modified version 
translated into Turkish 
 
Internal consistency 
and reliability were 
estimated using 

Descriptive 
statistics for 
sample 
characteristics 
and study 
variables for both 
instruments 

Highest SAQ Scores–mean (SD)  
Teamwork Climate – 46.32 (8.52)  
Job Satisfaction – 31.25 (8.91) 
 
Lowest SAQ Scores–mean (SD)  
Safety Climate – 17.30 (3.90)  
Working conditions 18.36 (3.90) 
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examine the effect 
of demographical 
characteristics on 
safety culture 
attitudes.  
 
Definitions  
Patient Safety: Y 
Safety Culture: N 
Safety Climate: N 
 

Response rate 100%  
F: n=182 (64.5%) 
M: n=100 (35.5%) 
 
 
 

Cronbach's alpha for 
the whole instrument  
a 0.93 
 
Patient Safety Culture 
Scale (PSCS) 
 
Construct validity is 
measured using 
confirmatory factor 
analysis (CFA). Factor 
loadings ranged 
between 0.43–0.82  
Internal validity was 
estimated using 
Cronbach’s alpha for 
the whole instrument  
a 0.97 
 
Data collection 
duration of seven  
months   
 

Multiple 
regression 
analysis 
conducted at  
p <0.05 level of 
significance to 
examine the 
effect of 
demographical 
data and the 
independent 
variables on scale 
scores 
 

Stress recognition – 16.10 (4.35)  
Total Score – 152.26 (2.54)  
 
PSCS Score–mean (SD)  
Management and Leadership - 2.48 
(0.51)  
Worker training - 2.60 (0.64) 
Reporting unexpected cases and 
error - 2.49 (0.63)  
Care and technology - 2.63 (0.61) 
Employee behaviour - 2.61 (0.57) 
Total Score - 2.56 (0.52) 
Demographic characteristics of RNs 
(age, gender, role, shift patterns, 
educational status, and marital 
status) did not affect their 
perceptions of safety culture.  
 
The number of years working in the 
ED increased the SAQ and the 
PSCS scores decreased 

Ballangrud et al. 
(2012) 
Norway  

To investigate RN 
perceptions of the 
patient safety 
climate in ICUs and 
explore potential 
predictors for other 
overall perceptions 
of safety and 
frequency of 
incident reporting 

Quantitative.  
Descriptive 
cross-sectional 
design.  
 

Convenience sample  
302 RNs working in 10 
ICUs, (4 Gen ICUs,   
4 Cardiac ICUs,  
2 Mixed ICUs), 
across six hospitals in 
one trust 
 
 
 

HSOPSC 
questionnaire  
 
Internal consistency 
and reliability were 
estimated using 
Cronbach’s alpha 
varied from a 0.49 to 
0.83 
 

Descriptive 
statistics  
Pearson’s chi-
squares to 
compare the 
number of 
reported adverse 
events and 
patient safety 
grades 

PRR > 50% Strengths  
Safety culture within the unit level 
(42% to 81%)  
Overall perceptions of safety (69%)  
Teamwork within units (80.6%) 
Supervisor/managers expectations 
(73.1%) 
Hospital Management support for 
patient safety (73.4%) 
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Definitions  
Patient Safety: N 
Safety Culture: Y 
Safety Climate: Y 

Response rate 72% 
F: n=195 (91.1%) 
M: n=19 (8.9%) 
 
No inclusion/exclusion 
criteria  
 
 
 
 
 
 

Data collection 
duration of three 
months 
  

The General 
Linear model 
compares 
responses in 
HSOPSC 
responses across 
GICU and CICU 
 
  

Feedback and communication about 
errors (57.9%) 
Organisational learning (51.3%) 
Teamwork across units (62.5%) 
Handoffs and transitions (57.5%) 
PRR < 50% Weaknesses  
Frequency of incident reporting 
(18%).  
Self–reported incidents: 50% no 
incidents, and 36% reported 1 to 2 
incidents over the last 12 months.  
There were statistical differences 
between the ICUs and four hospitals 
 
 
 
 

Ballangrud et al. 
(2014)  
Norway 

Describe ICU 
nurse’s perceptions 
of simulation-based 
team training for 
building patient 
safety in the ICU 
 
Definitions  
Patient Safety: N 
Safety Culture: N 
Safety Climate: N 

Qualitative 
descriptive 
design 
 

Mixed variation sample  
21 RNs in 7 ICUs in one 
hospital who had 
received simulation-
based team training.  
 
Response rate 86% 
F:  n=15 (83.3%) 
M: n=3 (16.7%) 
 
 

Semi-structured 
individual interviews 
26-47 minutes (mean 
= 39minutes)  
 
Data collection 
duration of three 
weeks post-
intervention 
 
 

Inductive content 
analysis 
 

Three main themes were found:  
1. Realistic training contributes to 

safe care 
2. Reflection and openness 

motivate learning  
3. Finding a collective 

understanding of team 
performance 

Concluded that ICU nurses felt that 
training created awareness about 
clinical practice and acknowledged 
the importance of structured work in 
teams as a contribution to building 
patient safety 
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Cho and Choi 
(2018)  
Korea 

To investigate the 
relationships 
between RNs 
perceptions of the 
culture of patient 
safety in their 
workplace and their 
PS competency 
attitudes, skills, 
and knowledge 
 
Definitions  
Patient Safety: N 
Safety Culture: Y 
Safety Climate: N 

Quantitative 
descriptive 
correlational, 
cross-sectional 
design.  
 

The random sampling 
method of 380 in RNs 
various clinical settings 
(ICU, medical, surgical, 
outpatients, emergency 
dept., perioperative, 
other - not specified) 
in one large hospital.  
 
Response rate 90.5% 
F:  n= 335 (97.6%) 
M: n= 8 (2.4%) 
 
No exclusion criteria 
 
 
 
 
 
 
 
 
 
 
 

HSOPSC 
questionnaire 
Modified and 
translated into Korean 
 
Internal consistency 
and reliability of 
HOSPSC were 
estimated using 
Cronbach’s alpha for 
10 out of 12 (purposely 
omitted two 
dimensions) safety 
dimensions, which 
varied from a 0.74 to 
0.80.  
 
 
Patient Safety 
Competency Self-
Evaluation Tool  
Data collection 
duration of two weeks 
 

Descriptive 
statistics for 
sample 
characteristics 
and study 
variables – patient 
safety 
competence 
(knowledge, skills, 
and attitudes) and 
safety culture 
Multiple 
regression 
analysis for 
individual level  
of each patient 
safety dimension  

PRR–Composite scoring based on 
mean scoring of 1-5, with higher 
scores indicating more positive 
perceptions of safety culture 
Patient safety culture - mean 3.3  
Patient safety competency – mean of 
3.9; attitudes mean of = 4.2; skills–
mean of 3.9; knowledge -mean 3.5.  
Hospital management support for 
safety - mean of 3.06 
Supervisor/manager expectations–
mean of 3.63 
Teamwork within units–mean of 3.25 
Teamwork across units–mean of 
3.25 
Communication–mean of 3.34 
PRR–weaknesses < 3.0 
Non-punitive response to errors – 
mean of 2.88  
Leadership and continuous learning 
were significant predictors influencing 
RNs' patient safety competency. The 
relationship of these factors to patient 
safety attitudes, skills and knowledge 
were varied.  
Demographic Characteristics 
Significant Predictors of patient 
safety competencies  
Age and no. of years employed 
related to attitudes and skills  
education related to knowledge 
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Hong and Li 
(2017)  
China  

To investigate the 
impact of nurses’ 
perceptions of 
patient safety 
culture and AE 
reporting and 
correlate their 
perceptions with 
self-reported rates 
of AE. 
 
Definitions  
Patient Safety: Y 
Safety Culture: Y 
Safety Climate: N 

Quantitative. 
Descriptive 
correlation 
design.  
 

Randomised stratified 
sample for study setting 
and clinical areas.  
 
Convenience sampling 
of 1251 RNs from 
various clinical settings 
(general wards, and one 
ICU and emergency 
department - one from 
each hospital) across 
four tertiary hospitals.  
 
Response rate 79.1%  
F:  n= 898 (97.7%) 
M: n= 21 (2.3%) 
 

Patient Safety Culture 
Assessment Scale 
(PSCAS) 
questionnaire was 
modified and 
translated into Chinese  
 
Internal consistency 
and reliability of 
PSCAS estimated 
using Cronbach’s 
alpha for the whole 
instrument  
a 0.89 
test-retest - 0.701-
0.833 for 5 out of 5 
dimensions.  
 
Adverse Event 
Reporting Perception 
Scale (AERPS) 
Data collection 
duration of four 
months 
 

Descriptive 
statistics  
Pearson’s chi-
square to 
examine 
differences 
between 
demographics 
reporting AE 
t-tests to compare 
the mean and 
overall scores on 
each 
questionnaire for 
reporting AE 
Multiple linear 
regression 
analysis for 
response 
variables (no. of 
reported AE to 
explanatory 
variables, overall 
and scores for 
each domain) 
 
 
 
 
 
 
 

PRR > 75% Strengths  
Safety climate 80.6% 
PRR <75% Weaknesses  
Perceptions of management 47.5% 
AE Reporting 
Importance of Reporting 80.6% 
Determining AE 65.4% 
Reporting routine 34.95% 
Those who reported positive safety 
perceptions reported AE in the past 
12 months. Work experience, overall 
patient safety culture score, safety 
climate, teamwork, AE reporting, and 
importance of reporting were 
associated with AE reporting.  
58.03% did not report AE in the past 
12 months and negatively perceived 
patient safety/culture. 
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Kakeman et al. 
(2021)  
Iran   

To investigate RNs' 
perceptions of the 
patient safety 
culture and the 
association of 
perceived 
proportion with AEs 
Definitions  
Patient Safety: N 
Safety Culture: Y 
Safety Climate: N 

Quantitative 
Descriptive 
cross-sectional 
design 
 

Convenience sample of 
32 out of 150 teaching 
hospitals from five 
randomly selected 
provincial centres. 
Convenience sample  
4500 RNs working 
across 32 hospitals 
 
Response rate 52% 
F:  n=1827 (79.6%) 
M: n= 468 (20.4%) 
 
 
 
 
 
 

HSOPSC 
questionnaire  
A modified version 
translated into Iranian 
 
Internal consistency 
and reliability were 
estimated using 
Cronbach’s alpha, 
which varied from  
a 0.76 and 0.82 
Adverse events 
(Based on six AE that 
are required to be 
reported)  
A range of methods 
that included a review 
of nursing and medical 
records, reporting 
systems, direct 
observations, and 
patient interviews 
 
Data collection 
duration of 11 months  
  

Descriptive 
statistics for 
sample 
characteristics, 
study variables, 
and AEs.  
 
Bivariate 
regression 
models for each 
AE (dependent 
variable) and 12 
safety culture 
dimensions 
(independent 
variables).  
 
Multiple logistic 
regression 
models to 
determine the 
association 
between the 
independent 
variables and one 
type of AE 
(dependant 
variables) 
alongside 
demographical 
variables   

PRR >50% Strengths  
None  
PRR < 50% Weaknesses  
Teamwork within units (43.8%) 
Organisational learning (42.7%) 
Feedback and communication about 
errors (41.1%) 
Non-punitive response error (38.4%) 
Frequency of incident reporting 
(37.7%) 
Hospital Management support for 
patient safety (34.9%) 
Staffing (34.7%)  
Overall patient safety culture (34.1%) 
Overall perceptions of safety (31.5%)  
Teamwork across units (29.7%) 
Communication openness (27.2%) 
Supervisor/managers expectations 
(26.5%) 
Handoffs and transitions (20.9%) 
AEs occurrences within 12 months  
Patient complaints (63%)  
Adverse drug events (60.8%)  
Surgical wound infections (53.6%) 
Pressure ulcer (53.6%)  
Infusion and transfusion reaction 
(51.2%)  
Patient falls (51.2%) 
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Leger and Phillips 
(2017)  
USA 

To explore the 
perceptions of 
bedside RNs 
regarding patient 
safety in adult 
acute care 
hospitals 
 
Definitions  
Patient Safety: Y 
Safety Culture: N 
Safety Climate: N 

Qualitative. 
Grounded 
theory design 
 

Purposeful/Snowballing 
sample method 
13 RNs from 4 clinical 
areas (Critical Care Unit, 
medical, surgical and 
telemetry) in one acute 
hospital 
 
Response rate 100% 
 
F:  n= 12 (92.3%) 
M: n= 1 (7.7%) 
 
No exclusion criteria 

Semi-structured 
interviews  
Face-to-face  
Did not state timings of 
interviews 

CGT methodology  
the constant 
comparative 
method, coding 
and memoing 
 
 

Two theories  
Indemnifying Duty–nurses' 
responsibility to keep patients from 
harm. Primarily, patient safety comes 
first  
Exerting Capacity–nurses are 
concerned with keeping patients safe 
through decision-making and the 
capacity and capability of others. 
Identified two mindsets: me-centric 
(nurses put themselves in the 
decision-making process) and 
patient-centric (patients as the 
decision-making process 

Olsson et al. 
(2016)  
Sweden 

To explore RNs' 
perceptions of 
safety climate and 
readiness to 
implement patient-
centred care in 
surgical care 
 
Definitions  
Patient Safety: N 
Safety Culture: N 
Safety Climate: Y 

Quantitative. 
Exploratory 
cross-sectional 
survey 
 

A convenience sample 
of 1570 RNs working in 
surgical units (n=65) 
across seven university 
hospitals  
 
Response rate 46.3% 
F:  n=665 (91.5%) 
M: n= 62 (8.4%) 
 
 

SAQ (Short form)  
A modified version 
translated into 
Swedish 
Did not report validity 
and reliability testing.  
 
Context Assessment 
Index (CIA) 
 
Data collection 
duration of ten months 
 

Descriptive 
statistical analysis 
Spearman’s Rank 
correlation 
coefficient to 
explore the 
correlation of 
study 
characteristics 
with SAQ and CAI 
scores.  
Mann-Whitney U 
Test to investigate 
differences 
between 
education and 
SAQ and CAI 
actual scores 

A strong and proactive organisational 
commitment to patient safety is 
strongly related to a culture guided 
by Evidence Based Practice (EBP) 
Job satisfaction and teamwork 
climate were positive factors of the 
safety climate.  
Perception of a strong and practised 
organisational commitment to safety, 
working conditions and quality of the 
work environment were areas that 
required improvement 
Demographic Characteristics 
No correlation between age, 
experience, and education of nurses 
suggests these factors do not 
influence perceptions relating to the 
safety culture dimensions. Those 
night shift nurses had a significantly 
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Kruskal-Wallis to 
compare working 
patterns and 
mean actual 
score SAQ and 
CAI 

lower SAQ score than those on days 
and combined shifts.  

Rawas and 
Hashish (2023)  
Saudi Arabia 

To investigate RNs' 
perceptions of 
safety culture and 
the association of 
demographical 
characteristics 
between patient 
safety culture 
predictors and 
outcomes. 
 
Definitions  
Patient Safety: Y 
Safety Culture: Y 
Safety Climate: N 

Quantitative 
Descriptive 
cross-sectional 
design.  
 

Convenience sample of 
RNs from one hospital 
Raosoft sample size 
calculator criteria. 
Population size of 350, 
margin error of 5, CI of 
95%, P value of <0.05 
level of significance. 
Minimal sample size of 
184 RNs working in 
various clinical areas  
 
Response rate 100%  
F:  n= 152 (82.6%) 
M: n=   32 (17.4%) 
 
 
 
 
 
 
 
 
 
 
 

HSOPSC 
questionnaire 
 
Validity and reliability 
assessed using the 
Construct Validity 
Index (CVI) and 
estimated at 0.85 
 
Internal consistency 
and reliability of 
HOSPSC were 
estimated using 
Cronbach’s alpha for 
the whole instrument  
a 0.93 
 
 
Data collection 
duration of three 
months 
 

Descriptive 
statistics for 
sample 
characteristics 
and study 
variables  
 
t-tests and 
Analysis of 
Variance 
(ANOVA) to test 
the differences in 
overall safety 
culture in relation 
to demographic 
and workplace 
characteristics 
 
Regression 
analysis to 
identify significant 
predictors and 
outcomes of 
safety culture 

PRR–Did not differentiate between 
positive and negative scores.  
 
Predictors (based on 12 
dimensions) of patient safety 
culture 
Highest PRR Scores described as 
strong dimensions 
Teamwork within units (82.9%) 
Organisational learning (81.8%) 
Feedback and communication about 
errors (81.2%) 
Supervisor/manager expectations 
(72.8%) 
 
Lowest PRR Scores described as 
weak dimensions 
Staffing (40%)  
Non-punitive response error (43.9%) 
Handoffs and transitions (39%) 
Overall patient safety culture (34.1%) 
Outcomes of patient safety culture 
Overall perceptions of safety (59%)  
Frequency of events reported 
(73.8%)  
 
Demographic Characteristics 
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No significant differences in patient 
safety culture related to age, gender, 
ethnic background, education level or 
years of experience.  
 
Significant differences in perceived 
patient safety culture related to the 
number of hours worked. RNs 
working an average of 40 to 59 
hrs/week had a higher patient safety 
culture compared to RNs working 
less or more than the average (F = 
25.865, p <0.001) and the number of 
years employed related to attitudes 
and skills, education related to 
knowledge 
 

Ridelberg et al. 
(2014) 
Sweden 

To explore key 
factors influencing 
patient safety as 
perceived by RNs 
 
Definitions  
Patient Safety: N 
Safety Culture: Y 
Safety Climate: N 

Qualitative.  
 

Purposeful sampling  
12 RNs from eight 
general hospitals 
(clinical areas not 
specified) 
 
Response rate 100% 
F:  n=11 (91.6%) 
M: n= 1 (8.4%) 
No inclusion/exclusion 
criteria 

Semi-structured 
interviews with open-
ended questions.  
Face-to-face 
interviews lasted 35-60 
minutes 
Telephone interviews 
between 20-45 
minutes 
 
Data collection 
duration of three 
months 
 

Qualitative 
content analysis. 
Coded using 
conventional 
content analysis.  
 
 

Factors influencing patient safety  
Patients 
Individual staff  
Teamwork 
Task and Technology  
Work environment  
Organisational and management  
Institutional context 
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Turunen et al. 
(2013)  
Finland 

To explore and 
compare Nurse 
Manager's and 
RNs views on 
patient safety 
culture to discover 
any differences in 
their views 
 
Definitions  
Patient Safety: N 
Safety Culture: N 
Safety Climate: N 

Quantitative. 
Web-based 
survey 
Descriptive 
design. 
 

Convenience sample  
4624 RNs comprising  
354 Nurse managers 
and  
from various clinical 
settings (general wards 
and ICU) across four 
acute hospitals.  
 
Response rate 17%  
NM n= 109 
F:  n=97 (89%) 
M: n= 12 (11%) 
 
RNs n=723 
F:  n=644 (89%) 
M: n= 79 (8.4%) 

HSOPSC (modified 
version–translated into 
Finnish) questionnaire 
 
Internal consistency 
and reliability were 
estimated using 
Cronbach’s alpha for 
six out of 12 safety 
dimensions, which 
varied from a  0.74 to 
0.84 
 
Data collection 
duration of one month 
 

Pearson’s chi-
square (p = 
<0.05) was used 
to compare 
differences 
between RNs and 
nurse managers 
 
 

RNs (44%) and NM (45%) agreed 
there was a safety problem in their 
unit.  
74% of NMs to 52% RNs reported a 
lack of feedback, and communication 
was positive when discussing 
preventing errors.  
RNs were more critical and identified 
more areas for improvement than 
NMs. These areas included  
actions of hospital management 
show patient safety as a top priority 
(28% RNs, 52% NM)  
Non-punitive response to errors (25% 
RNs, 8% NM) 

Wang et al. 
(2014) 
China  

To describe 
nurse’s perceptions 
of patient safety 
culture and their 
estimate of the 
frequencies of AEs 
and to examine the 
relationship 
between patient 
safety culture and 
AEs. 
 
Definitions  
Patient Safety: N 
Safety Culture: Y 
Safety Climate: N 

Quantitative. 
Descriptive 
correlation 
design.  
 

Stratified sampling for 
the site of study and 
clinical settings 
Convenience sampling 
of 640 RNs working in 4 
clinical areas (one 
medical, surgical, ICU 
and emergency dept. 
from each hospital)  
across seven hospitals  
 
Response rate 72.3%  
F:  n= 440 (95.1%) 
M: n= 23 (4.9%) 
No inclusion or 
exclusion  

HSOPSC 
questionnaire 
 
Internal consistency 
and reliability of 
HOSPSC estimated 
using Cronbach’s 
alpha for the whole 
instrument   
a 0.83  
 
Data from 7 AEs 
Medication error 
Pressure ulcer 
Patient Falls 

Descriptive 
statistics  
Pearson’s chi-
square to confirm 
the statistical 
mass 
Bi-variate 
regression 
models to 
compare each AE 
to patient safety 
perceptions.  
Multiple 
regression 
models for one 
type of AE to 

PRR > 75% Strengths  
Organisational learning/continuous 
improvement (89.7%) teamwork 
within units (86.5%)  
PRR < 50% Weaknesses  
Non-punitive response to error (32%) 
Communication and openness 
38.5%) 
Frequency of events reported (32%) 
non-punitive response to AE (32%) 
7AEs 
Organisational learning/continuous 
improvement could predict 3 out of 7 
AEs. A good learning climate also 
reduced AE, in particular medication 
errors. While 47.8% to 75.6% 
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Physical restraints > 8 
hours 
Surgical wound 
infection 
Infusion or transfusion 
reactions 
Patient or family 
complaints 
 
Data collection 
duration of three 
months 

patient safety 
perceptions. 
Significant level at 
p <0.05 

estimated AE happened, more than 
half did not report AE. 

Wilson et al. 
(2012)  
USA 

To explore the 
differences in 
perceptions of 
safety culture 
between charge 
and non-charge 
nurses.  
 
Definitions  
Patient Safety: N 
Safety Culture: N 
Safety Climate: N 

Quantitative. 
Descriptive 
cross-sectional 
correlation 
design.  
 

Convenience sampling 
of 710 RNs across 12 
adult medical and 
surgical units in one 
hospital.  
 
Response rate 53% 
No gender stated  
  
 
 
 

HSOPSC 
questionnaire 
 
Internal consistency 
and reliability were 
estimated using 
Cronbach’s alpha for 2 
out of 12 safety 
dimensions  
Teamwork within units 
a 0.80 
Overall perceptions of 
safety a 0.70 
 
 
Data collection 
duration of one month 

Descriptive 
statistics  
Pearson’s chi-
square measures 
the relationship 
between the 
patient safety of 
non-charge 
nurses and 
charge nurses.  
ANOVA to 
examine the 
differences in 
safety perceptions 
of charge and 
non-charge 
nurses.  
 
 
 

The overall perception of safety was 
higher for non-charge nurses (3.46) 
compared to charge nurses (3.27), 
t (374) = 2.86 p=0.005,  
Perceptions of teamwork, safety 
grade for the clinical area and fewer 
reported fewer AE (14% reported no 
AE) compared to charge nurses 
(21%).  
For AE reporting, charge nurses 
reported more (45%) than non-
charge nurses (27%) 
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Zabin et al. 
(2022)  
Palestine  

To investigate RNs 
perceptions of 
safety culture and 
the association of 
demographical 
characteristics 
between patient 
safety culture 
perceptions  
 
Definitions  
Patient Safety: N 
Safety Culture: Y 
Safety Climate: N 

Quantitative. 
Descriptive 
correlation 
design  
 

Convenience sample of 
240 RNs from various 
clinical settings in one 
from each hospital  
 
Response rate 53%  
F:  n= 41 (38.3%) 
M: n= 66 (61.7%) 
 

HSOPSC 
questionnaire  
A modified version 
translated into Arabic 
 
Internal consistency 
and reliability 
estimated using 
Cronbach’s alpha for 
the whole instrument  
a 0.87 
  
Data collection 
duration of three 
weeks  

Descriptive 
statistics  
 
Univariate and 
multiple 
regression 
analysis to 
examine the 
relationship 
between safety 
culture 
perceptions and 
demographic 
characteristics.  

PRR >75% Strengths  
Teamwork within units (89.7%) 
Organisational learning (87%) 
Feedback and communication about 
errors (83%) 
Frequency of events reported (76%)  
PRR <75% Weaknesses  
Managers' support for patient safety 
(69%)  
Overall perceptions of patient safety 
(64%) 
Supervisor/managers expectations 
(59%) 
Teamwork across units (59%)  
Handoffs and Transitions (53%)  
Communication openness (52%) 
Staffing (52%) 
Non punitive response to errors 
(22%)  
 
No significant findings relating to 
demographical characteristics (age, 
gender, employment, place of work, 
role, number of hours/week and 
safety culture perceptions 
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2.1.3 Evaluating the Evidence  

Nineteen studies were selected for the review, of which sixteen used a quantitative approach 

and three adopted a qualitative approach. These addressed various aspects and issues 

related to patient safety, safety culture, and safety climate perceptions. The reviewed studies 

are summarised in Table 2.5, and this section critically appraises the selected studies. 

2.1.3.1 Participants and Settings 
 
All studies included in this review were published between 2007 and 2023 and describe 

studies in nine countries (see Table 2.6), revealing no UK studies relating to RNs' perceptions 

of safety culture.  

Table 2.6 Country of Origin  

 

All studies were conducted in single or multi-site acute hospital settings. A total of 8,271 RNs 

were recruited in the 19 included studies that worked in various clinical settings (as illustrated 

in Table 2.5) in an acute or general hospital. Apart from AbulAlRub and Alhijaa (2014) and 

Zabin et al. (2022), most participants were female (83.3% to 97.7%) compared to males (2.3% 

to 16.7%). This is consistent with the nursing workforce globally as female nurses represent 

a higher proportion of the workforce, where 65% to 84% of RNs (from 2010 to 2019) are female 

compared to 14% to 35% who are male (Statista, 2019), which would account for the 

dominance of females in the reviewed studies. Two studies (Almutairi et al., 2013; Wilson et 
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al., 2012) did not state the gender of the participants, which limits the validity and 

generalisability of the findings when the characteristics are unknown.  

2.1.3.2 Study Designs  

Of the 19 studies that assessed RNs perceptions of safety culture in a hospital setting, three 

studies used a qualitative design that comprised one grounded theory (Leger and Phillips, 

2017) and two qualitative descriptive designs (Ballangrud et al., 2014; Ridelberg et al., 2014) 

using semi-structured interviews. The remaining studies were quantitative and comprised one 

quasi-experimental without a control group (pre-test–post-test measurement) (AbulAlRub and 

Alhijaa, 2014), six descriptive cross-sectional designs (Almutairi et al., 2013; Alquwez et al., 

2018; Ammouri et al., 2015; Ballangrud et al., 2012; Kakeman et al., 2021; Rawas and 

Hashish, 2023), five descriptive correlation designs (Armellino et al., 2010; Hong and Li, 2017; 

Turunen et al., 2013; Wang et al., 2014; Zabin et al., 2022), three cross-sectional correlation 

designs (Aydemir and Koç, 2023; Cho and Choi, 2018; Wilson et al., 2012), and one 

exploratory cross-sectional (Olsson et al., 2016).  

The relationship to perceptions of safety culture were diverse and included the rate and 

reporting of adverse events (AbulAlRub and Alhijaa, 2014; Hong and Li, 2017; Kakeman et 

al., 2021; Ridelberg et al., 2014; Wang et al., 2014), demographic characteristics (Almutairi et 

al., 2013; Aydemir and Koç, 2023; Zabin et al., 2022), predictors of patient safety culture 

(Alquwez et al., 2018; Ammouri et al., 2015; Ballangrud et al., 2012; Rawas and Hashish, 

2023), structural empowerment (Armellino et al., 2010, Cho and Choi, 2018), patient safety 

competencies (Cho and Choi, 2018), patient centred care (Olsson et al., 2016), and 

differences between nurse managers or charge nurses to non- nurse managers and charge 

nurses (Turunen et al., 2013; Wilson et al., 2012). All the reviewed studies provided a rationale 

for the methodologies appropriate to the study aim (see Table 2.5), implying the designs' 

appropriateness.  
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For the quantitative studies, descriptive cross-sectional, correlation, or cross-sectional and 

correlation designs were the most common (n=15). These designs are economical, more 

accessible, and quicker to conduct than others, as they involve a one-time effort over a brief 

period using a sample from the population of interest (Polit and Beck, 2018). However, they 

pose problems for causal inferences relating to the exposure and outcomes. Furthermore, the 

complexity and unpredictability of healthcare delivery can change how nurses interact in social 

and organisational environments. As a result, response bias can occur depending on their 

behaviours and attitudes towards patient safety. It would, therefore, be questionable to 

assume that study outcomes truly reflect their perceptions of safety. 

Equally, the reliability of the findings is debatable, as they cannot be generalised to a broader 

population or have the potential to be used by other healthcare organisations to improve 

patient safety now and in the future. To overcome the limitations of using these designs, the 

findings might have had different results if they had used more timepoints to measure how 

stable the participants’ safety culture perceptions were over time. However, these designs are 

time-consuming and costly, and recruiting and retaining participants over time may be 

challenging (Horwood et al., 2022). Correlation studies are the preferred design when it is not 

feasible to conduct an experiential study, and the threat to internal and external validity is more 

remarkable. The selection bias, confounders, and consistency of reporting are essential, 

which are discussed in the following section. 

2.1.3.3 Sampling Method 
 
Most studies used a non-probability sampling strategy with convenience sampling being the 

standard method for all quantitative studies. All three qualitative studies used purposive 

sampling, but they did not provide an explanation for their choice of this method. Ballangrud 

(2014) selected RNs who had completed the SBTT programme to recruit nurses. Likewise, in 

Ridelberg et al.'s (2014) study, the nurses were recruited by patient safety officers and 

healthcare practitioners. Leger and Phillips (2017) employed the snowballing method, wherein 
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their nursing colleagues recruited four out of the 13 nurses. Thus, selecting nurses who are 

interested in patient safety increases the probability of sampling bias. 

Of the 16 quantitative studies, only four used probability sampling strategies for the study site 

and clinical settings (Aydemir and Koç, 2023; Cho and Choi, 2018; Hong and Li, 2017; Wang 

et al., 2014). While this method enhances the sample representativeness (Polit and Beck, 

2018), the studies used convenience sampling to select participants. Although everyone in the 

target population is equally likely to be chosen, it is the weakest form of sampling as 

researchers select readily available participants (Etikan, 2016). Response bias can also occur 

when the characteristics of the participants who agreed to be in the study differ from those 

who declined to participate (Lau and Kuziemsky, 2016). The risk of under-representation or 

over-representation is greater, and sampling bias is also higher (Polit and Beck, 2018). 

Therefore, convenience sampling should be avoided when possible as the generalisability of 

the findings is limited. Nevertheless, one of the challenges of undertaking healthcare research 

is the accessibility of healthcare professionals. Subsequently, it is the most common method 

because it can be implemented more quickly.  

The quantitative sample sizes varied, as they ranged from 4624 nurses in four hospitals to 

100 nurses in one hospital. The response rate is also a key factor influencing the validity of 

survey results, as it is the total number who complete and return surveys out of the total invited 

to complete the survey. The response rates for the quantitative studies included in this review 

varied from 17% to 100%. For the qualitative studies, sample sizes varied from 21 nurses in 

seven ICUs to 12 nurses from eight general hospitals, and the response rate for the qualitative 

studies ranged from 86% to 100%. 

2.1.3.4 Sample Selection  
 
Controlling the independent variables, such as geographical location or demographic 

characteristics, can minimise sampling bias. Yet the geographical or demographic 

homogeneity was lacking when selecting participants for the studies. Geographical 
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homogeneity refers to a ‘sample that is all drawn from the same location’ (Robinson, 2014, 

p28), which was only present in two studies (Armellino et al., 2010; Ballangrud et al., 2014) 

where they sampled RNs from one hospital and one clinical setting. In ten studies, the sample 

came from different clinical settings and one hospital (Alquwez et al., 2018; Ammouri et al., 

2015; Ballangrud et al., 2012; Hong and Li, 2017; Olsson et al., 2016; Rawas and Hashish, 

2023; Ridelberg et al., 2014; Turunen et al., 2013; Wang et al., 2014; Zabin et al., 2022). For 

the remaining seven studies, they used more than one hospital and different clinical settings 

(AbulAlRub and Alhijaa, 2014; Almutairi et al., 2013; Aydemir and Koç, 2023; Cho and Choi, 

2018; Kakeman et al., 2021; Leger and Phillips, 2017; Wilson et al., 2012). None of the studies 

compared the differences in safety culture to geographical locations, therefore increasing 

sampling bias and limiting the generalisability of the data.  

Demographic homogeneity is imparted by a demographic commonality such as a specific age 

range, gender, and ethnic or socio-demographic group (Etikan, 2016), but this varied in all the 

studies. Clear and specific inclusion or exclusion criteria should have been included to 

increase homogeneity in the sample, but this was vague in all the studies. The only 

commonality shared was RNs working in a hospital setting. There were no exclusion criteria 

in six studies (Aydemir and Koç, 2023; Ballangrud et al., 2014; Choi and Choi, 2018; Kakeman 

et al., 2021; Leger and Phillips, 2017; Wang et al., 2014), and there were no inclusion and 

exclusion criteria in five studies (Ammouri et al., 2015; Ballangrud et al., 2012; Olsson et al., 

2016; Ridelberg et al., 2014; Turunen et al., 2013). The inclusion and exclusion criteria could 

have been more specific, and other demographic data, such as role title, years of work, and 

post-qualifying experience, could have been included. Robinson’s (2014) suggestion is that 

the more clearly and explicitly defined the sample, the more valid and transparent any 

generalisation can be.  

Some study designs need a diverse sample to show that similarities seen in a diverse group 

are more likely to be true for the entire population than in a sample that is all the same. 

Ridelberg et al. (2014) qualitative study used a heterogeneous demographic sample with no 
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inclusion or exclusion criteria. Therefore, it was unclear why this method was chosen, as the 

findings did not examine the relationship between the demographical data and perceptions of 

safety culture. Similarities were found in the Ballangrud et al.’s (2014) study, which used 

strategic sampling to select participants based on their gender, age, area of intensive care, 

education level, and years as an ICU nurse. In contrast, eight quantitative studies (Almutairi 

et al., 2013; Alquwez et al., 2018; Armellino et al., 2010; Aydemir and Koç, 2023; Cho and 

Choi, 2018; Olsson et al., 2016; Rawas and Hashish, 2023; Zabin et al., 2022) used a 

heterogeneous sample to determine if the demographical characteristics were predictors of a 

positive or negative safety climate. The findings from these studies varied, and some 

suggested that their relation to safety culture perceptions was consistent with the aims of their 

studies. However, the diversity of the outcomes threatens the internal validity of the findings 

due to the inferences between the differences in the participant demographics (e.g., age, 

gender, and years of clinical experience).  

Epistemologically and practically, non-probability sampling was the most suitable method for 

these studies to capture data representing the RN's safety culture perceptions. They are 

suitable for their accessibility and affordability and are quicker to conduct than others (Polit 

and Beck, 2018). Yet a significant limitation of all the selected studies is that the risk of sample 

bias is greater, as not all participants in the population have an equal opportunity to be 

involved. This makes it difficult to draw inferences about a population (Etikan, 2016). 

Furthermore, the strategies to reduce sample bias are flawed due to some of the studies' 

geographical and demographic homogeneity and weaknesses in the inclusion and exclusion 

criteria. As a result, the credibility and coherence of a study are undermined if there is no 

defined sample or if the study makes claims beyond its own sample universe (Robinson, 

2014). Subsequently, the confidence and the level of generality inferred from the reviewed 

study findings make it difficult to draw conclusions about the nurses' safety culture 

perceptions.  
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2.1.3.5 Measurement of Safety Culture 
 
The safety culture measurement tools are based on a combination of dimensions to quantity 

safety culture within healthcare settings to provide a sense of how an organisation is at risk of 

patient harm occurring (Singer et al., 2009; Sorra and Neiva, 2004). The 16 quantitative 

studies in this review sampled RNs across various clinical areas in an acute hospital setting. 

The HSOPSC was used in 12 studies with the SAQ, the PSCAS (the same as the SAQ), and 

the SCS was utilised in one each of the four quantitative studies (see Table 2.5). All tools used 

a 5-point Likert response scale (1=strongly agree, 5=strongly disagree). The length of the tools 

ranged from 19 to 60 questionnaire items that were grouped into six (e.g., SAQ and SCS) or 

12 dimensions (e.g., HOSPSC). In addition to the SAQ survey, Aydemir and Koç (2023) used 

the Patient Safety Culture Scale (PSCS), which was an 83-item PSCS draft scale developed 

by Turkmen et al. (2011). Unlike the other tools used in the studies, the PSCS is one of the 

least frequently used tools internationally, as it was found to be restricted to studies 

undertaken in Turkey (e.g., Çiftcioglu et al., 2022; Dirik and Interpeler, 2017; Karaca et al., 

2022; Turkman et al., 2013; Zeynep et al., 2020). 

The safety culture dimensions that measure safety culture perceptions for the HOSPSC, SAQ, 

PSCAS, and PSCS are illustrated in Table 2.7. The SCS is the only survey that did not group 

the items under specific dimensions and consisted of 19 items to measure safety culture 

perceptions. The advantages of using safety culture assessment tools are that they are 

flexible, objective, and can be applied to many populations to obtain information about the 

prevalence, distribution, and interrelationships of variables within a population (Health 

Foundation, 2011b). However, Ross-Walker et al. (2012) argues that there are several 

immeasurable cultural factors, such as nursing workloads and the impact on staff and patient 

safety. These factors are key features of hospital environments, and measurement of this 

culture via a safety climate snapshot may not highlight this fact. Alqattan et al. (2019) concurs 

as they suggested that safety culture includes both objective (e.g., healthcare providers’ 
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behaviours and practices) and subjective aspects (beliefs, values, and attitudes about safety 

culture) and quantitative survey-based organisational snapshots miss the latter.  

Table 2.7 Safety Culture Dimensions that Measure Safety Culture Perceptions 

HOSPSC SAQ and PSCAS PCSC 

12 Dimensions  
Supervisor/manager 

expectations and actions 

Organisational learning  

Teamwork within units 
Communication openness 

Feedback and communication 

about error  

Non-punitive response to error  

Staffing 

Hospital management support  

Teamwork across units 
Hospital handoffs and 

transition  
 

Outcome measure measures  
Perception of safety  

Frequency of incidents 

reported (last 12 months)  

Patient safety grade 

6 Dimensions  
Safety climate 

Teamwork climate 

Stress recognition  

Perceptions of management  
Working conditions  

Job satisfaction  

5 Dimensions 
Management and leadership  

Training of personnel 

Reported unexpected errors 

and events  
Care environment 

Personal behaviour  

 

2.1.3.6 Data Collection  

All studies included many participants across various clinical settings and data collection 

varied from 2 weeks to 11 months (see Table 2.5), and the risk of social desirability response 

bias cannot be excluded. Social desirability biases are the tendency to ‘under-report socially 

undesirable attitudes and behaviours and to over-report more desirable attributes’ (Latkin et 

al., 2017, p2), and are likely to occur in self-reported questionnaires. Therefore, the measure 

of safety culture may increase healthcare professionals' desire to act in a culturally and socially 

appropriate and acceptable manner. Due to flawed conclusions, concealing their genuine 
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opinions or experience of safety culture will affect the finding's reliability and generalisability. 

In addition, healthcare delivery is multifaceted, complex, and unpredictable and can change 

very rapidly. Subsequently, any rapid changes that affect clinical practice may negatively or 

positively influence their attitudes and behaviours hourly, daily, or weekly (Polit and Beck, 

2018). Therefore, the risk of response bias can increase, leading to inaccurate self-reports 

and erroneous study conclusions. Furthermore, increased response bias can also be affected 

by transitory personal factors caused by fatigue, hunger, mood, and administration variations 

(Latkin et al., 2017). No studies acknowledged this as a limitation except for Hong and Li 

(2017).  

2.1.3.7 Psychometric Properties of the Safety Culture Measurements 

Reliability and validity are the fundamental components in evaluating a measurement tool 

(Tavakol and Dennick, 2011). The reliability and validity using multilevel psychometric tests 

for the HOSPSC, SAQ, and SCS have been confirmed in several studies across a range of 

countries and different contexts, which are widely published (e.g., Kho et al., 2005; Pronovost 

and Sexton, 2005; Sexton et al., 2006; Sorra and Dyer, 2010; Sorra and Neiva, 2004). In 

contrast, the reliability and validity of the PSCS are limited as the 83 items in the tool are 

described as a draft scale (Turkman et al., 2011). Indeed, the content validity was evaluated 

by a panel of ten professionals, and items with a low correlation coefficient of < 3.0 were 

excluded, and other items were rewritten based on their opinion. The amended survey was 

reduced from an 83-item draft to a 46-item survey and divided into five dimensions: 

management and leadership (17 items), training of personnel (7 items), reported unexpected 

errors and events (5 items), care environment (8 items), and personal behaviour (14 items). 

Although the scale was test piloted for understandability, it was undertaken on a small sample 

of ten nurses. Therefore, the reliability and validity of this tool are debatable and suggest that 

not all the findings will be reliable, valid, and generalisable. 
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Cronbach’s alpha is an extensively used objective measure of an instrument or scale's 

reliability and internal consistency (Taber, 2018). Indeed, earlier literature described 

Cronbach’s alpha as ‘one of the most important and pervasive statistics in research involving 

test construction and use’ (Cortina, 1993, p. 98). Confidence in the reliability and validity of 

the study findings is increased the closer the alpha is to 1, meaning a higher internal validity 

of the results. Typically, a Cronbach's alpha value of 0.70–0.90 indicates good reliability (Field, 

2013; Tavakol and Dennick, 2011). Although, the pre-validated tools (HSOPSC, SAQ, and the 

SCS) in the reviewed quantitative studies make them suitable instruments for measuring 

safety culture. Nonetheless, according to Flin (2007), the reliability and validity should be 

confirmed. However, the psychometric properties reported were varied and limited for most of 

the reviewed studies (see Table 2.8). 
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Table 2.8 Reported Psychometric Properties for the Reviewed Studies 

Coefficient 
for  

dimensions

AbulAlRub and Alhijaa (2014) HOSPSC No 0.82 No No No Yes

Almutairi et al . (2014) SCS No 0.88 No No Good No

Alquwez et al . (2018) HOSPSC No 0.71 No No Good Yes

Ammouri et al . (2015) HOSPSC No No 0.69 – 0.87 6 out of 12 No Yes

Armellino et al . (2010) HOSPSC No No 0.63 – 0.87 No No One study

Ademyer and Koç (2023) SAQ Yes 0.93 No No No No 

Ballangrud et al . (2012) HOSPSC No No 0.49 – 0.83 No No No

Cho and Choi (2018) HOSPSC Yes No 0.74 - 0.80 10 out of 12 No No

Hong and Li (2017) PSCAS Yes 0.89 test-retest 0.70-0.833 5 out of 12 No No

Kakeman et al.  (2021 HOSPSC Yes No 0.76 - 0.82 No No No

Olsson et al . (2016) SAQ No No No No No Yes

Rawas and Hashish (2023) HOSPSC No 0.93 No No No One study 

Turunen et al . (2013) HOSPSC Yes No 0.74 – 0.84 6 out of 12 No No

Wang et al . (2014) HOSPSC No 0.83 No No No One study

Wilson et al . (2012) HOSPSC No No
Teamwork       *PSC 0.80

2 out of 12 No One study

Zabin et al.  (2022) HOSPSC Yes 0.87 No No Good No 

Benchmarked against 
other studiesAuthors Instrument Modified version Coefficient for 

instrument
Safety Culture 

dimensions Reliability Category
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There was a degree of confidence in the reliability and validity of the findings in Hong and Li 

(2017) compared with the remaining studies. Hong and Li’s (2017) study used multilevel 

measurements, which demonstrated good construct validity and internal consistency using 

Cronbach alpha (0.89), exploratory factor analysis (>0.50), and test-retest analysis (0.701-

0.833). For the remaining studies, the inflation of Cronbach’s alpha was evident by the 

inappropriate use of the alpha in seven studies (AbulAlRub and Alhijaa, 2014; Almutairi et al., 

2014; Alquwez et al., 2018; Aydemir and Koç, 2023; Rawas and Hashish, 2023; Wang et al., 

2014; Zabin et al., 2022). For these studies, the alpha value was calculated across multiple 

dimensions instead of each of the 12 dimensions, which inflates the alpha values as it is 

greater than the values for each dimension (Taber, 2018). Four studies (Ammouri et al., 2015; 

Cho and Choi, 2018; Turunen et al., 2013; Wilson et al., 2012) had only reported findings 

associated with some dimensions, which can also increase the Cronbach’s alpha scores 

according to Taber (2018). Finally, superficial changes to words, usually caused by translation 

when modifying the surveys can cause low correlation scores, which were found in four 

studies. Ballangrud et al. (2012) was the only study with a low correlation score of 0.49, which 

they explained was due to the sample comprising RNs. However, they also omitted to report 

the alpha values for each dimension. In addition, Turunen et al. (2013), Choi and Cho (2018), 

and Zabin et al. (2022) reported good internal reliability, which indicated that the items 

measured the same construct and were not affected by their translation. Apart from Hong and 

Li’s (2017) study, the lack of under-reporting and using Cronbach’s alpha values suggested 

that not all the findings were reliable, valid, and generalisable.  

2.1.4 Synthesising the Evidence 

Once the data was extracted and the papers critically appraised, the data extraction (see Table 

2.5) was used to synthesise the evidence using thematic analysis. The process involved 

extracting the data and clustering themes and subthemes. Once these were identified, the 

data was further examined and synthesised into analytical themes (Thomas and Harden, 

2008) that aligned with the study objectives. A table of themes itemised in Appendix 2.5 
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records the frequency and occurrence of themes in each paper. It also lists the authors 

alphabetically, and the ‘X’ denotes the theme that appeared in the findings. These included 

definitions used in the studies, measurements of perceptions of safety culture, safety climate, 

and the associated concepts (as illustrated in Table 2.7), and factors that were considered to 

influence nurses' perceptions positively or negatively (e.g., teamwork, communication, 

leadership, patient safety competencies). The subthemes were subject to further analysis to 

identify similarities of topic areas or subjects or by way of association and finally organised 

into three overarching themes as illustrated in Figure 2.2. The following overarching themes 

and related subthemes is discussed in the next section. 

1. The conceptualisation of patient safety, safety culture and safety climate in nursing. 

2. Measurement of safety culture and climate perceptions. 

3. Key Influences on safety culture and patient safety. 
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Figure 2.2 Synthesis of the Evidence: Overarching Themes and Subthemes  
 

 

*() denotes the paper numbers. Appendix 2.5 illustrates the authors’ alignment with the paper numbers  
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2.1.4.1 Conceptualisation of Patient Safety, Safety Culture and Safety Climate  

Polit and Beck (2018) suggest that a study should provide a conceptual definition. For studies 

exploring patient safety, safety culture, or safety climate, Sammer et al. (2010) indicated that 

the first step is to define these terms. Table 2.10 illustrates the definitions applied to most of 

the reviewed studies, nonetheless, there were five studies (Ballangrud et al., 2014; Leger and 

Phillips, 2017; Ridelberg et al., 2014; Turunen et al., 2013; Wilson et al., 2012) that did not 

define these concepts. For those that did, ten of the studies, referred safety culture as shared 

values, attitudes, and behaviours related to preventing harm (Armellino et al., 2010; Ammouri 

et al., 2015; Aydemir and Koç, 2023; Ballangrud et al., 2014; Rawas and Hashish, 2023) or 

promoting patient safety (Alquwez et al., 2018; Cho and Choi, 2018; Hong and Li, 2017; 

Olsson et al., 2016; Wilson et al., 2012). Seven studies (Alquwez et al., 2018; Ammouri et al., 

2015; Armellino et al., 2010; Aydemir and Koç, 2023; Ballangrud et al., 2012; Rawas and 

Hashish, 2023; Zabin et al., 2022) used definitions reflecting their research aims. However, 

seven studies used patient safety, safety climate, and safety culture interchangeably, 

therefore the association with the study aims was unclear. For example, Almutairi et al. (2013) 

explored safety climate but defined patient safety. Similarly, AbulAlRub and Alhijaa (2014) and 

Wilson et al. (2012) examined perceptions of safety culture, but their definitions of safety 

culture referred to patient safety. Likewise, Olsson et al. (2016) studied perceptions of safety 

climate, but the description of safety climate reflected a definition for safety culture.  
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Table 2.9 Definitions of Patient Safety/Safety Culture/Safety Climate  

Authors Research Aim Patient Safety Safety Culture Safety Climate 

AbulAlRub and 
Alhijaa (2014)  

To examine the impact of 
patient safety educational 
interventions among senior 
nurses on their perceptions of 
safety culture and the rate of 
reported adverse events, 
pressure ulcers, and patient 
falls. 

NONE  ‘The product of nurses shared 
values and beliefs about patient 
safety’.  
Feng et al. (2008 p. 315). 

NONE 

Almutairi et al. 
(2013)  

To explore the safety climate 
perceptions of the multicultural 
nursing workforce and to 
investigate the influence of the 
diversity of the multicultural 
nursing workforce on clinical 
safety in a large tertiary 
hospital in Saudi Arabia. 

‘The prevention of harm to 
patients’ Kohn et al. (2000, 
p155). 
 

NONE  NONE  

Alquwez et al. 
(2018)  

To assess the present patient 
safety culture of three general 
hospitals in Saudi Arabia, as 
perceived by nurses. 

NONE ‘Values shared among members 
of the organization on what they 
think as important, their beliefs 
about how things operate in the 
organization, and the interaction 
of these with work unit and 
organizational structures and 
systems, which together produce 
behavioural norms in the 
organization that promote safety’ 
Singer et al. (2009, p. 400). 

NONE 
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Ammouri et al. 
(2015) 

To investigate nurses' 
perceptions about safety 
culture and to identify factors 
that need to be emphasised to 
develop and maintain the 
culture of safety among nurses 
in Oman. 

NONE ‘Patient safety culture is the 
outcome of interactions between 
attitudes, values, skills, and 
behaviours to commit to 
workplace safety management. 
Therefore, patient safety culture 
is a multifactorial framework that 
promotes a systematic approach 
to preventing and reducing 
patient harm’  
Nieva and Sorra (2003). 

NONE 

Armellino et al. 
(2010)  

The study aimed to examine 
the relationship between 
structural empowerment and 
patient safety culture among 
staff-level (RNs) within adult 
critical care units (ACCU). 

Used Laschinger et al. (2006) 
SE framework to guide the 
study. 

‘The values and beliefs of an 
organization’s PSC give direction 
to employees concerning how 
patient safety and employee 
errors are viewed and what 
attitudes and behaviours related 
to patient safety are expected’ 
Sorra and Nieva (2004). 

NONE 

Aydemir and Koç 
(2023) 

To determine the factors 
affecting patient safety, 
focusing on the culture and 
attitudes of RNs working in 
EDs. To examine the effect of 
demographical characteristics 
on safety culture attitudes.  
 
 
 

‘The prevention of errors and 
adverse effects to patients 
associated with health care’  
WHO (2014). 

NONE  NONE 
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Ballangrud et al. 
(2012)  

To investigate RNs 
perceptions of the patient 
safety climate in intensive 
care units and explore 
potential predictors for the 
overall perception of safety 
and frequency. 
of incident reporting. 

NONE ‘An integrated pattern of 
individual and organizational 
behaviour based upon shared 
beliefs and values that 
continuously seeks to minimize 
patient harm which may result 
from the process of care 
delivery’’  
The European Society for 
Quality in Health Care 
(European Union Networks for 
Patient Safety (EUNetPaS) 
(2010, p. 4). 

‘Safety climate is the 
measurable component of 
safety culture, regarded as 
surface features (Flin et al., 
2000), and relates to the 
employees’ shared 
perceptions regarding safety 
policies, procedures and 
practices in their unit and 
the organisation at large’.  
Zohar and Erev (2007, 
p131). 

Ballangrud et al. 
(2014) 

Describe ICU nurses' 
perceptions of simulation-
based team training for 
building patient safety in the 
ICU. 

NONE  NONE  NONE 

Cho and Choi 
(2018)  

To investigate the 
relationships between RNs 
perceptions of the culture of 
patient safety in their 
workplace and their PS 
competency attitudes, skills, 
and knowledge. 

NONE ‘The prevention of errors and 
adverse effects to patients 
associated with health care’ 
WHO, (2014). 

NONE 

Hong and Li (2017) To investigate the impact of 
nurses' perceptions of patient 
safety culture and AE 
reporting and correlate their 
perceptions with self-reported 
rates of AEs. 

NONE ‘A reflection of professional 
shared conventions, values, 
beliefs, and safety behaviours’ 
Schneider et al. (2013). 

NONE 
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Kakeman et al. 
(2021) 

To investigate RNs 
perceptions of the patient 
safety culture and the 
association of perceived 
proportion on AEs. 
 

NONE  ‘Management and staff values, 
beliefs, and norms about what is 
important in a health care 
organisation, how organization 
members are expected to 
behave, what attitudes and 
actions are appropriate and 
inappropriate, and what 
processes and procedures are 
rewarded and punished, 
concerning patient safety’ Sorra 
and Dyer (2010, p1). 

NONE  

Leger and Phillips 
(2017) 

To explore the perceptions of 
bedside RNs regarding patient 
safety in adult acute care 
hospitals. 
 

NONE  NONE  NONE  

Olsson et al. (2016) To explore RNs' perceptions of 
safety climate and readiness 
to implement patient-centred 
care in surgical care. 

NONE  NONE ‘Shared perceptions about 
the importance of safety to 
the organization, which are 
communicated through the 
attitudes and behaviours 
that are expected, 
supported, and rewarded in 
the work environment’.  
Schneider (1990). 

Ridelberg et al. 
(2014) 

To explore key factors 
influencing patient safety as 
perceived by RNs. 
 

NONE  NONE NONE  
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Rawas and Hashish 
(2023)  

To investigate RNs' 
perceptions of safety culture 
and the association of 
demographical characteristics 
between patient safety culture 
predictors and outcomes. 
 

‘The prevention of damage to 
patients’ WHO, (2017, p.1). 

‘Perceived values, attitudes, 
skills, and behaviours’ 
Sendlhofer et al. (2015, p.1). 

 

Turunen et al. 
(2013)  

To explore and compare nurse 
manager's and RNs views on 
patient safety culture to 
discover differences in their 
opinions. 
 

NONE  NONE NONE  

Wang et al. (2014) To describe nurses' 
perceptions of patient safety 
culture and their estimate of 
the frequencies of AEs and to 
examine the relationship 
between patient safety culture 
and AEs. 

NONE  NONE NONE  

Wilson et al. (2012)  To explore the differences in 
perceptions of safety culture 
between charge and non-
charge nurses.  
 

NONE  NONE NONE  

Zabin et al. (2022) To investigate RNs' 
perceptions of safety culture 
and the association of 
demographical characteristics 
between patient safety culture 
perceptions.  
 

NONE  ‘A component of an 
organisational environment 
directly related to safety values 
and beliefs within healthcare 
systems’ De Bienassis et al. 
(2020, p10). 
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2.1.4.2 Measurement of Safety Culture Perceptions 
 
Safety culture measurement involves the organisation’s commitment to fostering a positive 

safety culture to reduce harm (IOM, 2000; Shostek, 2007). As a result, hospital safety culture 

is typically measured through quantitative safety culture assessment tools. In several 

comprehensive reviews of safety climate tools in healthcare (Alsalem et al., 2018; Flin et al., 

2006; Halligan et al., 2011; Singla et al., 2006), the HSOPSC (developed by Sorra and Neiva, 

2004) and SAQ (developed by Sexton et al., 2006) emerged as recommended tools. 

There were eight quantitative studies (Almutairi et al., 2013; Alquwez et al., 2018; Aydemir 

and Koç, 2023; Ballangrud et al., 2012; Kakeman et al., 2021; Olsson et al., 2016; Turunen et 

al., 2013; Wilson et al., 2012) that offered insight into the overall perceptions of safety culture. 

Six studies measured the general safety culture against demographic characteristics. For 

example, Alquwez et al. (2013) aimed to identify predictors (demographic characteristics) of 

safety culture and found a direct correlation between poor safety culture perceptions 

associated with ethnic backgrounds, age, education, and more than one year of experience. 

Almutairi et al. (2013) used the SCS to investigate the differences in safety culture perceptions 

across a multicultural nursing workforce. Although nurses reported a positive safety climate 

and that patient safety was reinforced as a priority, of the 319 RNs who responded, 48% (146) 

of nurses said that their work environment was clinically unsafe. Despite this contraindication, 

they found no direct correlation between ethnic background and length of experience, except 

for those over 45 years of age. Similarly, Ammouri et al. (2015), Olsson et al. (2016), Rawas 

and Hashish (2023), and Zabin et al. (2022) found no correlation between gender, age, 

experience, and education, suggesting that demographic characteristics do not influence their 

perceptions of safety culture.  

2.1.4.3 Concepts Measured in Safety Attitude Surveys   

All the quantitative studies used safety attitude surveys of pre-defined dimensions (see Table 

2.7) identified as sub-cultures of safety culture (Sammer et al., 2010) to measure the 

perceptions of safety culture. All the quantitative studies reported the participants’ perceptions 
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against the safety culture dimensions, however, only six of those studies (AbulAlRub and 

Alhijaa, 2014; Alquwez et al., 2018; Armellino et al., 2010; Ballangrud et al., 2012; Cho and 

Choi, 2018; Hong and Li, 2017) reported their findings against all the dimensions (based on 

the selected safety attitude scale). The remaining studies reported their data against selected 

dimensions or individual questions (also referred to as items). Two of the studies reported data 

against each question, also referred to as an ‘item’ (Ammouri et al., 2015; Almutairi et al., 

2013), and two studies used self-selected dimensions (Turunen et al., 2013; Wilson et al., 

2012).  

The items were scored as 1-5 or 0-100 using Likert Scales (1/0=disagree strongly, 

2/25=disagree slightly, 3/50=neutral, 4/75=agree slightly, 5/100=agree strongly). The average 

mean or median score for each dimension was computed by adding individual scores for each 

item and dividing by the number of survey items within the dimension. The strengths and 

weaknesses of each dimension were described as a Positive Response Rate (PRR). The 

distinction between positive and negative response rates was calculated by combining the 

scores of the lowest response categories (disagree strongly and disagree slightly) and the 

highest responses (agree strongly and agree slightly). Most of the quantitative studies 

(AbulAlRub and Alhijaa, 2014; Alquwez et al., 2018; Ammouri et al., 2015; Armellino et al., 

2010; Cho and Choi, 2018; Hong and Li, 2017; Wang et al., 2014) found strengths when the 

PRR was ≥ 4 or 75%, and weaknesses when it was ≤ 3 or 50%. In contrast, Aydemir and 

Koç's (2023) study did not clearly distinguish between positive and negative scores as they 

calculated the score for each item in each dimension and presented them as a total mean 

score (see Table 2.5). They reported that teamwork climate scored the highest with a mean 

(SD) of 46.32 (8.52), and the lower mean score was stress recognition at 16.10 (4.35). 

Nevertheless, it was unclear if these were positive or negative responses, therefore, 

comparing the findings to the studies using the SAQ (Olsson et al., 2016) or the PSCAS (Hong 

and Li, 2017) was impossible.  
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These dimensions also varied as safety culture perceptions were measured against adverse 

event reporting (Alquwez et al., 2018; Ammouri et al., 2015; Ballangrud et al., 2012; Hong and 

Li, 2017; Kakeman et al., 2021; Wang et al., 2014), following patient safety interventions 

(AbulAlRub and Alhijaa, 2014; Ballangrud et al., 2014) and readiness for the implementation 

of evidence-based practice (Olsson, 2016). In addition, they were also measured with patient 

safety competencies (Cho and Choi, 2018), structural empowerment (Armellino et al., 2010), 

and patient safety indicators (AbulAlRub and Alhijaa, 2014; Rawas and Hashish, 2023). The 

findings from the studies offer an insight into the key factors that contribute most strongly to a 

positive or negative safety culture and are discussed in the following section. 

2.1.4.4 Key Influences on Safety Culture and Patient Safety 

External and internal effects of organisational and workplace safety culture were perceived as 

strong indicators of a positive or negative safety culture The most common factors included 

teamwork, communication, adverse events, incident reporting, and leadership.  

2.1.5.4.1 Teamwork  

The process of providing healthcare is intrinsic, interdisciplinary, and multidisciplinary, relying 

upon collaboration and cooperation across all healthcare professions to provide safe, effective 

care. Teamwork was the most essential and highest-scoring dimension reported (AbulAlRub 

and Alijah, 2014; Almutairi et al., 2013; Alquwez et al., 2018; Ammouri et al., 2015; Armellino 

et al., 2010; Aydemir and Koç, 2023; Hong and Li, 2017; Olsson et al., 2016; Rawas and 

Hashish, 2023; Wang et al., 2014; Zabin et al., 2022). Apart from Aydemir and Koç (2023), 

the studies claimed that teamwork was a positive indicator of safety culture, which was 

reflected in the PRR scores (>75%) for teamwork. Alquwez et al. (2018) and Rawash and 

Hashish (2023), who aimed to identify predictors of patient safety culture, reported teamwork 

as a positive strength. Yet, there was no direct correlation to the overall perception of safety 

culture, which was reported as a weakness. Ammouri et al. (2015) study was the only one that 

used multiple regression analysis to identify factors of safety culture that required further 
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development to maintain the culture of safety. Their findings concluded that there was a 

positive relationship between teamwork and the overall perceptions of safety culture, which 

was supplementary to employee support for their colleague’s work, respect, and teamwork 

under pressure.  

2.1.5.4.2 Communication  

Communication is fundamental in creating a positive safety culture (Ammouri et al., 2015), but 

the findings varied. Some of the studies using the HOSPSC survey (AbulAlRub and Alijah, 

2014; Ammouri et al., 2015; Armellino et al., 2010; Choi and Cho, 2018; Rawas and Hashish, 

2023; Zabin et al., 2022) revealed that communication was also the most important and 

highest scoring dimension, yet other studies reported it to be the weakest (Alquwez et al., 

2018; Kakeman et al., 2021; Wang et al., 2014). Interestingly, those studies using the SAQ 

(Aydemir and Koç, 2023; Hong and Li, 2017; Olsson et al., 2016) did not report any findings 

relating to communication despite this being included in the SAQ survey as a separate 

dimension (Communication and Collaboration). Although researchers can report these items 

in their findings, the scoring criteria omits this dimension from the overall scores. The items 

aligned to communication and collaboration (for the SAQ) are different from the HOSPSC 

survey items. For the HOSPSC, this relates to hospital handoffs and transitions (transfer of 

patient care information across wards and during shift changes and handing over patient 

information) and communication openness (staff freely speak up if they see something that 

may negatively affect a patient and feel free to question those with more authority) (Sorra et 

al., p3). The SAQ focuses on communication and collaboration, as well as the breakdown of 

communication within interprofessional teams (Sexton et al., 2006). Consequently, when 

different tools are used, comparing the findings is difficult.  

2.1.4.4.3 Adverse Events and Incident Reporting  

As discussed in Chapter 1 (s1.2.3), the number of reported adverse incidents continues to rise 

(see Tables 1.4 and 1.5) since the evolution of patient safety. More open communication about 

errors where staff can speak up in a non-punitive organisational culture encourages reporting 
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and provides opportunities to learn from such errors (Elmonstri et al., 2017; Sammer et al., 

2010). As a result, these factors are influential in promoting a positive organisational and 

workplace safety culture and reducing patient harm. Hong and Li (2017) measured this 

relationship between the organisational culture of learning and reported an overall positive 

safety climate by those nurses who reported an AE within 12 months. In comparison, those 

who did not report AE within 12 months reported a negative safety climate. They concluded 

that a positive learning culture reduced the number of adverse incidents, particularly 

medication errors (Hong and Li, 2017). Interestingly, Kakeman et al. (2021) reported negative 

(PRR < 50%) to all the safety culture dimensions with scores ranging from 42.7% to 20.9% 

which indicated a poor safety culture. This was reflected by the high number of estimated AEs 

reported within the past 12 months that ranged from 51.2% to 63%. The number of AEs was 

measured against six frequent incidents that nurses are required to report (Wang et al., 2014; 

Abadi et al., 2017). These included pressure ulcers, patient falls, adverse drug events, surgical 

wound infections, patients or family complaints and infusion or transfusion reactions. The 

number of AEs was estimated by RNs using a seven-scale frequency system and comprised 

the number of frequencies every day = 6, several times a week = 5, once a week = 4, several 

times a month = 3, once a month or less = 2, several times a year = 1, and never happen = 0. 

However, the choice of answers and the fear of punishment from reporting errors increases 

the risk of response bias and recall bias (Stantcheva, 2023). Consequently, nurses may 

underestimate the number of AEs and therefore this limits the reliability, validity, and 

generalisability of the data. Collecting the actual AEs data would have reduced the response 

and recall bias to provide more meaningful and reliable results from which to take action.  

A learning culture and reporting culture appear in the HOSPSC, SAQ, and the SCS. However, 

the findings in the quantitative studies using the HOSPSC were misleading in six out of nine 

studies for the following reasons. AbulAlRub and Alhijaa (2014), Ammouri et al. (2015), Rawas 

and Hashish (2023), and Zabin et al. (2022) reported that nurses positively perceived 

organisational learning, feedback, and communication about errors but had negative 
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perceptions for non-punitive responses to errors, which ranged from 21.4% (Ammouri et al., 

2015) to 38.4% (Kakeman et al., 2021). This meant that 62% to 88.6% of RNs reported a 

punitive response to errors. A punitive response to errors contributes to a negative safety 

culture and poor patient outcomes (Feng et al., 2008), as nurses are not at ease when 

reporting incidents and alternatively do not report, and they do not learn, which perpetuates 

unresolved patient safety concerns (Leger and Phillips, 2017). Similarly, Alquwez et al. (2018), 

Armellino et al. (2010), and Wang et al. (2014) reported positive perceptions of organisational 

learning but negative perceptions of communication openness, frequency of errors reported, 

and non-punitive response to errors. Ridelberg et al. (2014) conducted a descriptive qualitative 

study that explored the facilitators and barriers that influenced patient safety and found that 

feelings of shame led to a reluctance to admit to faults and report incidents. Indeed, Alquwez 

et al. (2018) reported that out of 351 nurses, 301 (82%) nurses did not report AE, and only 60 

(17%) reported an AE in 12 months. Equally, Armellino et al. (2010) concurred with these 

findings as they reported that 64 (63%) out of 103 nurses did not report an AE in the last 12 

months. Interestingly, Leger and Phillip’s (2017) grounded theory study found that nurses were 

professionally duty-bound to report AEs regardless of a non-punitive response, which was a 

key motivator to keep their patients safe. Consequently, nurses were unafraid and were willing 

to report errors and patient safety concerns.  

Differences in nurses' perceptions were found in Ballangrud et al.'s (2012) study, as they 

reported positive perceptions of organisational learning, communication openness, and a non-

punitive response, but the frequency of error reporting was negative. Their PRR was 

calculated based on scores ≥ 50%; if they had measured PRR ≥ 75%, only organisational 

learning and a non-punitive response to errors would have remained positive. The 

inconsistency in reporting positive and negative perceptions may contribute to using three 

dimensions to measure the same factors: communication and openness about errors, 

organisational learning, non-punitive response to errors, and the frequency of reported events. 

Aydemir and Koç (2023) and Olsson et al. (2016) used the SAQ survey, providing direct 
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evidence of a negative reporting and learning culture. The SAQ survey captures all these 

items under the ‘safety climate’ domain, which captures the organisation's commitment to 

learning and reporting culture and is defined as ‘perceptions of a strong and proactive 

organisational commitment to safety’ (Sexton et al., 2006, p3).  

2.1.4.4.4 Leadership 

Organisational and ward leaders recognise that patient safety is essential to their leadership 

role, however, this is not a view that RNs share (Richardson and Storr 2010). Ridelberg et al.’s 

(2014) qualitative study supported this viewpoint; however, they reported that nurses who 

perceived that their managers who had a positive attitude towards patient safety engaged with 

the workforce, compared to their managers who had a negative attitude. A verbatim quote 

from one participant supports the view of Richardson and Storr (2010): 

‘Well, as long as the managers at the highest level don’t think it’s important, 
nothing happens. It’s politically correct to say [that patient safety is important], 
but if they don’t demonstrate [with action] that its important, well then, we are 
getting nowhere’ (Ridelberg et al., 2014, p7). 

There were mixed perceptions of leadership in 14 quantitative studies (AbulAlRub and Alhijaa, 

2014; Alquwez et al., 2018; Ammouri et al., 2015; Armellino et al., 2010; Aydemir and Koç, 

2023; Cho and Choi, 2018; Hong and Li, 2017; Kakeman et al., 2021; Olsson et al., 2016; 

Rawas and Hashish, 2023; Turunen et al., 2013; Wang et al., 2014; Wilson et al., 2013; Zabin 

et al., 2022). The studies that used the HOSPSC survey reported different findings, where 

some reported positive attitudes towards ward leadership but negative attitudes towards 

organisational leadership (Cho and Choi, 2018; Rawas and Hashish, 2023; Wang et al., 2014) 

or vice versa (AbulAlRub and Alhijaa, 2014). Some studies reported negative attitudes towards 

organisational and workplace leadership (Alquwez et al., 2018; Armellino et al., 2010; 

Ammouri et al., 2015; Cho and Choi, 2018; Kakeman et al., 2021; Turunen et al., 2013; Zabin 

et al., 2022). In the latter studies reporting negative perceptions of both, ward leadership was 

more favourable than organisational leadership. Three studies that used the SAQ survey 

(Aydemir and Koç, 2023; Olsson et al., 2016; Hong and Li, 2017) reported negative 
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perceptions of leadership. However, their findings did not differentiate between ward 

leadership and organisational leadership.  

Turunen et al. (2013) and Wilson et al. (2012) quantitative studies investigated the differences 

between the views of safety culture held by nurse managers/charge nurses and RNs. Both 

studies reported statistical differences in the overall perceptions of patient safety between the 

two groups. Turunen et al. (2013) said that nurse managers/charge nurses had more positive 

perceptions of safety culture than RNs. In contrast, Wilson et al. (2012) reported higher overall 

mean scores for RNs compared to nurse leaders, concluding that RNs had more positive 

perceptions of patient safety.  

2.1.4.4.5 Nurses Knowledge, Attitudes, and Skills 
 
Chapter 1 (s1.3) discussed the role of nurses and the significant contribution they provide to 

ensure the safe delivery of patient care. As the largest group of healthcare professionals, they 

are vital in providing safe and high-quality care to patients. Learning is critical to creating a 

positive safety culture (Vincent, 2010) and minimising the risk of harm to patients. Hence, it is 

essential that nurses integrate their attitudes, knowledge, and skills into nursing practice (Lee 

et al., 2016). Only four of the reviewed studies provided insight into the knowledge, attitudes, 

and skills of the RNs and the relationship to safety culture (Cho and Choi, 2018) or patient 

safety (AbulAlRub and Alhijaa, 2014; Ballangrud et al., 2014; Ridelberg et al., 2014).  

Cho and Choi’s (2016) quantitative study used the Patient Safety Competency Self-Evaluation 

(PSCSE) tool which was developed by Lee et al. (2016) and the HOSPSC (Sorra and Nieva, 

2004) to explore the relationship between the RNs perceptions of safety culture and their 

knowledge, skills, and attitudes related to patient safety. The PSCSE (Lee et al., 2016) 

comprised 41 items divided into seven subscales and rated using a 5-point Likert Scale (see 

Table 2.10). The RNs attitudes toward patient safety competencies were positive (mean score 

4.2) compared to their knowledge (mean score 3.5) and skills (mean score 3.9), which 

significantly correlated with teamwork, organisational learning, and supervisor and 
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management expectations. Overall, the RNs scores were moderate, indicating that 

improvements in practical skills and patient safety knowledge were required.  

Table 2.10 Patient Safety Competency Self-Evaluation Scales  

Knowledge Skills Attitudes 

Concept of safety culture  
(6 items) 

Communication related to 
error and response to error 
(7 items) 

Evidence-based practice 
(11 items) 

Resource utilisation  
(3 items)  
 

Perception of patient safety 
(8 items)  

Patient safety 
promotion/prevention 
strategy 
(4 items)  
 
Error reporting and 
disclosure 
(2 items)  
 

5-point Likert Scale  
 
1 – little knowledge 
5 – extensive knowledge  

5-point Likert Scale  
 
1 – very uncomfortable 
5 – very comfortable  
 

5-point Likert Scale 
  
1 – strongly disagree  
5 – strongly agree  

 

2.1.4.4.6 The Impact of Educational Interventions  

Two of the reviewed studies (AbulAlRub and Alhijaa, 2014; Ballangrud et al., 2014) explored 

the impact of using educational interventions to enhance nurses' knowledge, skills, and 

attitudes, which have been shown to improve perceptions of patient safety culture and related 

behaviours. AbulAlRub and Alhijaa's (2014) quantitative study investigated the impact of a six-

hour patient safety education with 57 senior nurses. The course comprised an introduction 

and fundamentals of patient safety, human factors, teamwork and communication, root cause 

and system analysis, and communicating with patients after adverse events. They used a 

quasi-experimental (pre-test and post-test) design where the pre-test data was collected four 

months before the course and the post-test data was collected four months after the course. 

Using the HSOPSC, the post-test findings showed that the educational program succeeded 

in significantly improving overall perceptions of safety culture (an increase of 10%), the 

frequency of error reporting (an increase of 10%), and the non-punitive response to errors (an 
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increase of 9%). The findings correlated with a significant decrease in the rate of reported AEs 

per 100 admissions (9%) and 1000 days (12%), which they concluded was due to the 

effectiveness of the educational programme in decreasing the number of harmful events. 

However, there were no statistically significant differences that existed between pressure 

sores and fall rates. Although there were some improvements to other dimensions, this was 

minimal as the differences ranged from 1.3% to 4.7%. In addition, the RNs perceptions of 

leadership, communication about error and communication decreased, but there were no 

statistical differences reported.  

Ballangrud et al. (2014) qualitative descriptive study described intensive care nurses' 

perceptions of simulation-based team training (SBTT), which was designed to improve 

individual and team competencies in non-technical skills (NTS). The training included 

situational awareness, decision-making, communication, teamwork, leadership, and 

managing stress and fatigue (Flin et al., 2010). The SBTT positively increased awareness of 

clinical practice and the importance of teamwork, leadership, and clear communication. The 

pedagogical delivery method is a contributing factor to this improvement as nurses reported 

that the simulation exercises represented real-life situations, prompting nurses to reflect upon 

their and others’ competencies. This enabled the RNs to become aware of what could be 

improved to prevent mistakes, which positively contributed to safe care as perceived by the 

RNs in the study. 

Ridelberg et al. (2014) qualitative study explored the barriers and facilitators of patient safety 

and found that nurses with a personal interest in patient safety could learn from mistakes. 

Thus, increasing their knowledge, skills, and attitudes positively impacted patient safety. They 

concluded that this minimised risk and increased the nurse’s capacity to learn from mistakes 

and to act proactively every day in the clinical setting. The nurses in this study expressed that 

patient safety was facilitated by having the right skill mix of competencies and experience, but 

this was compromised due to poor staffing levels. Insufficient staffing levels are a common 

issue that affects nurses negatively. Only five of the quantitative studies that used the 
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HOSPSC studies reported perceptions of staffing and were consistently found to be weak, as 

59% to 79% of nurses described that there was not enough staff to handle the workload 

(AbulAlRub and Alhijaa, 2014; Alquwez et al., 2018; Ammouri et al., 2015; Armellino et al., 

2010; Cho and Choi, 2018). Poor staffing levels also contributed to the lack of uptake in 

educational programmes, as nurses do not have time to participate in activities relating to 

patient safety (Ridelberg et al., 2014). 

2.1.5 Discussion  

This section aims to provide a comprehensive and synthesised discussion of the findings. The 

discussion will focus on the three identified themes from the synthesis of the evidence (as 

discussed in s.2.4), which are:  

1. The conceptualisation of patient safety, safety culture, and safety climate in nursing. 

2. Measurement of safety culture and climate perceptions. 

3. Key influences on safety culture and patient safety. 

In addition, the literature discussed in Chapter 1 and the relevant broader literature will be 

drawn upon to identify and highlight the differences and commonalities of the findings with the 

current evidence.  

2.1.5.1 Conceptualisation of Patient Safety, Safety Culture and Safety Climate 

The synthesis of findings from this systematic review identified a commonality that researchers 

often discuss patient safety, safety culture, or safety climate without attempting to define it. 

The varied definitions and how safety culture was used interchangeably with safety climate is 

not surprising, as the blurring of these terms has been apparent since the growth of patient 

safety in earlier studies addressing safety climate (Zohar, 1980) and investigations of safety 

culture (Ostrom et al., 1993). Equally, the growth of safety culture from organisational culture 

came from a more empirical tradition associated with such researchers as Hofstede (1991), 

Schultz (1995), and Zohar (1980). These factors have led to a lack of universal nomenclature 

and taxonomy for safety culture, which Sammer et al. (2010) concur and argues that safety 

culture is difficult to define and operationalise due to its multifaceted nature. Similarly, the 
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interaction between many diverse and dynamic factors (such as the vast range of healthcare 

services, specific competencies, and professional roles, both clinical and managerial) makes 

healthcare systems and delivery overly complex, indicating that safety culture is 

heterogeneous (Bagnasco et al., 2011). As a result, beliefs, attitudes, and values about safety 

culture can be different from one hospital to another, from one ward to another, from one unit 

to another, and from one person to another. This is a result of different subcultures that have 

formed around different healthcare roles and diverse groups. Moreover, the hierarchical 

management structures (organisational and workplace) and their differences can result in a 

few common values, beliefs, and attitudes the whole organisation shares. Another reason 

could be the different ways people define patient safety, safety culture and safety climate. As 

discussed in Chapter 1, it was concluded from the literature that there was no universal 

definition for this because all the definitions are so general. A systematic literature review by 

Brasaite et al. (2015) found that 14 out of 16 studies lacked any specific definition of patient 

safety. Those studies presented the definition of patient safety in diverse ways, either as a 

safety climate or a culture of safety. The lack of consensus in defining these terms continues, 

nonetheless, the conceptual breadth of the safety culture and safety climate manifests itself 

in the attitudes and behaviours of individuals towards patient safety. 

2.1.5.2 Measurement of Safety Culture 
 
It has been shown in this systematic review that safety culture and safety climate are 

quantitatively assessed by safety climate questionnaires, with the HOSPSC being most 

frequently used, followed by the SAQ. Churruca et al. (2021) systematic literature review of 

quantitative, qualitative, and mixed method studies that measured safety culture/climate in 

hospitals shared similar findings. According to Churruca et al. (2021), the HOSPSC was used 

in 312 (45.7%) of the 682 papers that were looked at, and the SAQ was used in 209 (30.9%) 

studies. Alsalem et al. (2018) argued that these tools share similarities and common 

dimensions but differ in length and psychometric properties. Moreover, Flin et al. (2006) 

highlighted that only the HSOPSC and the SAQ survey tools were considered robust, as their 
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psychometric properties have been extensively researched and widely published. A strength 

of the reviewed studies indicated good psychometric properties, however, the assessment of 

psychometric properties varied, and there was no standardised approach used when reporting 

them. Similarly, the findings from three systematic reviews (Alsalem et al., 2018; Colla et al., 

2005; Flin et al., 2006) reported this limitation for most of the safety climate scales. 

The staffing dimension in the HOSPSC survey was particularly interesting in the reviewed 

studies, as it consistently reported scores below the typical level using multilevel testing. 

Similarly, previous studies that have examined the psychometric properties have consistently 

reported low reliability relating to the staffing dimension, which calls into question the 

generalisability of the tool. In a quantitative study by Blegen et al. (2010), most items in the 

HOSPSC were valid, but the staffing subscale had low reliability. Similarly, Sorra and Dyer 

(2010) examined the multilevel psychometric properties of the HOSPSC. All the dimensions 

were reliable and valid except for staffing levels, which contributed to one item within the 

dimension ‘we use more agency/temporary staff than is best for patient care’.  When this item 

was removed, there was no difference in the coefficient values and thus remained in the 

survey as they concluded that the staffing dimension was psychometrically sound and 

acceptable (Sorra and Dyer, 2010). 

The components measured within these tools relate to factors that influence safety culture. 

The first step towards developing a strong and solid safety culture requires an assessment of 

the status of the organisational culture (Hellings et al., 2010). The underpinning premise is 

that measuring the safety climate allows changes in organisational safety behaviours to be 

identified (Glendon and Litherland, 2001). Although they are quick, cost-effective, and flexible, 

the findings from the reviewed quantitative studies provide a snapshot of the organisational 

safety culture and safety climate at a single timepoint (Hedsköld et al., 2021), which offers a 

superficial evaluation of the organisational culture (Kirk et al., 2007). Such approaches to 

research are prone to short-term changes (Cheyne et al., 2002) and miss the chance to 

include subjective and immeasurable factors. To overcome these limitations, measuring safety 
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culture perceptions over time will address the short-term fluctuations and provide a more 

accurate evaluation of safety culture. 

2.1.5.3 Key Factors Associated with Safety Culture 

The reviewed studies identified teamwork, communication concerning incident reporting, and 

leadership as the key factors that were perceived to create a positive or negative safety 

culture.  

2.1.5.3.1 Teamwork  

In this systematic review, teamwork was the most crucial factor for safety culture, as nurses 

perceived this positively. A positive teamwork approach was reflected by the presence of 

support, respect for each other, and working together as a well-coordinated team. This 

concurs with other international studies (e.g., El-Jardali et al., 2014; Günes et al., 2016; Lira 

et al., 2020; Oweidat et al., 2023; Wagner et al., 2013) who concluded that these traits are 

necessary for working well with others. According to Sammer et al. (2010), teamwork is the 

second critical subculture of patient safety, with Schwendiman (2013) implying that it reflects 

the quality of how teams collaborate in a clinical area. Therefore, teamwork contributes to a 

positive working environment where nurses are more likely to engage in patient safety-related 

behaviours and have been shown to reduce errors in patient outcomes (Al Sabei et al., 2020; 

Falguera et al., 2021; Lee and Scott, 2018). 

Effective teamwork relies upon adequate staffing resources, and recent studies by Lake et al., 

(2020), Mandal et al. (2020), Stalpers et al. (2015) and Zhao et al. (2020) have shown that 

inadequate staffing levels create a negative working environment and contribute to an 

increase in adverse events Interestingly, those studies using the HOSPSC reported 

weaknesses in staffing levels because there was insufficient staff to provide the best possible 

care for patients. This increases the nurse's workload which negatively impacts the nurse's 

mental and physical well-being. In a mixed methods study by Granel (2021), data from the 

semi-structured interviews found that nurses reported increased stress and fatigue from 



 

 105 

workload pressures when staffing levels were reduced. Unfortunately, the disadvantage of 

using the HOSPSC survey is that it fails to measure this within the dimensions. The advantage 

of using the SAQ is that individual factors are measured in the job satisfaction and stress 

recognition dimensions. However, when it comes to staffing levels, the measurement of this 

this is limited to one question and measured in the perceptions of the management dimension. 

Therefore, it is difficult to establish any correlation between staffing levels, job satisfaction, 

and stress recognition. The studies using the SAQ reported similar findings and found that the 

PRR for teamwork was one of the highest, while working conditions, stress recognition, and 

perceptions of management received the lowest (Armenillo et al., 2010; Aydemir and Koç, 

2023; Olsson et al., 2016). Consequently, these factors were shown to decrease the quality 

of the work and thus increase the rate of adverse events and avoidable deaths (as discussed 

in Chapter 1, s1.3). 

2.1.5.3.2 Communication and the Relationship to Incident Reporting 

Communication, openness, and flexibility are also perceived qualities of teamwork, yet in the 

reviewed studies, nurses held negative perceptions about communication aligned with 

reporting behaviours. Under-reporting errors and remaining silent is a well-recognized 

phenomenon in healthcare (Schwappach and Richard, 2018; Soydemir et al., 2017), which 

corroborates with the findings in this review. Despite the positive perceptions of organisational 

learning, under-reporting of AEs was a significant issue due to the high prevalence of nurses 

who did not report them. It suggests that a blame culture existed due to the non-punitive 

responses to errors which received one of the lowest scores. Fear, punitive responses to 

errors and shame were the most significant barriers to reporting, concurring with findings in 

similar studies (e.g., Alahmadi, 2010; El-Jardali et al., 2014; Rashed and Hamdan, 2015; 

Taylor, 2012). Mwachofi et al. (2011) argued that a blame culture that uses punishment, 

blames individuals for errors, and has weak reporting systems, prevents learning from errors, 

and does not improve patient safety outcomes.  
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The differences in safety culture in each unit may explain the high number of incidents that go 

un-reported (Günes et al., 2016). Therefore, this may imply that nurses consider errors routine 

problems linked to the organisational culture whereby the culture is seen as ‘the way we do 

things around here’ (Oandasan, 2009, p1174). In addition, the disparities in the context and 

the content of the frequency of reporting AEs make it difficult to judge whether this truly reflects 

a positive safety culture. Either an improved reporting culture or a negative safety culture 

resulting from a decrease in patient safety could account for these disparities. Conversely, it 

cannot interpret a lower frequency of AE reports as an increase in patient safety-related 

behaviours. Conversely, Elmonstri et al. (2017), Manapragada and Bruk-Lee (2021), and 

Sammer et al. (2010) have shown that nurses are more likely to speak up in non-punitive 

environments as they are less likely to fear the consequences of speaking up. Being open and 

transparent when reporting AEs is crucial for improving patient safety. The assumptions are 

that humans are fallible, errors are expected, and AEs are often the culmination of many 

different contributory factors and systems failures (Sammer and James, 2011). Consequently, 

a just culture, reporting culture, and learning culture are essential components of a positive 

safety culture (Barrato et al., 2016; DH., 2019; NHS England, 2022a; WHO, 2008). 

2.1.5.3.4 Leadership  

Incident reporting is fundamental to reducing patient errors and improving patient safety, but 

equally important is the willingness of staff to speak up proactively to improve patient safety 

(Lee and Dahinten, 2021). Indeed, the Francis Inquiry (Francis, 2013) reported that leadership 

at every level contributed to ‘creating a culture of fear, a culture of secrecy, and a culture of 

bullying’ (Francis, 2013, p10), which led to the catastrophic failings in providing safe, quality 

care to patients. Research studies by Okuyama et al. (2014), Noort et al. (2021), Morrow et 

al. (2016), Schwappach and Richard (2018), and Seo and Lee (2022) report that nurses who 

speak up or do not speak up about patient errors are influenced by the perceptions they hold 

about their organisational and workplace leadership. These findings concur with the findings 

in this review as similarities revealed that the management culture had a greater influence on 
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safety culture more than the nursing culture. The findings from this review indicated that 

organisational and workplace leadership intrinsically influenced teamwork, communication, 

and reporting behaviours. In addition, the RNs were more critical of leaders who imitated a 

weak organisational and workplace culture towards patient safety. Feng et al. (2008) and 

Willmott and Mould (2018) agree that safety culture is a subset of organisational culture and 

a product of nurses' belief systems. Willmott and Mould (2018) consider safety culture to be 

influenced by managers’ expectations and safety priorities. Feng et al. (2008) suggest that 

management commitment, effective leadership, and an open-door policy are key factors 

supporting patient safety development. Other key factors included the training of individuals, 

positive staff attitudes and behaviours, clear and practical rules and procedures, and a non-

punitive response to incident reporting so that AEs could be reported and learnt from (Feng et 

al., 2008). 

The nurse's negativity about their workplace leadership was reflected in their responses in 

that ward managers did not listen, do not support staff, did not communicate timely information 

that affected their work, and ignored safety problems. The organisational leadership may have 

reflected their negative working environment due to inadequate staffing levels and punitive 

response to incident reporting, thus reflecting the organisational lack of commitment to patient 

safety. Similarly, recent studies (e.g., Alingh et al., 2019; Echegaray et al., 2020; Svendsen et 

al., 2018) have shown that management failures were barriers to patient safety behaviours. 

Indeed, Echegaray (2020) indicated that employees may refrain from speaking up when 

leaders disregard their opinions. Schwendimann et al. (2013) shared similar findings and 

suggested that healthcare workers do not think management is particularly concerned about 

their or the patients’ well-being. This assumption may contribute to the differences between 

nurses and leaders regarding patient safety, as found in studies by Turunen et al. (2013) and 

Wilson et al. (2012). The differences may be explained by leaders having a broader overview 

of procedures and systems implemented to prevent errors. They may be more familiar with 

macro-system levels contributing to patient safety and improved outcomes. In other words, 
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nurses are not always aware of everything leaders do regarding patient safety management. 

On the other hand, Tregunno et al. (2009) found that nurses believed that nurse managers 

were too distant from the bedside and did not see the patient safety problems and actual safety 

errors at the bedside.  

The commitment to patient safety by the organisation is fostered by a leader who creates a 

positive work environment where patient safety is a priority (Farohkzadian et al., 2018). 

Empirical studies have shown that a positive workplace and organisational culture is 

significantly associated with a reduction of system-related patient outcomes such as mortality 

rates (Aiken et al., 2014; Ball et al., 2018; Cho and Choi, 2018; Wieczorek-Wojcik et al., 2020), 

failure to rescue (Aitken et al., 2008; Carlesi et al., 2017), and medication errors (Dubois et 

al., 2013; Chang et al., 2011; Mardon et al., 2010) (see further discussion in Chapter 1 s1.3). 

2.1.5.3.5 Knowledge, Skills and Attitude of Safety Culture and Patient Safety  

Nursing care is vital for safe care, and nurses must have the knowledge, skills, and attitudes 

to improve patient safety (Schnall et al., 2008). However, there is a growing need to equip 

nurses with knowledge, skills, and attitudes relating to safety culture and patient safety-related 

behaviour. A systematic review by Brasaite et al. (2015) found that healthcare professionals’ 

attitudes towards patient safety were connected to either safety culture concepts in general or 

AE reporting. Nevertheless, the reviewed studies did not relate this to the nurse's patient safety 

behaviours and skills. Only three of the reviewed studies primarily explored the relationship to 

patient safety through improved knowledge, skills, and attitudes. The evidence, surprisingly, 

may suggest that there is less focus on evaluating the level of patient safety competencies. 

Indeed, the systematic review by Brasaite et al. (2015) concluded that there has been progress 

in patient safety. However, the research relating to nurses' knowledge and skills has been of 

limited interest to researchers, which may be due to a lack of competency assessment tools 

to address this issue (Cho and Choi 2018). The study concluded that nurses must improve 

their knowledge and practice skills concerning teamwork, leadership, and continuous learning 
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to facilitate safety (Cho and Choi, 2018). These broad concepts make it challenging to identify 

specific competencies relating to those requiring improvements. In a previous study by 

McMullan et al. (2010), mathematical skills were investigated in numerical skills and drug 

calculation, in which 50% of the nurses failed. The lack of mathematical skills will impact 

nurses' ability to accurately prepare and administer medication to patients (McMullan et al., 

2010). Although this study does not relate to safety culture, the findings are significant, as 

most AEs are due to medication errors. 

Two of the reviewed studies (AbulAlRub and Alhijaa, 2014; Ballangrud et al., 2014) measured 

the impact of educational programmes to improve patient safety. The findings demonstrated 

significant improvements in the frequency of error reporting and the non-punitive response to 

errors and improvements (AbulAlRub and Alhijaa, 2014). Similarly, Ballangrud et al. (2014) 

reported that SBTT improved nurses' awareness of their clinical practice, the importance of 

working in teams to build patient safety, clear communication, and the identification of clinical 

knowledge development. A systematic review by Weaver et al. (2013) found that interventions 

to improve safety culture were rooted in the principles of leadership, teamwork, and behaviour 

change. However, of the 33 studies reviewed, 20 explicitly explored the impact of team training 

to support team communication and improve safety culture. Team training refers to a set of 

structured methods for optimising teamwork processes, such as communication, cooperation, 

and collaboration (Salas et al., 2008; Weaver et al., 2013). Of the 20 papers, 16 studies 

reported significant improvements in staff perceptions of safety culture. Furthermore, it was 

reported to decrease care delays and improve communication and patient safety outcomes 

(e.g., reduction of errors and adverse outcomes) (Weaver et al., 2013).  

The studies in this review that explored nurses' knowledge and skills are limited compared to 

those that explore nurse attitudes and therefore concurred with Brasaite et al.'s (2015) 

systematic review. Further research would be beneficial for enhancing patient safety 

knowledge and skills in the nursing profession. Furthermore, it would address the gaps in the 
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literature, gain a more nuanced understanding of what helps nurses to keep patients safe, and 

identify specific deficits in knowledge and skills relating to nurse-sensitive indicators (e.g., falls, 

sepsis, infection control) to prevent harm. 

2.1.6 Strengths and Limitations of the Review  

One of the strengths of this review is that it provides an opportunity to examine merged 

evidence concerning what is already known. It also provided a clear indication of the existing 

gaps in the knowledge base relating to RN's safety culture perceptions, patient safety-related 

behaviours, and the impact of using a digital story. A limitation is that selection bias can occur 

when selecting and reviewing the literature, nevertheless, a structured approach to the 

systematic review was adopted, followed by justification for the employed methods. The 

review quality was also enhanced using Caldwell et al.'s (2011) framework and carried out 

independently but reviewed and discussed with the researcher's supervisors. 

The systematic review in this study focussed on nurses in an acute hospital setting, but as 

safety culture is a phenomenon in all healthcare settings, some literature might have been 

missing. Excluding studies on nurses working in primary care, community care, or for 

independent providers could be both a strength and a limitation because other factors may 

have been identified. Finally, most of the included studies were quantitative and used different 

self-reporting measuring tools, which may create bias. The surveys measured similar 

concepts, but the individual items related to the safety culture dimensions differed, making 

comparing the studies challenging. It was further attributed to the differences in the sample 

sizes, research designs, and the variety of questionnaires, scales, tests, and interviews. 

The absence of UK studies in this review is a significant limitation, given the scarcity of studies 

conducted in the UK. In addition, there were no available research studies that connected 

patient safety and safety culture with the use of digital stories, and therefore, the relevance of 

this study may be limited. However, this could be viewed as a strength, as it provides a strong 

rationale and originality for this research study and contributes to new knowledge in this 
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subject area. Notwithstanding, it was necessary to undertake an additional literature review to 

explore the body of evidence to identify what is known about digital stories and how they have 

been applied to nursing. To overcome this limitation, a scoping review was undertaken, which 

is discussed in section 2.2. 

2.1.7 Summary of the Systematic Review 

The overarching aim of this chapter was to provide a detailed and comprehensive synthesis 

of the available literature relating to the use of digital stories and how it would impact on RNs 

perceptions of safety culture patient safety-related behaviours. This systematic review 

identified and included a total of 19 studies from 2007 to 2023. As previously noted, the review 

does not include any studies that relate digital stories and patient safety or safety culture in 

nursing (this is presented in the subsequent section 2.2). Thus, the available data focused on 

nurses' safety culture perceptions and the impact of educational interventions (e.g., team 

training) used to improve safety culture and patient safety-related behaviours. This review 

identified safety culture as a subset of organisational culture. Organisations all differ in their 

patient safety culture, and within organisations, culture can vary between areas, for example, 

wards, departments, and between different professional groups. The review confirms the 

already-known factors, which fall into three overarching categories: organisation, unit/ward, 

and individual, and that leadership, teamwork, communication, and AE reporting are highly 

relevant. Interventions have been shown to improve safety culture perceptions, but the 

evidence is sparse. 
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2.2 Introduction 

The systematic literature in the previous section focused on a well-defined question and 

followed a robust and transparent systematic process to search and select the literature. As a 

result, the findings revealed no evidence of safety culture perceptions in the context of digital 

stories in nursing. Nonetheless, searching the literature revealed that digital storytelling and 

digital stories were emerging concepts. Since little is known about this subject area, a scoping 

review was considered a suitable approach according to Roberts et al. (2021). The first section 

will provide a rationale for adopting a scoping review methodology, followed by how the 

evidence was searched and selected using Arksey and O’Malley’s (2005) framework. A 

thematic analysis identified three key themes that related to the research questions, which will 

be discussed and synthesised within the broader literature. The strengths and limitations of 

this study, followed by a summary of the scoping review, will also be discussed. 

2.2.1 Scoping Review Methodology  

Scoping reviews have emerged as a valid approach to evidence synthesis (Munn et al., 2018; 

Peters et al., 2021). While scoping reviews may be conducted to determine the value and 

scope of a full systematic review, they can be taken as a stand-alone literature review to 

summarise and disseminate research findings (Peters et al., 2020). Other reasons include 

clarifying concepts and definitions, providing background or contextual information on a 

phenomenon or concept(s), identifying knowledge gaps, and making recommendations for 

future research (Armstrong, 2011; Peters et al., 2020; Pollock, 2021; Tricco et al., 2018). 

Digital storytelling was included in the overall aim of this review, as it is often used 

interchangeably with digital stories in the literature. Accordingly, the general objective of this 

scoping review was to explore the body of literature to identify the use and impact of digital 

storytelling and digital stories in nursing. Scoping the body of literature will also identify the 

knowledge gaps concerning digital stories in nursing and how this could apply to improving 

safety culture perceptions and patient safety-related behaviours, thus providing a strong 

rationale for undertaking this study for this thesis.  
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Scoping reviews are similar to systematic reviews in that they synthesise evidence to address 

a particular research question (Peters et al., 2020). To ensure that the results are trustworthy, 

both reviews should follow a rigorous, transparent, and structured methodological framework 

(Mays et al., 2001; Peters et al., 2021). For scoping reviews there are three common 

methodological frameworks for searching and analysing literature. The original six-step 

framework proposed by Arksey and O'Malley (2005) has been the most influential in scoping 

reviews. This was later enhanced by Levac et al. (2010) and more recently, the JBI (formerly 

Joanna Briggs Institute), which was developed by Peters et al. (2020). Compared to Arksey 

and O'Malley (2005) and Levac et al. (2010), who both use a six-step framework, the JBI 

contains nine steps (Peters et al., 2024).  

2.2.2 Selection of Studies  

All frameworks share similar explicit details to search, select, and present the findings to 

enhance the clarity and rigour of the review process, albeit they differ in their perspectives 

relating to consultation. Arksey and O'Malley (2005) suggest that consultation with key 

stakeholders is optional compared to Levac et al. (2010), who state that consultation is 

required. To support their viewpoint, they suggest using an iterative team approach when 

selecting the studies and extracting the data (Levac et al., 2010). The JBI framework extends 

the consultation requirements to include key stakeholders, such as patients and their informal 

carers, policymakers, government agencies, information scientists, research librarians, and 

experts throughout the process (Peters et al., 2020).  

Pollock et al. (2021) suggest using the JBI approach, as it is to date the most rigorous and 

defined methodology. However, Peters et al. (2022) argues that the PRISMA-ScR is a 

complementary checklist rather than a methodological framework that can be used with other 

methodological guidance. This scoping review was therefore guided by Arksey and O'Malley's 

(2005) six-step framework and used in combination with the recent refinements of Levac et al. 

(2010) and the JBI (Peters et al., 2020) framework where appropriate.  
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The following six steps were used: 

1. Identifying the research question. 

2. Identifying relevant studies. 

3. Study selection. 

4. Charting the data. 

5. Collating, summarising, and reporting the results. 

6. Consultation (optional). 

2.2.2.1 Identifying the Research Question  

As outlined by Arksey and O’Malley (2005), the first stage of this review was to develop a 

research question(s) to determine the parameters of the search. Scoping reviews can address 

broader research questions compared to traditional systematic reviews that are more specific 

and targeted (Armstrong, 2011; Pollock et al., 2023). Arksey and O'Malley (2005) recommend 

using a broad scope to research questions to generate a breadth of literature. However, Levac 

et al. (2010) and Peters et al. (2020) argue that a scoping review will lack direction and clarity 

without a clear question. To construct a straightforward and meaningful research question 

aligned with the aim of this review, the Population, Concept, Context (PCC) format was used 

as recommended by Peters et al. (2020). The population included nurses and patients, digital 

storytelling, digital stories (concept), hospitals, communities, and educational settings 

(context). Two research questions were posed to achieve the overall aim of this scoping 

review. 

1. In what contexts and for what purposes has digital storytelling or digital stories been 
used in nursing? 

2. What is the impact of digital storytelling or digital stories when used in nursing?  

The research questions will inform how digital storytelling and digital stories are applied in 

clinical practice and address the literature gaps to provide a strong rationale for undertaking 

this study.  
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2.2.2.2 Identifying Relevant Studies  

This scoping review aimed to identify published and unpublished primary sources of evidence 

to establish a comprehensive search. Systematic reviews, qualitative, quantitative, and mixed 

methods study designs were included, while commentaries, editorials, conference abstracts, 

and reports were excluded. Identifying relevant studies for this review followed the same 

process undertaken for the systematic review, as it provided a robust and transparent process 

when searching the literature.  

The initial search of the literature undertaken for Chapter 1 and the systematic review (s2.1) 

enabled key search terms to be identified due to the familiarity with the literature. The 

refinement of these search terms was determined using the key search terms relevant to the 

research questions (as indicated in Table 2.11). The refined search terms included nurs*, 

nursing (population), patient stor*, digital patient stor* (concept), hospitals, healthcare, and 

healthcare services (context). These search terms were deemed suitable to capture pre-

registration and post-registration nurses, patients, carers, and different settings, including 

education. For example, stories were used interchangeably with digital storytelling and digital 

stories. Similarly, digital storytelling was used interchangeably with digital stories. Boolean 

operators (AND, OR) were applied to capture the evidence, and the same principles for the 

systematic review in relation to the use of truncation were applied. 

Table 2.11 Search Terms used with a Total Number of Articles for all Databases  

Search 
Number 

Search Terms 
Total No. 

of retrieved 
articles 

#1 Patient stor* and nurs* or nursing 530 

#2 Digital stor* and nurs* or nursing 129 

#3 Patient stor* and healthcare or hospital or health services  680 

#4 Digital  stor* and healthcare or hospital or health services 325 
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Five online databases were used to find published articles, including CINAHL Complete, 

Scopus, Academic Search Complete, Web of Science, and Medline. A total of 1664 articles 

were found (illustrated in Table 2.11). Appendix 2.6 provides a detailed account of the number 

of articles found for each database. 

Other online sources and hand searching of key journals were used to find published and 

unpublished primary research. The online sources included:  

• Google Scholar 

• British Library Integrated Catalogue  

• Grey NET 

• OpenGrey 

• JSTOR 

• WorldCat 

• ETHOS 

• Journal of Mixed Methods Research 

• Journal of Patient Safety 

Hand searching the reference lists from the selected studies was also undertaken to identify 

further studies that may have been missed.  

2.2.2.3 Study Selection  

Due to the broad scope of this review, if the volume of literature is too comprehensive, it can 

be too overwhelming, whereas if it is too narrow, there is a risk that no suitable papers will be 

located (Pollock et al., 2021). Consequently, the PCC format was also used to define the 

eligibility criteria to ensure that a comprehensive breadth of literature was searched that was 

relevant to the objective of this review (illustrated in Table 2.12).  

 

 

 



 

 117 

Table 2.12 Eligibility Criteria using the PCC Framework 

  

The review of evidence for Chapters 1 and 2 provided the eligibility criteria. As previously 

mentioned, oral or written stories told by patients or health professionals and digital stories 

have been used interchangeably with digital storytelling in the literature. To address the 

research questions, studies that used written or oral stories told by patients or nurses were 

excluded. In the systematic literature review, all nurses had to work in an acute hospital 

setting, which may have missed relevant studies in other healthcare settings. Therefore, the 

population and context criteria were extended to include nurses working in any clinical setting 

    Inclusion Criteria  Exclusion Criteria  

Population  Registered 
Nurses 

 
Student 
Nurses 

 

Patients, 
carers, and 
patient 
families   

Registered Nurses working in 
adult care across the age 
range of 18-65+ years 

Student nurses undertaking 
pre-registration nursing 
programme 

 
Patients who have been 
involved in digital storytelling 
or digital stories 
 

Any allied health 
professionals 

 
Any nurses working with 
children and adolescents 
across the age range of 0-
17 years  

Concept  Digital stories  Digital storytelling, digital 
stories  

 
 

Narrative research, 
scenarios, case studies, 
role play 

Context Clinical 
setting or 
educational 
setting in any 
geographical 
location 

Any clinical settings for adult 
care in NHS providers (e.g., 
acute, emergency) and other 
NHS healthcare services (e.g., 
community care)  

Any healthcare educational 
settings for pre-registration 
nursing programmes  

Any non-adult care 
services, e.g., children's, 
obstetrics, neonatal and 
mental health  

 
Any independent care 
providers, e.g., nursing 
homes, private hospitals  

Evidence  
 

Any published or unpublished 
primary studies between 2007 
and 2023  

Written in English  

Any published and 
unpublished primary 
studies before 2007. 

Not written in English 
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that provided adult care services in an acute, non-acute, or community setting. Likewise, 

previous studies that evaluated digital storytelling and digital stories were undertaken with pre-

registration nurses in an educational setting. Any published and unpublished papers were 

included between 1st January 2007 and 31st December 2023, which corresponded with the 

period for the systematic literature review. Furthermore, digital storytelling and digital stories 

have been identified as tools in healthcare for the past 15 years (Gubrium et al., 2014a; 

Lambert and Hessler, 2018), which would sufficiently capture the most relevant information. 

The PRISMA flowchart (Moher et al., 2009) was used to illustrate the selection process (see 

Figure 2.3). A total number of 1882 articles were suitable for this review, and all duplicates 

were removed (n=1226). The titles and abstracts were checked for relevance (n=656), and 

578 papers were excluded. Seventy-eight abstracts were reviewed, and 54 articles were 

rejected because they did not meet the eligibility criteria (see Table 2.12), leaving 24 studies 

eligible for full-text review. A hand search for references from these studies was undertaken, 

but no further articles were selected for two main reasons. Firstly, the primary studies did not 

meet the eligibility criteria, as they were outdated or included a range of healthcare or non-

healthcare professionals. Secondly, the final papers selected for this scoping review had used 

these studies in their reference list. Sixteen articles were excluded from the full-text screening 

for several reasons associated with the eligibility criteria (as illustrated in Table 2.12 and Figure 

2.3), leaving eight studies to be included in the scoping review. 
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Figure 2.3 PRISMA Flowchart of the Selection Process 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 

 

 

Source: Moher et al. (2009) 
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2.2.2.4 Charting the Data  

This stage of Arksey and O’Malley’s (2005) framework allows data extraction from the included 

studies and is referred to as a ‘descriptive analytical’ method. This method within the narrative 

tradition involves applying a common analytical framework to all the primary research reports 

and collecting standard information on each study (Arksey and O’Malley, 2005). Each study 

was read and re-read independently to understand the aims, designs, and findings and to 

decide what to record from the primary studies. Using the PCC framework and other relevant 

information, an iterative process was used to continually change the data-charting 

spreadsheet as recommended by Levac et al. (2010). The final data-charting spreadsheet 

aligned with categories that responded to the aim of this scoping review and associated 

research questions. These included the following: 

• Core details: author(s), year of publication, country of origin. 

• Population and sample size: pre-registration nursing and post-registration nursing. 

• Concept/phenomena of interest: digital storytelling and digital stories. 

• Context and study details: study setting, study context, methodology, methods. 

• Summary of findings.  

• Key themes. 

Following this process, the studies and the data extraction were discussed with the 

researcher's supervisor to ensure the process was robust. Table 2.13 presents a summary 

of the data extracted from all the studies. 
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Table 2.13 Summary of the Data Extraction from Selected Studies  
 

Publication 
Details  

Population  Concept/ 
intervention   

Context  

Study Details  

Summary of Key Findings  Themes  

1 Christianson, 
A. (2011)  

 

UK 

Pre-Registration 
Nursing  

3rd-year students 
N = 20  

Digital story 
(created by a 
patient) accessed 
from Patient Voices 

Nurse education  

To understand variations in 
students’ perceptions of the 
patient's created digital 
story 

Qualitative, 
phenomenographic 

Semi-structured interviews 

 
 

Students perceived that the digital 
story was more powerful and a better 
learning resource than written stories 
and situated interactions with 
patients in the clinical setting; some 
perceived that the digital story was 
not as powerful as having patients 
directly in the classroom 

The digital story triggered emotional 
responses among students, making 
them sad and angry when patient 
experiences were negative 

Students perceived that they 
understood the complexity of the 
situation by recognising the 
perspective of the storyteller 

 
 

Research Question 1 
Conceptual definition 
Nursing Pedagogy 
• Digital Stories in nurse 

education 
 

Research Question 2 
The power of digital 
storytelling and digital stories 
• Gaining empathetic 

understanding  
• Understanding the 

meaning 
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2 Eggenberger 
et al. (2016).  
 
USA  
  

Post-Registration 
RNs’                   
Patient and family 
members 
 
Pre-intervention  
RNs’ N=35  
Patients' family 
N=35 
 
Intervention 
RNs’ N=14  
 
Post-intervention 
RNs N=14 

Digital story 
(created by patients 
and nurses) 
embedded into a 4-
hour workshop.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  

Hospital setting 
 
Explored how the digital 
story impacted on nurses’ 
perceptions and confidence 
in providing family-centred 
care 
 
Mixed methods  
 
Pre-Intervention 
35 family members 
completed the Iceland 
Family Perceived Support 
Questionnaire (ICE-FQSQ)  
 
30 RNs completed Family 
Nurse Practice Scale 
(FNPS) Descriptive 
statistics  
  
5 RNs participated in semi-
structured focus groups  
Intervention  
4-hour workshop that 
incorporates patient-
created and nurse created 
digital story  
 
Post-Intervention  
FNPS Survey 
Workshop evaluation 
comprised open-ended 
questions.  
 
 
 
  

The educational intervention was 
perceived to increase the RNs' 
confidence and understanding of a 
family illness experience and related 
knowledge and skills necessary to 
provide family care 
 
The RNs perceived the educational 
activities to increase their confidence 
and competencies in family nursing 
practice 
 
Findings indicated that the 
educational workshop could influence 
family nursing practice 
  

Research Question 1 
Conceptual definition 
Nursing pedagogy 
• Digital storytelling in nurse 

education  
• Digital stories in nurse 

education 
 
Research Question 2 
The power of digital 
storytelling and digital stories 
• Gaining empathetic 

understanding  
• Understanding the 

meaning 
• Sharing experiential 

realities 
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3 Jun et al. 
(2020)  
 
USA  
 
 

Post Registration     
 
RNs’- Public 
Health Nursing  
N=13 

Digital Storytelling 
(StoryCentre) 

Public Health Nursing 
Organisation 
  
Evaluated the RNs' 
experiences of participating 
in the digital storytelling 
workshop.  
 
Qualitative, descriptive  
 
Telephone semi-structured 
interviews       
 
Thematic analysis 
 
 
 

Perceived as an effective way of 
learning to develop meaningful 
relationships and empathising with 
patients 
 
RNs perceived the workshop as 
therapeutic and cathartic by having 
time and space to reflect and focus 
on themselves 
 
RNs' perceived sharing stories 
increased a sense of human 
connection and commonalities by 
gaining an insight into the realities of 
everyday practice from others 
 

Research Question 1 
Conceptual definition 
Nursing pedagogy 
• Digital storytelling in nurse 

education  
 
Research Question 2 
The power of digital 
storytelling and digital stories 
• Gaining empathetic 

understanding  
• Sharing experiential 

realities 
 

4 LeBlanc et 
al. (2017)  
USA 
 
 
 
 
 
 

Post Registration 
 
RNs - Advanced 
Public Health 
Nursing   
N=108 

Digital story 
(Healthcare 
professionals) 
accessed from 
Nurstory.org/stories 
 
Four digital stories 
were incorporated 
into a public health 
nursing course.  

Nurse education   
 
Evaluated nurse created 
digital stories to teach 
social justice concepts.  
 
Qualitative 
Phenomenography 
 
Post-intervention - written 
reflection. 
 
Thematic analysis 
 

The digital story triggered a sense of 
vulnerability by reflecting on their 
position and their interaction with the 
digital story 
 
RNs could challenge the systems in 
relation to social determinants of 
health and distributive justice 
 
Listening to the digital story 
challenged their moral courage, 
which was perceived to emphasise 
the affective responses of 
compassion, devotion, and 
righteousness 
 
 
 
 
 

Research Question 1 
Conceptual definition 
Nursing pedagogy 
• Digital stories in nurse 

education 
 
Research Question 2 
The power of digital 
storytelling and digital stories 
• Gaining empathetic 

understanding  
• Understanding the 

meaning 
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5 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Price et al. 
(2015) 
USA 
 

Pre-Registration 
Nursing  
 
4th-year students  
N= 68 

Digital storytelling  
 
Sharing the nurse 
created digital story 
with peers’ 
 
Both were 
incorporated into a 
nursing patients 
with complex needs 
course   

Nurse education  
 
Investigated the impact of 
using a nurse created 
digital story to promote a 
deeper understanding of 
palliative care concepts.  
 
Quantitative and Qualitative  
 
Pre and post survey to 
evaluate the student's 
experience of creating a 
digital story  
 
Focus group interviews 
post course  
Thematic analysis 

Students' learning experience about 
palliative and end-of-life care  
was enhanced through the digital 
storytelling process 
 
Students indicated they were more 
engaged with the digital stories 
compared to case studies, which 
were described as hypothetical and 
linear 
 
Students identified the proximity of 
the shared stories, which created a 
closer bond with their peers 

Research Question 1 
Conceptual definition 
Nursing pedagogy 
• Digital storytelling in nurse 

education  
 
Research Question 2 
The power of digital 
storytelling and digital stories 
• Gaining empathetic 

understanding  
• Sharing experiential 

realities  

6 Urstad et al. 
(2018) 
Norway  

Pre-Registration 
Nursing  
 
1st year students  
N=17 
 
3rd year students 
N = 20  
 

Digital storytelling Nurse education  
 
Explored student's 
experience of creating 
digital stories in the context 
of reflection during clinical 
placements 
 
Qualitative, exploratory  
 
Focus group interviews  
 
Content analysis  
 
 
 
 

Students perceived that the digital 
story promoted a deeper 
understanding of the story’s 
message, which they could apply to 
similar situations 
 
Students indicated that the digital 
multimedia effects combined with 
their peers' voices created an extra 
dimension of reality 
 
Written reflections or reflective 
presentations generated less 
enthusiasm than digital stories, which 
were perceived to increase 
engagement 
 
Students perceived that having the 
time and space enhanced their ability 
to reflect on the digital story 

Research Question 1 
Conceptual definition 
Nursing pedagogy 
• Digital storytelling in nurse 

education  
 
Research Question 2 
The power of digital 
storytelling and digital stories 
• Gaining empathetic 

understanding  
• Sharing experiential 

realities 
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7 Waugh and 
Donaldson 
(2016)  
UK 

Pre-Registration 
Nursing  
 
2nd-year students 
N=13  

Digital story Nurse education  
 
Evaluated the use of a 
digital story in the context 
of learning about 
compassionate care  
 
Qualitative, descriptive 
 
The evaluation comprised 7 
item open-ended questions 
 
Thematic analysis  
 
 
 
 
 

It was perceived that students could 
recognise and critically discuss 
elements of compassion quickly, 
which included person-centred care, 
communicating with relatives, and 
witnessing good nursing practice 
 
The digital story evoked emotions 
and a human connection, prompting 
the students to reflect on their 
practice 
 
Most students preferred the digital 
story to the narrative with an added 
musical soundtrack 
 
Students identified three strategies 
for enhancing learning with digital 
stories 

Research Question 1 
Conceptual definition 
Nursing pedagogy 
• Digital stories in nurse 

education 
 
Research Question 2 
The power of digital 
storytelling and digital stories 
• Gaining empathetic 

understanding  
• Understanding the 

meaning 
 

8 Yocum 
(2018)  
USA 

Pre-Registration 
Nursing  
 
Nursing students- 
did not state year    
N=16  

Digital story  
 
 
 
 
 
 
 
 
 
 
 
 
 

Nurse education  
 
Examined the perceptions 
of pre-registration nursing 
students of using a digital 
story as an educational 
strategy in the context of 
caring for chronically ill 
older adults  
 
Qualitative 
 
Post evaluation survey 
 
Focus group interviews  
 
Thematic analysis  

Students were more optimistic about 
the use of the digital story when 
compared to traditional methods 
 
Students perceived the digital story 
as a memorable experience 
provoked by the emotions and 
realities of living with a chronic illness 
from the patient's perspective 
 
Students indicated that the digital 
story encouraged conversations with 
patients and their families, positively 
impacting their communication with 
patients 
 
Students developed more knowledge 
and awareness of how chronic illness 
impacts patients and their families 

Research Question 1 
Conceptual definition 
Nursing pedagogy 
• Digital stories in nurse 

education 
 
Research Question 2 
The power of digital 
storytelling and digital stories 
• Gaining empathetic 

understanding  
• Understanding the 

meaning 
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2.2.2.5 Collating, Summarising and Reporting the Results 

Assessing the methodological quality or risk of bias of the evidence is not required in scoping 

reviews (Peters et al., 2022), and it is unnecessary to synthesise the evidence or aggregate 

findings from different studies (Arksey and O’Malley (2005). Consequently, scoping studies 

tend to be descriptive (Pollock, 2023), as the purpose of collating and summarising the studies 

is to analyse the breadth of the literature (Arksey and O’Malley, 2005). Arksey and O'Malley 

(2005) recommend using an analytical framework or thematic construction to present a 

narrative account of the literature when examining the evidence. The analytical framework 

(illustrated in Table 2.13) was used alongside thematic analysis to cluster into themes and 

subthemes that aligned with the overall aim and questions. These included definitions of digital 

storytelling and digital stories, the concept and context of digital storytelling and digital stories 

used, and the impact of creating or listening to digital stories. The subthemes were subject to 

further analysis to identify similarities and differences within the studies and finally organised 

into three overarching themes. 

1. Conceptual definition of digital storytelling and digital stories. 

2. Nursing pedagogy.  

3. The power of digital storytelling and digital stories. 

The findings are presented in two stages recommended by Arksey and O’Malley (2005) and 

Levac et al. (2010), who describe the need for a numerical summary of the studies and a 

narrative account from the qualitative thematic analysis. 

2.2.3 Study Characteristics  

The scoping review revealed eight peer-reviewed empirical research studies, one of which 

was a published thesis (Yocum, 2018), indicating that there are very few published empirical 

studies concerning digital storytelling and digital stories in nursing. With the exception of 

Christianson’s (2011) study, which was published over ten years ago, six studies were 

published in the last ten years (Eggenberger et al., 2016; LeBlanc et al., 2017; Price et al., 

2015; Urstad et al., 2018; Waugh and Donaldson, 2016; Yocum, 2018), and one within five 
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years (Jun et al., 2020). Five studies were based in the US (Eggenberger et al., 2016; Jun et 

al., 2020; LeBlanc et al., 2017; Price et al., 2015; Yocum, 2018), two in the UK (Christianson, 

2011; Waugh and Donaldson, 2016), and one in Norway (Urstad et al., 2018). All the studies 

included a qualitative methodology, of which six were qualitative only (Christianson, 2011; 

LeBlanc et al., 2017; Jun et al., 2020; Urstad, 2018; Waugh and Donaldson, 2016; Yocum, 

2018). Eggenberger et al. (2016) used a mixed methods methodology incorporating a pre-

intervention and post-intervention design. Similarly, Price et al. (2015) included a pre-

intervention and post-intervention design using qualitative and quantitative methods. Both 

studies did not integrate the findings of the two data sets. 

The participants were pre-registration nurses in five studies (Christianson, 2011; Price et al., 

2015; Urstad et al., 2018; Waugh and Donaldson, 2016; Yocum, 2018) and post-registration 

nurses in three studies (Eggenberger et al., 2016; Jun et al., 2020; LeBlanc et al., 2017). Three 

different facilities were used for the study settings, which included six studies in academic or 

educational settings (Christianson, 2011; LeBlanc et al., 2017; Price et al., 2015; Urstad et al., 

2018; Waugh and Donaldson, 2016; Yocum, 2018), one in a hospital setting (Eggenberger et 

al., 2016), and one in a specialist digital storytelling organisation (StoryCentre) (Jun et al., 

2020). 

Four studies used digital storytelling or digital stories as the only intervention (Christianson, 

2011; Jun et al., 2020; Urstad et al., 2018; Yocum, 2018). In contrast, four studies embedded 

digital storytelling or digital stories within an educational programme that included other 

teaching resources (Eggenberger et al., 2016; LeBlanc et al., 2017; Price et al., 2015; Waugh 

and Donaldson, 2018). However, the studies' perspectives on their application varied. 

Therefore, in response to the first research question, ‘In what contexts and for what purposes 

has digital storytelling or digital stories been used in nursing?’ one overarching theme and two 

related subthemes were identified from the thematic analysis of the finding and are discussed 

in section 2.2.5.  
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2.2.4 Conceptual Definition of Digital Storytelling and Digital Stories  

All studies applied a conceptual definition of digital storytelling or digital stories, as illustrated 

in Table 2.14. Three studies define the concept of storytelling as an introduction to digital 

storytelling and digital stories, but these varied. Christianson’s (2011) definition captured the 

human activity of telling and sharing a story in a way that conveyed emotions. In contrast, Jun 

et al. (2022) adopted a definition that associated storytelling with motivating people to act in a 

certain way. Price et al. (2015) described storytelling as an effective method to enhance 

reflective learning. Despite their differences, their definitions captured how humans make 

sense of their lived experiences. 

The interpretation of what is digital storytelling and digital stories also varied. However, all the 

studies similarly defined them as a story in a multimedia format. For those using digital 

storytelling, applied the definitions that captured the variety of digital multimedia, such as 

images, audio, music, video, and the narrative voice (Price et al., 2015; Urstad et al., 2018). 

The studies using digital stories shared comparable digital multimedia tools in the definitions, 

yet there were subtle differences as they were described as short in length (Christianson, 

2011), lasting three to five minutes (LeBlanc et al., 2017; Yocum, 2018), or two to five minutes 

(Waugh and Donaldson, 2018).  
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Table 2.14 Conceptual Definitions of Digital Storytelling and Digital Stories  

Publication 
Details 

Study Aim Storytelling  Digital Storytelling  Digital Stories  

Christianson, 
A. (2011)  
 

To identify and understand 
different ways in which student 
nurses experience and make 
sense of a patient's digital story. 

‘Storytelling is a uniquely human 
experience through which people 
make sense of past experiences, 
convey emotions, and ultimately 
connect with other people’  
(McDrury and Alterio, 2003). 

 ‘Digital stories are short, personal 
narratives that use still images and 
music captured through the use of 
digital media’   
(Christianson, 2011).  

Eggenberger 
et al. (2016) 
 
  

To examine the influence of an 
educational intervention on 
nurses' attitudes towards 
confidence in providing family 
care and family's perceptions of 
support from nurses. 
 

  Digital stories include a video with 
sound, text, and a narrative voice 
(Eggenberger et al., 2016). 

Jun et al. 
(2020)  
 
 

To evaluate the RNs' 
experiences of participating in 
digital storytelling workshops 
and identify barriers and 
facilitators in attending such 
workshops. 

‘Storytelling can describe a 
situation and motivate people to 
act in a certain way, expressing 
human agency and self-identifying’ 
(Murphy and Higgins, 2018).  
 

‘Digital storytelling is a generic 
term to describe storytelling using 
media technologies to create 
narrative forms’  
(Hardy and Sumner, 2018). 

 

LeBlanc et al. 
(2017)  
 
 
 
 
 
 

To explore and evaluate how 
digital stories integrated into 
public health nursing education 
can teach social justice 
concepts essential for nurse 
leadership. 
 
 
 

  ‘They are audio-videos that are 
short in length, 3–5 min, often 
combine the voice of the narrators’ 
own story with personally selected 
images, text, and music and 
emphasize a perspective of the 
storyteller’  
(Lambert, 2013). 
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Price et al. 
(2017) 
 

To investigate how digital 
storytelling affects learning 
processes in student nurses in 
relation to promoting a deeper 
understanding of palliative care 
and end-of-life concepts.  

 ‘Digital storytelling marries the 
strength of narrative and 
technology’ (Price et al., 2017). 

‘Digital stories are multimedia 
movies that include photographs, 
video, animation, sound, music, 
text, and often a narrative voice’ 
Center for Digital Storytelling. 
Available at http://storycenter.org/.  

Urstad et al. 
(2018) 
 

To explore student nurses' 
experiences with student-
created digital storytelling as a 
tool for reflection during nursing 
educational clinical placement.  

 ‘Digital storytelling is the idea of 
telling a story, often with strong 
emotional content, by using a 
variety of digital multimedia, such 
as images, audio, music, video, 
and the voice of the narrator’ 
(Kearney, 2011). 

 

Waugh and 
Donaldson 
(2016)  
 

To evaluate the use of digital 
narratives of compassionate 
care as a learning resource. 

  ‘A digital narrative is a short (2 to 5 
min) narrated piece of personal 
reflective writing, which may be 
combined with a musical 
soundtrack and photographs and, 
or other still images’  
(Waugh and Donaldson, 2016). 

Yocum (2018)  
 

Examine the perceptions of pre-
licensure nursing students of 
digital storytelling as an 
educational strategy when 
embedded in a chronic disease 
class. 
 

 ‘Digital storytelling is defined as 
the art and craft of using media 
and software programs to 
communicate stories in innovative 
and powerful ways’  
(Levett-Jones et al., 2015). 

‘Digital stories are usually three to 
five minutes long and include 
images, music, and narrations’  
(Yocum, 2018). 

http://storycenter.org/
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2.2.5 Nursing Pedagogy 

The purpose of using digital storytelling and digital stories varied in all studies, yet the primary 

reason was for educational purposes. Two studies used digital storytelling in pre-registration 

education to develop student nurses' knowledge and understanding of palliative care and end-

of-life concepts (Price et al., 2015) and reflecting on clinical placements (Urstad et al., 2018). 

Jun et al. (2020) used digital storytelling with post-registration nurses to evaluate their 

perceptions of participating in creating a digital story. Five studies explored the use of digital 

stories in pre-registration and post-registration nurse education. For pre-registration, digital 

stories were used to understand how student nurses learn from digital stories (Christianson, 

2011), how they learn about compassionate care (Waugh and Donaldson, 2016), and how to 

care for older people with chronic illnesses (Yocum, 2018). Two studies used digital stories in 

post-registration education to develop RNs’ knowledge and skills in family-centred care in an 

ICU setting (Eggenberger et al., 2016) and social justice concepts related to public health 

(LeBlanc et al., 2017). Two subthemes emerged in further analysis of nursing pedagogy: 

digital storytelling in nurse education and digital stories in nurse education.  

2.2.5.1 Digital Storytelling in Nurse Education   

The digital storytelling process involved the creation of digital stories that were told by student 

nurses (Price et al., 2015; Urstad et al., 2018) and RNs who attended a Public Health 

programme (Jun et al., 2020). Nonetheless, the process and context of digital storytelling 

stories varied. Urstad et al. (2018) adopted Lambert’s (2010, p9) ‘Story Circle’, which is a 

continuous process led by trained facilitators throughout the digital storytelling journey. This 

allows the storytellers to share their stories and receive feedback (Lambert, 2010, 2013), 

which supports and provides new perspectives for framing the experience of the story 

(Lambert, 2010). In Jun et al.'s (2018) study, trained facilitators led the RNs during a three-

day digital storytelling project. Like all StoryCentre workshops, the RNs digitally created and 

assembled their stories using software. In contrast, nursing educators led Urstad et al.’s 

(2018) study in a nursing education setting. 
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Compared to Jun et al. (2020) and Urstad et al. (2017), Price et al. (2015) embedded digital 

storytelling into a course for caring for patients with complex needs. The study aimed to 

develop fourth year nursing students' understanding of palliative care and end-of-life concepts 

through digital storytelling. To support the digital storytelling process, pre-learning materials 

were used. These included face-to-face stories told by patients or their family members of 

their experiences of palliative or end-of-life care, PowerPoint presentations, and access and 

guidance to the digital platforms to create their digital story. The students were instructed to 

synthesise their learning from the resources by creating a five-minute digital story from their 

personal or professional experience. Unlike Urstad et al. (2017), Price et al. (2015) offered no 

description of how the digital storytelling process was undertaken.  

2.2.5.2 Digital Stories in Nurse Education 

Digital stories were used in an educational setting with pre-registration student nurses 

(Christianson, 2010; Yocum, 2018; Waugh and Donaldson, 2016) or with post-registration 

nurses (LeBlanc et al., 2017), and the context in how they were used varied. Christianson 

(2011) and Yocum (2018) used a digital story told by a patient from the Patient Voices website. 

Christianson (2011) aimed to identify how the digital story influenced third-year student nurses' 

professional learning. Yocum (2018) did not state which year of study for the student nurses 

and used a digital story as an educational strategy in caring for chronically ill older adults. 

From a pedagogical perspective, Christianson (2011) found that the student nurses compared 

their learning experience to other methods of engaging patients (face-to-face, clinical 

practice). In contrast, Yocum (2018) found that students were more optimistic about using 

digital stories than traditional teaching methods.  

Waugh and Donaldson’s (2016) study evaluated the use of the digital story told by student 

nurses in the context of learning about compassionate care. In this study, all second-year 

student nurses were invited to submit a personal reflective account in 500 words using Atkins 

and Murphy’s (1994) reflective model about their experiences of compassionate care. Thirteen 
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student nurses whose stories were ranked highly by a team of academics and clinicians were 

invited to record them using a digital format. Four spoken narrative digital stories were 

recorded and created using an audio file (MP3), spoken narrative only, an audio file (MP3) 

with a musical soundtrack, a digital story with music, and a digital story with music and still 

images. The quantitative findings from the evaluation survey indicated that 92% preferred the 

formats with music, with 64% choosing the digital story format.  

Eggenberger et al.'s (2016) study was undertaken with post-registration nurses in a clinical 

setting, and they used digital stories told by RNs and patients, which were incorporated into a 

four-hour workshop. Eggenberger et al. (2016) aimed to increase the confidence, knowledge, 

and skills of RNs working in Intensive Care Units to deliver family-centred care using a mixed 

methods pre-intervention and post-intervention design. In the pre-intervention phase, RNs 

participated in a focus group so the researcher could understand their knowledge of current 

research related to family-centred care and to identify their perceived barriers to providing 

family-centred care. The RNs and patient families also completed pre-intervention surveys to 

identify areas where the educational intervention could target nursing care relating to the 

support perceived by the patients. The findings identified a need to focus on understanding 

family-centred care and reflecting on the experiences of families and RNs through telling and 

hearing stories. Consequently, the educational intervention was developed, and digital stories 

were the vital component to capture the nurse's interest at the beginning of the workshop. 

Role play was also incorporated, and a manual containing printed materials of current 

evidence was given to students at the end of the course. When comparing the pre-intervention 

and post-intervention results, the findings revealed that RNs' understanding of family illness 

experience and family nursing and related knowledge and skills had increased following the 

intervention. However, it is difficult to determine if the other learning strategies were more 

effective.  
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2.2.6 The Power of Digital Storytelling and Digital Stories  

It is clear from the studies that the impact of creating and listening to digital stories makes 

them effective learning tools. Indeed, the student nurses in Christianson’s (2011) study 

perceived that the digital story was a powerful and effective learning resource. Christianson 

(2011) and Waugh and Donaldson (2016) reported that when student nurses listened to digital 

stories, the combination of music, the personal voice (of the storyteller), and the context of the 

story captured the immediate attention of the students. Pedagogically, the impact of creating 

and listening to digital stories stimulated an affective and cognitive element of learning. This 

was triggered by emotions, reflection, and sharing the experiential realities of others, which 

were captured in the following three subthemes.  

2.2.6.1 Gaining an Empathetic Understanding   

At its most effective, creating or listening to digital stories stimulated empathic feelings and 

understanding of the storyteller's (patient and participants) perspective and experience. The 

participants' emotions that were expressed in many ways evoked this perception. Waugh and 

Donaldson (2016, p25) stated that student nurses expressed emotions such as feeling 

‘humbled, proud, heartwarming, honest, and inspiring’ when listening to digital stories told by 

students. Christianson’s study (2011) acknowledged that students developed an awareness 

of their emotional reaction to a patient's digital story, commonly described by the student 

nurses ‘as an emotional experience’ (Christianson, 2010, p291). The students' nurses 

expressed their emotions as sad and angry, which activated an empathic relationship between 

the storyteller and the listener (Christianson, 2011). 

Similarly, Yocum (2018) found that student nurses put themselves into the patient’s shoes and 

reported feeling heartbroken. Jun et al. (2022) discovered that RNs could connect with their 

emotions through digital storytelling and sharing their digital stories with their peers. As a 

result, RNs reported that they had the potential to empathise with their patients and build better 

therapeutic relationships (Jun et al., 2022).  
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2.2.6.2 Understanding the Meaning  

The active intention of bringing meaning to the storyteller’s experience suggested a deep level 

of engagement when creating, sharing, and listening to digital stories. Indeed, three studies 

(Price et al., 2015; Urstad et al., 2018; Yocum, 2018) reported that participants were more 

engaged with creating digital stories than with other traditional learning methods such as 

writing reflections, reflective presentations, and hypothetical case studies. Four studies using 

digital stories found that the ability to engage while listening to them promoted a deeper level 

of learning. This was evident by the participants' ability to understand the story's meaning from 

the storyteller's perspective, which created an opportunity to engage in reflective practice 

(Christianson, 2011; LeBlanc, 2017; Waugh and Donaldson, 2016; Yocum, 2018).  

Christianson’s (2011) study described digital stories ‘as a reflective experience’ (p291) as one 

of four themes. The patient's digital story, with its beginning and end, provided the student 

nurses with a holistic perspective. Through reflection, they were able to contextualise the 

meaning and complexities of the storyteller's everyday life. In comparison, in LeBlanc’s (2017) 

study, the RNs were instructed to reflect on the digital stories told by healthcare professionals. 

They found that the RNs were perceived to have developed their awareness and knowledge 

related to three key themes: ‘positions of vulnerability; social determinants of health and 

distributive justice’ (LeBlanc, 2017, p397) and ‘choosing moral justice’ (LeBlanc, 2017, p398) 

in the context of public health nursing.  

Despite the differences between these studies, it has been shown that the power of digital 

stories can promote a deeper understanding of the meanings of digital stories. Thereby, they 

can offer new personal and professional insights into new and unfamiliar perspectives that 

can be used in similar situations. Indeed, Waugh and Donaldson (2016) concluded that the 

value of reflecting upon the digital stories and applying this to their practice was an effective 

way of learning, which was echoed in Yocum’s (2018) study. The student nurses in this study 

specified that the patients' digital stories encouraged conversations with patients and their 

families, which suggests that the digital stories influenced their communication skills. 
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Consequently, leading to a change in attitudes and behaviours when communicating with 

patients and their families.  

2.2.6.3 Sharing Experiential Realities  

Understanding the story's meaning from the storyteller's perspective triggered reflection, but 

this was not as evident in the participants' digital storytelling experience. The authors of these 

studies reported that reflection was initiated by the participants sharing their stories during the 

digital storytelling process and sharing their created digital stories (Jun et al., 2022; Price et 

al., 2015; Urstad et al., 2018). From a pedagogical standpoint, digital storytelling was 

perceived to add an extra dimension of authenticity, humanity, and reality to a real-life situation 

and proximity to others' everyday experiences. This is not surprising as Jun et al. (2022) and 

Urstad et al. (2018) digital storytelling process was facilitated through ‘story circles’ (Lambert, 

2010, p22), which allowed the time to share individual stories, which may justify their findings 

as found in Urstad et al.’s (2018) study.  

The student nurses in Urstad et al.'s (2018) study found that story circles afforded them the 

freedom and time to reflect in a supportive environment, which was viewed positively. The 

student nurses expressed that they could take ownership of their reflections and experiences 

of the situation in their stories rather than having to focus on their academic writing skills. 

These included referencing and applying underpinning theories and grammar, which detracted 

from and overshadowed their personal reflections. Likewise, time and freedom to reflect 

offered a personal approach to learning, which had a lasting impact on developing their 

reflective skills. The student nurses reported that they continued to reflect outside the story 

circles because all the stories were memorable (Urstad et al., 2018). Furthermore, the 

students reported how they could link the theoretical perspectives during the reflection process 

and were seen as an inductive way of combining theory with practice (Urstad et al., 2018).  

In Jun et al.’s (2022) study, the RNs shared their stories from a humanistic rather than a 

professional perspective and described the process as cathartic, therapeutic, and humanising. 
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Their experiences were influential in enabling them to explore their expectations and values, 

which positively impacted patient care, as illustrated in the following quote:  

‘Our whole job is all about secondary trauma; hearing stories that are so 
challenging that you must be able to put that somewhere…storytelling is a way 
to do it. I felt significantly more energy afterwards and the ability to be kind to 
my client’. (Jun et al., 2022, p1320). 

This was echoed by Price et al. (2015), who found that student nurses reflected and created 

their digital stories from their subjective experiences of caring for a friend or family member 

with cancer. When participating in the digital storytelling process, the human connection and 

the proximity of their experiences promoted the student nurses to engage with personal 

reflection through discussion. This led them to form stronger peer connections (Price et al., 

2015).  

2.2.7 Discussion 

In response to the first research question, it is clear from this scoping review that digital 

storytelling and digital stories in nursing are emerging concepts in nursing education, 

notwithstanding an under-researched phenomenon. The initial search yielded 1882 papers, 

but only eight that met the eligibility criteria. Seven studies were conducted in the context of 

pre-registration nursing education, and qualitative research was the preferred method for 

investigating this phenomenon, which is consistent with the literature. Moreau et al.'s (2018) 

systematic review of digital storytelling in health professions education selected sixteen 

qualitative studies from 1468 articles. Eight (49.2%) studies were in the context of nurse 

education involving undergraduate nursing students. The remaining studies occurred in social 

work (n=2, 12.5%), medicine (n=2, 12.5%), community health workers (n=1, 6.3%), 

community health aids (n=1, 6.3%), midwives (n=1, 6.3%), and undergraduate students with 

general interests in health careers (n=1, 6.3%) (Moreau et al., 2018). Similarly, Mojtahedzadeh 

et al.’s (2021) systematic review identified 35 digital storytelling and digital story studies across 

six fields of health professionals and 23% (n=8) occurred in pre-registration nurse education. 

Interestingly, 50% (n=4) of the studies used in this scoping review (Christianson, 2011; 
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Eggenberger et al., 2016; Price et al., 2015; Urstad, 2018) were chosen in Mojtahedzadeh et 

al. (2021) and Moreau et al. (2018) systematic reviews. This finding may reflect the emphasis 

that nursing often places on lived experiences, constructive frameworks, and collaborative 

learning in educational practices (Peters, 2000).  

Conceptually, this study has demonstrated that digital storytelling is often used and applied 

interchangeably with digital stories and vice versa (as illustrated in Table 2.13). The 

development of digital technology, the availability of digital devices, and the ancient art of 

storytelling may explain this. Theoretically, the ancient art of storytelling is steeped in history; 

thus, numerous definitions exist. However, they are expressed as integral to the individual's 

consciousness (Harrison-Denning, 2023) and help people make meaning of their lived 

experiences (Frank, 2013; Harrison-Dening, 2023; Squire, 2009).  

As a fundamental human activity (Bruner, 2002), storytelling and stories are important in 

nursing as they ‘represent nursing as a characteristically of human–and humane activity’ 

(Edwards, 2014, p3) and have been used to share knowledge and wisdom (Gazarian, 2010). 

Digital storytelling can also take the form of spoken, written, filmed, mimed, or acted stories 

(Moon and Fowler, 2008). From this standpoint, digital storytelling is commonly described as 

a story in a multimedia form and presented as a video (De Vecchi et al., 2016; Price et al., 

2015; Rodriguez et al., 2021; Rose et al., 2015). Digital storytelling is also defined as a creative 

arts process that combines personal stories with multimedia elements such as images, music, 

narration, and animation to produce 3–5-minute videos (Lambert, 2010, 2013; Lohr et al., 

2023; Stenhouse et al., 2013). Indeed, Moreau et al. (2018), in their systematic review of 

digital storytelling in healthcare, offered a similar definition, but their review comprised ten 

digital story studies. The remaining five studies included a combination of digital storytelling 

and digital stories.  

In the context of storytelling described by Squire (2009), Frank (2013) and Harrison-Dening 

(2023), Gubrium (2009) and Gubrium et al. (2019) they portray digital storytelling as a process 
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for eliciting rich, affective, and nuanced data to chronicle healthcare experiences. Accordingly, 

this may imply that there is a difference between them, as digital storytelling is a facilitated 

process of sharing individual experiences. Digital stories are therefore the product of the digital 

storytelling process, and researchers should consider the correct use of this term in their 

studies and use the appropriate one that relates to the research aims and objectives. 

Conversely, this is challenging due to the similarities between the process (digital storytelling) 

and the product (digital story) as they are comparably described as using creative art forms 

such as photography, visual art, writing, music, drama, and film. All of these are considered 

helpful in capturing the lived experience of people who tell their stories (Cobb and Negash, 

2010; Ricks et al., 2014) to create digital stories. 

All the studies in this review used digital storytelling or digital stories as a learning strategy to 

develop the participant's knowledge, skills, and understanding of the concepts applied to their 

studies. However, there were inconsistencies in the digital storytelling and digital story studies 

processes. Two digital story studies (Eggenberger et al., 2016; Waugh and Donaldson, 2016) 

created the digital stories told by the participants, which were shared with their peers as part 

of the educational programme. Of the three digital storytelling studies (Jun et al., 2020; Price 

et al., 2015; Urstad et al., 2018), only two studies (Jun et al., 2020; Urstad, 2018) claimed to 

have applied the story circle. This was pioneered by Lambert and is well described in the 

literature (Lambert, 2009, 2010, 2013; Lambert and Hessler, 2018). Lambert (2010, p9) states 

that ‘storytelling is a journey’, and as such, the story circle was inspired by the following quote.  

‘Stories move in circles. They don’t move in straight lines. So, it helps if you 
listen in circles. There are stories inside and between stories and finding your 
way through them is as easy and as hard as finding your way home. And part 
of the finding is getting lost. And when you’re lost, you start to look around and 
listen’. (Deena Metzger cited in Lambert, 2010, p.v)  

The story circle is fundamental to creating a meaningful and powerful digital story. The 

storytellers work with each other, tell, and read their stories, react, get reactions from others, 

and edit the story structure (Lambert, 2010; Lambert and Hessler, 2018). It is argued that 

digital stories, produced within a workshop of several days through group creative processes, 
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support the production and sharing of ‘compelling accounts of experience’ (Gubrium 2009, p. 

186). In agreement, Robin (2008) argued that the digital storytelling process is as important 

as the product (digital story) because every storyteller can produce a simple digital story 

irrespective of the digital storytelling process or its elements. This is reflected in some studies 

relating to nursing and other healthcare professionals, as they place a strong emphasis on the 

process being integral to learning (Briant et al., 2016; DeLenardo et al., 2019; Gubrium, 2009; 

Rimando et al., 2015; Stacey and Hardy, 2011; Tatlo et al., 2017). Therefore, it is expected 

that when digital storytelling is applied in a study, the process is considered. However, other 

studies (e.g., Cueva et al., 2013; Cueva et al. 2016; Goldingay et al., 2018; Marin et al., 2018; 

Petty et al., 2017), have not included the precise details of how the researchers enacted this 

process. Consequently, the quality of the digital storytelling process and the digital story may 

be questionable, thus impacting the credibility of the findings.  

Consistent with other studies (e.g., Adamson and Dewar, 2015; Conlon et al., 2020; Crookes 

et al., 2013; Herron et al., 2019; Rodriquez et al., 2021), the digital storytelling and digital 

stories studies in this review were highly valued by the participants compared to other teaching 

methods. In addition, this review suggested that they were valuable and powerful educational 

resources because they increased knowledge, skills, and understanding of the concepts they 

were applied to. Previous research with other healthcare professionals has shown that they 

improve clinical skills (D'Alessandro et al., 2004), make professionals more aware of their 

professional identity (Marín et al., 2018; Stacey and Hardy, 2011), and make professionals 

better at critical thinking (McDrury and Alterio, 2016; Gazarian et al., 2010; Kearney, 2011; 

Stacey and Hardy, 2011). They have also been shown to increase the capability of the 

participants to foster deeper understandings (McDrury and Alterio 2016; Conlon et al., 2020; 

Gubrium et al., 2014a; Park et al., 2021) and increase empowerment, self-esteem, and 

attitude change (Gubrium et al., 2016).  

In response to the second research question, undeniably, the literature provides compelling 

evidence that digital storytelling and digital stories are powerful learning tools for nursing and 
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other allied health professionals. From a pedagogical perspective, Chan and Sage (2019) 

proposed that stories help to maintain student interest and motivation to learn. In comparison, 

a systematic review by Mojtahedzadeh et al. (2021) concluded that the multimodality 

characteristics give them flexibility in their usage, which makes them suitable for different 

learning styles. Nevertheless, conceptually, they have been described as innovative (De Jager 

et al., 2017; De Vecchi et al., 2017; Rodriguez et al., 2021), evocative, empowering, and 

impactful (Rodriguez et al., 2021), which is supported by well-known authors (e.g., Frank, 

2010, 2013; Gidman, 2013; Lambert, 2010; Lambert and Hessler, 2018; Levett-Jones et al., 

2015; Moon and Fowler, 2008; Haigh and Hardy, 2011; Hardy, 2007; Hardy and Sumner, 

2018; Stacey and Hardy, 2011).  

The power of stories ‘captures the holistic and lived experience of the subject being taught’ 

(Moon and Fowler 2008, p232), an assertion that owes much to the art of storytelling and 

listening to stories. Gidman (2013) and Haigh and Hardy (2011) purport that producing stories 

engages storytellers and listeners in the firsthand experiences of others. This viewpoint 

reflects Frank’s (2010, p3) opinion that ‘stories animate life’ because that is ‘their work’, and 

then they go on ‘to instigate’. Therefore, stories can provide insight into the unfamiliar, with 

McDrury and Alterio (2016) claiming they can turn it into learning and reflection.  

Moon and Fowler (2013, p232) assert that reflective learning is facilitated by the ability to ‘tap 

into imagination, emotions, and form new and meaningful connections between existing areas 

of knowledge’. The scoping review's overall findings reflected this despite the differences in 

which digital storytelling and digital stories were applied. The power of these initiated reflective 

learning, which was triggered by the participants' emotions in all the studies. Furthermore, the 

participants in the digital story studies fostered deeper meanings to the stories (Christianson, 

2011; Eggenberger et al., 2016; LeBlanc et al., 2017; Waugh and Donaldson, 2016; Yocum, 

2018). Whereas the digital storytelling studies (Eggenberger et al., 2016; Jun et al., 2020; 

Urstad et al., 2017) showed that reflective learning was initiated by understanding the story 

from the storyteller's perspective.  
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An alternative perspective may be explained by the realism and authenticity of the experience 

conveyed when creating and listening to digital stories (Conlon, 2020; Herrington, 2006; 

Kearney, 2011; Ohler, 2006; Rodriquez et al., 2021). When students are involved and 

engaged in an authentic learning experience, they can understand the relevance of their 

learning which can liberate themselves from previously held assumptions (Serrano et al., 

2018). Conlon et al. (2020) conducted a comparative analysis study that explored the value 

of digital storytelling through the lens of authenticity with mental health nursing students. The 

positive findings concluded that authentic learning was exercised through realistic digital 

stories. This enabled the participants to challenge the boundaries of societal attitudes toward 

mental ill health through the critical development of ethical values (e.g. compassion and 

empathy) (Conlon et al., 2020). The implications of this study inferred the transferability of 

these attitudes and moral values to relational encounters experienced in clinical practice for 

nurses and other healthcare professionals.  

2.2.8 Strengths and Limitations of the Scoping Review 

One of the strengths of this review is that it provided an opportunity to examine the body of 

literature to identify the use and impact of digital storytelling and digital stories in nursing. 

Subsequently, it provided a clear indication of the existing gaps in the knowledge base relating 

to post-registration nursing within the clinical practice setting. Furthermore, as noted in the 

previous section, it also provided existing and present gaps in the knowledge base relating to 

the use of and impact of using patient-led digital stories in the context of RNs' safety culture 

perceptions and patient safety-related behaviours.  

Choosing a scoping review methodology was considered a strength, as little is known about 

this subject area, thus enabling a more comprehensive literature search. However, this was 

considered a limitation as the application of broader search terms made it challenging to 

identify the relevant literature. This was made more complex by the terminology used to 

describe stories (e.g., narratives, case studies, critical incidents, life histories, among others). 

To overcome this, the same search terms from the systematic review were used, although it 
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was acknowledged that this may have limited the search. However, it was viewed as a strength 

because it allowed a more focused search, which in turn yielded relevant studies.  

Selection bias can occur when selecting and reviewing the literature. A structured approach 

to the scoping review was adopted to overcome this, followed by a justification for the methods 

employed. A quality appraisal of the selected studies was not undertaken, as this was not 

required for a scoping review, posing a significant weakness that could impact the analysis 

and findings. However, according to Arksey and O’Malley’s (2005) framework, the final step 

involved consultation with librarians and the researcher's supervisors to ensure that the search 

and selection of the studies were robust.  

To widen the scope of this review, the inclusion criteria focused on pre-registration and post-

registration nurses in the context of education, as well as acute and community settings. 

Excluding studies that used other healthcare professionals could be a strength and a 

limitation, as the use and impact of digital storytelling and digital stories may have been similar 

or dissimilar. However, as a strength, it provided a clear indication of gaps in the existing 

literature about the use and impact of patient digital stories in nursing and its connectivity to 

safety culture perceptions and patient safety-related behaviours. This provides a strong 

rationale and originality for this research study and contributes to new knowledge in this 

subject area.  

2.2.9 Summary of the Scoping Review  

This scoping review confirms what is known about the use and impact of digital storytelling 

and digital stories. Two research questions were posed to provide a comprehensive and 

detailed synthesis of the available literature. In response to the first question, the conceptual 

understanding of digital storytelling and digital stories was created from the definitions of 

storytelling and stories combined with the development of digital technology. As a result, digital 

storytelling is used interchangeably with digital stories and vice versa despite their different 

but subtle characteristics. In relation to how they are used in nursing, the studies and the 
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broader body of literature revealed that most occur in pre-registration nurse education, where 

digital storytelling and digital stories were embedded into a programme of study.  

In response to the second research question, the studies reported positive findings when using 

these methods in the educational context. Undoubtedly, nursing education highly valued these 

practical and valuable learning tools. A key factor that makes these effective and valued is the 

power that digital storytelling and digital stories convey. Combining storytelling and listening 

to stories with music, photographs, and the storyteller's voice generated further discussions. 

This promoted reflective learning that was often triggered by emotions, gaining a deeper 

understanding of the story's context, and seeing it from a different and realistic perspective.  

Overall, the evidence has exposed that the concept of digital storytelling and digital stories in 

nursing is still emerging, with limited empirical literature. This was evident by the small number 

of selected studies in this review. The lack of studies signifies gaps in the literature, particularly 

in post-registration nursing in the clinical practice setting. Interestingly, there were also clear 

gaps in patient-led digital storytelling and digital stories, as the central focus was student-led. 

2.3 Summary of Chapter and Identified Gaps in Literature 

It was determined that the systematic review and scoping review aims were met as a clear 

strategy for identifying, selecting, appraising, and synthesising the research evidence was 

achieved, thus, enabling the researcher to remain objective and minimise bias. The evidence 

was gathered and positioned to identify what is known about these concepts and highlight the 

existing gaps in the literature, which are discussed in the following sections:  

2.3.1 Safety Culture  

Concerning safety culture, the evidence presented in Chapter 1 suggests that despite global 

policies and initiatives to improve patient safety and establish a positive safety culture, there 

are few improvements in today’s modern healthcare systems. The number of high-profile 

enquiries connecting failings in the quality and safety of care, the increasing number of AEs 
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(NHS England, 2020, 2022a), and the studies concerning missed nursing care in nursing 

suggest that patient safety remains a significant problem in the UK. The evidence presented 

in Chapters 1 and 2 (s2.1) revealed a considerable gap of studies in the UK that measure and 

explore post-registration nursing perceptions of safety culture.  

Regarding research methodologies, the empirical literature discussed in Chapters 1 and 2 

revealed many research studies that have used quantitative methods and safety attitudinal 

scales to measure safety culture and climate. These methods only provide a snapshot of 

healthcare professionals’ perceptions about the surface-level aspects of safety culture 

simultaneously (Singer and Vogus, 2012). Denison (1996) suggested that safety culture and 

climate may reflect the same reality from different angles. Therefore, the studies fail to 

consider any nuances or significant changes that may influence perceptions over time (e.g., 

the intensity of patient acuity, staff shortages due to the high volume of sickness, change in 

leadership, and new policies). More importantly, there is a lack of evidence that addresses the 

level of change in safety culture over time, how these levels may decline, improve, or stagnate, 

and what triggers these changes (Waterson et al., 2019). Measuring safety culture at different 

timepoints would address the study's limitations and minimise the risk of bias. Furthermore, 

there was a significant gap in the evidence pertaining to qualitative methods. Several 

researchers (Flin et al., 2006; Neiva and Sorra, 2003; Singer et al., 2009; Waterson et al., 

2019) have recommended supplementing quantitative data with richer qualitative data to 

understand the underlying culture better.  

2.3.1 Interventions to Improve Patient Safety and Safety Culture 

Interventions used to improve patient safety and safety culture are limited and quantitatively 

measured, suggesting that there are clear gaps in the literature. The evidence in section 2.1 

concluded that further research would be beneficial for enhancing patient safety knowledge 

and skills in the nursing profession. Furthermore, it would address the gaps in the literature, 

gain a more nuanced understanding of what nurses can do to keep patients safe, and identify 
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what specific knowledge and skills are lacking when it comes to nurse-sensitive indicators 

(e.g., falls, sepsis, infection control) to prevent harm. 

2.3.2 Digital Stories 
 

Coinciding with the patient safety movement in 2000, the political agenda strongly advocated 

for patient involvement to improve patient safety. The evidence discussed in Chapter 1 shows 

positive benefits that patients can bring to patient safety improvements. However, this is offset 

by barriers that have prevented patients from participating in patient safety initiatives. 

Subsequently, patient engagement and involvement have proven to be challenging and slow. 

As patient involvement is a primary key strategy, using digital stories told by patients is one 

approach to engage patients indirectly.  

The findings presented in Chapters 1 and 2 (s2.2) demonstrated the positive impact of digital 

stories and digital storytelling on enhancing knowledge, skills, and understanding of various 

concepts relevant to nursing care within an educational framework. As this is an emerging 

area of study, the existing evidence is limited and primarily focused on pre-registration nurse 

education. This highlights significant gaps in the literature regarding the application and effects 

of digital stories, particularly in the context of post-registration nursing in clinical settings. 

The evidence presented in Chapters 1 and 2 indicated a gap in the literature pertaining to 

research methodologies. Most empirical studies in this scoping review used qualitative 

methods, and only two studies (Eggenberger et al., 2016; Price et al., 2015) used qualitative 

and quantitative methods. In addition, no studies used a control group to evaluate the 

effectiveness of the intervention. These findings were consistent with other systematic and 

scoping reviews. De Vecchi et al. (2016) reported two quasi-experimental studies out of 24 

selected studies, and West et al. (2022) used one mixed method from 46 studies. In contrast, 

Mojtahedzadeh et al.'s (2021) systematic review comprised 12 quantitative studies, with only 

four related to nurse education (two studies were used in this scoping review). The remaining 
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studies pertain to social work education (n=1), medical education (n=1), health promotion 

(n=4), and patient education (n=2).  

These reviews, amongst others (e.g., Lohr et al., 2022; Moreau et al., 2018), recommended 

using qualitative and quantitative research to strengthen the effectiveness and impact when 

creating or listening to digital stories. De Vecchi et al. (2016) suggest that future research 

should use randomised and longitudinal designs to expand this work. Indeed, according to 

Lohr et al. (2023), they were the first to conduct a randomised control trial examining the 

efficacy of a digital storytelling intervention for Hispanic and Latino individuals with type 1 

diabetes. Furthermore, Moreau et al. (2018) recommended that future research should use 

something to compare the interventions with or provide an understanding of what outcomes 

would have occurred without the digital story.  

2.4 Rationale for the Study  

With reference to the background and the findings from the systematic and scoping review, 

there are no studies that use a patient digital story in the context of safety culture and patient 

safety related behaviours in post registration nursing. It is therefore proposed that using a 

patient digital story as an intervention can impact RNs' perceptions of safety culture and 

patient safety-related behaviours. This presented an opportunity to investigate this further and 

address the gaps in the existing literature to explore this proposal in the context of clinical 

practice settings. Using a mixed methodology to combine qualitative and quantitative methods 

at four different timepoints will also address the deficiencies in the methodological approaches 

discussed in the literature review. Therefore, this thesis presents an in-depth research study 

to examine the impact of using a patient digital story (will be referred to as a digital story 

throughout the thesis) in relation to RNs’ safety culture perceptions and patient safety-related 

behaviours across four different timepoints.  

To the best of my knowledge, this is the first time a mixed method explanatory sequential 

design that incorporates a pre- and post-test design (four different timepoints) has been 
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undertaken in this subject area. It is therefore expected to provide a unique contribution to the 

research literature and generate an original contribution to new knowledge in the literature. 

This may inform the implementation of patient digital stories to improve RNs' knowledge and 

understanding of safety culture and change patient safety-related behaviours.  

2.4.1 Study Aims and Objectives 

Aim:  

To investigate the use and impact of a digital story to assess RNs' perceptions of safety culture 

and patient safety-related behaviours. 

Objectives:  

1. To obtain a baseline of what RNs understand of the term safety culture. 

2. Measure and explore RNs perceptions of safety culture. 

3. Establish how the digital story may have impacted upon RNs' perceptions of safety 

culture and patient safety-related behaviours. 
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CHAPTER 3: RESEARCH METHODOLOGY 
__________________________________________________________________________________ 

3.1 Introduction 

This study used mixed methods research (MMR) (Cresswell, 2015), combining qualitative and 

quantitative paradigms and methodologies. The first section of this chapter begins with the 

philosophical underpinning of this study, including the researcher's philosophical assumptions 

(written in the first person). It explains the relationship between the chosen interpretivist and 

postpositivist paradigms. The chapter will also discuss and justify the chosen qualitative and 

quantitative methods and how they were applied to the mixed methods methodology design 

and the value they add when they are combined.  

3.2 The Philosophical Paradigms of Research  

All research has philosophical foundations (paradigms) relating to the nature and attainment 

of knowledge, which influences how research is conducted (Cresswell, 2008; Cresswell and 

Plano-Clark, 2011). Kuhn (1996, p76) used the term ‘paradigm’ when analysing the structure 

of scientific revolutions in his study and referred to it as a basic set of beliefs that guide 

members of a given scientific field. However, Kuhn’s view of the term paradigm is entirely 

related to the scientific enterprise, which fails to substantiate the links with the broader social 

and cultural context (Harvey, 1982). The broad connections to social research have changed 

from the narrow, mechanistic Kuhnian view of social sciences to a more interpretive and 

explanatory view (Harvey, 1982). As a result, the term paradigm has changed from Kuhn’s 

original perspective to many descriptions and conceptualisations of what constitutes a 

paradigm (Shannon-Baker, 2016), which has fuelled ongoing debates. Three interconnected 

beliefs that define a research paradigm include ontology, epistemology, and methodology. 

These should include the researcher’s worldview of how they view the reality of the world 

(ontology), how knowledge is generated (epistemology), and how the researcher can find out 

what is known (methodology) (Denzin and Lincoln, 2011; Guba and Lincoln, 1994).  
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In contemporary philosophy, a wide range of worldviews may account for the lack of 

consensus on classification, and the application of terminology is often inconsistent. Given the 

variations in classification and nomenclature, four research paradigms commonly cited in the 

mixed methodology research include post-positivism, positivism, interpretivism, and 

pragmatism (Cresswell, 2008; Cresswell and Cresswell, 2018; Teddlie and Tashakkori, 2009). 

The differences between the paradigms are not merely philosophical because they have 

implications for the practical conduct of the research. 

3.2.1 Positivism  

The ontological position of positivists is that of realism, where a measurable reality is assumed 

to exist (Guba and Lincoln, 1994). The nature of reality in the social world is orderly and 

regular, existing independently of human observation. Epistemologically, positivists believe 

that knowledge is empirical and objective. Laws that govern social phenomena apply 

quantitative approaches that seek to test cause-effect relationships independently using 

experimental designs. The deductive process of data analysis results in numerical, factual 

statements.  

3.2.2 Interpretivism  

Conversely, the interpretivist paradigm rejects the position that a single, verifiable reality exists 

and refuses to adopt any permanent, unvarying standards by which truth can be universally 

known (Guba and Lincoln, 2005, p204). Ontologically, the interpretivist's position is relativism, 

which takes the viewpoint that the world is socially constructed, possessing multiple realities 

mediated by cognitive structures (meanings, beliefs, perceptions) that result from the 

interaction of the mind and the environment (Schwandt, 1997, p9). Interpretivist epistemology 

is subjective, meaning that external reality cannot be directly accessible to researchers without 

being contaminated by their own worldviews, concepts, and backgrounds. Interpretivists use 

qualitative approaches to understand social phenomena in their context ‘through the eyes of 

the participants rather than the researcher’ (Cohen et al., 2007, p21). Inductive processes 
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discover patterns in the data under broad themes to understand the phenomena or generate 

theory.  

3.2.3 Post-positivism 

Criticism of the positivist paradigm led to the emergence of post-positivism, which ‘straddles 

both the positivist and interpretivist paradigms’ (Grix, 2004, p86). Many definitions of post-

positivism exist that generically refer to any paradigm that posits as a replacement for 

positivism (Schwandt, 1997). Post-positivism's ontological position is critical realism, which 

assumes an objective reality but can only be apprehended imperfectly. From an 

epistemological standpoint, post-positivism seeks objectivity but recognises that knowing truth 

can be uncertain, and the possibility of the researcher's own beliefs and values may affect 

what is observed and seeks probabilistic evidence (Rehman and Alharthi, 2016). 

3.2.4 Pragmatism  

As a single paradigm, pragmatism avoids the contentious issues of truth and reality, and the 

view of the measurable world relates more closely to an ‘existential reality’ (Dewey, 1925, 

p40). It accepts that there are ‘singular and multiple realities that are open to objective, 

subjective inquiry and a mixture of the two’ (Dewey, 1925, p40). The truth is not based on 

traditional dualism (e.g., realism versus relativism) but on what works at the time to determine 

the meaning of things (Onwuegbuzie and Johnson, 2006) or find solutions to problems 

(Patton, 2002). Instead of focusing on methods, pragmatism emphasises the research 

question (Teddlie and Tashakkori, 2003) and uses pluralistic approaches to derive knowledge 

corresponding to, or representing, reality (Rorty, 1990). 

3.2.5 Philosophical Assumptions of the Researcher 

When conducting research, one must reflect upon one's worldview and what this may bring to 

a study (Cresswell, 2008) and is often shaped by an individual’s discipline and their own past 

research experience (Cresswell, 2012). Firstly, my career in nursing began in 1982 as an 

auxiliary nurse before qualifying as a registered nurse in 1993. Nursing practice is based on 
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extensive theoretical and practical knowledge and clinical experience. Consequently, Patricia 

Benner's 'novice to expert' theory (Benner, 1984) influenced my personal and professional 

development throughout my nursing career. The conceptualisation of how nurses progress 

from novice to expert explains how knowledge is generated through theory (knowing that) to 

knowledge and skills generated through experience (knowing how) (Benner, 1984). Through 

the varied clinical experiences of working in different environments, I learnt about tacit, implicit, 

and explicit knowledge and how it shaped and influenced my professional values and 

behaviours. From a positive perspective, I view nursing as an art encompassing a high quality 

of care, compassion, communication, altruism, values, and ethics. The theory of knowing that 

and the experience of knowing how have instilled these principles throughout my nursing 

career to ensure that patients were treated without prejudice, with dignity, humanity, and 

respect, and with listening, understanding, and valuing their (patients) perspectives. From a 

negative perspective, I have been influenced by and accepted the social and cultural norms 

of the working environment, where I have witnessed and participated in ritualist, habitual, and 

cultural practices towards patient care, where I have resigned to, ‘it’s the way we do things 

around here’ (Oandasan, 2009, p1174). 

As a health educator with 17 years of experience, I have instilled my professional values and 

behaviours in my teaching, where theoretical knowledge has been supported through sharing 

my experiences from my perspective and those of patients (using patient stories). Conversely, 

students have shared their knowledge and experiences through their unique stories, views, 

beliefs, and perceptions. Nurses working in clinical practice will have diverse backgrounds 

and view them differently, meaning multiple perspectives may exist based on those individual 

experiences. Together with my experiences, I accept that there are various realities and 

subjective experiences of nursing care from those who deliver care (healthcare professionals) 

to recipients of care (patients). Thus, my professional career has strongly influenced my 

worldview that reflects a relativist ontology and subjective epistemology that is compatible with 

the interpretivist paradigm. 
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It is also essential to acknowledge that nursing is an evidence-based discipline that is 

grounded in an extensive repertoire of theoretical knowledge, evidence-based research, and 

rigorous scientific evidence, which is vital for clinical decision-making and patient safety. The 

positivist paradigm is used to evaluate and use evidence-based practice, which is supported 

by statistics and quantitative methods used in nursing practice and nurse education. 

Therefore, there is an acknowledgement of the realist ontology of a single truth (e.g., the right 

way to manage patient care) and an objective, scientifically measurable epistemology (Guba 

and Lincoln, 2005, p195), therefore, I am also marginally influenced by the positivist paradigm. 

My perspective on nursing and nurse education is that it is both an art and a science, which 

adds to my ability to value and recognise two different and contrasting paradigms that have 

implications for this research. Traditionally, researchers have conducted nursing research 

within a single paradigm, often divided between positivism and interpretivism (Guba and 

Lincoln, 1994; Polit and Beck, 2018). This has led to much debate about the relative merits of 

different paradigms and their application in healthcare research since the 1970s, a debate 

often referred to as the ‘paradigm war’ (Denzin, 2010, p419). Traditionalists use the term 

‘incompatibility theses’, claiming that the ‘integration of qualitative and quantitative methods is 

impossible' (Teddlie and Tashakkori, 2009, p.98). However, mixed methodologists disagree 

and reject the ‘incompatibility theses’ in favour of the ‘compatibility theses’. Pluralists purport 

that quantitative and qualitative methods can be integrated and posit pragmatism as an 

alternative paradigm (Howe, 1998, p10).  

Pragmatism in paradigmatic thinking has extended into the philosophical process or meta-

paradigm of dialectical pluralism (Johnson, 2017), where multiple paradigms are used in 

mixed methods research (Greene and Caracelli, 1997, 2003). The ‘incompatibility theses’ 

versus the ‘compatibility theses’, or the paradigm war debate, and my worldview presented 

dilemmas in mixing the two opposing paradigms. However, the starting point was to consider 

the aim and objectives of the study while incorporating my philosophical position. Therefore, 
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this study is positioned within a postpositivist and interpretivist paradigm within a mixed 

methods research design, which is justified in the following section. 

3.2.6 Philosophical Assumptions Underpinning this Study 

This study required an objective measurement of safety culture perceptions to determine its 

stability from an individual, workplace, and organisational perspective. The remaining 

objectives involved an exploration of safety culture perceptions (pre-intervention and post-

intervention) in the context of the objective measures to gain a deeper understanding of the 

RNs' perceptions of safety culture. Safety culture and patient safety-related behaviours are 

multifaceted, complex phenomena that only exist from the perspective of their lived experience 

in a clinical setting. When mixing paradigms, Cresswell (2015, p1) suggested that either 

philosophical approach can be used and states that: 

'Mixed methods can be viewed from a philosophical stance using other 
philosophical assumptions (e.g., positivism, interpretivism) or as a methodology 
(research process) originating from a broad philosophy (e.g., pragmatism) 
which extends into the interpretation and dissemination’. 

 
From an ontological and epistemological stance, drawing from Creswell’s (2015) viewpoint, a 

postpositivist and an interpretivist paradigm were combined for this study as the theoretical 

underpinnings of these paradigms aligned more closely with this study’s aim and objectives. 

Combined with my position and worldview, it provided a clear rationale for mixing two 

paradigms to quantitatively measure the RNs' perceptions of safety culture. From an 

interpretivist standpoint, it explored safety culture through the participants lived experiences 

as they perceived it from their individual, workplace, and organisation perspectives. This will 

determine whether the intervention's influenced a change in their safety culture perceptions 

and patient safety-related behaviours. Therefore, adopting an interpretative approach should 

allow the researcher to understand the situation's reality by analysing meaningful interactions 

with participants (Townsend et al. 2010). Applying post-positivism and interpretivism 

paradigms underpinned this study's quantitative and qualitative enquiries, with an emphasis 

on interpretivism.  
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3.3 Research Methodology  
 
Considering the philosophical underpinning of adopting a post-positivism and interpretivist 

paradigm, a mixed methods research design was chosen. However, before introducing this 

research design, it is essential to understand and apply the appropriate methods that align 

with the chosen paradigms. This section debates the qualitative and quantitative 

methodologies and their respective theoretical underpinnings to defend the chosen research 

methodologies. 

3.3.1 Quantitative Research  
 
From a philosophical point of view, quantitative research is described as positivism, which 

emphasises empirical and scientific principles that are dependent on quantifiable 

observations. It follows a formal, systematic, objective, and deductive process to define, test, 

and examine cause and effect in numerical data (Gray et al., 2017). Post-positivists also seek 

objectivity but recognise that total objectivity is impossible, and therefore, they strive to 

discover probabilistic evidence to determine the actual state of a phenomenon (Mungai, 2019). 

This present study focused on measuring and exploring RNs' safety culture perceptions to 

establish whether the digital story influenced a change in their perceptions of safety culture 

and patient safety-related behaviours. As noted in the systematic literature review (Chapter 2, 

s2.1), safety culture is multidimensional, and individual perceptions of safety culture are the 

‘product of shared values and beliefs about patient safety’ (Feng et al., 2008, p315). Combined 

with the complexities of healthcare and healthcare delivery, this can result in internal and 

external factors influencing individual perceptions. The complexities of the phenomenon can 

lead to changes, making it impossible to fully adhere to a positivist ontological and 

epistemological position that seeks cause and effect or manipulates variables used in true 

experimental or quasi-experimental designs (Polit and Beck, 2018). As a complex 

phenomenon, a post-positivist paradigm was chosen for this study that was underpinned by 

Lincoln and Guba’s (1994, p110) ontological position:  
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‘Assumes that reality exists but to be only imperfectly apprehendable because 
of flawed human intellectual mechanisms and the fundamentally intractable 
nature of the phenomena’.  
 

Therefore, the RNs' prior experiences and the social and cultural contexts of their personal, 

professional, and clinical experience may influence their perceptions of safety culture, 

meaning that RNs will have different viewpoints. Furthermore, as an observer, it was also 

recognised that the researcher can introduce bias, which could influence what is observed 

and the conclusion of this study.  

3.3.1.1 Application of Quantitative Research to this Study  
 
A descriptive cross-sectional design was used, which is a type of non-experimental design 

that explores the phenomena at one point in time and how they change over time (Polit and 

Beck, 2018). This design is economical, easier to use, and commonly used when measuring 

safety culture behaviours and attitudes in healthcare settings. The design of this present study 

included four set timepoints to overcome the limitations when reporting causal inferences of 

RNs' perceptions at one point. Therefore, the RNs perceptions were measured over time to 

consider potential changes such as increased workload due to staff shortages or sickness, 

increased patient admissions, or changes in leadership, all of which could potentially influence 

the RNs' perceptions of the safety climate in the qualitative study. 

The quantitative study aimed to observe, describe, and document. Therefore, a non-

experimental, descriptive quantitative design was deemed appropriate for addressing the 

research objective of this study. A significant disadvantage of this design is that it does not 

yield persuasive evidence for causal inferences. However, this was not a problem for this 

quantitative study, as the research objective was to provide an independent and objective 

view to describe and understand the facts. The study aimed to highlight positive or negative 

perceptions of the safety climate in the clinical environment and collect a substantial amount 

of quantifiable data. However, quantitative research is criticised for equating the social world 

with the natural world and overlooking the fact that people ascribe meaning to their lived 
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experiences (Bryman, 2016). Subsequently, quantitative research was combined with 

qualitative research to address this criticism. 

3.3.2 Qualitative Research 

Qualitative methodologies portray a world in which reality is socially constructed, complex, 

and ever-changing (Glesne, 2018). Individuals construct reality based on factors such as 

gender, culture, education, attitudes, and social behaviours. The aim is to facilitate the 

exploration of the subjective experiential world in a naturalistic setting, using language, 

perceptions, and experiences to understand and explain behaviour (Moule et al., 2016). Thus, 

qualitative researchers are in the world and use a series of interpretative practices that make 

the world visible to elicit an 'insider rather than an outsider view’ (Smith and Nizza 2022, p22) 

based on quantification.  

Qualitative research draws upon anthropological, sociological, and psychological traditions 

and uses approaches such as ethnography, grounded theory, phenomenology, and 

narratology (Moule et al., 2016). These traditions vary in conceptualisation based on the 

overall aim, data collection methods, and analysis, as illustrated in Table 3.1.  

Table 3.7 Qualitative Research Traditions  

Adapted from Polit and Beck (2018) 

Discipline  Research Tradition Domain Area of Inquiry  

Anthropology Ethnography Culture  The holistic view of culture 

Philosophy  

Psychology 

 

Phenomenology 

 

 
Descriptive 
Phenomenology  

 

Interpretative 
Phenomenology 

Lived 
Experience  

Experiences of individuals 
within their life world  

 

Interpretation of an individual's 
experience 

 

Interpretation and meanings of 
an individual's experience  

Sociology Grounded Theory Social settings  A social psychological and 
structural process within a 
social setting 
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Subjective data is gathered through observation, for example, field notes, interviews, case 

notes, photographs, and recordings. This will enable the researcher to make sense of or 

interpret the phenomena to understand the meanings individuals attach to it (Denzin and 

Lincoln, 2011). 

From interpretivism to social constructivism, phenomenology, feministic theory, and critical 

realism, qualitative research shows a wide range of philosophical paradigms. As a result, it is 

hard to define because it has no distinctive theory or paradigm and no distinct set of entirely 

specific methods (Denzin and Lincoln, 2011). Consequently, there is no single accepted way 

of carrying out qualitative research, as this depends upon the ontological and epistemological 

position of the researcher, purposes, and goals of the study. To the inexperienced researcher, 

refining the choice can be a daunting task. Still, after several discussions and deliberations 

with research supervisors and academic discourse with peers, it became apparent that 

interpretative phenomenological analysis (IPA) was as it was congruent with the researcher's 

ontological and epistemological position. Furthermore, as this qualitative study aimed to 

explore, interpret, and present RNs' meanings from their lived experiences, it was appropriate 

to achieve the study aim and objectives of the qualitative inquiry.  

3.3.2.1 Application of Qualitative Research to this Study 

Interpretive Phenomenological Analysis is concerned with the detailed examination of human 

lived experience, which has a declared phenomenological (the study of expertise), 

hermeneutical (the study of meaning), and ideographic (the study of the individual) emphasis 

(Larkin et al., 2006). In the context of this qualitative study, safety culture perceptions will be 

explored at four set timepoints (pre-intervention and post-intervention) to fully understand this 

phenomenon. It was believed that perceptions would arise from their workplace and 

organisational interactions; therefore, this present study sought to determine whether any 

changes to their safety culture perceptions and patient safety-related behaviours were 

influenced by the digital story and not by their environments. Other qualitative methodologies 

(as illustrated in Table 3.1) were considered but rejected. Grounded theory is more about 
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developing theories and uses a bigger sample size than phenomenology and was considered 

to be irrelevant to the RNs' real-life experiences. Likewise, ethnography seeks to learn the 

worldview of a cultural group (Polit and Beck, 2018), and observing RNs in their clinical 

environment would offer an exploration and holistic view of safety culture and their patient 

safety-related behaviours. However, this methodology was rejected because of the ethical 

considerations involving patients and the time available to complete this study.  

3.3.2.2 Interpretative Phenomenological Analysis  

Interpretative Phenomenological Analysis is an approach to qualitative, experiential research 

that has gained momentum and popularity over the last 20 years. As a significant qualitative 

approach in psychology, it is increasing in cognate disciplines such as human, social, and 

more recently, health sciences (Smith et al., 2022). One crucial theoretical touchstone for IPA 

is phenomenology, which views human beings as sense-making creatures. Thus, the RNs' 

accounts will reflect their attempts to make sense of their personal and professional 

experiences and how they perceive safety culture and the digital story. Therefore, the critical 

role of the researcher was to make sense of those experiences (Smith, 2004) to establish the 

impact of the digital story to achieve the aim and objectives of this study. A phenomenological 

inquiry's founding principle is to examine experience as it unfolds and in its own terms. Van 

Manen (1990) comprehensively explains phenomenology, concluding that it is primarily the 

study of the lived experience of the lifeworld.  

3.3.2.3 Philosophical Underpinnings of Phenomenology  

The philosophy of phenomenology originated from the works of philosophers Kant (1724-

1804), Hegel (1770-1831), and Brentano (1838-1917) (Polit and Beck, 2018). Their philosophy 

developed phenomenology through various phenomenological perspectives and individual 

interpretations, as evidenced by the works of philosophers Husserl (1962), Heidegger (1962), 

Giorgi (1970), Gadamer (1990), and van Manen (1990). The phenomenological movement 

has transitioned over the years from emphasising only 'pure description’, as prescribed by 

Husserl, to focusing on interpreting experience, as Heidegger advocates (Lopez and Willis 
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2004). Heidegger's interpretive (hermeneutic) phenomenology and Husserl's descriptive 

(transcendental) phenomenology have a shared history (Flood, 2010; Reiner, 2012), as each 

of these phenomenologists sought to uncover human experiences as they are lived. However, 

there are significant differences between them (as illustrated in Table 3.2) regarding the 

researcher’s focus, outcome, goal, and role previous knowledge plays.  
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Table 3.2 Philosophical Assumptions of Phenomenological Forms of Enquiry 

 Descriptive 
phenomenology (eidetic) 

Interpretative phenomenology 
(hermeneutic)  

Ontology Multiple constructs of reality  

Objectivity relates to the 
extent to which description is 
true to a phenomenon 

Although experiences are 
subjective, there are features 
to any lived experience that 
are common to all persons 
who have the experience  

Data based on a subject 
reality  

Multiple constructs of reality 

Reality is constructed in unique 
ways depending on context and 
personal frames of reference as 
individuals engage with the world 

Data based on subject reality 

 

Epistemology The goal of the researcher is 
to achieve transcendental 
subjectivity through 
bracketing 
 
Pre suppositional–No 
theoretical framework can be 
used  

 

The goal of the research is to 
achieve intersubjectivity through  
‘Dasein’–being in the world and 
being with others - People cannot 
abstract themselves from the 
world  
 
Data are produced through the 
interaction between the participant 
and the researcher, and the 
researcher’s interpretations 
Suppositional - Can include an 
orienting framework 

Axiology The researcher 
acknowledges values and 
biases 
 
The impact of the researcher 
on the inquiry is constantly 
assessed so that they do not 
influence the object of the 
study  

The research values affect the 
object of the study  
 
Expert knowledge on the part of 
the researcher is valuable  

 

Methodology Methods that focus on 
obtaining participants' 
descriptions of experience  
 
Variations include Giorgi’s 
(1985) Descriptive 
Phenomenology   

Interpretative methods that move 
beyond the description of core 
concepts and essences to look for 
meanings 

Variations include Interpretative 
Phenomenological Analysis 
(Smith et al., 2022) 
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From an epistemological perspective, Husserl saw phenomenology as a way of reaching true 

meaning by penetrating deeper into reality by discovering how objects are experienced and 

presenting themselves to human consciousness in their lifeworld (Spinelli 2005). He termed 

this process intentionality, the act of thinking that connects us to what we think. In 

phenomenological terms, Smith et al. (2009, p13) summarise this effectively to mean:  

‘Experience or consciousness is always conscious of something - seeing is 
seeing of something – remembering is remembering something, judging is 
judging of something. That something – the object of which we are conscious – 
may have been stipulated by a perception of a real object in the work or through 
an act of memory or imagination’.  
 

Descriptive (transcendental) phenomenology aims to discover the spontaneous surge of the 

lifeworld as it is lived rather than conceptualised (Merleau-Ponty, 1962; van Manen, 1990). 

Husserl believed that phenomenology was presuppositional and that nothing should be 

assumed or taken for granted when trying to understand a phenomenon. Husserl’s ontological 

assumptions involve understanding how individuals experience phenomena and how they 

appear through consciousness. 

Epistemologically, Husserl (1962) proposed that researchers must position themselves 

differently in their work and how they think about things to seek the content of consciousness 

in a 'pure form' free from bias. Therefore, the researcher must view the individual's account 

objectively and avoid passing judgement. To devoid any preconceptions and presuppositions, 

Husserl (1962) used bracketing, which he termed ‘epoch’, as a method to seek the 'essence' 

of the phenomena and describe it in terms of its characteristic features (Husserl, 1962).  

In contrast, Heidegger (1962-1976), the founder of interpretative (hermeneutic) 

phenomenology, resisted Husserl's emphasis on consciousness and subjectivity. His 

ontological position believed that every form of human description is interpretative in an 

individual’s lifeworld. Epistemologically, Heidegger believed that preconceptions (which he 

refers to as fore-conceptions) could not be bracketed, as the observer is part of that world and 

not bias-free. Heidegger (1962) argued that interpretation is inevitable whenever an object is 
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interpreted as something that is grounded in the interpreter's pre-understanding of the object. 

Therefore, researchers should position themselves as 'being in the world' – called Dasein 

(Heidegger, 1962, p156). Therefore, Heideggerian philosophy is based on the intersubjective 

relationship between participants and researchers to make sense of meaning-making and how 

they give meaning to things that happen (Smith et al. 2009). 

3.3.2.4 Application of Interpretive Phenomenology to this Study  

For the qualitative part of this study, the research aim and objectives were to explore how the 

RNs perceive safety culture based on their own lived experiences. Interpretative 

phenomenology based on Heideggerian philosophy works well for this. From an interpretivist 

perspective, the study aimed to grasp the texture and qualities of participants lived 

experiences in their social-cultural contexts and realities. This will help to understand the 

experience better and unveil the hidden meanings in the stories of the experience (Streubert 

and Carpenter 2011), which fits with Heidegger's idea of interpretative phenomenology. 

Therefore, as a researcher conducting this study, it was important to reflect upon prior 

personal and professional knowledge and experience to justify the researcher's position in this 

study.  

As previously stated, the researcher's personal and professional values, knowledge, and 

experience as a health educationalist and registered nurse will have influenced this research 

topic, methodology, aim, and objectives. Moreover, other influences included my 

presuppositions and preconceptions of nursing, patient safety, poor standards of care, and 

serious failings in care have been publicly available and portrayed through the media. It was 

therefore impossible to bracket (as described by Husserl) prior knowledge and experience. 

Rather than bracket the lived experiences, it seemed appropriate to connect with the 

Heideggerian philosophy of interpretative phenomenology and accept a Dasein position of 

‘being in the world’ (Heidegger, 1962, p156). Firstly, it was anticipated that perceptions of 

safety culture and patient safety-related behaviours could not be assessed by separating the 
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participants from their workplaces or evaluating the researcher's position, knowledge, and 

experience. Secondly, it resonates with interpretative phenomenology, that is; to understand 

people and the worlds they inhabit that are socially and historically contingent and contextually 

bounded (Eatough and Smith, 2017). 

The final product of inquiry is a broader and more in-depth understanding of what the 

phenomenon means to those who experience it in their social-cultural contexts and realities. 

It includes how the experience alters their entire being (McConnell-Henry et al. 2010), which 

Flood (2010) describes as co-constitutionality. Gadamer (1990) describes it as the fusion of 

horizons and Heidegger as the hermeneutic circle of understanding of experience (Streubert 

and Carpenter 2011). Critics assert that presuppositions taint research data (Paley, 2005; 

Giorgio and Giorgio, 2008). However, adopting an insider-outsider perspective helps to 

overcome this by acknowledging any presuppositions and preconceptions by engaging with 

the hermeneutic circle to understand the double hermeneutic (Smith and Osbourne, 2003) 

approach through reflexivity and incorporating this into the data collection process and the 

interpretation of the data.  

3.3.2.5 The Role of the Researcher - Inside-Outsider Perspective  

When collecting and interpreting the data, a fundamental step is to recognise the researcher's 

positionality from an insider-outsider perspective (Coombs and Osbourne, 2018) to obtain the 

RNs' trust and establish a rapport. It is also important to know your positionality to lower the 

risk of researcher bias. This can be achieved by managing subjectivity (Ergun and Erdemir 

2010; Mikecz 2012) and the complexity of power struggles between the researcher and the 

participants (Belur 2014). From an insider perspective, Smith and Nizza (2022, p12) state that 

IPA researchers are ‘insiders, meaning they share some aspects of the experience they are 

investigating’. Neumann (2011) and Perera (2021) provide a multifaceted definition related to 

the researcher’s positionality, subjectivity, and power negotiation, which are informed and 

shaped by gender, culture, race, religious affiliations, language, and professional status. Smith 

and Nizza (2022, p12) suggest that limiting preconceptions can be achieved by being ‘naïve’ 
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about the phenomena under investigation. However, this was not possible as an insider, as it 

was accepted that similarities existed relating to the professional identity, language, and 

experiences of those being studied. 

As a nurse and health educator, significant knowledge, and experiences of working in the NHS 

and understanding the key issues relating to nurse education have been gained over the 

years. There was also extensive experience gained in managing complaints and fitness-to-

practice issues related to unsafe practice, lack of competencies, and not meeting the NMC 

(2018) standards for pre-registration education. These experiences provide some insider 

knowledge and prior literature shaped preconceptions. Furthermore, having worked in the 

NHS Trust under investigation, it was possible to encounter experiences of interviewing RNs 

known to the researcher, which also increases preconceptions. Nonetheless, this was 

overcome due to not having worked for this organisation for 17 years and the fact that 

healthcare is complex and continuously changing. From this standpoint, the researcher's 

positionality as an outsider may take the role of a stranger, visitor, insider, and initiator (Flick, 

2018). The first two represent an outsider role, and the last two attempt to reach into the 

institution from an insider’s perspective. These roles can change over time, depending on 

when the researcher is involved within the setting. As the research design required the 

researcher to spend considerable time in the NHS Trust, these four roles will likely change 

from a stranger and visitor to an insider and initiator. Further discussion and reflexivity of the 

researcher's positionality concerning this research is needed, as suggested by Hellawell 

(2006) and Hockey (1993), which is further discussed in Chapter 7.  

3.3.3 Mixed Methods Research  

Mixed methods research (MMR) interrelates and incorporates qualitative and quantitative 

approaches in a single study (Cresswell and Plano-Clarke, 2011). The importance and 

application of mixed methods have been increasing over the decades since the early writings 

of Greene et al. (1989, p256), who defined mixed methods as a research design that:  
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‘Include at least one quantitative method (designed to collect numbers) and one 
qualitative method (designed to collect words), where neither method is 
inherently linked to any particular inquiry paradigm’. 

Research methods and philosophy were the focus of this definition. Still, as mixed methods 

began to emerge, Tashakkori and Teddlie's (1998) definition shifted from the mixing of 

methods to mixing all phases of the research process, including mixing philosophical 

positions. Since then, there have been several definitions of mixed methods research from 

diverse perspectives that reflect several aspects of the research philosophy, process, design, 

and methodology. Johnson et al. (2007) constructed a consensus definition drawn from 19 

different definitions from 21 established mixed methodologists. The shift of focus moved from 

the methods and philosophy to qualitative and quantitative research and its purpose, as they 

stated that:  

‘Mixed methods is the type of research in which a researcher combines 
elements of qualitative and quantitative research approaches (e.g., the use of 
qualitative and quantitative viewpoints, data collection, analysis, inference 
techniques) for the broad purposes of breadth and depth of understanding and 
corroboration’. (Johnson et al., 2007, p123).  

 

Mixed methods research is being promoted in healthcare research because of the 

complexities of healthcare and healthcare delivery (Curry and Nunez-Smith, 2015). Factors 

associated with these intricacies are the complicated causes of health, the multifaceted 

experiences of healthcare and healthcare delivery, and inequalities in health status (Curry and 

Nunez-Smith, 2015; Forthofer, 2003). Furthermore, the social processes, such as beliefs, 

values, and motivations underlying individual behaviours, are complex and dynamic (Curry 

and Nunez-Smith, 2015). As previously outlined, patient safety and safety culture in healthcare 

are no exception, as they are multifaceted and encompass several dimensions (Sammer et 

al., 2010; Vincent, 2010). Consequently, this is a complex phenomenon to study using a 

quantitative or qualitative method alone. Using MMR was the appropriate design choice for 

this study to achieve the aim and objectives by combining the underpinning philosophical 

assumptions of interpretivism and post-positivism. Cresswell (2015, p1) states that a mixed 

methodology design can be viewed from:  
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‘A philosophical stance where philosophical assumptions take centre stage 
[e.g., interpretivism] …or as a methodology, that is, a research process 
originating from a broad philosophy [e.g., pragmatism] that 

While this supports the justification for using a mixed-method approach, Greene et al. (1989) 

argue that the reasons for combining multiple methods within a single study are far more 

diverse (Greene et al., 1989). Therefore, the justification for the study should be rationalised 

to ‘enhance our beliefs that the results are valid and not a methodological artefact’ (Bourchard, 

1976, p268). Therefore, other reasons for using a mixed methods approach lie in the strength 

and distinctiveness of this study, as it has substantial potential to measure and explore the 

impact of an intervention (digital story) against the multifaceted and multidimensional safety 

culture concepts. Furthermore, it will address the gaps in the literature and the methodological 

weaknesses of using a single research method (as discussed in Chapter 2, s2.3).  

3.3.3.1 Mixed Methods Design 

Methodologically, when using mixed methods research, the sequence design, the priority of 

the quantitative and qualitative strands, and the approach to mixing the two data sets should 

be stated to convey a sense of rigour of the research (Cresswell, 2008). Firstly, the sequence 

design must be determined, as this symbolises the temporal relation between the qualitative 

and quantitative strands (Greene et al., 1989). Cresswell and Plano-Clarke (2011) identified 

12 typologies, advancing sequential designs in the literature. However, convergent (also 

called concurrent), explanatory sequential, and exploratory sequential are the three main 

types of mixed methods studies (Creswell, 2008).  

Secondly, priority offers three weighting options for mixed methods studies: equal status, 

quantitative dominance, and qualitative dominance (Johnson et al., 2007). A notation system 

developed by Morse (1991) uses a plus (+) sign to denote a convergent design and the right 

arrow (      ) to indicate a sequence design. The weighting priority is characterised by upper 

letters that indicate higher priority, with lower case indicating lesser importance. Table 3.3 

illustrates the notations used against different typologies in mixed methods designs.  
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Table 3.3 Typologies of Mixed Methods Designs 

TIME ORDER 
CONVERGENT DESIGN SEQUENTIAL DESIGN 

Equal Status 

QUAL+ QUAN 

Equal Status 

QUAL         QUAN 

QUAN         QUAL  

Dominant (priority) status 

QUAL+ Quan 

QUAN + qual 

Dominant (priority) status 

QUAL           Quan 

Qual             QUAN 

QUAN           qual 

Quan            QUAL 

Plus, the (+) sign denotes a convergent 
collection of data. 

The arrow (       ) sign denotes a sequential 
collection of data. 

Source: Johnson et al. (2007)  

 

Finally, triangulation seeks to converge and corroborate results from the different methods of 

studying the same phenomenon (Greene et al., 1989) by combining and comparing multiple 

data sources, data collection, and analysis procedures. Creswell and Plano-Clark (2011, p18) 

stated that: 

‘Triangulation is important today because of the complexity of problems that 
need to be addressed, the rise of interest in qualitative research, and the 
practical need to gather multiple forms of data for diverse audiences.  

Methodological triangulation involves integrating the two data sets to address the same 

research problem. Denzin (1978), who first discussed methodological triangulation, extended 

the categorisations beyond their conventional association with research methods to include:  

1. Triangulation of theory - using various theories and perspectives to interpret study 

results. 

2. Triangulation of data - the use of several sources within a study.  
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3. Triangulation of methods - the study of a research problem using various methods.  

4. Triangulation of investigators - undertaking the research using several researchers. 

In addition, it is necessary to distinguish between within-methods triangulation, which refers 

to the use of multiple quantitative or qualitative approaches, and between-methods 

triangulation, which involves quantitative and qualitative methods (Denzin, 1978).  

3.3.3.2 Application of Mixed Methods in this Study  

Due to the complexity and unpredictability of healthcare delivery, as well as how nurses 

interact in social and organisational environments, it was necessary to use repeated measures 

to collect quantitative data over different timepoints. This would determine if the RN's safety 

culture perceptions remained stable or changed. At the same time, the qualitative study would 

explore the everyday lived experiences across time to provide deeper meanings of how and 

why changes occurred. It was expected that other nuances that positively or negatively 

impacted their safety culture's perceptions and patient safety-related behaviours may occur. 

Therefore, exploring safety culture perceptions using repeated measures will provide a 

perspective on how they change and can be particularly useful for assessing interventions 

(Calman et al. 2013). This was appropriate to achieve the aim of this study, as it was one way 

to understand the complex and dynamic nature of healthcare delivery and its relationship to 

safety culture. Furthermore, it assessed the impact of the digital story in establishing an 

increase or decrease in safety culture perceptions and patient safety-related behaviours. 

Plano-Clarke et al. (2014) suggest that repeated measures are well-suited for investigating 

phenomena that change over time and responses to an intervention. Furthermore, response 

bias will be reduced, as it has the potential to provide a true reflection of safety culture 

perceptions.  

When using an intervention, Creswell (2015) suggests that an intervention design can be built 

into one of the three basic typologies (see Table 3.3) and add qualitative data. However, the 

distinguished feature of this design is that it needs to be a rigorous experiment that employs 

random assignment, provides a high-quality treatment dosage, and employs various controls 
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for threats to validity (Cresswell, 2012). The intent of this study did not align with this 

description; instead, however, consideration was given to the procedures outlined by 

Cresswell (2015) when implementing this design. Following that, this study considered how to 

use qualitative data (e.g., before, during, or after) and how the qualitative results will determine 

the intervention's impact (Cresswell, 2015). Consequently, this study used an explanatory 

sequential design with a qualitative dominance (Quan/QUAL) (illustrated in red in Table 3.3), 

whereby the qualitative data was collected before and after the intervention and given priority 

status to determine the impact of the digital story. This design and priority status were deemed 

appropriate for generating data at four set timepoints (pre-intervention and post-intervention) 

over three months. The quantitative and qualitative components were applied sequentially. 

First, the quantitative study measured and described the RNs' safety culture perceptions. The 

qualitative study explored their perceptions in-depth using an interpretative phenomenological 

method. 

Triangulation of data between methods was adopted, as within-methods triangulation has 

limited value because it only uses one paradigm and may give an inherent weakness to a 

study approach and its findings (Johnson et al., 2007). Figure 3.1 summarises the sequence 

of procedures, the priority methods (Quan       QUAL), and the triangulations between methods. 

In the first timepoint, quantitative data was gathered (quantitative study), and RNs' (a subset 

of the quantitative sample) perceptions of safety culture were gathered through pre-

intervention interviews before they were randomly assigned to the intervention groups (see 

Chapter 4). For the RNs in the qualitative study, from T2 onwards, how they responded 

(positively or negatively) in their SAQ questionnaire was used to inform the phenomenological 

inquiry in the qualitative interviews (see interview schedule Appendix 4.8). For example, if the 

RNs had a negative or positive response to the teamwork climate, they were asked an open 

question about why they perceived teamwork to be positive or negative. This provided context 

and understanding of the safety culture concepts (in the SAQ) and explored their perceptions  
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Figure 3.1 Flow of Procedures for this Mixed Methods Design 
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of the digital story, which was fundamental in addressing the aim and objectives of this study 

(see section 2.4.1).  

The mixed method design used in this study will help explain the variables impacting safety 

culture perceptions and patient safety-related behaviours. It also took into consideration the 

social, cultural, and subcultural contexts within healthcare settings (Waterson et al., 2019), 

that would identify or rule out any other influences explaining changes to RNs' perceptions of 

safety culture and patient safety-related behaviours. According to Cresswell (2015), this will 

address the methodological threat to validity when using an explanatory sequential design by 

strengthening the data through enhancement and further clarification (complementary) of the 

responses in the survey. 

3.3.3.3 The Value of Combining Methods 

The strength of the mixed methods design lies in the researcher integrating the two methods 

(Cresswell, 2015; Cresswell and Cresswell, 2018; Cresswell and Plano-Clarke, 2011), 

alternatively referred to as triangulation, and is one of several reasons for multi-method 

research. This helps to overcome bias, increase the depth of understanding, and confirm the 

completeness of evidence, which increases the credibility of the findings (Kinn and Curzio, 

2005; Murphy and Dingwall, 2003). The mixed method design in this study was used for 

complementary purposes to achieve the aim and objectives comprehensively from different 

perspectives (Fetters et al., 2013; Guetterman et al., 2015). It therefore explained and 

described the differences and similarities that confirm the data through triangulation to gain a 

deeper understanding of the studied phenomena. 

The present study employed methodological triangulation between methods for data 

collection, as illustrated in Figure 3.1. Using IPA to understand the qualitative accounts in the 

context of the quantitative results gave a comprehensive understanding of the RN's 

perceptions of safety culture, which showed how the digital story affected them. The qualitative 

and quantitative methodologies complemented one another, as the data from each method 
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was analysed separately and the findings were merged to inform the discussion. This 

approach ensures a more comprehensive understanding of the situation, enabling the 

identification and exclusion of influences, the establishment and explanation of the 

phenomena, and ultimately, the creation of a more authentic picture (Denscombe, 2007; 

Denzin, 1978). Triangulation would also reduce bias and maximise the reliability, validity, and 

credibility of the quantitative data and findings (Robson, 2009) by providing context and 

explanation that a single study might not provide.  

Using both quantitative and qualitative methods draws on the advantages of each technique 

(discussed in 3.3) to obtain an in-depth understanding of the impact of the digital story for 

those who experienced it. This will determine its relationship to changes in the RN's safety 

culture perceptions and patient safety-related behaviours. This will enhance its strengths and 

minimise the limitations of using quantitative and qualitative methods in a single study. 

Subsequently, this will provide reliable, valid, and trustworthy findings, which are fundamental 

in achieving the aim of this study. More importantly, the strengths of this design will address 

the limitations and gaps in the literature discussed in section 2.3 and offer a unique 

contribution of new knowledge in the literature. 

3.4 Summary of Chapter 
 
This chapter has explained and justified the theoretical framework used for this study. A 

philosophical stance was chosen, combining interpretivism and post-positivism, and the 

chosen methodologies aligned with those paradigms. These methodologies were 

incorporated within an MMR explanatory sequential design in which the dominant status was 

qualitatively driven. The procedural diagram delineates the application of the methodologies 

in each study and demonstrates the application of triangulation between methods. The 

strengths of using a mixed methods design in the context of this study conclude this chapter. 

The next chapter will discuss and evaluate the methods used for the qualitative and 

quantitative studies to justify the choice of methods used in this mixed method study.  
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CHAPTER 4: RESEARCH METHODS 
__________________________________________________________________________________ 

This chapter is divided into two sections to discuss and justify the quantitative and qualitative 

methods applied to this study. Section 4.1 will present the quantitative methods, section 4.2 

will present the qualitative methods and will include the ethical considerations applied to this 

study, followed by a summary to conclude this chapter.  

4.1 Quantitative Study  

4.1.1 Introduction  

A descriptive cross-sectional design was used to measure the safety climate of the RNs at 

four different timepoints over three months. The study was undertaken in a large teaching 

NHS Acute Trust in the West Midlands. The sampling strategy used a paired control to define 

the target population, and a heterogeneous sample of 109 RNs was recruited using a 

purposive sampling method. The data were collected at four timepoints using the Safety 

Attitude Questionnaire (Sexton et al., 2006) and analysed using descriptive statistics.  

4.1.2 Population and Sample Strategy  

This study's target population, the entire group of interest (Polit and Beck, 2018), included 

RNs working in the medical division. This area was chosen as advised by the Chief Nurse at 

the NHS Trust. It is the largest division with similar (e.g., acute respiratory medicine) services 

across the two sites compared to the surgical or specialised services divisions. Women and 

Children were excluded as the workforce would comprise children’s nurses and midwives. Six 

comparable specialised medical wards were chosen and paired into three groups, which was 

influenced by Kemper et al. (2016). Kemper et al. (2016) used a paired group trial to measure 

the effectiveness of Crew Resource Management (CRM) training on safety attitudes and 

behaviours of healthcare professionals. Kemper et al. (2016) used three pairs of comparable 

intensive care units using a predefined cluster of eligible medium-sized units (10-16 beds and 

55 to 58 employees) to measure the effectiveness and cost-effectiveness of CRM on safety 

attitudes and behaviour one year after training.  
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Similar studies by Grogan et al. (2004), Haller et al. (2008), and McCulloch et al. (2009) 

measured the outcomes of classroom-based interventions but used uncontrolled trials for pre-

test and post-test measurements. Uncontrolled trials are considered weak designs due to 

many factors, such as unwanted time-related effects on the outcome of interest, for example, 

staffing problems, patient issues, and changes in the unit's or hospital's economic situation 

(Rabol et al., 2010). Controlled designs are preferred, and mixed methods can strengthen the 

before and after design (Brown et al., 2008). However, as a large acute NHS Trust, 

standardisation due to organisational variations can be challenging in complex settings even 

when using paired controlled trials. Therefore, general, acute, and emergency medicine were 

excluded from the study due to the limited range of services provided at one hospital site. In 

collaboration with the Deputy Chief Nurse (Medical Division), comparability in terms of bed 

occupancy, medical conditions, and minimum staffing level was considered to minimise 

sample bias caused by the geographical heterogeneousness of the sample. Minimum staffing 

levels are based upon safer staffing guidelines (National Institute for Health and Care 

Excellence (NICE) 2014). Table 4.1 shows the accessible population for each medical ward 

(specialised ward) and the total number and percentage of RNs who volunteered to participate 

in the study.  

Table 4.1 Accessible Population and Sample Size 

 
Medical Wards Bed Occupancy Accessible Population 

N=152 
Study Sample 

n=109 
N (%)  

Pair 1 
Purple 24 20 18 (90%) 

White 24 20 16 (80%) 

Pair 2 
Orange 28 24 11 (46%) 

Green 28 24 17 (71%)  

Pair 3 
Yellow 38 36 25 (69%) 

Blue 38 36 22 (61%)  
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4.1.2.1 Sample Selection  

This study used a non-probability purposive sample in line with the paired groups. The main 

advantage of using this sampling method is to study the population of interest whose 

characteristics are defined for the study (Andrade, 2021). Therefore, RNs were selected to 

meet the aim and objectives of this study with the expectation that they would be 

knowledgeable and experienced about patient safety and safety culture within the clinical 

environment. This method is less rigorous than probability sampling methods, where the 

population of interest has an equal chance of being selected. Furthermore, the external validity 

is more significant as the risk of sampling bias is reduced. The purposive sampling 

methodology was based on the inclusion and exclusion criteria (see Table 4.2). However, this 

can be a disadvantage as the sample can become more purposive, which can increase 

sample bias and threaten the findings' external validity (Andrade, 2021). To reduce the risk of 

sampling bias, there were no restrictions on age, gender, ethnic background, educational 

qualifications, or role titles. The range of participant demographic characteristics ensured 

diversity within the sample to present more representative findings.  

Table 4.2 Inclusion/Exclusion Criteria 

Inclusion Criteria 
• RNs in permanent posts  
• Have a minimum of six months of post-registration experience. 
• English speaking  

 
Exclusion Criteria  

• RNs employed by a nursing agency 
• RNs with less than six months of post-registration experience 
• Unqualified staff  
• Non-English speaking 
• Qualified Allied Health Professionals 

All RNs (from the six medical wards) from the accessible population (n=152) had to be English-

speaking and employed in permanent posts with a minimum of six months post-registration 

experience. Any RNs employed by a nursing agency were excluded, as they are allocated to 
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different clinical areas, which poses challenges in recruitment and retention. RNs with less 

than six months of experience were excluded because of the six-month preceptorship period 

used to aid the transition from student to qualified nurses. The recruitment process took 13 

weeks, from 8th June 2017 to 31st August 2017, due to the geographical areas of the 

specialised medical wards (split across two hospitals). A total number of 109 (90%) were 

recruited from the accessible population of 152 RNs across three paired wards. The 

participant flow and response rates are presented in Chapter 5 (s5.1), together with the 

participant's demographical characteristics and professional profiles. A participant flow chart 

was used to provide information about the study design and to illustrate the flow and response 

rates of participants through the stages of this study. 

4.1.3 Data Collection Procedure  

When using surveys to collect data, researchers should try to select measures that have 

previously demonstrated high levels of reliability and validity when using multi-scale items. 

The internal validity and reliability of the data collection tools provide a degree of confidence 

that the research is trustworthy and consider whether it avoided the influence of extraneous 

variables in the research outcome (Roberts et al., 2006). According to previous research (e.g., 

Deilkas and Hofass, 2008; Gambashidze, 2020; Sexton et al., 2006; Zhao et al., 2019), the 

SAQ (36-Short Form) was chosen because it is a proven way to get first-hand information 

about people's safety attitudes. It was developed by Sexton et al. (2006) and derived from the 

Intensive Care Unit Management Attitudes Questionnaire (ICUMAQ) and Flight Management 

Attitudes Questionnaire (FMAQ), which is widely used in commercial aviation. The SAQ is 

used in healthcare settings and is the best-documented instrument for measuring six safety-

related climate concepts and demonstrating good psychometric properties.  

Sexton et al. (2006) undertook six cross-sectional surveys of 10,843 healthcare providers. 

They adapted and used the SAQ across 203 clinical areas (critical care units, operating 

departments, inpatient settings, and ambulatory care) to measure the psychometric 
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properties. A total number of 64 hospitals in the United States of America (US), 106 hospitals 

in the United Kingdom (UK), and 22 hospitals in New Zealand (Sexton et al., 2006) were 

included. Using multilevel psychometric tests, they concluded that the SAQ was 

psychometrically sound and specific, could be linked to patient outcomes, and was a good 

indicator of carer impressions and attitudes towards safety (Sexton et al., 2006). Singla et al. 

(2006) undertook a systematic review of 13 different patient safety culture surveys to assess 

frontline healthcare workers' perceptions of safety culture in a hospital acute-care setting. 

They argued that the SAQ is reliable while recognising that no perfect instruments are 

available. Strong psychometric properties of the SAQ have also been demonstrated in non-

experimental descriptive studies and correlation studies that compare safety climate within 

and between wards and hospitals (e.g., Deilkas and Hofass, 2008; Gambashidze, 2020; Zhao 

et al., 2019), non-experimental longitudinal studies that measure and track changes over time 

(e.g., Zhao et al., 2019), and cross-cultural studies (e.g., Soh et al., 2016).  

The empirical data (presented in Chapter 2) provided good supporting evidence that this 

instrument had good psychometric properties at all levels of analysis. Therefore, it was 

appropriate to use in this study as a straightforward means of studying safety perceptions. 

Another advantage of using this survey is that it can be completed in 15-20 minutes and offers 

anonymity. The form was freely available, and permission was granted to use the SAQ 36-

Short-Form-2006 before the commencement of the data collection period (see Appendix 4.1). 

The SAQ (36-Short Form 2006) is a single-page (double-sided) self- administered 36-item 

questionnaire that is divided into six safety-related dimensions and includes demographic 

data (see Appendix 4.2). For items 24 to 29, the words unit management and hospital 

management were substituted for ward management and trust management to reflect the 

terminology used in the UK (as illustrated in Appendix 4.3). Figure 4.1 provides the 

characteristics of SAQ (36-Short Form) items in their related dimensions. Each item is scored 

using a 5-point Likert scale (1 = disagree strongly, 2 = disagree slightly, 3 = neutral, 4 = agree 

slightly, 5 = agree strongly) with an additional response of 6 = ‘not applicable’. 
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Figure 4.1 Characteristics of the SAQ (36-Short Form 2006) 

 
Source: Sexton et al. (2006); Items 2, 11, and 36 are negatively worded. 

Domain Definition Items Number and Item 

Teamwork 
Climate 

Perceived quality of 
collaboration 
between personnel

1. Nurse input is well received in this clinical area 
2. In this clinical area, it is difficult to speak up if I perceive a problem with patient care
3. Disagreements in this clinical area are resolved appropriately
4. I have the support I need from other staff to care for patients
5. It is easy for staff here to ask questions when there is something they do not 

understand
6. The doctors and nurses here work together as a well-coordinated team 

Safety 
Climate 

Perceptions of a 
strong and proactive 
organisational 
commitment to 
safety 

7. I would feel safe being treated here as a patient
8. Clinical errors are handled appropriately in this clinical area 
9. I know the proper channels to direct questions regarding patient safety in this clinical 

area 
10. I receive appropriate feedback about my performance
11. In this clinical area it is difficult to discuss errors 
12. I am encourage by my colleagues to report any patient safety concerns I may have 
13. The culture in this clinical area makes it easy to learn from the errors of others 

Job 
Satisfaction 

Positivity about the 
work experience 

15. I like my job 
16. Working here is like being part of a large family 
17. This is a good place to work 
18. I am proud to work in this clinical area 
19. Morale in this clinical area is high 

Stress 
Recognition 

Acknowledgement 
of how performance 
is influenced by 
stressors 

20. When my workload becomes excessive, my performance is impaired 
21. I am less effective at work when I am fatigued
22. I am more likely to make errors in tense or hostile situations 
23. Fatigue impairs my performance during emergency situations

Perception of 
Management 

Approval of 
managerial actions 

Ward Level 
24a. Ward managers support my daily   

efforts 
25a. Ward managers doesn’t  

unknowingly compromise 
patient safety 

26a. Ward managers are doing a good job 
27a. Problems are dealt with 

constructively by our ward  
managers 

28a. I get adequate, timely information 
about event that might affect my
work from ward managers  

Unit level
24b. Trust managers support my daily 

efforts 
25b. Trust  managers doesn’t unknowingly      

compromise  patient safety 
26b. Trust managers are doing a good job 
27b. Problems are dealt with constructively  

by our trust  managers 
28b. I get adequate, timely information   
about  event  that might affect my work 
from  ward managers 

29.   The levels of staffing in this clinical area  sufficient to handle the number of patients 

Working 
Conditions 

Perceived quality of 
the working 
environment and 
logistical support 
(staffing, equipment 
etc.) 

30. The trust does a good job of training new staff 
31. All the necessary information for diagnostic and therapeutic decisions is routinely 

available to me 
32. Trainees in m y discipline are adequately supervised 

33. I experience goo collaboration with nurses in this clinical area
34. I experience good collaboration with doctors in this clinical area 
35. I experience good collaboration with pharmacists in this clinical area 
36. Communication breakdowns that lead to delays in delivery of care are common 
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4.1.3.1 Data Collection  

Following ethics approval (discussed in section 4.2.7), formal meetings took place with the 

Deputy Director of Nursing for Quality and Safety and Deputy Associate Chief Nurse for 

Medicine to confirm recruitment and data collection plans (see Appendix 4.4). Subsequent 

meetings with all ward managers were held to provide further detailed information about the 

study. The researcher met with all RNs in their workplace between 1 pm and 2 pm on various 

days from July to August 2017. This was the most convenient time due to decreased workload 

demands and maximum staffing levels resulting from the overlap of shift patterns. Individual 

or group meetings were held to explain the study in more detail using the Participant 

Information Sheet (PIS) (Appendix 4.20). All the RNs who attended the meetings were given 

a copy of the PIS (see further discussion in section 4.2.7.1) before obtaining written consent. 

The data collection points were administered four times which started on the 1st of September 

2017 and ended on the 31st of December 2017 (see Appendix 4.4).  

When using surveys, the data quality can be compromised by a lack of responses, incomplete 

questionnaires, or ambiguities and misinterpretation of the questions. These factors can affect 

the reliability of responses or whether participants take the survey seriously (Moule et al., 

2016). Furthermore, high demands due to patient flow, patient acuity, increased workload, 

and staff shortages could impact the RNs' ability or unwillingness to dedicate the time to 

complete the survey, resulting in a low response rate. Therefore, maintaining a high response 

rate is crucial to improving the quality of the data and reducing potential biases. Nevertheless, 

there continues to be a lack of consensus on a good or acceptable survey response rate 

(Meyer et al., 2022). Findings from a systematic review of 811 studies involving surveys 

concluded that an average response rate was 70% (Meyer et al., 2022). When collecting the 

data it was necessary to take greater control of the data procedure to reduce the risk of biased 

findings from poor-quality data and a low response rate (<70%). Therefore, face-to-face 

administration using a printed format questionnaire was chosen. While email offers a cheaper 

and faster delivery and return of the self-administered surveys than the standard postal 
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service, these methods were rejected. Response rates are found to be lower in online 

administration (46%) and postal (65%) compared to a 76% response rate when using face-to-

face administration (Meyer et al., 2022).  

The RNs were asked to complete the SAQ survey (T1) after giving their consent to participate 

in the study. To reduce response bias caused by collusion (Polit and Beck, 2018), they 

completed the SAQ individually in a private room in their workplace. The data distribution and 

collection plan (Appendix 4.4) provided all the RNs with the expected dates for the follow-up 

data collection points (T2-T4). The RNs had the flexibility to complete the questionnaires at 

home or in the workplace, and they were given one week to complete and return the survey. 

All completed questionnaires were returned in a sealed envelope, marked confidential, and 

returned to the exact predefined location and later collected by the researcher. Frequent visits 

to the ward enabled the collection of completed questionnaires, allowing more control over the 

data collection and ensuring a reasonable response rate. The study's overall response rate 

and attrition for each timepoint are described in Chapter 5 (s5.1.2).  

4.1.4 Data Analysis  

The Statistical Package for the Social Sciences® (SPSS) software (version 28.0) was used 

for data entry and analysis of the quantitative data. Codes were used for the demographic 

variables to represent the categories (e.g., male 0, female 2), and nominal measurements 

were applied. Ordinal measures were used for the SAQ items, as they were ordered on a five-

point Likert scale (McCormick et al., 2015) ranging from 1 to 6 and categorised following 

Sexton et al. (2006) criteria, which were: 1 – disagree strongly, 2 – disagree slightly, 3 – 

neutral, 4 – agree slightly, 5 – agree strongly, and 6 – not applicable. Items 2, 11, and 36 were 

reverse scored, for example, substituting 1 for 5 and 2 for 4. The Perceptions of Management 

domain contained items for their ward management (item numbers 24a, 25a, 26a, 27a, 28a, 

and 29) and trust management (item numbers 24b, 25b, 26b, 27b, 28b, and 29), which were 

calculated separately. Sexton et al.'s (2006) guidance typically excludes item numbers 14 and 

33-36 from the overall scores. However, items 33-36 are within the communication and 
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collaboration domain, which was a significant finding in the qualitative data, and it was 

therefore used in the data analysis. The findings will be triangulated with the qualitative 

findings in the discussion chapter. 

All questionnaires were included, and missing data and items scoring 6 (not applicable) were 

recorded as 999 so as not to affect the overall analysis when summating the median scores. 

All the data were checked for patterns in the missing data, and no significant patterns were 

noted as missed data was related to random missed questions. The accuracy of the data input 

was checked against the raw data, and frequencies were run on both the dependent and 

independent variables to check for any obscure numbers, unusual or unexpected values, and 

outliers. Any errors found were corrected by referring to the raw data and repeating a 

frequency run. 

The guidance introduced by Sexton et al. (2006) was adopted for the analysis and 

interpretation of positive percentage scores in each domain. The distinction between positive 

and negative scores was coded by combining the lowest response categories (1 - disagree 

strongly and 2 - disagree slightly) and the highest responses (4 - agree strongly and 5 - agree 

slightly). Subsequently, scores ≥ 4.0 were classified as positive, ≤ 3.9 - ≥ 3.0 neutral, and ≤ 

2.9 negative.  

The median score which works better with ordinal data (McCormick et al., 2015), was used to 

find the central tendency values for the RNs' views on safety culture. The median score for 

each domain was computed by adding individual scores for each item and then dividing by 

the number of survey items for that domain (see Figure 4.1). For example, teamwork climate 

(domain) included six items which was computed as the following:  

Median = (SAQ1+SAQ2+SAQ3+SAQ4+SAQ5=SAQ6)/6.  

The variability was measured using the Interquartile Range (IQR) and calculated using the 

IQR = (Q3 - Q1) formula, as the statistical data showed a skewed distribution for most of the 
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dimensions. Reporting the relationship between variables using the mean, the standard 

deviation (SD) is only appropriate when the data distribution is normal (Habidzadeh, 2017) 

and could be misleading if used for a skewed distribution. For data measured at an ordinal 

level, the IQR is the only appropriate measures of variability. Furthermore, the IQR is more 

effective for skewed distributions, as it is unlikely to be influenced by extreme values because 

it focuses on the spread in the middle of the data set (Schindler, 2015). Descriptive statistics 

were obtained using frequencies and percentages to summarise the participants' 

demographic and professional profiles. The median and mean scores, and IQR summarised 

the RNs' perceptions of safety culture for each dimension, and the quantitative findings are 

presented in Chapter 5, s5.1. 

4.1.4.1 Validity and Reliability Testing  

Internal and external validity is essential to establish that the measuring instruments 

accurately measure what they should. Reliability (also referred to as consistency) reflects the 

degree to which the scores are stable, replicable, and free from measurement error (Polit and 

Beck, 2018). Test-retest correlation coefficients using the intraclass correlation coefficient 

(ICC) or Pearson's r correlation coefficient have been used to measure the reliability and 

stability of the SAQ to ensure the exact measurement given to the same person on two 

occasions is consistent (Polit and Beck, 2018). As a widely reported aspect of reliability, 

internal consistency refers to the correlation between items within an instrument that 

measures various parts of the same characteristic or construct (Valentine et al., 2015). 

Cronbach’s alpha was used in this quantitative study to measure the internal validity 

(presented in Chapter 5, s5.1.6) as it is the most cited metric for evaluating internal validity 

and is considered the gold standard (Soh et al., 2018). Reliability values range from 0.1 to 1.0, 

and the minimum criterion for an acceptable reliability alpha is at least 0.70, but scores >0.80 

indicate robust evidence of good scale reliability (Sexton, 2006).  
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4.2 Qualitative Study 

This section presents justification for the qualitative methods applied to this study.  

4.2.1 Introduction  

An Interpretative Phenomenological Analysis was adopted to explore the lived experiences of 

the RNs using face-to-face in-depth interviews to capture the meaningful, first-person account 

of their experiences (Smith et al. 2009) of safety culture. A subsample of RNs was selected 

from the quantitative sample and randomly allocated into one of three intervention groups with 

five individuals in each group. Semi-structured interviews were conducted at four different 

timepoints over three months. The pre-intervention interview (T1) established prior knowledge 

and understanding of safety culture. Three follow-up interviews (T2-T4) were conducted to 

establish any changes to perceptions of safety culture and patient safety-related behaviours 

resulting from the intervention. This section will discuss and justify the methods used to 

address the research aim and objectives framing this qualitative study.  

4.2.2 Qualitative Sample Strategy  

From the quantitative sample (n=109), 68 RNs volunteered to participate in the qualitative 

study, and a subsample of 15 RNs were selected. In IPA research, the quality of the data is 

of primary importance, and since lived experiences of human phenomena are complex, 

smaller sample sizes are preferred to larger samples. Smith et al. (2022) suggest three to six 

participants for individual projects, but as PhD studies have some flexibility, they recommend 

12 participants. As the RNs would be interviewed four times, a sample of 15 RNs was deemed 

appropriate to represent the in-depth perspectives of safety culture from their lived 

experiences in their workplace rather than the population (Smith et al. 2022). Furthermore, it 

will provide a more detailed and multifaceted account of safety culture, congruent with this 

study's qualitative paradigm and methodology.  

A purposive sample of 15 RNs (five from each paired ward) were deliberately chosen to 

represent a diverse cross-section of post-registration experience, job titles and ethnic 
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backgrounds to collect in-depth and information-rich data (Etikan, 2016). Out of the 68 RNs 

who volunteered, it would have been easier to select the first 15; however, this may have 

limited the diversity of the characteristics. Subsequently, the quality of the data may not 

provide the richest source of data. Therefore, maximum variation sampling (MVS) was used, 

which is a common strategy of purposive sampling. The central idea is to gain different 

perspectives on safety culture and safety practices to provide a good qualitative study 

(Cresswell and Plano-Clarke, 2011). Smith et al. (2009) claim that IPA researchers should 

usually try to choose a homogenous sample for whom the research will be meaningful. 

Nevertheless, the quantitative sample was heterogeneous in representing a diversity of RNs 

perceptions of safety culture and reducing sampling bias; therefore, selecting a homogenous 

qualitative sample was challenging. Indeed, Patton (2002) claims that MVS inadvertently 

achieves better representativeness of the data, especially with small sample sizes.  

4.2.2.1 Sample Selection 

Five RNs, who were representative of each paired ward, were selected. Table 4.3 shows the 

number of RNs recruited to the qualitative study, the number who volunteered and the total 

number selected for individual wards that align with the paired number.  

Table 4.3 Sample Selection for the Qualitative Study 

 Paired Ward 1 Paired Ward 2 Paired Ward 3 
Purple White Orange Green Yellow Blue 

Quantitative Sample  
Total RNs recruited  19 14 17 11 26 22 

Qualitative sample  
Total RNs volunteered  14 5 11 6 16 15 
Qualitative Sample  
Total RNs selected  3 2 3 2 2 3 
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The following criteria was used to ensure the MVS represented different perspectives, and the 

sample comprised at least one RN who was:  

• Non-white British. 

• A non-staff nurse role (e.g., senior staff nurse, ward sister). 

• Less than five years of post-registration experience.  

• More than five years of experience.  

This ensured that the sample was diverse, and that RNs would hold different perspectives of 

the same construct while being balanced and similar for each paired ward. Other 

demographical characteristics were excluded, such as the participant's age group, as the 

demographical data demonstrated that the age group correlated with post-registration 

experience and employment history. Once selected, SPSS (version 23.0) was used to 

randomly assign the RNs into one of three intervention groups (see Table 4.4). The 

interventions used in this study are described in the following section, and the selection of the 

digital story used in this study is included.  

Table 4.4 Intervention Groups 

Groups Intervention Groups Qualitative Sample 
(subgroup) 

1 NHS Trust education (control group) n=5 

2 Digital story n=5 

3 Digital story and reflection n=5 

 

The participant flow and response rates are presented in Chapter 5 (s5.2) together with the 

participant's demographic characteristics and professional profile for each group. 

4.2.3 Study Interventions  

To meet the aim and objectives of this study, three intervention groups were chosen (as 

illustrated in Table 4.4), and the RNs were notified which group they were allocated to 

immediately after the baseline interviews in T1. Due to the flexibility and availability of trust 
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education, RNs in group 1 were asked to access the trust education once the baseline 

interview had been completed.  

4.2.3.1 NHS Trust Education  

The NHS Trust education includes training to reduce organisational risk and to comply with 

local and national policies, legislative requirements, and government and national guidelines. 

It is available to all healthcare professionals and non-healthcare professionals working there. 

It provides mandatory training that is predominately provided electronically, and regular 

updates/workshops delivered by essential trainers or specialist nurses. All healthcare 

professionals are contractually obligated to attend all mandatory training to ensure safety and 

efficiency in the delivery of patient care. It encompasses statutory requirements (such as 

Health and Safety, Manual Handling, Prevent, and General Data Protection Regulations) and 

training deemed essential for the NHS Trust (e.g., sepsis, acute kidney injury, falls 

prevention, pressure ulcers, blood transfusion, basic life support, manual handling, conflict 

resolution, and infection control).  

4.2.3.2 Digital Story   

The digital story was selected from the ‘Patient Voices’ website which is funded by Pilgrim 

Projects Limited. Patient Voices is an established organisation that uses reflective digital 

storytelling to uncover first-person stories that ‘deliver compelling and motivating insight and 

drive organisational change, growth, and success’ (Patient Voices, 2020). Pip Hardy and 

Tony Sumner, the cofounders of the Patient Voices programme, are the leading digital 

storytelling practitioners worldwide. Since its launch in 2003, the Patient Voices Programme 

has been respected globally, receiving over two million hits per annum on the website (Patient 

Voices, 2020). They have produced and disseminated over 1000 digital stories on health and 

illness. Additionally, they provide workshops that enable healthcare professionals, carers, 

and patients to develop their own stories and support healthcare providers in integrating 

digital stories within healthcare development programmes.  
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When selecting a digital story, Hinchman and Hinchman (1997: p xvi) proposed that patient 

stories in the human sciences should be:  

‘Provisionally as discourses with clear sequential order that connect events in a 
meaningful way for a definite audience and thus offer insights about the work 
and/or people’s experiences of it’.  
 

This earlier definition stressed four key features that provided a framework underpinning the 

selection of the digital story. The framework stipulates that it should: 

1.     Represent a sequence of events. 

2.     Be significant to patient safety. 

3.     Be inherently specific to the RNs speciality. 

4      Include geographical, demographic, and service types, as these are essential – The 

digital story may be chosen by the NHS Trust or chosen via the National Patient 

Story Organisation in negotiation with the NHS Trust. 

 
Jimmy’s story was a 2.44-minute digital story selected by the Deputy Chief Nurse (Medical 

Division) from Patient Voices https://www.patientvoices.org.uk/flv/0047pv384.htm.  The 

digital story was not specific to medical nursing, but the Deputy Chief Nurse stated in an email 

(see Appendix 4.5) that falls were prevalent in current practice. As a key performance 

indicator, and with the rising number of reported falls in the medical directorate, the sequence 

of events could be applied to any clinical setting and, therefore, considered relevant as an 

intervention. 

Jimmy’s Story 

Jimmy was an inpatient in a Mental Health hospital who had fallen in the corridor and 

sustained a neck and head injury, which progressed to a severe spinal injury. The fall was 

unwitnessed and not recorded. The story is told by Jimmy’s sister, who recalled a sequence 

of events in his care and treatment. These included poor verbal and written communication 

between nurses and doctors, doctors and other healthcare professionals, failure to listen to 

the concerns raised by Jimmy’s sister, and failure to recognise that Jimmy’s symptoms were 

deteriorating. Three weeks after the fall, Jimmy had a Magnetic Resonance Imaging scan, 

https://www.patientvoices.org.uk/flv/0047pv384.htm


 

 189 

which revealed a complete, irreversible lesion at C4 (cervical), and he was paralysed from 

the neck down. Jimmy died three weeks after the fall (Appendix 4.6 provides a verbatim 

account of Jimmy’s story).  

4.2.3.3 Digital Story and 30 minutes Reflection  

RNs were given 30 minutes of reflection time using the same digital story to reflect on how 

they felt about the digital story, the key themes related to patient safety, and how this related 

to their current practice. The rationale for including reflection is based on evaluative studies 

(e.g., Swartz and Abbott, 2007; Christianson, 2011; Gidman, 2013; Wilson et al., 2015) that 

support the concept of reflection to promote change. These studies suggest that reflection 

allows people to reflect on themselves and the social world in a way that leads to lasting 

behavioural changes. It was envisaged that including a reflective process would encourage 

the RNs to identify key issues (in the digital story) systematically and rigorously and how 

these may relate to current patient safety practices.  

4.2.4 Data Collection Method 

In IPA studies, a qualitative interview is often described as a ‘conversation with a purpose’ 

(Smith et al. 2022, p54) and an ‘interactional accomplishment’ (Holstein and Gubrium, 2011, 

p105). To achieve the aim and objectives of this study, it was essential to understand RNs' 

perceptions, meanings, and interpretations of safety culture and patient safety-related 

behaviours (conversation with a purpose) so knowledge is transmitted (interactional 

accomplishment). Structured interviews would not have achieved this, as they are less 

interactive and could have facilitated restricted descriptive responses identical to the survey 

data. As the study is underpinned by Heideggerian philosophy, the researcher had 

preconceived ideas from the literature, knowledge, and experience working in clinical practice. 

As this cannot be bracketed, unstructured interviews were not an option, as they are used 

when there are no preconceived ideas (Polit and Beck, 2018). Semi-structured, individual, 

face-to-face interviews were used to facilitate an in-depth discussion to ‘elicit rich, detailed, 
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and first-person accounts of their experiences’ (Smith et al., 2022, p54) of safety culture and 

patient safety-related behaviours. As well as becoming the gold standard, semi-structured 

interviews are the most used qualitative data collection method (Barbour, 2014) and are well 

suited to IPA studies (Smith et al., 2022). Furthermore, they are the most powerful way to try 

and understand people's complex behaviours, such as their perceptions, meanings, 

interpretations, symbolic and cultural significance, and the constructs of reality (Punch, 2014).  

4.2.4.1 Data Collection Questions  

Before the semi-structured interviews, two interview schedules were developed (see 

Appendices 4.7 for pre-intervention, and 4.8 for post-intervention interviews). The questions 

were aligned with the objectives for this study and followed the explanatory sequential design, 

as it was essential to triangulate the data from the quantitative study. The interview schedules 

included a combination of descriptive, narrative, analytical, and reflective questions, as 

recommended by Smith and Nizza (2022, p21). To understand the meanings of the RNs 

responses in the SAQ survey, the questions were carefully worded, open, and expansive, 

using ‘how’ and ‘what’ to allow responses that go beyond a yes or no. Answers were then 

probed, explained, and explored to uncover their perceptions of safety culture and patient 

safety-related behaviours based on their lived experiences. They also enabled the researcher 

to steer the participant responses relevant to the interview questions while allowing the RNs 

to develop their responses fully. King and Horrocks (2014) argue that interview guides enable 

participants to lead the interaction in unexpected directions. With this viewpoint, the interview 

guides acknowledged the less experienced nurses who may require more structured 

questions or prompts to clarify what is being asked (Cohen et al., 2007).  

4.2.4.2 Data Collection  

The qualitative data collection process started from the 1st of September 2017 and ended on 

31st December 2017. The semi-structured interviews were recorded on a digital recorder and 

conducted at four timepoints with pre-intervention at week 0 (T1) and follow-up interviews at 

week 2 (T2), week 6 (T3), and week 12 (T4). The interview timings for T1 ranged from 30 to 



 

 191 

60 minutes to allow for the introduction of the intervention for Group 2 and the 30-minute 

reflection for Group 3. The interview times were enough to complete the welcome and 

introduction, settle the participant, and set up the necessary recording equipment. The post-

intervention (T2–T4) interviews allowed at least one hour of interview time (T2–T4), which 

included time to complete the SAQ before starting the interviews. The individual responses 

from the SAQ were used to inform the interview questions (see Appendix 4.8), and subsequent 

interviews were arranged after each interview. Appendix 4.9 details the dates and duration of 

the qualitative interviews for each timepoint and Chapter 5, s5.2.2), discusses the response 

rates. 

4.2.4.3 Conducting the Semi-Structured Interviews 

Establishing a rapport with the RNs is fundamental to facilitating a comfortable interview to 

achieve a ‘conversation with a purpose’ (Smith et al. 2022, p54), and an ‘interactional 

accomplishment’ (Holstein and Gubrium, 2011, p105) (as described in s4.2.4). The researcher 

began to build a rapport with the RNs during the recruitment stage and continued before 

starting the interviews. For T1, the interview date and time were confirmed in writing to the 

RNs alongside their designated intervention group via email. On some occasions, the RNs 

were contacted by telephone, and where there was no response, they were contacted via 

email. The introductory email included details of the purpose of the study and a copy of the 

PIS (Appendix 4.20) to ensure that the RNs were adequately prepared for the interviews. 

Subsequent interviews at a convenient time were arranged with the RN at the end of each 

interview. A professional approach was maintained throughout the study by using official 

communication channels and facilitating privacy and confidentiality.  

All interviews took place on the NHS premises at the request of the RNs and rooms were 

selected by them and deemed appropriate for the interview. For example, a quiet location and 

door signage were used, alleviating disruptions, and guaranteeing a safe, peaceful 

environment to facilitate a private, confidential discussion. The use of a natural setting such 

as this, according to Richards (2014) is one way to relax participants. Notes were taken, but 
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this was kept to a minimum while the interviews were underway, as it was feared that some 

key points might be missed and that it might be distracting or uncomfortable to the participant 

(Knox and Burkard, 2009; Jamshed, 2014). 

Flexibility is another fundamental requirement for semi-structured interviews (King and 

Horrocks, 2014). There were two key factors that guided the post-intervention interviews: 

firstly, to gather in-depth data from their responses in their SAQ; secondly, to explore the 

impact of the interventions. RNs were asked to complete the SAQ survey before the interview 

in order to explore their responses during their interview (see interview schedule, Appendix 

4.8). A less guided approach was used to understand their perceptions of safety culture and 

patient safety-related behaviours based on their lived experiences. Burns (2000) suggests 

that this approach allows more flexibility and a greater focus on specific issues and permits a 

more valid response from their perceptions of reality.  

4.2.5 Data Analysis  

In line with the philosophical underpinnings of interpretative phenomenology, the data was 

subjected to IPA to capture the subjective meanings the individuals ascribed to their lived 

experiences. It embraced the phenomenological, hermeneutical, and ideographical emphasis 

throughout to interpret and identify the underlying meaning embedded in the individual 

accounts (Smith et al., 2022). While there is no right or wrong way to analyse the data, Smith 

et al. (2022) provides a flexible, seven-step unilateral guide (see Table 4.5). Initially, the data 

analysis process started using the analytic framework from Smith et al. (2009) 1st edition 

textbook. Halfway through the data analysis process, Smith et al. published a 2nd edition in 

2022, which used different terminology and subsequent frameworks for data analysis. 

Therefore, Smith et al.’s (2022) updated analytical framework was used because the 

terminology was clearer and was much easier to follow.  
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Table 4.5 Data Analysis Framework for IPA  

Seven Steps Analytic focus 

1. Reading and rereading Within each case - Descriptive 

2. Exploratory noting  Within each case - Descriptive and 
Interpretative  

3. Constructing experiential statements (ES*) Within each case - Interpretive  

4. Searching for connections across the ES’s* Within each case - Interpretative  

5. Naming Personal Experiential Themes (PETs*)  Within each case - Interpretative  

6. Continuing the individual analysis of other cases  Within each case -Interpretative  

7. Develop Group Experiential Themes (GETs*) Across case - Interpretative  
Across groups- Interpretative  

 Source: Smith et al., (2022)   *full meaning is described in the following sections 

4.2.5.1 Data Analysis Seven-step Framework 

Keeping true to the IPA's ideographic commitment, starting with timepoint 1, the data were 

analysed inductively, choosing the RNs perspectives rather than a preconceived analysis 

framework. Using Smith et al.'s (2022) seven-step framework, the researcher moved through 

the different steps throughout the data analysis process, but not necessarily in a linear order. 

This was due to the analysis consisting of multiple perspectives: from the individual, from a 

group-level perspective, and from the different timepoints. As there is no general rule on which 

transcript to start with, therefore a shorter interview that was less complex was chosen to avoid 

feeling overwhelmed by the analytical process. Detailed analytical and reflective notes were 

documented after each interview had been analytically transcribed. It was also essential to 

record and track personal reactions, thoughts, feelings, and initial impressions to reduce 

researcher bias and these records were referred to when organising and referring to the data. 

Appendix 4.15 provides an example of detailed analytical and reflective notes for Louise’s 

(Group 3) transcript for each timepoint. The first two steps of the framework commenced with 

the researcher becoming fully immersed and familiar with the data.  
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4.2.5.2 Immersion and Familiarization of the Data (Steps 1 and 2) 

The early stage of analysis involves the transcription of the data (Brinkmann and Kvale, 2014). 

Which allows researchers to fully immerse themselves and develop a more thorough 

understanding of the data (Braun and Clarke, 2022). There are no universal guidelines for 

transcribing, however, Brinkmann and Kvale (2015) advise that audio recordings should be 

transcribed entirely and that a verbatim interview record should be provided. It should include 

a methodical semantic description of all words spoken by the interviewer and interviewee, 

including filler words (such as hmmm, erm, you know, and like), non-verbal and background 

sounds, slang, mispronunciation, and inaudible text typed in parentheses (McLellan et al., 

2003). Other specifications included punctuation to aid the readability of the transcripts (Braun 

and Clarke, 2006), and a consistent format with transcription headers that included the 

participant's unique code, interview date, and transcription notations (as illustrated in Table 

4.6). The transcription process is time-consuming, as researchers must allow between three 

to ten hours per hour of interview (ten Have, 2007). The data collected from 52 interviews 

totalled 18 hours and 34 minutes, equating to approximately 180 hours (based on a maximum 

of 10 hours/hour of discussion). Work commitments of working full time meant that this would 

be unworkable due to the time constraints. Therefore, the decision to use a professional 

transcriber was deemed practical for ease of speed.  

It was acknowledged that using a professional transcriber may prevent the researcher from 

genuinely engaging with the data. To overcome this, more time was spent immersing and 

familiarising (step 1) with the data by reading each transcript several times against the original 

audio recording as recommended by Smith et al. (2022). It also allowed the data to be 

cleansed to ensure that the verbatim records were consistent and accurate to their original 

nature. To ensure verbatim was readable, additional transcription notations were used, and 

punctuation was added or deleted in some places, as suggested by Bailey (2008). In addition, 

consideration was given to repeated phrases and the excessive use of filler words such as 

'um', 'hmm', 'erm', and 'you know'. Repeated phrases and filler words such as these are used 
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in ways that do not change the meaning of the surrounding speech (Kosmala and Crible, 

2021). In contrast, they can also be associated with hesitation, uncertainty, or when they have 

choices to make (Finlayson and Corley, 2012). When reading the transcripts, the excessive 

use of these words that reflected the former was removed. Where these words were not 

omitted, they reflected the latter as they maximised the impact of their thoughts. Finally, 

confidentiality was maintained by removing sensitive data or replacing names with 

pseudonyms. On completion, all cleansed transcripts were uploaded to files in NVivo 12. 

Tables 4.6 and Table 4.7 illustrate the same transcript before and after data cleansing. The 

red annotations in Table 4.6 were used to illustrate the words that were omitted in the post-

cleansing transcript (Table 4.7).  
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Table 4.6 Excerpt from Vicky's transcript (pre-data cleansing) 

 
T2 Post-Intervention Interview 9:  File: Candidate No P13: Date: 3rd October 2017 

   I Interviewer      

   P Participant  

  … Sentence stops mid-way  

  *** Tape inaudible/not clear 

 
 

Transcript 

I OK, so the first seven questions relate to teamwork 

P Hmm 

I And you have responded sort of quite positive there in that you know it's easy 
to speak up if there's patient problem number 5, it's easy for staff to ask 
questions. Do you want to just explain a bit more about teamwork and what's 
teamwork's like on here? 

P Yeah, I mean, erm…. I figure my answer one makes a bit of a few other things, 
but as in morale. So, we had a very low morale amongst staff for the last 
months (number of wards removed) because that's where we were before, 
and we went through a really bad phase, to be honest, like everybody upset, 
everybody upset with the management, erm…people upset with each other, 
healthcare nurses, constantly arguing and, yeah, erm yeah so that happened. 
We even had, but a good thing is as soon as we, the team, understood 
something was wrong, we had like staff engagement sessions, and obviously, 
that was good. There wasn't any result from it, which was a bit bad again 
because I mean we, we put our faith on it and we thought, oh this is 
something, this means something. Something will change, and then nothing 
happened, not even an outcome of it, so, that was a bit… a shame really, but 
yeah and obviously we started having more ward meetings and, in those 
people, started speaking and talking about what they thought was an issue, 
we had issues wise. Erm, it … we work well, yes, as in I've seen other wards, 
and I think it's more or less the same everywhere in terms of there is always 
the arguments amongst nurses and healthcare's, who does this and who does 
that and who does more and who does less. And that always happens, so I 
don't think it's just our team; it's just how it is. 

         NB: red text indicates the original verbatim before data cleansing 
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Table 4.7 Excerpt from Vicky's transcript (post-data cleansing)  

T2 Post-Intervention Interview 9:   File: Candidate No P13 Date: 3rd October 2017 

   I. Interviewer      

  P.         Participant  

  … Sentence stops mid-way  

  *** Tape inaudible/not clear 

   *[sensitive data removed] 

  ** [name changed} to maintain anonymity 

I OK, so the first seven questions are related to teamwork.  

I And you have responded sort of quite positive there in that you know it's easy to speak 
up if there's patient problem number 5, it's easy for staff to ask questions. Do you want 
to just explain a bit more about teamwork and what's teamwork's like on here? 

P Yeah, I mean, I figure my answer one makes a bit of a few other things…as in morale. 
So, we had a very low morale amongst staff for the last months, in ward *[sensitive 
data removed] too because that's where we were before, and we went through a really 
bad phase, to be honest. Everybody upset with the management, people upset with 
each other, healthcare nurses, constantly arguing and, yeah, so that happened. We 
even had, but a good thing is as soon as we, the team, understood something was 
wrong, we had staff engagement sessions, and obviously, that was good. There wasn't 
any result from it, which was a bit bad again because we put our faith on it and we 
thought, oh! This is something; this means something. Something will change, and 
then nothing happened, not even an outcome of it, so that was a bit… a shame really, 
and obviously we started having more ward meetings, and in those, people started 
speaking and talking about what they thought was an issue, It, … we work well yes as 
in I've seen other wards and I think it's more or less the same everywhere in terms of 
there is always the arguments amongst nurses and healthcare's, who does this, who 
does that, who does more and who does less. And that always happens, so I don't 
think it's just our team; it's just how it is. 

 

 

4.2.5.3 Using Qualitative Data Analysis Software. 

For IPA analysis, it is recommended that researchers use a hard or electronic copy of the 

transcripts to make exploratory notes in widely formatted columns (Peoples, 2021; Smith and 

Nizza, 2022). While it may offer a practical method for managing a small body of data, Zhao 

et al. (2016) asserts that this is not practical with larger data sets. For this reason, a qualitative 

data analysis software (QDAS) package was used to assist in the qualitative data analysis 

process. Today, similar programs such as QDA Miner, Ethnography, NVivo, and Atlas/tic can 
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assist researchers with their analysis. These programmes share similarities that facilitate 

qualitative data analysis but have unique functionalities (Fielding and Lee, 1998). As a novice 

user of QDAS, NVivo 12 was chosen simply because of its accessibility, as it was a standard 

tool licensed to the researcher's place of work and study. The main advantages of using NVivo 

was the speed at which it organises data (Jackson and Bazeley, 2019), managing, indexing, 

and locating the data, especially when returning to the verbatim quotes when they had been 

removed from the original context. In addition, it offered a greater transparency about the 

researcher's thoughts, ideas, and interpretation of the data as it provided an audit trail of the 

analytical process. This promises greater validity and rigour (Evers, 2011), thus reducing 

researcher bias (Baugh et al., 2010). Jackson and Bazeley (2019) also assert that NVivo can 

mimic manual strategies for handling qualitative data, and the annotation function was used 

to mirror the exploratory noting (see example in Appendix 4.10). 

There are no rules when using exploratory noting and therefore a combination of descriptive, 

linguistic, and conceptual noting, was used as suggested by Smith et al. (2019) and were 

colour coded. Applying these methods identified areas of concern, what was significant or 

exciting about what the participant said (descriptive, coded red), and similarities and 

differences (descriptive and conceptual, coded red). The linguistic noting included language 

spoken, metaphors (coded green) and emotions (coded pink) (see example in Appendix 4.10). 

The annotations, along with the transcript and analytical memos, captured the researcher's 

thoughts, impressions, and concepts. Subsequently, by being fully immersed and familiar with 

the data, a comprehensive list of exploratory notes for the same transcript (as illustrated in 

Appendix 4.11) was used to inform the next stage of the analysis.  

4.2.5.4 Developing Experiential Themes (Steps 3 and 4) and Personal Experiential     
            Themes (Step 5)  

The transcripts and exploratory notes were reviewed to summarise the RNs meanings and 

create experiential statements (ES). This is the initial preliminary marker of the analytic 

process that aims to reduce the volume of detail and capture the most important, engaging, 
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and relevant features from the exploratory notes. It represents the hermeneutic circle as 

described by Smith et al. (2022) as the ES related to the RNs experiences or the experience 

of making sense of their experience. Therefore, in compliance with IPA, the construction of 

ES embodied the hermeneutic circle and an interpretative method of ‘what’ and ‘how’ to reflect 

the RN's words and phrases and the researcher's interpretation. This approach is advocated 

by Watts (2014) and used two questions that guided the analyse from the descriptive to the 

interpretative:  

1. What is the participant talking about at this point in the transcript? (Descriptive). 

2. How is the participant understanding or constructing what they are talking about? 

(Interpretative). 

After analysing each transcript, an extensive list of ESs were generated that related to the 

RNs perceptions and experiences of safety culture within their clinical and organisational 

environments, as well as its application to their practice. In keeping with the iterative nature of 

IPA, further reduction was undertaken to revise and refine the ESs. New statements were 

added, some statements were renamed, repeated statements were deleted, and similar 

statements illustrating the same thing were merged. Further reduction was undertaken by 

exploring connections and differences within those statements in preparation for the 

development and naming of the PETs. 

A PET is a title given to describe the overall characteristics of a cluster of ESs (Smith and 

Nizza, 2022). They should relate to the level of the person (personal), capture the hermeneutic 

circle (experiential), and reflect the analytical entities within the transcript as a whole (themes) 

(Smith et al., 2022, p94). The ESs were clustered into a provisional PET using a coding 

structure to manage the data. Appendix 4.12 illustrates the coding system using an extract 

from group 1, timepoint 2.  
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4.2.5.5 Coding the Data  

As a standard method rooted in grounded theory methodology (Glaser and Strauss, 1967), 

coding the data has now migrated into a popular general qualitative data analysis technique 

that does not explicitly subscribe to a grounded theory approach (Gläser and Laudel, 2013). 

It is an act of interpretation that uses codes of important phrases or words that ‘translate the 

data’ (Vogt et al. 2014, p.13) and give each transcript an understood meaning. In staying true 

to the theoretical underpinning of IPA, the codes reflected patterns in the data from the 

participant's perspective and the researcher's interpretation of their meanings (as described 

in s.4.2.5.4) to achieve the research objectives (as illustrated in Appendices 4.11 to 4.13). 

When using NVivo to code data, the phenomenological focus can be reduced if the transcripts 

are viewed as data rather than capturing the essence of the phenomena from what is said in 

the interview texts. This does raise concerns over the quality of the analysis among some 

phenomenologists, as it can obstruct abductive reasoning (van Mahen, 2014), separate the 

researcher from the data (Goble et al., 2012), and instrumentalize a process that should be 

intuitive (Cross, 2011). The quality of the interpretation and fear of clustering the ESs into pre-

defined PETs was a concern. Therefore, the interview transcripts were reviewed alongside 

listening to the audio recording many times to make sense of them, stay close to the data, and 

remain immersed in their experience. The coded themes and associated ESs were then 

reviewed and revised. This ensured that all the data was thoroughly examined and 

considered, which confirmed that all the clusters were meaningful before developing PETs. 

Codes were then organised and indexed in a hierarchical branching system, ensuring 

thoroughness in the coding process and transparency in the analytical process (Jackson and 

Bazeley, 2019). It also provided a straightforward method to establish patterns and 

connections across the data to generate PETs and conveyed the conceptual nature of the 

constituent ESs. For example, reviewing the ESs and related data extracts associated with 

incident reporting revealed factors that prevented or promoted the RNs from speaking up and 
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reporting incidents. As illustrated in Appendix 4.12, this was later clustered under PET titles 

of 'Professional Duty of Candour' and 'Organisational Duty of Candour' with related subthemes 

(as illustrated in Appendix 4.13) for the same group.  

4.2.5.6 Repeat with Another Transcript (Step 6) 

Step 6 involved repeating steps 1–5 for the subsequent transcript. Smith et al. (2022) stresses 

the importance of treating transcripts on their merit to do justice to the participants individuality. 

However, this proved quite challenging initially, as the researcher used the same coding 

framework from the first transcript. Smith et al. (2022) reference that researchers may be 

drawn to what has been found, as some features may occur in the subsequent transcripts. 

Pre-defined themes may be acceptable for other qualitative data analysis methods, such as 

thematic analysis (Langdridge, 2007); nonetheless, they do not align with the ideographic 

commitment of IPA. Smith and Nizza (2022) assert that repeating steps 1-5 should not confirm 

or dis-confirm findings from the previous transcript. To ensure rigour of the process, the 

researcher had to put away any preconceptions, ideas, and conclusions of the prior transcript 

and review each transcript on its merit. However, when using a large sample size, the intention 

was to present the data findings at the group level, as advised by Smith et al. (2022). 

Subsequently, the exploratory notes and new ESs (as illustrated in Appendix 4.11) from 

individual transcripts were added to the same list for each group for step 3. Step 4 was 

undertaken concurrently with step 5, and a provisional PET emerged. To illustrate this 

process, Table 4.8 provides an example of ‘safety in numbers’ (one of the PETs) and the 

associated ESs from each group that aligned with this theme.  
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Table 4.8 Example of a Personal Experiential Theme and Experiential Statements  

 

This analytic immersion produced a list of significant PETs for each group. By this stage, the 

researcher was familiar with the data extracts and felt more confident that the group PETs 

were truly grounded in the RNs' perspectives on their lived experiences relating with the 

research objectives. At each timepoint, the changes in their perceptions and patient safety-

related practices were aligned to each PET. For example, changes in communication skills 

were aligned with the PET of professional duty of care. The last step (step 7) used a cross-

case analytical strategy to compare the similarities and differences across the groups to 

generate the GETs. 

Personal Experiential Theme: Safety in Numbers 

 
Experiential Statements across the groups 

Group 1 Group 2 Group 3 

Low staffing levels put 
patients at risk  

Problems with reduced 
staffing levels 

Impact of poor staffing 
levels 

Affects job satisfaction  Problems using agency 
nurses 

The negative impact of 
agency nurses  

Under pressure not to 
make mistakes  

Staff retention  Impact of inadequate skill 
mix  

Reduced staffing–a threat 
to staff well-being  

Impact of good staffing 
level 

Staff fear making a mistake  

Reduced staffing levels 
cause low morale 

Increase of inexperienced 
staff 

Retention of staff  

Reduced staffing leads to 
delays in care 

Patient acuity increases the 
workload  

 

Reduced staffing levels 
impact teamwork  

Safe staffing systems   

Use of agency nurses  Staffing levels get reported 
by organisational 
management 

 

Inappropriate use of 
staffing 

  

Staff shortages 
compromise patient safety  
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4.2.5.7 Development of Group Experiential Themes (Step 7)  

A GET is a broad-level theme resulting from a cross-case analysis to identify patterns of 

similarities and differences across the group of PETs (Smith and Nizza, 2022). This last step 

is a dynamic and iterative process that seeks to understand the convergence and divergence 

of the data, which is made more accessible by starting with the PETs. (Smith et al., 2022). 

Identifying the GETs was not a linear process as the researcher consistently moved 

backwards and forwards with each participant, both within and across the groups, while 

reconnecting with the ESs, initial exploratory noting, and analytical memos for each RN. This 

process proved to be more challenging and complex when using NVivo software for two main 

reasons. Firstly, the researcher had to continuously read the transcripts to understand the 

meanings and experiences of the RNs within and across the groups at different timepoints. 

Due to the linear presentation of the data, this became very time-consuming and 

unmanageable. Secondly, when looking for similarities and differences, the search text and 

counting frequency functions should help interrogate data faster and more precisely, thus 

adding consistency to the analysis process (Evers, 2011). However, this proved unhelpful as 

it became apparent with the repeated use of filler words for example, 'think', 'erm', and ‘you 

know'. Other commonly used words in the transcripts were 'patients', 'patient, 'safety', and 

'culture'. Undoubtedly, these words were recognised in terms of the frequency with which they 

were used, but they bore little significance in the meaning of the examined data. 

Weitzmann (cited in Ritchie et al., 2014, p 289) points out that the ease and speed of QDAS 

have the potential to encourage researchers to take shortcuts. Given this, the researcher was 

mindful of the potential threats to the quality of the data analysis process and felt it was 

appropriate to carry out this stage using a spreadsheet in Microsoft Excel. Subsequently, all 

the data from the transcripts that was aligned with the PETs and the analytical memos was 

put into a matrix table. Further renaming and reorganisation of PETs and the three emerging 

GETs and subthemes were identified (see Table 4.9). The matrix table was vital in identifying 

and developing GET and subthemes across the data set of 52 individual semi-structured 
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interviews. However, the analysis did not stop at the last step of the process. When presenting 

the findings, the themes were revised and reorganised, and quotes moved around to where 

they best fitted and made sense. This process is discussed in the qualitative data findings 

(Chapter 5, section 5.2).  

Table 4.9 Initial Group Experiential Themes and Subthemes  

Group Experiential Themes  Subthemes  

Safety Culture as a Professional  Professional Duty of Candour  
Professional Duty of Care 
 

Safety Culture in the Workplace  Communication in the Workplace  
Leadership in the Workplace  
Team Culture in the Workplace  
Safety in Numbers  
 

Safety in Numbers  Leadership within the Organisation  
Organisational Duty of Candour  
Systems thinking  

 

4.2.6 Research Quality  

Qualitative research is often criticised for a perceived lack of rigour, inadequate justification of 

the adopted data collection and analysis methods, and an absence of transparency in the 

analytical process and findings (Noble and Smith, 2015; Rolfe, 2006). As there is no universal 

and standardised approach to assessing the level of quality in qualitative studies, it can be 

challenging to defend these criticisms (Rolfe, 2006). Lincoln and Guba (1985) developed a 

criterion to assess the trustworthiness of qualitative research, which is still considered the 

‘gold standard’ (Liamputtong, 2013, p25) and this was used to validate the quality of this study. 

It comprises credibility, transferability, dependability, and confirmability. Cresswell and Miller 

(2000) also identify triangulation (as discussed in Chapter 3, s3.3.3.) and engaging in 

reflexivity as quality markers in qualitative research.  



 

 205 

4.2.6.1 Credibility  

Credibility is fundamental in any qualitative research and is concerned with the aspect of truth 

value (Lincoln and Guba, 1985) to ensure the integrity and trustworthiness of the findings (Polit 

and Beck, 2018). Several factors can influence the credibility of the research, including the 

sample selection, researcher bias and the data collection methods. Therefore, it is necessary 

that these factors are accounted for and later addressed in the design of this study to improve 

the credibility of the findings (Cohen et al., 2011). To enhance the credibility of this study, two 

fundamental qualities of persistent observation and prolonged engagement that supported the 

co-construction of meanings (Barusch et al., 2011) were the main focus.  

The persistent observation was enriched by identifying RNs working in a healthcare setting 

who could use their lived experiences to understand their perceptions of safety culture and 

patient safety-related behaviours. The use of a purposeful, mixed variation sampling method 

made sure that the sample was diverse by including RNs of different ethnic backgrounds, 

levels of experience after registration, and job titles. Guba and Lincoln (1994) deem this 

appropriate for the phenomenon under study. The length and amount of semi-structured 

interviews facilitated prolonged engagement in the research setting, which also enhanced this 

study's credibility (see Appendices 4.4 and 4.9). A friendly and professional relationship with 

all the RNs was maintained throughout the data collection process, as evidenced by their open 

and honest responses. The RNs also provided practice exemplars from their lived experience 

to support their perceptions of safety culture and patient safety-related behaviours (as 

evidenced in verbatim quotations in the qualitiatve findings Chapter 5, s5.2). 

4.2.6.2 Confirmability 

Credibility was further enhanced through persistent observation and prolonged engagement 

with the qualitative data. The data analysis used Smith et al.'s (2022) seven-step framework, 

which persisted until all the GETs, and related subthemes were identified. As the data was 

analysed independently, there was a danger of researcher bias because it was interpreted 
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from the researcher’s perspective. To reduce this, confirmability, which concerns the aspect 

of neutrality of the research (Polit and Beck, 2018), was maintained. Regular meetings were 

held with the researcher’s supervisors to ensure the viewpoints were grounded in the data 

and not based on the researcher’s assumptions. Using codebooks, memo concept maps, 

reflective notes, and interview transcripts to guide the discussions challenged the researcher’s 

reflective thoughts and ensured objectivity when analysing the data. 

Furthermore, Smith et al.'s (2022) framework ensured that the data analysis reflected the 

double hermeneutics (as discussed in reflectivity, s4.2.6.5, and Chapter 7, s7.6), and the data 

findings reflected the ideographic focus of IPA. The findings reflected the incorporation of the 

RNs voices using the verbatim quotations and the different interpretations of the same 

construct within a GET, offering analytical depth to the participants' experiences. The clear 

identification and categorisation of the themes and the research findings are presented and 

confirmed using verbatim quotations from the transcribed interviews (Chapter 5, s5.2). 

4.2.6.3 Dependability  

Dependability refers to the reliability of qualitative research methods that consistently produce 

rich and meaningful descriptions of phenomena. A margin of inconsistency for qualitative 

findings is tolerated, provided that a transparent and justified approach to the decisions is 

made to provide the reader with a decision trail (Noble and Smith, 2015) that is both clear and 

comprehensive. To support dependability, this study's methodology and methods have been 

comprehensively described to a degree that facilitates replication, albeit with non-identical 

findings. In addition, extensive justification of the research processes was documented to 

provide the reader with the rationale behind each choice, thus ensuring that they understand 

the steps that led to the study’s final shape (Noble and Smith, 2015; Shenton, 2004). 

Furthermore, as described above, the data analysis followed Smith et al.'s (2022) seven-step 

framework for IPA, and extensive documentation was made to provide an audit trail of the 

decision-making process.  
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4.2.6.4 Transferability  

Transferability within qualitative research concerns the aspect of applicability (Lincoln and 

Guba, 1985) to which the findings of an original study can be applied to another group, context, 

or setting. Nevertheless, it is the reader of the research who makes the judgement about the 

transference of the findings to their setting. To achieve a high degree of transferability, it is 

essential to provide an in-depth account of the phenomenon being researched to ensure the 

reader has a comprehensive understanding (Kuper et al., 2008; Shenton, 2004). As suggested 

by Shenton (2004), the number of organisations in the research and their location, the number 

of RNs, the data collection methods, the date, the amount and the length of interviews, the 

time of the data collection period, and any restrictions in the sample were clearly documented. 

This thesis provides a thorough description of all these components to aid the reader in any 

effort at transference, thus increasing the transferability of this study. In accordance with Edge 

and Richards (1998) and Slevin and Sines (2000) adequate justification has also been outlined 

through providing an audit trail that highlights the decision-making process regarding the 

methodological and analytical choices made.  

4.2.6.5 Reflexivity  

In qualitative studies that are predisposed to potential subjectivity, reflexivity is recognised as 

a crucial tool (Horsburgh, 2003). According to Newton et al. (2011), the application of reflexivity 

in research varies, with some researchers using it to reduce their biases and prejudices about 

the data while others use it to examine their subjectivity. However, as a continual, iterative 

self-examination process, Parahoo (2014, p253) states that reflexivity is about: 

‘Examining one’s assumptions, prejudices and decisions to find out how these 
may have affected data collection, analysis and interpretation’.  

It, therefore, implies that reflexivity is both a reduction of bias and subjectivity, which is 

supported by Berger (2015, p220), who offers a broader definition as she states that: 

‘Reflectivity is a means turning of the researcher lens back onto oneself to 
recognise and take responsibility for one’s situatedness within the research and 
the effect that it may have on the setting and people being studied, questions 
being asked, data being collected and its interpretation’.  
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From a methodological standpoint of hermeneutic phenomenology, reflexivity is critical as the 

researcher should not be seen as a passive observer but instead as an active participant 

(Smith et al., 2022). It was therefore considered essential to explore, reflect, and record the 

qualitative research processes to establish methodological rigour and quality in this study, as 

suggested by Shaw (2010). Reflexivity was maintained by keeping a reflective diary to record 

any thoughts, opinions, reasoning, and judgement during the research journey, as suggested 

by Baillie (2015). As an essential element, it was used to reduce researcher bias by taking 

steps to minimise the impact of thoughts and opinions during the data collection process, as 

well as data analysis processes (which is detailed in Appendix 4.14). 

The hermeneutic circle described by Smith et al. (2022) was applied to reduce researcher bias 

and avoid assumptions and preconceptions when analysing the data. Using reflexivity enabled 

the observation of how entrenched feelings, cultures, views, and experiences could impact 

the interpretation of the findings. The annotation and reflective memoing functions in the NVivo 

12 software were used to record all thoughts, experiences, and initial impressions of the RNs 

and their responses. This was vital when using the IPA framework for analysis, as it served 

as a forum to record any additional thoughts, critiques, and suggestions around the research 

process, thereby aiding in identifying emerging themes by providing context to the data. These 

reflective accounts of the research processes were regularly discussed with the supervisory 

team, where guidance was provided to help critique and establish the researcher's 

positionality within the research (see Chapter 7, s7.6). Appendices 4.15 and 4.16 provide 

detailed examples of the analytical and reflective notes during the data analysis. 

4.2.7 Ethical Considerations  
 
The participants' dignity, rights, safety, and well-being must be the primary consideration in 

any research study. In the context of this study involving RNs as participants, the ethical 

standards set out in the UK policy framework for health and social care research (Health 

Research Authority, 2017) were applied to this study at the time of seeking ethical approval. 
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An Independent Peer Review (IPR) approval was obtained from Staffordshire University, the 

Health Sciences Research Ethics Committee (Appendix 4.17), and the Health Research 

Authority Ethics Committee (17/HRA/0954 - Appendix 4.18) prior to the commencement of the 

study. The local Research Governance Department approved permission to undertake the 

study at the NHS Trust, and a research passport was issued for three months from 12th May 

2017. The recruitment process took longer than initially anticipated due to nurses not having 

time to attend meetings (prior to obtaining consent), taking annual leave, staff absence and 

sickness and nurses who chose not to participate. Further application to the NHS Trust to 

lengthen the time of the study was authorised and extended to 31st December 2017 (see 

Appendix 4.19). 

4.2.7.1 Informed Consent 

Written consent was achieved by first inviting potential participants to attend an individual or 

group meeting in a private room within their workplace. It was acknowledged that not all RNs 

may have accessed their emails and may not have read the PIS prior to the arranged meeting 

with them. Subsequently, all RNs received a verbal explanation and were given a hard copy. 

As a registrant with the Nursing and Midwifery Council (NMC), a health educator, and a 

researcher, all RNs were informed that the primary role was that of a researcher and not an 

NMC registrant and health educator. This was important to avoid making the RNs feel 

coerced into participating in the study. To ensure that the RNs fully understood all aspects of 

the study, additional time was given to allow them to read the Participant Information Sheet 

(Appendix 4.20) as advised by Moule et al. (2016). They were also given opportunities to ask 

further questions or clarify any areas that were not clear. To protect the data and the validity 

of study conclusions, RNs were told they could withdraw at any time up to two weeks before 

data collection. Written consent was gained for the quantitative study (Appendix 4.21) and 

the qualitative study (Appendix 4.22), and all consented RNs were given a Participation 

Debriefing Form that provided further information and thanked them for taking part in the 

study (see Appendix 4.23). 
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4.2.7.2 Data Protection, Anonymity, and Confidentiality  

Due to the sensitive nature of patient safety, it was acknowledged that the RNs might disclose 

practice exemplars from their experiences, and incidents where errors have occurred. 

Furthermore, the findings reported in the Mid-Staffordshire NHS Public Inquiry (Francis, 

2013) continue to dominate the UK's media and healthcare organisations. It was, therefore, 

essential to take all steps to protect their identity and reassure participants about the 

confidential nature of their responses throughout the study. Anonymity complied with the Data 

Protection Act (DPA) (2018) by assigning a colour code for each ward (purple, white, orange, 

yellow, green, and blue) and combining it with an individual study number. Each individual 

study number was assigned to each ward (e.g., the purple ward was allocated numbers 1-

20, the white ward 20-40, and the orange ward 40 to 60). The individual numbers were 

allocated in the order of receiving signed consent (e.g., P3, W21, O45). The RNs unique code 

was used on all the completed SAQs, the audio recordings, and the interview transcripts. A 

pseudonym was used when presenting the qualitative data findings (see Table 5.5, Chapter 

5, s5.2.3). The researcher delivered the surveys face-to-face or enclosed in a sealed 

envelope (with their unique study number) marked private and confidential and deposited 

them at the pre-determined collection point. Completed questionnaires were returned in a 

sealed envelope marked confidential.  

Qualitative interviews were tape-recorded and conducted in a quiet room to ensure privacy. 

The RNs were offered the opportunity to meet in a neutral setting away from their workplace, 

but they declined. The recordings and transcripts were both assigned their unique study code. 

Due to the ward environment and the number of RNs recruited into the study, the ward 

managers could easily identify those participating. All RNs were assured that no identifiable 

data about them and their SAQ and interview responses would appear in this study or 

published materials in accordance with the DPA (2018). All RNs were informed that the 

researchers' supervisors would have access to anonymised data for PhD supervision 

meetings only.  
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All signed consent forms, data from the questionnaires, and recordings of interviews were 

uploaded onto the researcher's personal computer and encrypted, and all paper copies were 

shredded. This was considered acceptable as it aligned with the university's policy during the 

study's data collection and analysis. It was also disclosed in the Integrated Research 

Application System (IRAS) application, which was approved by the Health Research 

Authority Ethics Committee (17/HRA/0954 - Appendix 4.18).  

4.2.8 Summary of Chapter  

This chapter has discussed and justified the quantitative and qualitative research methods 

that were applied in the mixed methods methodology to describe and explore RNs perceptions 

of safety culture and to discover if using a digital story influenced a change in their perceptions 

of safety culture and patient safety-related behaviours. This chapter has presented an open 

and transparent explanation of the research methods, including a justification for each step to 

ensure high quality and rigour. The findings from the quantitative and qualitative data are 

presented in the following chapter and are divided into two sections: quantitative data findings 

(s5.1) and qualitative data findings (s5.2). 
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CHAPTER 5: DATA FINDINGS 
__________________________________________________________________________________ 

The data findings for the quantitative and qualitative studies in this mixed methods study will 

be presented in two sections. Section 5.1 presents the quantitative data findings, and section 

5.2 presents the qualitative data findings. A summary of the quantitative and qualitative 

findings will conclude this chapter. 

5.1 Quantitative Data Findings 

5.1.1 Introduction  

This section presents the quantitative findings from the SAQ questionnaire used in this study. 

The quantitative study aimed to measure and describe the RNs perceptions of safety culture 

using the SAQ survey. The data was collected over three months at four different timepoints 

(see Appendix 4.4). The presentation of findings will include the participant flow and response 

rate, followed by an overview of sample demographics and professional profiles to understand 

the composition and representativeness of the sample. The concluding section will present 

the RNs perceptions of safety culture. A narrative discussion will be supported using a 

combination of bar charts, distribution tables, and box and whisker plots. The descriptive data 

will be triangulated with the in-depth qualitative study findings in the discussion (Chapter 6) to 

build a complete picture of RNs' perceptions of safety culture. This will help to determine if any 

changes to the RNs’ perceptions of safety culture and patient safety-related behaviours were 

directly influenced by the digital story or by workplace and organisational factors.  

5.1.2 Participant Flow and Response Rates 
 
Figure 5.1 illustrates the participant flow through the quantitative study and includes 

recruitment and response rate for each timepoint. There was an accessible population of 152 

RNs from three paired wards who were eligible to participate in the study (see Chapter 4, 

Table 4.1). Of the 152 RNs available, 43 declined for no apparent reason, leaving N=109 RNs 

who consented to participate in the study. At the start of the data collection, four RNs withdrew 

due to lack of time (n=2) and leaving the NHS Trust (n=2). Two RNs who did not meet the 
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criteria were excluded from the study, leaving 103 RNs from the three paired wards taking part 

and comprised 33 (32%) from paired ward 1, 26 (25%) in pair 2, and 44 (43%) in pair 3. The 

larger proportion of RNs from paired ward 3 was expected as they had the largest accessible 

population of 76 RNs’ (38 in each ward). It was expected that the number of RNs for paired 

ward 2 (accessible population of 28 RNs for each ward) would be slightly higher than paired 

ward 1 (accessible population of 24 RNs for each ward). However, the largest number of RNs 

declined or withdrew from paired Ward 2, which explains the differences between paired ward 

1.  

The SAQ survey was distributed to n=103 RNs at four different timepoints (T1, T2, T3, and 

T4) from September to December 2017 (see Appendix 4.4). Attrition can be problematic when 

collecting data at different timepoints over an extended period, leading to potential bias and 

problems with generalisability (Polit and Beck, 2018). Nevertheless, of the 443 surveys 

distributed across the timepoints, 335 were returned, yielding a total response of 81%. The 

response rate varied across the timepoints between 100% (T1) to 60% (T2) which have been 

due to the timing of data collection in T2 (2 weeks from T1), as the response rate increased 

to 90% (T3) and 77% (T4).  
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Figure 5.1 Flowchart of Participant Flow and Response Rate  

 

 

T1. Wk. 0 
11.09.17 to 25.09.17

Number of participants 
n=103

Total number of surveys distributed 
n=103  

4 withdrew (2 no 
time, 2 left trust) & 
2 were excluded 
(did not meet 
inclusion criteria 

Recruitment to Study 
Accessible population N=152

T3. Wk. 6 
23.10.17 to 20.10.17

T4. wk.12 
4.12.17 to 12-12.17

T2.  Wk.2
25.09.17 to 2.10.17

43 declined to 
take part 

Paired Wards 1
Purple  n=18
White   n=15

Paired Wards 2
Orange  n=16 
Green    n=10

Paired Wards 3 
Yellow  n=25
Blue    n= 19

Number of participants 
n=109  

Returned Surveys n(%)
n=80  (77)%

Returned Surveys n (%)
n=103 (100%)

Returned Surveys n (%)
n=62 (60%)

Returned Surveys n(%)
n=90 (87%)

Overall Response Rate T1 to T4  
n=335 (81%) 
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5.1.3 Participant Demographic Characteristics and Professional Profile 

The demographic data illustrated in Table 5.1 is consistent with a female nursing workforce 

with 95 (92%) RNs were female compared to 8 (8%) who were male. Only 29 (28%) were 

from Black and Ethnic Minority backgrounds. The demographic data is consistent with the 

national profile of RNs and midwives. As of March 2023, the NMC (2023a) reported that out 

of 788,638 nursing and midwives on the permanent register, 89% (701,974) identify as 

females and 11% (86,637) as male. Twenty-six percent are from Black and Ethnic Minority 

groups compared to 69% who are white. In this study, the RNs ages ranged from 18 to 64 

years old, and the largest proportion were from the 25-34 (n=28) and 35-44 years (n=39) age 

groups. The highest educational attainment was a nursing-related degree, with 45 (43%) 

holding a BSc (Hons) and 5 (5%) with a BSc, followed by 42 (41%) with a diploma. Pre-

registration nursing typically requires a degree-level entry (from 2013) and a diploma-level 

entry (from 1989 to 2013). Only 4 (4%) were educated at a master's level, typically a 

contractual requirement for an Advanced Practitioner role. 

Table 5.1 Demographic Characteristics of the Registered Nurses  
 

 Demographic Characteristics          N (%) 

Gender  Male 8 (8) 
Female 95 (92) 

Age (years) 18-24 8 (8) 
25-34 
35-44 
45-54 
55-64 

28 
39 
21 
7 

(27) 
(38) 
(20) 
(7) 

Ethnic Group White 74 (71) 
Asian or Asian British 9 (9)  

Black, Black British, Caribbean, or African 20 (19) 
Education  Masters 4 (4) 

Bachelors/Honours Degree 45 (43) 
Ordinary Degree 5 (5) 

Diploma 42 (41) 
A-level 1 (1) 
GCSE 2 (2) 
Other 

Missing Data 
3 
1  

(3) 
(1) 

Total 
 

 103 (100) 
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The RNs professional profile, as shown in Table 5.2, demonstrates a range of post-qualifying 

experience and employment with the trust from six months to over 21 years. The RNs’ 

professional experience in the clinical environment was typically 2-5 years (n=47). Seventy-

six (74%) of the RNs worked full time, with 83 (81%) working 12-hour shift patterns and 73 

(71%) rotating between day and night shifts. Nine separate roles were held, but the two typical 

roles were Staff Nurse, with 61 (59%) having a Staff Nurse title (Band 54), and 25 (25%) 

holding a Junior Sister/Senior Staff Nurse5 title (Band 6).  

 

 

 

 

 

 

 

 

 

 

 

 

 

4 Agenda for Change pay scale (https://www.bmj.com/healthcareers/article/guide-to-nhs-pay-agenda-for-change-
2023-2024 
5 Senior Staff Nurse is an older title and changed to Junior Sister following Management of Change.  
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Table 5.2 Professional Profile of Registered Nurses  

      
Professional Profiles  N (%)  N (%) 
      
Post 
Qualified 
Experience  

6-12 months 8 (8) Employed 
in Trust 

6-12 months 11 (11) 
13-23 months 5 (5) 13-23 months 9 (9) 

2-5 years 16 (16) 2-5 years 33 (32) 
6-10 years 19 (18) 6-10 years 14 (14) 

11-15 years 17 (17) 11-15 years 20 (19) 
16-20 years 13 (13) 16-20 years 6 (6) 

21+ years 24 (23) 21+ years 9 (9) 
Total 102 (99) Total 102 (99) 

  Missing Data  1 (1)   Missing Data  1 (1) 
Total 103 (100) Total 103 (100) 
Role Title Staff Nurse 61 (59) Worked in 

Clinical 
Area 

6-12 months 20 (19) 
Senior Staff Nurse 17 (17) 13-23 months 5 (5) 

Junior Sister 8 (8) 2-5 years 47 (46) 
Ward manager 6 (6) 6-10 years 14 (14) 

Advanced Nurse 
Practitioner 

3 (3) 11 - 15 years 13 (13 

Senior Quality Nurse 2 (2) 16-20 years 1 (1) 
Sister/Charge Nurse 2 (2) 21+ years 2 (2) 

Matron 3 (3) Missing Data  1 (1) 
Deputy Ward Manager 1 (1)    

Total 103 (100)  Total 103 (100) 
Weekly 
Hours 
Worked  

Full time (37.5hrs) 76 (74) Daily 
Hours 
Worked  

7.5 hours 16 (16) 
Part-time (<37.5. hrs) 26 (25) 12 hours  83 (81) 

Other 1 (1) Other 4 (4) 
Total 103 100) Total 103 (100) 

Shift 
Pattern 

Fixed day shift 26 (25) 
    

  Fixed night shift 4 (4)     
  Rotate day and night 73 (71)     
  Total 103 (100)     

 

5.1.4 Questionnaire Findings 

The findings of the SAQ questionnaire provide descriptive information using frequencies, 

medians, and IQRs to represent the RNs' perceptions of safety culture for each domain 

(teamwork climate, safety climate, job satisfaction, stress recognition, perceptions of 

management, and working conditions) and timepoints (T1-T4). Communication and 

collaboration will also be presented, which is normally not required when reporting the findings 
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against the SAQ guidance. Bar charts, frequency tables, and box and whisker plots will 

represent the data findings visually.  

5.1.5 Registered Nurses' Perceptions of Safety Culture  

The results summarised in Figure 5.2 show that RNs held positive perceptions (>4.0) for 

teamwork climate (71% to 88%), followed by safety climate (73% to 84%), job satisfaction 

(61% to 79%), and working conditions (53% to 65%). Stress recognition was least positive 

(41% to 53%), followed by perceptions of management, where the RNs were more optimistic 

about ward managers (45% to 55%) compared to trust managers (24% to 34%).  

Figure 5.2 Percent Positive Responses for each Domain and Time Point 

 

 

Figure 5.3 demonstrates the frequency (n) of the RNs responses to illustrate the distribution 

of positive, neutral, and negative perceptions for each timepoint. The green bars indicate the 

total number of RNs who were positive, the yellow bars represent those who held negative 

perceptions, and the blue represents the total number of those who remained neutral.  
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Figure 5.3 Frequency (n) of Responses for each SAQ Domain  
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All the questionnaires were included and missing data and items scoring 6 (not applicable) 

were recorded as 999 so as not to affect the overall analysis when summarising the median 

scores. All the data were checked for patterns in the missing data, and no significant patterns 

were noted as missed data related to random missed questions. Table 5.3 presents the total 

number and percentage of response rates, valid questionnaires, and missing data. All 

questionnaires were included in the data analysis, but the domains with incomplete 

information, which are referred to as item non-response, were excluded from the analysis. The 

missing data ranged from 2% to 9% across the domains except for safety climate (T4) and 

perceptions of trust management (T2 and T3), which ranged from 9% to 11%. The median, 

mean, and IQR values were therefore calculated on valid responses, which typically ranged 

from 92% to 100% for most of the domains across the timepoints. Overall, the median values 

ranged between 1.0 to 5.0 and variability from low to high (0.8 - 1.8) across the different 

dimensions and time points. This indicated a wider spread of responses from the median 

values, suggesting their differences in perceptions. 
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Table 5.3 Frequency of Data Distribution for the Individual Domain  
 

SAQ Domains      
 T1 
N (%) 

 T2 
N (%) 

 T3 
N (%) 

 T4 
N (%) 

Teamwork 
Climate 

  Response Rate 
Valid 

  103 (100) 
103 (100)  

62 (60) 
62 (100) 

90 (87) 
84 (93) 

80 (77) 
74 (93) 

Missing   0 (0) 0 (0)  6 (7) 6 (7) 
Median   4.5 4.3 4.5 4.5 

Mean   4.4 4.2 4.3 4.4 

 
IQ1 25   4.0 3.8 4.0 4.2 
IQ3 75 

IQR 
  4.8 

0.8 
4.8 
1.0 

4.8 
0.8 

5.0 
0.8 

 
Safety Climate  

  Response Rate 
Valid 

  103 (100) 
103 (100)  

62 (60) 
62 (100) 

90 (87) 
84 (93) 

80 (77) 
71 (89) 

Missing   0 (0) 0 (0)  6 (7) 9 (11) 
Median   4.4 4.3 4.3 4.4 

Mean  4.4 4.3 4.3 4.4 

 
IQ1 25   4.1 4.0 3.9 3.9 
IQ3 75 

IQR 
  4.9 

0.9 
4.9 
0.9 

5.0 
1.1 

4.9 
1.0 

Job Satisfaction    Response Rate 
Valid 

  103 (100) 
103 (100) 

62 (60) 
62 (100) 

90 (87) 
86 (95) 

80 (77) 
74 (93) 

Missing   0 (0) 0 (0) 4 (5) 6 (7) 
Median   4.4 4.4 4.6 4.4 

Mean  4.3 4.1 4.2 4.2 

 
IQ1 25   4.0 3.6 3.8 3.6 
IQ3 75 

IQR 
  4.8 

0.8 
4.8 
1.2 

4.8 
1.0 

4.8 
1.3 

Stress 
Recognition  

  Response Rate 
Valid 

  103 (100) 
103 (100) 

62 (60) 
59 (95) 

90 (87) 
82 (91)  

80 (77) 
75 (94)  

Missing   0 (0) 3 (5) 8 (9) 5 (6)  
Median 

Mean 
  3.8 

3.5 
4.0 
3.8 

3.8 
3.7 

3.8 
3.5 

 
IQ1 25 
IQ3 75 

IQR 

  2.8 
4.3 
1.5 

3.3 
4.5 
1.8 

3.3 
4.3 
1.0 

3.0 
4.3 
1.3  
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SAQ Dimensions      T1 T2 T3 T4 
 

Perceptions of 
mgt. (Ward)  

 Response Rate 
Valid 

Missing  

  103 (100)  
103 (100) 
0 (0) 

62 (60) 
62 (100) 
0 (0) 

90 (87) 
84 (93) 
6 (7) 

80 (70) 
74 (93) 
6 (7)  

  Median  4.0 4.0 3.8 3.8 
  Mean   3.8 3.8 3.8 3.8 
  IQ1 25   3.1 3.3 3.3 3.5 
  IQ3 75 

IQR 
  4.3 

1.2 
  4.3 
  1.0 

4.3 
1.0 

 4.3 
 0.8 

Perceptions of 
Mgt. (Trust)  

 
Response Rate 

Valid 
  103 (100) 

95 (92) 
60 (62) 
55 (89)  

90 (87) 
77 (86) 

80 (70) 
74 (93) 

Missing   8 (8) 7 (11) 13 (14) 6 (7) 
Median   3.5 3.2 3.2 3.3 

Mean   3.4 3.2 3.2 3.4 

 
IQ1 25   2.7 2.8 2.7 2.8 
IQ3 75 

IQR 
  4.0 

1.3 
3.8 
1.0 

3.8 
1.1 

4.2 
1.4 

Working 
Conditions  

 
 Response Rate 

Valid 
Missing  

  103 (100) 
101 (98) 
2 (2) 

60 (62)  
57 (92) 
5 (8) 

90 (87) 
85 (94) 
5 (6)  

80 (70) 
74 (93) 
6 (7) 

Median   4.0 4.0 4.0 4.3 
Mean   4.0 3.9 3.9 4.1 

 
IQ1 25   3.3 3.3 3.3 3.7 
IQ3 75 

IQR 
  4.7 

1.4 
4.7 
1.4 

4.5 
1.2 

4.7 
1.0 

Communication 
and 
Collaboration  

 
Response Rate 

Valid 
  103 (100) 

97 (94) 
60 (62)  
58 (94) 

90 (87) 
83 (92) 

80 (70) 
74 (93) 

Missing   6 (6) 4 (6) 7 (8) 6 (8) 
Median   4.0 4.0 4.0 4.1 

Mean   4.1 4.0 4.2 4.1 

  

IQ1 25   3.6 3.8 3.8 3.8 
IQ3 75 

IQR 
  4.5 

0.9 
4.5 
0.7 

4.5 
0.7 

4.6 
0.8 
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The results shown in Table 5.3 and Figures 5.2 and 5.3 show that teamwork had the highest 

score (4.5 ± 0.8) in T1, T3, and T4 (Figure 5.4). This was followed by safety climate, which 

had scores of 4.4 ± 0.9 in T1 and 4.3 ± 0.9 in T2 (Figure 5.5). Overall, the RNs' perceptions 

were steady across the timepoints. Nonetheless, teamwork climate in T2 (4.3 ± 1.0) and safety 

climate in T3 (4.3 ± 1.1) and T4 (4.1 ± 1.0) were not always positive (≥4.0) or neutral (≤3.9 to 

≥3.0). 

Figure 5.4 Box and Whisker Plot for Teamwork Climate 
 

 

 

Figure 5.5 Box and Whisker Plot for Safety Climate  
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As indicated in Figure 5.6, 81 (79%) of RNs’ were positive about job satisfaction for T1 (4.4 ± 

0.8), but increasingly, there was a wider variability as 25 (29%) to 34 (39%) of RNs reported 

fewer positive attitudes (≤ 4.0) from T2 (4.4 ± 1.3), T3 (4.2 ± 1.0) and T4 (4.4 ±1.3). Equally, 

the findings illustrated in Figure 5.7 indicated that working conditions (4.0 to 4.3) were 

positively perceived by 65 (65%) of RNs, yet increasingly, 24 (47%) to 35 (43%) were less 

optimistic (Figure 5.7). Compared to job satisfaction, the differences in their perceptions were 

stable for T1 and T2 (4.0 ± 1.4), T3 (4.0 ± 1.2), and T4 (4.3 ± 1.0), showing no change across 

the timepoints.  

Figure 5.6 Box and Whisker Plot for Job Satisfaction  
 

 

 

Figure 5.7 Box and Whisker Plot for Working Conditions  
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Equally, for communication and collaboration 35 (60%) to 64 (66%) of RNs (Figure 5.3), 

reported positively with median values ranging from 4.0 to 4.1 (0.7-0.9) (Table 5.3). However, 

24 (32%) and 23 (40%) of RNs reported fewer positive attitudes consistently across the 

timepoints (Figure 5.3).  

Figure 5.8 Box and Whisker Plot for Communication and Collaboration  

 

Perceptions of stress recognition (Figure 5.9) and perceptions of management at ward level 

(Figure 5.10) and trust level (Figure 5.11) were consistently the least positive and negatively 

skewed. There were mixed perceptions of stress recognition, which was only positive in T2 

but widely variable (4.0 ± 1.8). For the remaining timepoints, the median values were stable 

at 3.8, but similar to T1, the RNs responses fluctuated between neutral and negative in T1 

(1.5), T3 (1.0), and T4 (1.3). Of those responses, the findings shown in figure 5.3 indicated 

that 10 (16%) to 26 (25%) of RNs reported being least likely to practice unsafely in stressful 

situations. In comparison, 31 (53%) to 45 (45%) of RNs said that stressful situations would 

more likely affect their ability to practice safely, and 32 (31%) to 34 (41%) of RNs remained 

uncertain.  
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Figure 5.9 Box and Whisker Plot for Stress Recognition  

 

There was a discernible disparity between trust and ward managers' perceptions. RNs 

reported positive perceptions relating to ward managers in T1 (4.0 ± 1.2) and T2 (4.0 ± 1.0). 

The RNs perceptions declined in T3 (3.8 ± 1.0) and T4 (3.8 ± 0.8), as 41 (52%) in T3 and 38 

(55%) in T4 reported fewer positive perceptions compared to 32 (35%) in T1. In contrast, 42 

(76%) to 66 (66%) of RNs were the least positive, with median values ranging from 3.3 to 3.5 

for trust managers. The IQR for perceptions for organisational management showed a wider 

variation for each timepoint, T1 (1.3), T2 (1.0), T3 (1.1), and T4 (1.4), in comparison to their 

perceptions of their ward managers. The higher number of negative responses represented 

this, which ranged from 17 (27%) to 30 (29%) compared to 6 (9%) and 13 (13%) for their 

perceptions of ward managers.  
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Figure 5.10 Box and Whisker Plot for Perceptions of Management (ward) 

 

Figure 5.11 Box and Whisker Plot for Perceptions of Management (trust)  

 

 

 

5.1.6 Reliability and Validity of the SAQ 

The internal consistency of responses was measured by Cronbach’s alpha coefficient 

adopting George and Mallery's (2021, p260) classification of ≥ 0.9 excellent, ≥ 0.8 good, ≥0.7 

acceptable, ≥0.6 questionable, ≥0.5 poor, and ≤ 0.5 unacceptable. As illustrated in Table 5.4, 

the SAQ showed strong internal consistency and reliability with coefficient alphas ranging from 

good (0.7) to excellent (0.9) for five dimensions and communication and collaboration. The 

teamwork climate indicated a questionable level of reliability (≥0.6) for T2 and T4.  
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Table 5.4 Internal Consistency of the Safety Attitudes Questionnaire  

 Cronbach Alpha Scores  

SAQ Dimensions No of 
Items T1 T2 T3 T4 

Teamwork Climate  6 0.5 0.7 0.7 0.6 

Safety Climate 7 0.7 0.8 0.7 0.7 

Job Satisfaction 5 0.8 0.9 0.8 0.8 

Stress Recognition 4 0.8 0.8 0.7 0.8 

Perceptions of Management 
Ward  

 
Trust 

  

 
6 
 
6 

 
0.7 
 
0.8 

 
0.8 
 
0.8 

 
0.7 
 
0.8 

 
0.7 
 
0.8 

Working Conditions 4 0.7 0.7 0.7 0.7 

Collaboration and Communication 4 0.9 0.9 0.9 0.9 

 

5.1.7 Summary of Quantitative Findings 

The quantitative study measured the RNs perceptions of safety culture over four timepoints to 

determine the stability of safety culture in their workplace and organisation. Of the six domains 

and the additional collaboration and communication domain, the RNs consistently reported 

positive perceptions of the teamwork climate, indicating a stable and robust support climate 

through effective teamwork with their colleagues and doctors. These findings correlated with 

a consistently positive safety culture that indicated a non-punitive response to incident 

reporting and a safe environment for patients. Regardless, the PRR scores (Figure 5.3) 

indicated a small decline in their perceptions from T2 to T4 which could imply that the 

perceptions they held for the remaining domains could have triggered the changes in their 

views. 

The RNs were positive about communication and collaboration with other health professionals 

and their peers, as well as their job satisfaction and working conditions. However, this 

fluctuated over time, indicated by the wide variation between positive and neutral responses. 

The RNs liked their jobs and felt proud to work in their clinical areas; however, the working 
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conditions were least favourable due to the resources available and the training of 

inexperienced staff. Stress recognition and perceptions of management were the least positive 

and unstable across the timepoints. The RNs held higher positive perceptions of their ward 

managers than their trust managers. The findings indicated that stress recognition, workplace 

leadership, and organisational leadership would require improvement. 

The following section will present the qualitative study findings to understand further the RNs 

perceptions of safety culture and how and why the digital story may have influenced any 

changes to their perceptions and patient safety-related behaviours. 
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5.2 Qualitative Data Findings  

5.2.1 Introduction 

This section presents the qualitative findings to provide an in-depth understanding of safety 

culture and its relationship to clinical practice from the lived experience of 13 RNs working in 

a large NHS Acute Trust. A total of 51 semi-structured interviews were conducted with 13 RNs 

working in specialised acute medical wards at four timepoints (see Appendix 4.4). This section 

will commence with the participants flow and response rate for each timepoint and the 

demographic characteristics of the RNs, followed by a review of the data analysis process. An 

introduction to the presentation of the findings and a detailed presentation of the findings will 

follow. A summary of the qualitative findings will conclude this section of the chapter.  

5.2.2 Participant Flow and Response Rates  

Figure 5.12 explains each timepoint's recruitment, and response rate. The qualitative phase 

of the study selected a sub-sample of RNs from the quantitative sample. All RNs (N=109) 

were invited to participate in the qualitative study, and 68 (62%) volunteered and consented, 

with 41 (38%) declining for no apparent reason. A purposive maximum variation sampling 

method selected 15 RNs (five from each paired ward) who volunteered to participate. After 

collecting data at T1, two RNs withdrew from the study due to lack of interest (n = 1) and 

leaving the trust (n = 1); subsequently, all their collected data was discarded. A total of 51 

semi-structured interviews took place over three months, from September to December 2017 

(see Appendix 4.9), yielding a response rate of 85%. The response rate was consistent with 

13 (87%) for T1, T2, and T4. For T3, the response rate was 12 (80%), as one RN was 

unavailable when conducting the interviews.  
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Figure 5.12 Flowchart of Participant Flow and Response Rate 
 

 
 

T1. Wk. 0 
11.09.17 to 25.09.17

Random selection of
participants n=15 

Total number for qualitative study 
n= 15 

2 withdrew 
1 RN - group 1 (not interested): 1 RN - group 2 (left trust) 

Recruitment to Study 
Accessible population N=103

T3. Wk. 6 
23.10.17 to 20.10.17

T4. wk.12 
4.12.17 to 12-12.17

T2.  Wk.2
25.09.17 to 2.10.17

41 declined to 
take part 

Group 1

n=5 

Group 2

n=5

Group 3 

n=5

Participants volunteered 
n= 68

No. of  Interviews  n (%)
n= 13 (87%)

No. of Interviews n (%)
n= 13 (87%)

No. of  Interviews  n (%)
n= 13 (87%)

No. of  Interviews  n (%)
n= 12 (87%)

Overall Response Rate T1 to T4  
n= 51 (85%) 
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5.2.3 Demographic Characteristics and Professional Profile for the Qualitative Study 
 
Table 5.5 provides the demographic (gender, age, ethnic group, and education) and 

professional profile (job title, post-qualifying experience, employed in NHS trust and clinical 

area, full or part-time status, shift pattern, and hours per day) for each RN for each group. 

Each group is colour coded: Group 1 (trust education) is yellow, Group 2 (digital story only) is 

blue, and Group 3 (digital story and reflection) is green. 

 

Of the thirteen RNs, 11 were of white origin, 1 Indian, and 1 Asian. The age groups ranged 

from 21 to over 55 years, with most of the RNs' ages ranging between 25 and 44 years (n=8), 

with fewer who were between 21 and 25 (n=2), 45 and 54 years (n=2), and over 55 years old 

(n=1). There was a variation in post-registration experience, as two RNs had less than 12 

months, 13 months to 2 years (n = 2), 3–5 years (n = 1), 6–10 years (n = 4), 16–19 years (n 

= 2), and over 20 years (n = 2). Only one had obtained a master's degree, six held a BSc 

(Hons) degree, one a BSc degree, and the remaining four held a diploma. All educational 

qualifications were specific to pre-registration education except for the Advanced Nurse 

Practitioner (ANP) role, which required a master's level qualification (post-registration). 

Employment in the NHS Trust ranged from 6 months to over 20 years, and all RNs worked full 

time. Eleven RNs worked 12 hours/day with rotational day and night shift patterns, and the 

remaining two RNs working 7.5 hours/day fixed day shifts. Most held the Staff Nurse (Band 5) 

role (n=8), and the remaining five had other roles ranging from Junior Sister/Senior Staff Nurse 

to ANP (Band 6 to Band 8). All thirteen RNs were given a pseudonym when analysing the 

data to maintain confidentiality (as illustrated in Table 5.5)  
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Name Gender Age Group Ethnic Group Education Job Title Post
Qualifying
Experience

Employed 
in NHS 
Trust

Employed 
in clinical 
area

Normal 
Working 
Hours

Shift pattern Hours/day

Group 1: Trust Education 

Cara Female 25-34 White British BSc (Hons) Junior Sister 3-5 yrs. 3-5 yrs. 6–10yrs Full time Rotate 12 hrs 

Vicky Female 18 - 24 White - European BSc Staff Nurse 13-24 mths. 1-2 yrs. 1-2yrs Full time Rotate 12  hrs

Natalie Female 18 - 24 White British BSc (Hons) Staff Nurse 6-12 mths. 3-5 yrs. 0-6 mths Full time Rotate 12  hrs

Kerry Female 45 - 54 White British Masters Advanced Nurse Practitioner >20 yrs. >20 yrs. 3-5yrs Full time Rotate 12  hrs

Group 2: Digital patent story 

Millie Female 25 - 34 White British Diploma Staff Nurse 6-10 yrs. 6-12mths. 6 -12 mths Full time Rotate 12  hrs

Kay Female 35 - 44 White British Diploma Staff Nurse 6-12 mths. 3 - 5 yrs. 3-5yrs Full time Rotate 12  hrs

Grace Female 55 - 64 White British A - level Ward Manager >20 yrs. 6-10 yrs. 6–10 yrs. Full time Fixed days 7.5  hrs

Kate Female 45 - 54 Asian BSc (Hons) Staff Nurse 16-20 yrs. 3 - 5 yrs. 3-5yrs Full time Rotate 12  hrs

Ivy Female 35 - 44 Indian BSc (Hons) Staff Nurse 16-20 yrs. 3 - 5 yrs. 3-5yrs Full time Rotate 12  hrs

Group 2: Digital patient story and 30 minutes reflection 

Maureen Female 25 - 34 White – Eastern European BSc (Hons) Staff Nurse 1-2 yrs. 1-2 yrs. 1-2yrs Full time Rotate 12  hrs

Rose Female 25 - 34 White British Diploma Staff Nurse 6-10yrs. 6-10 yrs. 6-10yrs Full time Rotate 12  hrs

Louise Female 25 - 34 White British Diploma Senior Staff Nurse 6-10yrs. 3 - 5 yrs. 6–12mths Full time Rotate 12 hrs

Ann Female 35 - 44 White British BSc (Hons) Senior Quality Nurse 6-10 yrs. 6-10 yrs. 6-10yrs Full time Rotate 12  hrs

Table 5.5 Demographic Characteristics and Professional Profile of the Registered Nurses 
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5.2.4 Theme Development 

The semi-structured interviews were analysed using Smith et al.’s (2022) seven-step 

framework for IPA. Initially, three Group Experiential Themes (GETs) were identified: Safety 

Culture as a Professional, Safety Culture in the Workplace and Safety in Numbers and related 

subthemes (see Chapter 4, Table 4.9). However, when writing the qualitative findings, it 

became more apparent that the subthemes did not truly reflect the GETs. In keeping with IPA 

and the lived experience, only one GET focused on the RN and all the subthemes were too 

large because they captured too many concepts. In addition, the subthemes Professional Duty 

of Candour, Organisational Duty of Candour, Leadership in the Workplace, and Leadership in 

the Organisation (see Table 4.9) were repetitious and significantly associated with reporting 

structures and incidents. Because of these issues, the data set was rearranged to redefine 

the related GETS and subthemes. The analysis revealed one main overarching theme of 

professionalism, as the RNs accounts featured around three GETs, which were identified as 

Professional Duty of Care, Professional Duty of Candour, and Professional Duty to Continuous 

Professional Development (CPD). Table 5.6 illustrates the final GETs and subthemes in 

alignment with a subset of PETs. 
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Table 5.6 Theme Development  

OVERARCHING THEME: PROFESSIONALISM 

Group 
Experiential 

Themes 
Subthemes Subset of Personal Experiential Themes 

GET 1: 
Professional 
Duty of Care 
 

 

• To do no harm  
• Social interactions and 

Collaboration.  
o Social 

interaction: 
Communication  

o Social 
Interaction: 
Collaboration 
environment  

• Safety in numbers  
 

• To prevent errors and harm 
• The moral and ethical duty of care 
• Provide safe, holistic patient centred care 
• Communication with patients can be improved 
• Treat patients how you would like to be 

treated/respect and dignity 
• Positive impact on collaborative working 
• Influence of staff attitudes on patient care 
• Compliance with safer staffing levels 
• Impact of working understaffed and under 

pressure  
GET 2: 
Professional 
Duty of 
Candour 

 

• To speak up or not to 
speak up   

• The power of 
leadership 

o Ward 
leadership  

o Organisational 
Leadership 

• Organisational systems approach  
• To err is human  
• Punitive response to errors  
• Open culture vs. blame culture 
• Realities of reporting incidents - speaking up 

or staying silent   
• Learning from errors  

Leadership – empowering v disempowering 
• Importance of feeling safe and supported 

when errors occur  
• Organisational leaders are not visible, 

detached from the reality of working on the 
front line  

• Targets drive organisational leaders  
• Measuring the quality of organisational safety  

GET3: 
Professional 
Duty to CPD  

 

• Organisational and 
Workplace Culture to 
CPD 

• Organisational and 
Workplace 
Infrastructure CPD  

• Personal and 
Professional 
Development  

• Being competent practitioners  
• Keeping up to date with patient safety 

outcomes, e.g., Sepsis, Falls  
• E-learning  
• Keeping up to date with trust policies  
• Mandatory training  
• Effectiveness and efficiency of organisational 

CPD  
• Electronic methods of delivery and 

communication  
• Factors affecting accessibility to CPD    
• Personal and professional development from 

being in study  
• Changes to SC perceptions and patient safety 

practice 
• Increased knowledge, skills, and behaviours 
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5.2.5 Presentation of the Findings 

Each section will provide a brief introduction to the GET and include a table illustrating each 

individual and group's total number of RNs who contributed for each timepoint. The tables 

will be colour-coded for each group for ease of readability. The black text illustrates the RNs 

safety culture perceptions for each subtheme, and the red text shows the number of RNs 

who reported changes in their patient safety-related practice. Appendices 5.1 illustrates the 

individual contribution for each GET and associated subthemes for each timepoint.  

Verbatim quotes and transcription annotations will support the data analysis. An additional 

transcription annotation […]. was used to highlight where the text had been removed that 

bore no significance to verbatim quotes. Quotes of less than twenty words are embedded 

into the text (in italic script), with more extended quotes presented separately from the main 

body of the text and identified in italic script. No priority is given to the presentation of the 

GETs, as they are considered equally important. A pseudonym will be used when using 

quotes with the individual group and timepoint number (e.g., Kerry, G1, T2). 

Initially, the analysis of the findings was divided into each group. However, due to the 

similarities and differences within each GET and subtheme, it was considerably repetitious. 

Consequently, the findings are discussed for each subtheme, and verbatim quotes are easily 

identifiable. The findings will be presented in detail, as demonstrated in Figure 5.13 and will 

reflect the RNs perceptions of safety culture, changes of perceptions, and the impact upon 

their patient safety-related behaviours. To support the findings, Appendices 5.2 to 5.7 

provides a summary of changes of their perceptions of safety culture and patient safety-

related behaviours for each GET and associated subtheme.  
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Figure 5.13 Qualitative Findings, Group Experiential Themes and Subthemes  
 

5.2.6 .Group Experiential Theme 1    
Professional Duty of Care             

5.2.7. Group Experiential Theme 2     
Professional Duty of Candour 

5.2.8. Group Experiential Theme 3      
Professional Duty to Continous Professional 

Development 

Subthemes Subthemes Subthemes 

5.2.6.1. To do no Harm 5.2.7.1 . To Speak Up or not to Speak Up 
5.2.8. 1. The Organisational and Workplace 
Culture to CPD 

5.2.6.2. Social Interaction and Collaboration 5.2.7.2. The power of Leadership 
5.2.8.2. The Organisational and Workplace                                   
Infrastructure to CPD 

           5.2.6.2.1. Communication          5.2.7.2.1. Workplace Leadership 
5.6.8.3. Personal and Professional Accountability 
to CPD

           5.2.6.1.2. Collaborative Working          5.2.7.1.2. Organisational Leadership 

5.2.6.3. Safety in Numbers 

OVERARCHING THEME: PROFESSIONALISM 
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5.2.6 Group Experiential Theme One: Professional Duty of Care 

The first GET captured the perceptions of all RNs over four timepoints concerning their 

professional duty of care. It was developed by identifying three subthemes: to do no harm, 

social interaction and collaboration, and safety in numbers.  

Table 5.7 Total Number of Registered Nurses Contributing to Professional Duty of      
                Care 

*Total number of RNs in each group for each timepoint  
Contribution RNs - Safety Culture Perceptions  
Impact/changes to patient safety-related behaviours  

 

5.2.6.1 To do no Harm 
 
In T1, the predominant feature of eleven RNs description of safety culture captured their legal, 

ethical, and professional duty to do no harm. Their perceptions of preventing harm mirrored 

their altruistic behaviours towards caring and helping patients, which was perceived as 

fundamental to promoting a positive safety culture. This was articulated in different ways, as 

Louise (G3) expressed her altruistic values related to doing no harm:  

‘No one likes to think that anyone in our care gets hurt, or something would happen 
to them [patients] that could have been prevented [pause]. No nurse wants to harm 
a patient. It is not in us, is it?’ (Louise, G3, T1). 

 

Subthemes 

Group 1 Group 2 Group 3 

T1 

*4 

T2 

*4 

T3 

*4 

T4 

*4 

T1 

*5 

T2 

*5 

T3 

*5 

T4 

*5 

T1 

*4 

T2 

*3 

T3 

*4 

T4 

*4 

To do no harm  3 0 0 0 4 2 0 0 4 0 1 2 

0 0 0 1 0 2 0 3 0 0 4 2 

Social Interaction 
and Collaboration: 
Communication  

Collaborative 
Working 

2 3 0 0 0 4 5 4 2 1 1 2 

0 0 0 1 0 4 4 2 0 1 0 2 

1 4 2 0 1 4 3 0 2 3 3 0 

0 0 0 0 0 0 0 0 0 0 0 0 

Safety in Numbers  2 4 2 1 2 3 5 0 1 3 3 0 

0 0 0 0 0 0 1 0 0 0 0 0 
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Whereas Cara (G1) took a personalised approach by describing the psychological impact if 

her care was unsafe:  

‘It's your own instinct really. I would hate to go home thinking that I have put 
somebody at danger for any sort of reason..., it is in my heart…, it is something 
that is within me. So, I would be mortified if anything that I had done that had put 
any aspect of my nursing care, you know, into that category of being unsafe’  
(Cara, G1, T1). 

 

Eight RNs described their professional duty to do no harm altruistically in the context of 

assessing and delivering safe patient care. Nevertheless, there were mixed opinions of what 

constituted safe patient care, as their responses were divided between two conceptual models 

of care. Cara (G1), Kate (G2), Ivy (G2), and Maureen (G3) perceived this from a humanistic 

and holistic perspective as patients were perceived as unique individuals through ‘seeing the 

patient as a whole and not just a number’ (Cara, G1, T1). Kate (G2, T1), however, captured 

the essence of the biopsychosocial, religious, and cultural aspects of care:  

’The safety of the patient first and foremost […], it's about understanding the 
culture of the patient…. To deliver the highest care that I can give to the patient 
[..], I need to ask the family first, or the patients about their culture beliefs and 
religions’ (Kate, G2, T1). 

 

In contrast, Natalie (G1), Vicky (G1), Clare (G3), and Ann (G3) viewed PCC and patient safety 

as a series of nursing tasks associated with the patient’s physical condition, which is 

commensurate with the medical approach to care. Their perceptions were restricted to 

preventing deterioration, using risk assessments, completing vital signs, and administering 

medications:  

‘Making sure you are safe with your medication, knowing what you are giving, that 
everything is signed [...], I would look at my patient, make sure they look physically 
OK, do a set of observations, so medically I can see through the figures on the 
machines and the readings on the machines that they are OK, they are safe’ 
(Natalie, G1, T1). 

 
And knowing what to do in an emergency: 

 
‘Know what to do in emergency situations, know how to act, making sure the 
patient doesn’t deteriorate’ (Vicky, G1, T1). 
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The desire to do no harm relating to the assessment and delivery of safe, patient-centred care 

was explicitly described from a professional and personal perspective. This is not surprising 

given the altruistic and professional values that motivated the RNs to protect patients from 

harm, as illustrated by Grace:  

‘Staff love their jobs, you know they love the job, none of them come here to cause 
any harm, they all want to be here’ (Grace, G2, T2). 

Ann (T3, G3) shared a similar view, but this symbolised dignity and respect by treating patients 

to family members:  

‘Let’s be honest nursing is not a job where you’re well paid or good hours. So, if 
you are in this environment, the majority of people care and [pause], I think we try 
and relate it to their own family members’ (Ann, T3, G3). 

 
Interestingly, given the importance of their ethical, moral, and professional duty of care to 

protect patients from harm, most of the RNs did not express any further views in subsequent 

timepoints. Remarkably, in T3, the RNs belonging to Group 3 referred to the digital story to 

report positive changes in their approach to personalised patient care and decision-making 

skills. As all the RNs (in group 3) reflected on the digital story, they reported that it made them 

think about the bigger picture to avoid potential harm to patients. Clare (G3, T3) used the 

digital story to validate the positive changes in her decision-making skills, as illustrated in the 

following quote:  

‘With decision making, because obviously in the story they weren’t really thinking 
about things, they were just doing their own…what they thought was right, but they 
hadn’t actually thought about things. So yes, I suppose it has made me question 
a little bit more and take a little bit more time to think about it [...] So, it’s those 
sorts of let’s think about the whole situation and how it’s better for the patient. So 
yes, I suppose it’s made me think more really’ (Clare, G3, T3). 

 
In T4, only Kay (G2) equally reflected upon the digital story and reported positive changes to 

her practice because it had ‘made her a safer person’ (Kay, G2, T4). As a result, her normal 

practice of habitual task-based approach to patient care had changed to an individualised and 

patient-centred care approach. Remarkably, Cara (G1) shared similar changes in practice, but 

interestingly, this was a direct result of the questions that was asked during the semi-structured 

interviews that reflected her responses in the SAQ: 



 

 241 

‘So, it’s definitely made me think differently, more holistically about patient care 
[…]. I think my awareness of it [safety culture] has improved .... yeah! It’s like the 
discussions, through talking with yourself, and thinking about things and obviously 
answering the questions [from the SAQ) and thinking about situations’ (Cara, G1, 
T4). 

 

In T1, all RNs explicitly indicated their moral, legal, and professional duty of care to prevent 

harm. However, there was no notable change in their perceptions of safety culture in 

subsequent timepoints. Regardless, as the RNs progressed through the timepoints, there 

were some improvements to their patient safety-related behaviours, which slightly differed 

across the groups. All the RNs in Group 3 and three RNs in Group 2 critically evaluated their 

current safety-related behaviours, which enhanced their decision-making skills, and they 

approached patient care more holistically. Maureen (G3, T3) specifically associated her 

changes with the digital story, as she said:  

‘I think the thing is, after a, following a patient fall, you need to think about the 
worst thing that can happen, following the fall, you don’t need to take it as a, oh! 
it was a minor fall, and it will not affect the patient because… let’s say they bang 
their head just slightly, but because they are on Warfarin, that could be fatal for 
them, and  even if they [patient] are not complaining about pain you know like 
wrist or elbow pain  unwitnessed fall you don’t know if they hurt themselves 
because sometimes they will not tell you’. 

  
During the interviews, Cara (G1) also reported improvements directly from reflecting on her 

perceptions of safety culture.  

5.2.6.2 Social Interaction and Collaboration  

From a social and cultural perspective, the social interaction and collaboration between 

nursing teams and other healthcare professionals were crucial to patient safety. All RNs 

throughout the timepoints interpreted their duty to care to keep patients safe in a way they 

interacted with each other through communication and working collaboratively. These were 

perceived as influential factors that created a positive or negative safety culture that directly 

impacted upon patient-centred care.  
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5.2.6.2.1 Communication  

The social interaction between nurses, nursing teams, patients and their families, and doctors 

played a crucial role in communicating patient care to avoid missing or delaying nursing care 

and providing continuity of care. Consequently, clear, and effective communication directly 

influenced safe nursing care, yet only three RNs in T1 emphasised this point. Natalie (G1) 

briefly described why she communicated with patients to ‘ask them [patients] if they feel OK’. 

Clare (G3), and Louise (G3) described how communication was beneficial between nurses, 

but only Clare (G3) related it to both verbal and written methods. Communication strategies 

such as nursing handovers, regular verbal updates, and nursing documentation were 

perceived to provide continuity of care and prevented delays and missed nursing care: 

‘Always gives really good communication between each other […], we do 
handovers every shift, we go through the folders [written], so nothing is missed’ 
(Clare, G3, T1). 
 

It was not until T2-T4 that the RNs began to conceptualise their social interaction between 

individuals or groups and how this positively or negatively influenced safe nursing practice. 

Maureen (G3), and Louise (G3) continued to positively report the effectiveness of the 

communication strategies, including nursing documentation within their teams, as implied by 

Louise (G3, T3):  

‘We tend to communicate the patient stuff very well. The nurses are very good 
at handing over everything and communicating everything. They are very good 
at writing in the notes [patient notes], so we have a good backlog of everything’.  

Seven RNs (G1 and G2) were less complimentary about communication with nurses and 

doctors as they perceived this as weak. A habitual and concerning problem was the doctors' 

lack of, or failure to communicate patient care to nursing staff which created a negative safety 

culture. In T2, six RNs and one RN in T3 emphasised similar anxieties caused by 

communication challenges between nurses and doctors. It was implied that it threatened their 

professional identity and their duty of care as patient care was compromised which meant that 

patient care was often delayed or missed. Kerry (G1, T2) anxiously vented her frustration by 

relating to a clinical incident where a doctor referred a patient to the ward for a blood test 

without informing her, and consequently the patient had to wait:  
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‘A good example, I think, how perhaps communications breakdown…he 
[patient] did just come for a blood test, and yes, he might have just gone back 
home, but he still required a level of care that I couldn’t give him, and then you 
do go home thinking a bit well if that had been my dad, I wouldn’t have been 
very happy either’ (Kerry, G1, T2). 
 

Her anger and guilt reflected how a family member would react, suggesting that treating 

patients how they would like to be treated, with dignity and respect, was an essential moral 

and professional duty for Kerry. Grace (G2, T2), shared similar frustrations and anger as she 

raised her voice to emphasise the threat to patient safety:  

‘We have eight consultants that rotate two a week, [...] and this situation is really 
causing problems with communication […] then, it impacts on patient care… the 
patient doesn’t get continuity [of care], and we have had drastic cases where 
people [patients] have been on oxygen, prescribed oxygen on a Friday [by one 
consultant}, consultant changes on a Monday, so they change it, put him off 
nebulisers onto inhalers, off inhalers back on … and that is not good, that is not 
safe and that’s not good’ (Grace, G2, T2). 

At T3, there was no change to safety culture perceptions as the RNs in group 1 did not discuss 

this, and for groups 2 and 3, their perceptions were comparable with T2.  

 

Intriguingly, none of the RNs perceived safety culture and its relationship to communication 

with patients and families until they were asked if there had been any improvements to their 

patient safety behaviours. Only Cara (G1) in T4 reported that she was more aware of asking 

patients other questions when communicating with them. In comparison to those in group 1, 

six RNs (G2 and G3) shared similar noteworthy patient safety-related behavioural changes in 

how they interacted with patients and their relatives. Millie, Kate, and Kay (G2); Maureen, 

Louise, and Ann (G3) created more time to listen and interact with patients and their relatives. 

As a result, this enhanced their knowledge and skills of assessment and management of safe 

patient care and decision-making skills. This implied that the digital story was a powerful 

motivator for this meaningful change, as Maureen (G3, T4) related to the story when she said:  

‘Yeah, yeah, It makes me listen more to my patient; be aware about what 
happened in the past if erm... if basically, if they have any fall to look after the 
side effects following the fall, or to listen to the patient’s family to pick up any 
concerns, or to pick from their story any concerns that we have and if we have 
any concerns about it and something is not quite right….Yeah, it is more on the 
communication part; more on the management of a situation as well, 
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communication part with the doctor or a member of staff or purely with the 
patient’. 
 

Three RNs (Natalie G1, Clare G3, and Louise G3) highlighted the importance of 

communication and its relationship to patient safety in T1. For subsequent timepoints, some 

RNs reported positive perceptions of communication with nurses, which showed a marked 

change, particularly for those in group 2. Some of the RNs (G2 and G3) perceptions changed 

from positive to negative as they reported poor communication between doctors and nurses 

and how this negatively impacted upon patient safety. Interestingly, for the RNs in group 3 

there were significant changes to patient safety-related behaviours when communicating with 

patients compared to the RNs in Group 2. However, when compared to group 3, 50% of RNs 

in group 2 showed a remarkable change in their safety culture perceptions and patient safety-

related behaviours.  

5.2.6.2.2 Collaborative Working 

The social interaction and the way nurses worked collaboratively with their peers and other 

members of the multidisciplinary teams were equally important to keeping patients safe, but 

this was not fully explored until T2. Only Natalie (G1), and Kay (G2) associated a positive 

working environment with working collaboratively and metaphorically related this to being part 

of a family:  

‘We are like one great big family [...] And yeah, we have ups and downs, but 
again patients come first […] and if there is a crisis on the ward, we are all there, 
all of us, and I just love being part of it’ (Kay, G2, T1). 

 

In T2 and T3, there was an explicit change of perceptions as most connected collaborative 

working to environmental and organisational factors. The RNs perceptions through the 

timepoints revealed different views on the workforce diversity and how these impacted upon 

team dynamics. The notion of effective collaborative working and safe nursing practice was 

implied in the separate roles, the skill mixes of the team, and the added value this brought to 

the teams. Where there was a clear understanding of their [and others] roles and 

responsibilities, they worked together respectfully. This reflected an appreciation of ‘parallel 
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working’ in that individuals did their work and collaborated, communicated, and shared 

information for specific situations. Kerry (G1, T2) strongly suggested that this occurred during 

times of crisis, such as emergency situations, busy environments, and staff shortages, and 

said that:  

‘…[we] have a good teamwork, because it's a busy environment and I think that 
does provide a culture of, of having to work together… here [the ward] is a 
mixture of abilities, so I think that’s what helps the team go along. I think just 
looking out for one another and …I would like to think that if you could see 
somebody struggling, that somebody will help… it's safe for the patient’.  

 

The perceived benefits of a positive team climate are that it created a positive working 

environment, increased productivity of nursing work, enhanced job satisfaction, and promoted 

patient safety, which was discreetly inferred as ‘you get the job done’ (Cara, G1, T2). In 

contrast, when teams did not work together, this creates a negative team climate and 

compromised patient safety as ‘things won’t get done’ (Ivy, G2, T2). Collaborative working 

was problematic for two RNs in group 1 and four RNs in group 2, as they indicated that the 

relationship between other staff was not as strong as nursing team members worked 

alongside each other but were focused on their own patient’s and responsibilities. 

Consequently, they rarely demonstrated supportive behaviours to assist others in their work. 

Contributory factors included the blurring of roles between qualified and unqualified nursing 

staff, increased workload, and inadequate staffing. This often led to conflict within the team, 

increased stress levels, and poor attitudes of staff. Ivy (G2, T2) summarised this succinctly:  

‘When we don’t work together, especially in a busy environment, things won’t 
get done, and sometimes people get stressed; the patient can be demanding. 
So, if you don’t work together, I don’t think we would manage to meet all the 
needs of the patients when we look after so many poorly patients especially, 
and that can cause stress on other staff; then sometimes when they are 
stressed, we tend to miss things, and our concentration levels go down, so I 
think we can make errors’. 
 

Poor teamwork as a direct result of others also created challenges for qualified nurses when 

they tried to balance their workload and manage the threats to patient safety. Vicky (T2) and 

Cara (T2), both from Group 1, shared similar views and frustrations:  



 

 246 

‘Little things like that can [e.g. pressure area care, giving patient drinks, vital 
signs]  get overlooked when the attitude of staff is wrong, and it's really hard as 
a nurse when you have got your workload to do, to make sure that those little 
things are done when it is not being done by your support worker… and you 
know it's that teamwork that needs to be there to make sure that patients are 
getting the safe care’ (Cara, G2, T2). 

By T3, Cara (G1) found this massively stressful, which had a profound impact on her physical 

and psychological well-being as she tearfully said:  

‘It’s very much who you’re working with [….] personality, and you know if you 
have negative people, it doesn’t create a good environment for staff and 
patients. it’s really hard, it’s hard [working with negative staff attitudes] … If I 
looked at the board [rota] or the night before, if I looked who is on tomorrow, fills 
me with dread sometimes. I cannot sleep worrying about what’s going to happen 
or what isn’t going to happen tomorrow. Who is going to answer back to me 
or…? (Laughs)… I feel physically sick about going into work’. 
 

In T2 and T3 only, there were mixed perceptions of collaborative working that reflected the 

external factors that promoted or inhibited a positive team culture in the workplace. 

Interestingly, none of the RNs discussed any changes to their existing practice throughout the 

timepoints. Their safety culture perceptions changed, and they continually acknowledged the 

external factors that could have enhanced their knowledge, skills, and behaviours. 

Subsequently, this could have been used to enhance or improve existing collaborative working 

practices rather than taking it at face value. For example, some of the RNs became more 

assertive in challenging those who did not work collaboratively and implemented strategies to 

enhance/improve collaboration within the teams. Regardless, this was a missed opportunity 

for the RNs to challenge these negative behaviours and improve the team culture. The failure 

to identify individual changes may have resulted from the perceptions of their workplace and 

organisation's culture, and their boundaries and scope of their role and nursing practice.  

5.2.6.3 Safety in Numbers 

Regardless of age, experience, or role, the RNs overwhelmingly perceived that ‘staffing was 

a big issue’ (Kay, G1, T1) within the organisation. All the RNs had negative perceptions about 

poor staffing levels and the relationship to higher number of incidents relating to missed or 

delayed care, in particularly medication errors. This was constant throughout the timepoints 
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(see Appendix 5.1), as the consensus was that the current staffing levels did not meet the 

current patient and service demands. In T1, Vicky (G1), and Millie (G2) acknowledged that 

inadequate staffing levels put patients at risk of harm as they are unable to provide the 

required care:  

‘She [the patient} could have gone to {name of the hospital} Hospital ages ago, 
and she [the patient] didn’t have to be here and putting herself at risk in this 
environment because obviously we are not having staff, enough time, we don’t 
have 1-2-1 care’ (Vicky, G1, T1).  
 

The patient experience was also poor as they ‘get a raw deal’ (Kerry, G1, T1) from waiting 

longer and not receiving the care they need.  

Although not as explicit in T1, for T2 and T3, inadequate staffing was unequivocally a major 

concern for all RNs affected by various external factors that they could not control. This 

increased patient risk and compromised the RNs' professional duty to do no harm, leaving 

them feeling angry and frustrated. Although not directly asked during the interviews, item 

number 29 in the SAQ was specific to staffing levels: ‘The level of staffing in this clinical area 

is sufficient to handle the number of patients’ could have provoked this discussion. 

Overwhelmingly, 10 RNs reported that service demands, environmental factors, higher levels 

of patient dependency, and patient acuity (due to the complexity of patient care in acute 

medical units) placed an increasing strain on the current nursing workforce. These external 

pressures put patients at risk of harm due to errors occurring and missed nursing care. 

Maureen (G3, T2), and Kerry (G1, T2) reported that inadequate staffing meant they could not 

do everything required for individual patients. Kerry (G1, T2) echoed the risk to patients as 

she metaphorically describes this to baking a cake:  

‘You know I always go back to baking a cake. They [the organisation] want you 
to make a cake, but they are not going to give you any eggs and sugar. So, the 
cake that you are going to get is pretty awful, isn’t it? So, it's like, [sigh] gosh, I 
have got to do that, and I have made a couple of mistakes… I did this because 
I had got X, Y and Z going on at the time, I was on my own, these were the 
external pressures that had forced me to sort of make that error’ (Kerry, G1. T2). 
 

Poor staffing levels also increased the nurse’s workload, which meant nurses constantly 

worked under pressure. This was perceived to exacerbate the risk of errors related to human 



 

 248 

factors, such as fatigue and stress. As the RNs became increasingly tired, they were more 

prone to causing errors, with administration of medication being the primary concern:   

‘With it being short-staffed all the time and [staff] having to slog their guts off, on 
the ward if staff are tired, then it does affect patient care…and I have nearly 
made some mistakes when I have been tired. In medications, you know, diluting 
things in the wrong fluid, medication is the big thing if you are tired’ (Cara, G1, 
T2). 

By T3, RNs continued to report recurring concerns of inadequate staffing levels and the risk 

to patients. Millie’s (G2, T3) words of ‘keeping a stiff upper lip’, and ‘plod on’, emphasised their 

resilience as nurses cope with the current demands and acclimatise to the situation. Similarly, 

Louise (G3, T3) frustratingly stated:   

‘We were promised by increasing our patients that we would get more staff, and 
we haven’t. It’s terrible at the minute everyone’s exhausted, everyone’s staying 
late, … it, it’s not fun at the moment. We’ve had a few really, really pants 
weeks... So, we cope, so it doesn’t matter if we’re one down because we’ll cope’ 
(Louise, G3, T3). 

The RNs' perceptions reflected the external and organisational factors associated with 

inadequate staffing levels. It is not surprising to see that there were no changes in their current 

patient safety practices for 12 RNs. This may be due to the limitations and boundaries of their 

role which were factors relating to social interaction and collaboration (see 5.2.6.2). In addition, 

as an organisational issue, there was a sense of powerlessness in changing the current 

situation. However, Grace (G2, T2), who was a ward manager had the authority and power to 

change how she managed the staff duty rota and positively reported a meaningful change that 

was influenced by watching the digital story:  

‘I think definitely in regard to falls it has, because you know the patient story that 
we watched, I know it was about a fall, but because of the short staffing we have 
had, we have had an increase in falls…  So, I have had to go and speak to all 
the staff and try and jiggle the staffing around, so that somebody is with this guy 
all the time’ (Grace, G2, T3). 

The digital story about a fall incident increased her awareness of falls prevention. 

Consequently, she increased staffing levels to care for and prevent harm to those at risk of 

falling.  
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5.2.7 Group Experiential Theme Two: Professional Duty of Candour 

The second GET, ‘Professional Duty of Candour’, captured the perceptions of all RNs across 

the four timepoints that related to the proverbial phrase ‘To err is human’ (IOM, 2001) as 

reflected in Millie’s (G2, T1) experience. 

‘I missed a medication, and it was dealt with… I addressed my issues and 
reflected on it, […] and it was a learning curve […]. I reflected about the 
environment at the time of doing a hand-over, you know communication and 
that’s what it was, a lack of communication and environmental means I missed 
a dose’ (Millie, G2, T1). 
 

In T1, from an organisational level, compliance with patient safety systems was fundamental 

to preventing harm and keeping patients safe. These included trust policies and procedures, 

national and local guidelines for patient care, completion of patient risk assessments, care 

bundles, care plans, nursing documentation, and various patient checklists. When incidents 

occurred, all but two RNs were acutely aware of the organisational system (Datix) for reporting 

incidents, and the processes for investigating further (Root Cause Analysis). Although these 

systems are robust, they were cumbersome to complete because they were ‘a bit OTT [over 

the top]’ (Louise, G3, T1) and ‘time consuming’ (Grace, G2, T1). Despite their compliance with 

these systems and processes, the perceptions of all RNs were characterised by speaking up 

or remaining silent. These two opposing behaviours were associated with reporting incidents 

and challenging poor practices. Consequently, this theme, ‘Professional Duty of Candour’, 

was created after two subthemes were identified from the total responses from RNs: to speak 

up or not to speak up and the power of leadership (as indicated in Table 5.8). Appendix 5.1 

illustrates individual responses. 
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Table 5.8 Total Number of Registered Nurses Contributing to GET Two:  
                 Professional Duty of Candour  

*Total number of RNs in each group for each timepoint/  
Contribution RNs - Safety Culture Perceptions  
Impact/changes to patient safety-related behaviours 
 

5.2.7.1 To Speak Up or Not to Speak Up 

In T1, eight RNs described their professional duty of candour and the relationship to a positive 

or negative safety culture. There was a consensus from seven RNs that protecting patients 

from potential harm was a general predictor for the likelihood of nurses speaking up. 

Nonetheless, this depended upon a positive open culture that empowered nurses to speak 

up, challenge poor practices, and report patient safety incidents:  

‘We can be open and honest about things with each other, so if we did see 
something that we weren’t too sure why that happened, we can… I feel that we 
can easily talk to one another about like, how come you did that? Or what was 
that all about?’ (Clare, T1, G3). 

This was not the situation for Millie (G2, T1), as she concluded that a blame culture existed 

within the working environment, and that created a negative safety culture. Thereafter, the 

impact created a domino effect, as nurses conformed to silent behaviours for fear of speaking 

up. This hindered their capacity to learn from mistakes, unintentionally lowered staff morale, 

and prevented nurses from collaborating effectively as a team. All these factors had negative 

consequences for patient safety: 

‘Where people are blaming you, it affects the morale then, because…everybody 
like pointing the finger, oh you have done this wrong, there is no learning from 
it […] that breaks the team up and …your safety falls’ (Millie, G2, T1). 

Subthemes  

Group 1 Group 2 Group 3 

T1 

*4 

T2 

*4 

T3 

*4 

T4 

*4 

T1 

*5 

T2 

*5 

T3 

*5 

T4 

*5 

T1 

*4 

T2 

*3 

T3 

*4 

T4 

*4 

To speak up or 
not to speak up 

3 4 4 0 3 5 4 3 3 3 3 3 

0 0 0 3 0 1 0 4 0 2 2 2 

The Power of 
Leadership: 
Workplace 
Leadership 

Organisational 
Leadership 

0 2 1 0 0 5 3 0 1 3 3 0 

0 0 0 0 0 0 0 0 0 0 0 0 

1 4 2 2 1 3 5 0 1 3 3 0 

0 0 0 0 0 0 0 0 0 0 0 0 
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In T2, for the eight RNs who responded in T1, their perceptions changed as they shifted their 

focus and explored the factors that encouraged nurses to speak up or conform to silent 

behaviours. For Cara (G1, T2), Vicky (G1, T2), Kay (G2, T2), and Ivy (G2, T2), a supportive 

and collaborative working environment was perceived to be a positive indicator for speaking 

up. Kay (G2, T2) illustrated this through a practice exemplar relating to a drug error by a 

nursing colleague:  

‘We [the nursing team] didn’t hold that against them [the individual], and we 
supported that person and said, look, this has happened, this is how we have 
got to deal with it, let’s move forward! […] but as a team, we pull together, and 
we try and support one another through things like that’ (Kay, G2, T2). 

From their perspective, the ability to learn from errors through retraining, reflective practice, 

and team meetings was also viewed as a powerful indicator of speaking up. This was made 

more explicit in T2 only, as Kerry (G1), and Maureen (G3) described this through their personal 

experience of making a mistake: 

‘I think it is something that you can learn from, and I always, in a way, go PHEW! 
At least that was a near miss, and I remember, I am not going to do that again’ 
(Kerry, G1, T2). 

Finally, the emotional guilt personally expressed through the powerful semantics of 

‘devastating… haunt me forever’ (Louise, G3, T2) and ‘feeling upset, mortified, and worried’ 

(Vicky, G1, T2) when mistakes had been made were powerful motivators not only for speaking 

up but also changing behaviours:  

‘Personally, you reflect on that and think, my god!, that can never happen again 
[...], you know when you find out that something has occurred, it …can be a bit 
demoralising sometimes, because you think my god, we didn’t achieve what we 
should have achieved there, erm… it stays with you. That mistake that you make 
it stays with you for the rest of your career, doesn’t it?’ (Louise, G3, T2). 

Some of the perceived barriers to speaking up counteracted the perceived benefits of 

speaking up (e.g., preventing harm) that were conducive to silent behaviours, thus putting 

patients and staff at risk of harm. These barriers related to the anticipated adverse outcomes 

that triggered immediate emotional or psychological reactions amongst some RNs. A common 

concern for Cara, Vicky, and Kerry (all belonging to group 1) was a fear of punishment and 

shame: 
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‘Some people are scared to speak up because they are worried about being 
sort of put back in a box  kind of thing and so a lot of staff don’t actually voice 
how they are feeling inside… the trouble is no-one likes to admit when they have 
made a mistake, and I think people get really, really worried,  And I think as well 
there is the shame of not wanting other people to know about it’  (Cara, G1, T2), 

and conflict in the working environment: 

‘I’ve noticed that, and I think sometimes people don’t report as much as they 
should because of being afraid what the other person will say…And we’ve had 
issues of people reporting others and the others being really upset about those 
people…And it’s all like, Oh! you do mistakes too, why are you reporting me? 
Do you think you’re perfect and you don’t do any mistakes? and you also do 
them, and they get very upset about it’ (Vicky, G1, T2). 

Vicky mentioned the hierarchical structure (G1, T2) in conjunction with the experience gap. 

This expression was accompanied by hierarchical status, where staff nurses reported 

incidents only. Yet, addressing the errors with the individual staff was in the remit of senior 

nurses: 

‘I don’t feel the responsibility of being the one saying to all the ward you’re doing 
this wrong, but I do feel seniors should do it. My job is reporting, I do my role 
which is reporting more than that I’m not going to do. I can’t do anything else; 
I’m not going to the staff and say you made a mistake because I don’t think 
that’s my job as a band five nurse’ (Vicky, G1, T2). 

 

5.2.7.2 The Power of Leadership 

All thirteen RNs consistently over time uncovered the impact and power of the workplace and 

organisational leadership. The ability of leaders to reward and connect with nurses fostered a 

positive safety culture where nurses felt safe and empowered to speak up. In contrast, leaders 

who were disconnected and punished nurses created a negative safety culture, resulting in 

nurses conforming to silence. Nurses felt punished and unsupported when ward and trust 

managers did not listen and failed to take action. In addition, the trust managers 

(organisational leadership) who were not visible, were disconnected from the realities of 

clinical practice, and driven by targets.  

5.2.7.2.1 Workplace Leadership  
 
Effective leadership from senior nurses who manage the ward environment notably influenced 

positive speaking up behaviours. They acted as effective role models that fostered an open 
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culture that rewarded nurses for speaking up safely through encouragement and support. 

Grace (G2, T1-T3), a ward manager, and those RNs in a non-ward manager role shared this 

view. From a personal perspective, Grace (G2, T2-T4) consistently positioned herself as an 

effective leader that was grounded by her positive attitude towards patient safety, her non-

punitive attitude towards incident reporting, and the power to connect with those she 

managed. Her positive leadership qualities provided a supportive environment that 

empowered nurses to speak up:  

‘In promoting safety… the massive barrier to safety is that people are scared to 
report. Every nurse on the ward I have told at one time or another, I don’t care 
what you have done wrong, I don’t care what it is, I will back you all the way, 
and we will investigate it together, and no nurse will be crucified on this ward’ 
(Grace, G2, T2). 

For the remaining 12 RNs who were not in a ward manager role, changes to how they 

perceived leadership in the workplace were noteworthy. Of importance was the impact of good 

and poor workplace leadership and its interconnectivity to speaking up or silent behaviours 

when errors occurred. In T2 and T3, Natalie (G1), Millie, Kate, Kay (G2), Maureen, Louise, 

and Ann (G3) shared similar views about the effectiveness of their workplace leadership and 

how it promoted a positive safety culture. They perceived that having a positive relationship 

with, and respect for their ward manager empowered nurses to speak up. In comparison, ward 

managers who were unapproachable and unsupportive imparted fear, shame, punitive 

responses to errors and conflict in the workplace. This created barriers to speaking up, and 

the reaction from Millie (G2, T2), and Natalie (G1, T2) implied that these behaviours compelled 

nurses to remain silent: 

‘We have got good managers […] they are quite easy to go to because they are 
quite open […], you don’t feel like it is the end of the world when you report 
anything. Whereas I can imagine if they were strict and old school, matrons, and 
ward sisters, [nurses] would be a bit more reluctant […]. They [her ward 
managers] are understanding, they don’t point the fingers, they don’t make you 
feel like it's the end of the world and you have done wrong. They give empathy 
as well; they comfort you as well as teaching you to see these things as a 
learning curve’ (Millie, G2, T2). 

Furthermore, Vicky, Kerry, and Cara, all from group 1, accepted that speaking up made no 

difference:  
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‘A lot of mistakes happen, yet my colleagues do not bother to report because 
they say nothing is done, and they just simply decide not to tell’ (Kerry, G1, T2). 
 

The ability of ward managers to disempower nurses created a negative safety culture that 

increased the probability of nurses remaining silent, which became habitual and complicit 

behaviour, thus compromising patient safety.  

5.2.7.2.2 Organisational Leadership  

Ineffective leadership within the ward environment was less discernible than organisational 

(trust) leadership. This was more apparent in T2, and consistent in T3, as the perceptions of 

workplace leadership provoked 12 RNs, who were all less gracious and more critical of 

organisational leadership (trust managers) and their commitment to patient safety. Firstly, the 

lack of communication and visibility of trust managers meant they were disconnected from the 

realities of day-to-day activities in the workplace environment. The RNs were less trusting, 

and consequently, they became disconnected from trust managers:  

‘I suppose my perceptions of trust managers is because they are not on the 
ward and they don’t do the day-to-day things, and you just think, well! you have 
not been on the ward, and you have not experienced what we experience…and 
it's like removed slightly, so then you feel that because they are removed, I am 
removed from what they are saying as well’ (Millie, G2, T2). 

 
The disconnect between trust managers and nurses was upsetting for three RNs when they 

raised concerns. Kay (G2, T2) indicated that nurses ‘can’t get their voice heard’, and Kerry 

(G1, T2), feeling frustrated and disheartened, believed that trust managers simply did not 

listen and did not act upon concerns raised:  

‘You have to come to work every day and fight the day-to-day… we are always 
fighting fire; we never try to prevent the fire from happening... So, I’m feeling 
very frustrated and devalued knowing that there are going to be some major 
safety issues…erm…not listened to really, and just being told, to get on with it’ 
(Kerry, G2, T2). 

Secondly, the remaining RNs across all groups expressed major concerns to their trust 

managers about inadequate staffing. As discussed in s5.2.6.3, insufficient staffing levels 

caused by organisational factors were a significant risk to patient safety. These factors were 

correlated with a lack of connectivity from trust managers in the working environment as they 
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did not understand the day-to-day activities and complexity of patient care and they were less 

compliant with safe staffing policies:  

‘They [trust managers] will happily perhaps take staff off you, even though you 
it leaves you below your ideal safe numbers…the policy is that there should be 
at least one nurse to ten patients, and in the past, we have worked with 1 to 14’ 
(Millie, G2, T2). 

More importantly, it was perceived that the trust managers were too absorbed within the target-

driven culture of the organisation. To avoid breaching national and organisational targets it 

was reported that trust managers' decisions and strategies to improve patient flow (e.g., 

increasing bed capacity, opening new wards, inappropriately moving patients from ward to 

ward, and discharging patients earlier) put additional strain on staff resources. This was a 

primary concern for four of the RNs as they feared for their career. These triggered emotive 

feelings of anger, frustration and powerless because their professional, legal, and moral 

commitments to provide safe care were threatened: 

‘They open it [new ward], fill it with patients, and then they have got no staff. So, 
then they have to pull staff from everywhere, and I have done a shift, I was 
moved to there once, and I had 11 patients, and I was the only member of staff 
on their… having to do everything, and, and I feared for my pin [NMC 
registration], that day I tell you!’ (Cara, G1, T2). 

 
The RNs believed that reporting incidents did not make a difference and remaining silent 

became normal practice. Louise, feeling angry and dismayed, captured this in the following 

quote:  

‘You just get used to the crap…yes, I do think that the way they move patients 
is disgusting; yes, I think the way they move staff is disgusting. I also know, after 
being here for so many years, that me moaning makes absolutely no 
difference…it doesn’t change how the Nurse Practitioners are at night when 
they are moving staff. It doesn’t change how {ward name} ships inappropriate 
patients over to you; it doesn’t change that there is a queue at the door in A and 
E (accident and emergency) … so, yes, I have become accustomed to it, 
acclimatised to it’ (Louise, G3, T2).  

 
For T2 and T3, the RNs conceptualised their professional duty of candour and its relationship 

to the individual, workplace, and organisational factors that either empowered them to speak 

up or disempowered them where remaining silent became habitual. Nevertheless, compared 

to T1, changes to their perceptions were notable in T2 and consistent in T3 only as they 
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explored the negative and positive factors that influenced these behaviours and the impact 

upon their current practice.  

 

As their perceptions of reporting practices decreased through the timepoints, their patient 

safety-related behaviours increased especially for those in groups 2 and 3 (as indicated in 

Table 5.7). As most of the RNs developed more knowledge of safety culture and the 

consequences of patient safety incidents, it promoted a remarkable change in their attitudes, 

skills, and behaviours towards preventing harm, and reporting concerns and incidents. In T4 

only, Cara, Vicky, and Kerry (G1) reported positive changes in their attitude and behaviour 

towards speaking up and reporting concerns which was provoked by reflecting on the 

questions during the semi-structured interviews. Equally, it empowered them to challenge 

nursing practice and motivate other staff to change their attitudes and behaviours towards 

reporting: 

‘I’ve, I’ve definitely grown more confidence in the last sixteen weeks, in being 
able to sort of have the conversations and say actually this is compromising 
patient safety so we need to talk about it. And it’s not about pointing the finger 
or anything it’s just about being constructive and trying to learn from it’ (Cara, 
G1, T4). 

The RNs in group 2 referenced the digital story and reflected on their discussions through the 

semi-structured interviews. However, compared to group 1, the changes in this group were 

more transparent. Kay (T2 to T4) became more assertiveness which increased her confidence 

to challenge poor practice. Grace (G2, T4) noted the power of senior leaders and their 

expectations to comply with their decisions, which she metaphorically referred to as ‘blue sky’. 

As a result of this, her resilience and confidence grew over time to a point where she 

challenged the status quo of trust management decisions when patient safety was comprised:  

‘I can be ‘blue sky, blue sky until the cows come home, but when it is 
compromising patient safety, there is no way…if I don’t do what I am telling all 
my staff to do, which is when you are worried about something, I want you to be 
screaming from the bloody rooftops, then you might as well throw in the towel. 
So, I found that this process of seeing you (laughs) and spewing out all my 
nightmare has helped me focus on that’ (Grace, G2, T4). 
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Finally, for group 3, only Louise (T4) referred to the emotiveness of the digital story and how 

this influenced a positive change in her behaviour to speak up:  

‘I wouldn’t want to be one of them that doesn’t raise when you should have 
raised it If it needs raising, I will rather raise it […] it was quite emotive [digital 
story], wasn’t it?’ 

In relation to preventing harm, five RNs reported changes to their attitudes and behaviours 

regarding patient safety systems, perceiving it as fundamental to safe patient care. Ivy (G2), 

Maureen (G3), and Louise (G3) were consistently more compliant and accurate when 

completing risk assessments (T2), which extended to teaching nursing staff the importance of 

this (T3 and T4):  

‘I am trying to do my best when I am completing my fall assessments, and I am 
trying to pass it to the nurse that it is really important […]. We have 
documentation, but sometimes the nurses are just ticking the boxes sometimes, 
so I am trying to explain to them […] to ask the patient if he is afraid of falling, 
or if he had any falls or anything like this’ (Maureen, G3, T3).  

For Louise (G2, T3), Kay (G2, T4), and Clare (G3, T4), their attitudes and behaviours towards 

record keeping had improved, as Louise stated:   

‘I’m quite a stickler anyway with paperwork anyway, but it, it does give me, erm, 
a little bit of…, of, ammo in terms of when I’m talking to some of the other staff 
that I saw this (digital story), and it stayed with me a little bit. When it comes to 
things like that [nursing documentation], I’m quite anal about things anyway, so 
still makes you more aware of your documentation’ (Louise, G3, T3). 

It was unclear what provoked this change, and it can be implicit in the digital story and the 

changing perceptions discussed above. It may be suggested that together, it could have 

inadvertently encouraged them to reflect upon their current practice and acknowledged how 

they were less compliant, accurate, and thorough than initially implied. 
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5.2.8 Group Experiential Theme Three: Professional Duty to Continuing Professional      
         Development   

The final GET, ‘Professional Duty to Continuing Professional Development’ (CPD), captured 

the perceptions of the RNs across the timepoints and its significance to safe, patient centred 

care. Their professional requirements to remain current, and up to date were directly 

influenced by undertaking CPD activities internally within the organisation rather than 

externally (e.g., Higher Education Institutes). Consequently, this GET was constructed from 

three subthemes: Organisational and workplace culture to CPD, organisational and workplace 

infrastructure to support CPD, and personal and professional accountability to CPD. 

Table 5.9 Total Number of Registered Nurses Contributing to GET Three:  
                 Professional Duty to Continuous Professional Development  

*Total number of RNs in each group for each timepoint/  
Contribution RNs - Safety Culture Perceptions  
Contribution of RNs - Impact/changes to patient safety-related behaviours  
 

5.2.8.1 The Organisational and Workplace Culture to CPD  

In T1, Cara, Natalie (G1), Kay (G2), and Clare (G3) similarly described the importance of CPD 

and its relationship to safe nursing practice. Their perceptions focused on the organisational 

accountability and commitment to continuous quality improvements when referring to CPD. 

Their perceptions of CPD, however, were limited to statutory and mandatory training 

 Group 1 Group 2 Group 3 

Subthemes  T1 

*4 

T2 

*4 

T3 

*4 

T4 

*4 

T1 

*5 

T2 

*5 

T3 

*5 

T4 

*5 

T1 

*4 

T2 

*3 

T3 

*4 

T4 

*4 

Organisational and 
Workplace Culture 
to CPD 

2 4 3 2 1 2 2 1 1 2 2 1 

0 0 0 0 0 0 0 0 0 0 0 0 

Organisational and 
Workplace 
Infrastructure to 
CPD  

0 4 3 0 1 3 0 0 0 0 2 0 

0 0 0 0 0 0 0 0 0 0 0 0 

Personal and 
Professional 
Accountability to 
CPD   

0 0 0 0 0 0 0 0 0 2 0 0 

0 2 0 4 0 3 3 3 0 2 4 4 
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requirements (e.g., Health and Safety at Work, Prevent, Manual Handling) and key clinical 

performance indicators (KPIs) (such as prevention and reduction of falls, pressure ulcers, 

acute kidney injury, sepsis, hospital-acquired infections, and mortality) as alluded to by Kay 

(G2, T1): 

‘We all need to know how to use the safety equipment, keeping up to date with 
the training and manual handling...Things like falls, risks, bedrails, anything that 
you know can put a patient at any harm, …and obviously like keeping up to date 
with all your training...to keep up with risk assessing, manual handling and that 
sort of thing. Keep up to date with policies, procedures and erm just looking on 
both sides, keeping myself safe, keeping colleagues safe’. 

 

Across T2 and T3, the interpretations of CPD from seven RNs consistently reflected the 

organisational culture toward CPD. The organisation's commitment and expectation of 

meeting these requirements were key motivators for nurses to engage with CPD, as indicated 

by Cara (G1, T3), who said that ‘mandatory training is a bare minimum, so all staff have to do 

that’. Cara, Vicky, Natalie (G1), Kay (G2), and Ann (G3) comparably praised the organisation 

for their commitment to CPD, as there were ‘a lot of training courses that are available for us 

[nurses]’ (Natalie, G1, T2) that was ‘ongoing all the time, manual handling, all sorts’ (Kay G2, 

T3). However, while this had a positive impact on patient safety practices, it was limited to 

subject-specific training as opposed to developing awareness, knowledge and understanding 

of safety culture. The organisational commitment to CPD was also extended to the 

employment of Nurse Educator and Quality Nurse roles and these were perceived positively 

as they supported the delivery of ongoing and regular CPD activities:  

‘Quality nurses coming into falls assessments training on the ward […] People 
[specialist nurses] come around and do new trainings and highlight things, even 
the pressure sores as well’ (Vicky G1, T3).  
 

 
Several channels of communication existed within the organisation to disseminate these 

activities and patient safety-related information, including email, posters on notice boards, 

bulletins, NHS Trust intranet, social media pages, and updates in ward meetings. Face-to-

face teaching from specialist nurses was available but this was limited compared to online 

resources. Electronic communication and online training delivery were discernibly considered 
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the preferred methods for the organisation. Yet, it was criticised the most by Cara, Vicky, 

Natalie, Kerry (G1), and Grace (G2), as it was not always efficient and successful for two main 

reasons. Firstly, the online courses related to statutory and mandatory training might be seen 

to increase accessibility and flexibility, but they were not congruent with individual learning 

styles. The oversight of the organisation to consider diversity and inclusivity of learning needs 

meant that the ability of nurses to engage with and learn from was not always guaranteed, as 

succinctly clarified by Grace (G3):   

‘Because we have to do it by a certain time and it’s on the computer, you read 
through it…yeah, yeah, yeah – do the quiz, done. I don’t really learn that way, 
that’s not really me. I mean yes, I can retain information from some PowerPoint 
slides for an hour and then go and do the quiz, that’s fine, but will I retain it 
afterwards? Not really – I just don’t learn that way’ (Grace, G3, T4). 

Kerry (G1, T2) agreed, and perceived it as a tick box exercise, as she candidly and cynically 

reported:  

‘I screenshot the pages (perhaps I shouldn’t say this), you answer a few 
questions at the end of it, and you pass, and you learn nothing from it... Oh! 
60% of the staff have got their fire training’ ticked!... I have just done my 
mandatory training (laughs), and now I couldn’t even tell you what elements I 
did on it really […], I can't say I have really learnt much from it’ (Kerry, G1, T2). 

Secondly, there was an expectation that nurses would regularly access emails and CPD 

activities, but this was not always possible due to lack of time:  

‘It [CPD activities} sent to people's emails…I can guarantee you that two thirds 
of the staff won't check their emails or have the time to go and do [training]. It's 
great to say, oh you can go on training from 2.00 – 4.00, but if your staff are 
pulled, you end up staying and you can't go on it. So, emails are useless’ (Cara, 
G1, T2). 

The value of the organisational culture, commitment, and expectation of nurses to access 

training was questionable as the RNs perceptions intertwined with the managerial and 

workplace infrastructure to support the uptake of CPD activities.  

5.2.8.2 The Organisational and Workplace Infrastructure to Support CPD 

In T2 and T3 only, the success or failure of nurses to engage in CPD depended on the 

organisational and workplace infrastructure and its interconnectivity with leadership and 

staffing resources. Nurses working in a clinical educator (CE) or clinical quality (CQ) roles 
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were viewed as instrumental in promoting safe nursing practice as they provided a learning 

culture that increased the uptake of nurses accessing face-to-face learning activities:  

‘They [clinical educators] are continuously trying to enhance the knowledge of 
the staff, so every week they give us a different handover [educational] ... They 
[clinical educators] will remind you [of training] even though you are only doing 
three days a week, at least you don’t miss out’ (Kate, G2, T2).  

Interestingly, not all wards were fortunate to have these roles as mentioned above, and 

consequently, nurses were reliant upon their ward manager. For Kay (G2, T2), Kate (G2, T2), 

Ivy (G2, T2), and Vicky (G1, T3), the motivation of, and the effectiveness of their ward manager 

leadership encouraged nurses to engage with CPD activities:  

‘We [nursing staff] are quite up to date with everything […]. They [ward 
managers] help more with our training. They send us emails about updating our 
training, and they give us information if there is any training going around and 
some ward training as well – like falls prevention and things like that’ (Ivy, G2, 
T2). 

Despite the support from ward managers, the uptake of accessing emails and attending CPD 

activities was problematic because nurses did not have time for either. Inadequate staffing 

levels was the most discernible factor, as nurses could not create space to access and attend 

CPD activities for fear of putting patients at risk. Therefore, their professional obligation to stay 

current and fulfil their duty of care compelled them to choose between taking care of patients 

or participating in CPD activities. In T3, it was undisputable for Cara, Natalie, and Kerry (all 

belonging to Group 1), who prioritised the safety of patient care. Feeling repeatedly 

dissatisfied with the lack of organisational and workplace infrastructure to support CPD, Cara 

(G1) annoyingly stated:  

‘We [nurses] were asked to go to a drop-in session for the new NEWS2 charts, 
but I couldn’t go because there was no one to cover me […] they’re [ward 
managers] quite happy to put on all these sessions but most of the time we can’t 
go, because they’re [nurses]  all quite busy […]so, it looks on paper like they’re 
doing loads, but the reality is that most staff can’t take the time off to go to them’ 
(Cara, G1, T3). 

 
These findings have shown that the RNs neglected to associate CPD with safety culture, as 

the connection to keeping up to date and safe nursing care was undoubtedly confined to 

statutory and mandatory training. Furthermore, the communication, promotion, and delivery 
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of these activities were ineffective and inefficient. The lack of uptake and engagement with 

CPD meant that the RNs were unable to keep up to date which had implications for safe 

patient care. Therefore, it came as no surprise that they did not prioritise their personal and 

professional responsibility to CPD during the interviews. It was not until they were questioned 

about the impact of the intervention that they confirmed positive changes in their knowledge 

of safety culture and their patient safety related behaviours. 

5.6.8.3 Personal and Professional Accountability to CPD  

In T1, when asked about their perceptions of safety culture, seven RNs were unfamiliar with 

this phrase. The use of long pauses, erm’s and hmm before responding to the question and 

also followed by 'oh, you have put me on the spot’ (Ann, G3, T1), ’oh, what a question’ (Grace, 

G2, T1), and ‘I have never heard of the phrase safety culture before’ (Cara, G1, T1), confirmed 

their lack of understanding of this concept. The RNs were more familiar with patient safety, as 

expressed by Vicky (G1, T1), who said: 

‘I have never thought much about the term safety culture, I have to admit, erm, 
I thought more about patient safety ‘(Vicky G1, T1).  

However, they were unaware of the different connotations of each term, as safety culture was 

repeatedly used interchangeably with patient safety throughout the timepoints.  

Interestingly, the lack of understanding of safety culture in T1, prompted twelve RNs to 

recognise their personal and professional limitations regarding this concept. When asked what 

their expectations were, some expressed they would like to understand the meaning of safety 

culture (Cara, G1, Natalie, G1) or to improve their knowledge of safety culture (Vicky, G1, 

Natalie G1, Kate G2). The remaining RNs wanted to develop their understanding of other 

safety aspects (Millie, G2, Clare, G3, Louise, G3, Ann G3), and some wanted to improve 

patient care by sharing their experience of being in the study with their colleagues (Louise, 

G3, Grace, G2). As the RNs progressed through the timepoints, changes to their knowledge, 

skills, and behaviours regarding safety culture were unequivocally related to this study when 

compared to the organisational CPD activities. 
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For group 1, all RNs had increased their awareness of safety culture and the broader 

concepts. However, Cara and Kerry (G1) specifically reported that discussions from the semi-

structured interviews were thought-provoking, which led to positive changes for them. For 

Kerry (G1, T2), she reported a positive change in her behaviour relating to her accountability 

when accessing and attending CPD activities:   

‘Having reflected upon it (laughs) it's not until you actually stop and think about 
it […], it has made me realise I need to do a bit more …and highlighted that 
actually it is no excuse saying that somebody doesn’t tell you that there is new 
Sepsis thingy out, I need to make that happen’ (Kerry G1, T2). 

Cara (G1, T2) held a distinct perspective, acknowledging the crucial role of education in 

enhancing patient safety. She believed that it was within her role to foster learning and 

development for junior nurses:  

‘The junior staff aren’t asking the questions, so it’s about making sure that they 
are up to date and are aware of different terminologies […] so it’s about nurse 
education, to be able to provide safe patient care, to be able to promote an 
environment where patients feel safe and are being treated safely because the 
staff have the knowledge to be able to provide the safe care’ (Cara, G1, T2). 

Although their perceptions represented some changes to their behaviours, any shift in patient 

safety-related behaviours was not implicit compared to those in groups 2 and 3. The RNs in 

these groups reported explicit changes in their safety culture perceptions that had led to 

corresponding changes in their patient safety related behaviours, all of which were associated 

with the digital story.  

The digital story evoked emotional responses that made it memorable, realistic, and an 

unforgettable experience as Grace (G2, T2) said: ‘It [the digital story] puts an emotional tag 

on it, and you remember it’. Furthermore, it had a positive influence on patient safety-related 

behaviours, as Kay (G2, T2) resonated with the digital story when managing a patient who 

had fallen out of bed:  

‘Everybody noticed he [the patient] was on the floor, instinct is to get them up, 
but no, we couldn’t get him up […] he was in a funny position on the floor. I said, 
no, get somebody here first, and then we will move him …and that was what I 
did’ (Kay, G2, T2). 
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In T3 and T4, from an individual perspective, Kay (G2), Ivy (G2), Louise (G3), Clare (G3), and 

Ann (G3) had accessed other digital stories to further enhance their knowledge, skills, and 

behaviours. Some RNs used their emotional experience to acknowledge the added value of 

using a digital story as a learning tool to ‘get people inspired’ (Louise, G3, T2) and shared with 

their colleagues to promote learning as it encouraged nurses to engage in a reflective 

conversation:  

‘We were all thinking, God, I can’t believe that happened! And yeah it, it does 
make you think, doesn’t it? So, we talked about it […] some people were like, 
oh that was bad! and then other people were like, why would they move them?’  
And then, we were just chatting away, and they were saying it was a bit sad 
really – a catalogue of errors’ (Clare, G3, T4). 

There was also a sense of empowerment in challenging the status quo of the organisation 

and workplace culture towards CPD. Their increased knowledge of safety culture and changes 

to their patient safety related behaviours provoked some of the RNs to propose various ways 

where they could implement digital stories in their workplace. This was perceived as a positive 

step towards promoting a positive learning culture in the workplace and the organisation. For 

Millie (G2, T2), she suggested using the digital story and reflection in the ward team meetings 

to replace the ‘bog-standard agenda’. In contrast, all the RNs in Group 3 suggested alternative 

approaches, such as using digital stories in weekly handovers,  

’Yeah, I think it’s a good thing to think about. Joanne [name changed], our 
Clinical Educator, does a weekly handover on a certain subject, and it might like 
to be a good idea if we could have something where we could have a screen, 
and people watch a bit more. It’s made me perhaps think, actually, you know, 
we perhaps could train and educate our staff more’ (Ann, G3, T4). 

preceptorship and student handbooks: 

‘Going forward, when I’m talking to students, I could use the story as an example 
for improving safety and all the attitudes of staff towards safety?’ (Clare, G3, 
T4).  

Maureen (G3, T4), on the other hand, took up the Falls Champion role where she worked. 

This was a significant transformation for her career progression and her personal and 

professional development, which was influenced by the digital story.  
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5.2.8 Summary of Qualitative Findings  

The qualitative findings within this section were structured in the following three GETs:  

Professional Duty of Care, Professional Duty of Candour, and Professional Duty to CPD. The 

overarching principle from the data was how the RNs upheld their legal, ethical, and 

professional principles, standards, and values that enshrined their professionalism in keeping 

patients safe. However, it was clear that external factors relating to communication and 

teamwork, staffing problems, ward and organisational leadership negatively affected patient 

safety that compromised their professional duty to keep patients free from harm. Evaluating 

whether the digital story affected their knowledge and understanding of safety culture, the data 

suggests that perceptions of safety culture have changed, but there were similarities and 

differences across the groups. As previously stated, Appendices 5.2, 5.4, and 5.6 summarised 

these changes across the timepoints for each GET and associated subthemes. The reported 

changes in safety culture perceptions could be attributed to the digital story or to the questions 

asked during the interviews because they inspired the RNs to reflect upon their responses to 

the questions in the SAQ. Therefore, it could have increased their knowledge of safety culture 

concepts and its relationship to patient safety related behaviours.  

Many RNs reported changes or improvements in their patient-safety related behaviours and 

their application to practice suggesting that this was directly related to the digital story (as 

illustrated in Appendices 5.3, 5.5, and 5.7). There were only minor differences and similarities 

between groups 2 and 3, and the plausible explanation is that the RNs in group 2 

spontaneously reflected upon the content of the digital story at the end of viewing it. 

Remarkably, they changed how they delivered patient care, improved their speaking up 

behaviours and increased accountability and responsibility for their own personal and 

professional development. The external factors, such as those associated with the working 

environment, such as inadequate staffing levels, teamwork, and the ward and organisational 

leadership, were factors they perceived as out of their control to improve.  
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5.3 Summary of Chapter  

This chapter has presented the quantitative and qualitative study findings. The quantitative 

results showed how a large group of RNs felt about safety culture at four different times, using 

the seven domains in the SAQ survey. There is always a risk of response bias when using 

surveys, as there is a tendency to under-report or over-report (Latkin, 2017). Therefore, the 

findings may not be genuine opinions of the RNs' safety culture and can affect the validity of 

the findings. In addition, the quantitative findings represent a surface level of safety culture 

where their perceptions of the domains were positive or negative. The qualitative results 

showed the outcomes of a small group of RNs at four different times and included ideas about 

safety culture that are linked to the SAQ domains. Since this study is qualitatively dominant, 

these concepts were incorporated and presented in three group experiential themes and 

subthemes to comprehensively understand the RNs' safety culture perceptions and patient 

safety-related behaviours. This was an essential part of the study, to determine whether 

changes resulted from their workplace and organisational culture or the impact of the digital 

story. 

Overall, the findings showed that safety culture is a complex phenomenon incorporating 

different facets to promote a positive or negative safety culture. The value of using the mixed 

methods approach in this study is that the qualitative findings supported and complemented 

the quantitative findings and added value and depth. As indicated in the summary of the 

quantitative findings, the RNs' perceptions of the domains were positive or negative based on 

their responses to the item questions. In the qualitative findings, a common theme of the RNs' 

perceptions of safety culture reflected their professionalism and professional values. 

Therefore, the qualitative finding provided a comprehensive understanding of safety culture 

from their lived experience, which gave an in-depth understanding of a range of factors that 

positively or negatively impacted safety culture. This also included the implications for patient 

care and the professional status of the RNs. 
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As discussed in Chapter 3 (s3.3.3), the strength of using mixed methods was facilitated by 

integrating the two data sets to address the methodological weaknesses and overcoming bias 

when using a single process. The quantitative and qualitative findings are triangulated and 

presented in the following chapter, to provide a comprehensive and synthesised discussion of 

the findings. Figure 6.1 illustrates how the two data sets were merged.  
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CHAPTER 6: DISCUSSION 
_________________________________________________________________________________ 

6.1 Introduction  
 
This chapter aims to provide a comprehensive and synthesised discussion of the findings 

while situating them within the broader body of evidence. The studies discussed within the 

Background Chapter (Chapter 1) and Literature Review Chapter (Chapter 2), as well as the 

relevant broader literature, will be drawn upon to identify and highlight the differences and 

similarities between the findings within the current evidence to establish the significance and 

original contributions to knowledge that has emerged from this study. 

The present study is original in examining the RNs' perceptions of safety culture and patient 

safety-related behaviours when using a digital story with a mixed methods explanatory 

sequential design. Concerning safety culture perceptions, previous studies have primarily 

used quantitative safety attitude surveys at one point. Still, none of these have used mixed 

methods or measured changes or stability of safety culture perceptions over time. 

Furthermore, some studies have used interventions to improve safety culture, however there 

were no studies that used a digital story. Previous studies that use digital stories or digital 

storytelling are primarily qualitative in the context of pre-registration nurse education and 

health promotion. None of the studies have explored the impact of these interventions 

concerning safety culture or patient safety. A few studies have used quantitative and 

qualitative methods using a pre-intervention and post-intervention design but do not merge 

the two data sets in the final interpretation of the findings.  

Three group experiential themes (GETs) were identified in the qualitative study: Professional 

Duty of Care, Professional Duty of Candour, and Professional Duty to Continuing Professional 

Development, and these themes will be used to structure this chapter. To ensure that the 

evidence is comprehensive, the quantitative and qualitative findings must be merged in the 

final interpretative stage (Cresswell, 2015; Creswell and Cresswell, 2018; Plano-Clarke, 

2011). Also referred to as triangulation, this helps to overcome bias, increases the depth of 
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understanding (Kinn and Curzio, 2005; Murphy and Dingwall, 2003), and enhances the 

strengths and limitations of each method to provide reliable, valid, and trustworthy findings. 

This chapter will therefore triangulate the two data sets by merging the qualitative and 

quantitative findings relating to two of the GETs: Professional Duty of Care and Professional 

Duty of Candour to provide a comprehensive discussion of the RNs' safety culture 

perceptions. Figure 6.1 illustrates the structure of this chapter and how the two data sets were 

merged into the final interpretation.  
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Figure 6.1 Structure of the Chapter and Merging of the Two Data Sets 
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The chapter will start by addressing objective one for the qualitative study, which was to 

understand how the RNs interpreted safety culture at the pre-intervention phase (T1). The 

qualitative findings revealed a strong connection between safety culture, professionalism, and 

the professional values relating to preventing harm which was consistent throughout the 

GETs. The subsequent themes and subthemes (Figure 6.1) will address the remaining 

objectives. However, the subthemes should be seen as important, interconnected elements 

with some overlap rather than separate issues. For example, staffing issues and the impact 

on the working environment, teamwork, job satisfaction, and stress. 

Each theme within this chapter begins with a summary of this study's findings. The meaning 

and importance of the findings will follow, as well as where they fit with the broader literature. 

This will identify and highlight the differences and similarities between the findings and current 

evidence. Where appropriate, each theme will conclude with its clinical relevance to practice. 

The strengths and limitations of this study, the significance and original contributions to new 

knowledge that emerged from this study, recommendations for future research, policy, 

practice, and education, and reflections of the researcher are separate from the discussion 

and can be found in Chapter 7.  

6.2 Professionalism and Professional Values  

In this qualitative study, the first objective was to explore how the RNs understood and 

interpretated safety culture at the pre-intervention stage (T1). This would establish any post-

intervention changes to safety culture perceptions and patient safety-related behaviours. 

When the RNs were asked what they understood about safety culture, they were uncertain 

and found it challenging to articulate what this meant to them. Long pauses, punctuated by 

'erm’, conveyed this doubt, with some RNs expressing they felt put on the spot, while others 

found the question challenging. Not familiar with the term, they often used it interchangeably 

with patient safety, that reflected their legal, ethical, and professional duty to do no harm. 

These findings were consistent with the literature from well-known international healthcare 
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organisations and the seminal work of established authors (e.g., IOM, 2001; Vincent, 2006; 

WHO, 2009), who defined patient safety as preventing harm. The literature in Chapters 1 and 

2 offered several meanings to describe patient safety, safety culture, and safety climate, which 

illustrated the inconsistencies of the definitions. As a result, the terms are often used 

interchangeably due to the various abstract interpretations and similarities in their definitions.  

The RNs described patient safety as being at the forefront of patient care to ensure patients 

were safe and free from harm. Leger and Phillips (2017) reported similar findings in their 

grounded theory study. The study explored the perceptions of 13 bedside RNs regarding 

patient safety in an adult acute care hospital. Their results showed the nurses held a ‘deep-

seated’ sense of duty to their patients and their obligation to prevent harm by encompassing 

the ‘do no harm’ aspect of patient care (Leger and Phillips, 2017, p667). The qualitative 

findings in this study concur that the ‘do no harm’ principle of keeping patients safe was an 

aspect of patient care that was strongly influenced and underpinned by their professionalism 

and professional values. Hallam (2000) and Summers and Summers (2015) suggest that this 

represents nurses as caring and altruistic. These findings were not surprising but noteworthy 

as the theoretical underpinning of the nursing profession is underpinned by the core values of 

caring and compassion (NMC, 2018; Sharp, 2018) to ensure patients are at the heart of 

everything they do. Hughes (2013) suggests that nurses are recognised for their patient-

centred care based on these core values, which is a key motive for people entering the nursing 

profession. This was reflected in the qualitative findings in this study (T1), as the RNs reported 

that they loved their jobs and did not go to work to cause harm. One RN referred to nursing 

as their vocation, citing the reward they receive from caring for patients as their primary reason 

for entering the profession.  

Many studies have explored nurses' and student nurses' motives for entering the profession. 

The findings of these studies consistently report that the primary reason for entering the 

profession was the desire to care for and help others (Jirwe and Redman, 2012; Kallio et al., 

2022), a vocation (Kallio et al., 2022; Ziedelis, 2019), and to make a difference (McLaughlin 
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et al. 2010; Miers et al., 2007). The findings in these studies support the long-held stereotype 

that nursing is a caring profession (Williams et al., 2009). Eley et al.'s (2012) mixed methods 

study concurs, revealing that both registered and student nurses demonstrated empathy and 

a caring nature, made personal sacrifices, and prioritised others over themselves. These 

altruistic values are intrinsic to nursing care practice and are critical indicators of quality 

healthcare (Sharp, 2018). Dupree et al. (2011) and Schmidt and McArthur (2018) agree that 

professionalism and altruistic values are necessary elements of safety culture and safe patient 

care because they reflect the quality and standards of nursing care. These viewpoints were 

reflected in the qualitative findings, as the RNs held strong perceptions of their professional 

and altruistic values towards their duty of care to keep patients safe. This was portrayed as 

caring for and putting the patients first, treating them with dignity and respect, treating them 

as family members, and fundamentally preventing harm.  

In comparison, other studies have described attributes associated with altruism (Cao, 2023) 

or measured altruistic behaviour (Abrahamsen, 2015). Cao et al.’s (2023) concept analysis 

concluded that professionalism is multidimensional, dynamic, and culture-orientated, 

manifested by the knowledge, attitudes, and behaviours underpinning successful clinical 

practice and safe patient care. However, the literature relating professionalism and altruism to 

patient safety or safety culture is sparse. Further research is necessary to understand their 

crucial role in ensuring safe patient care. To add to the body of research on safety culture, 

patient safety, and behaviours related to patient safety, it would be helpful to explore why and 

how professionalism, professional and altruistic values are connected to these concepts. This 

may also identify issues that require further development to promote a positive safety culture 

and safe patient care.  

The pre-intervention phase of this qualitative study provided the first understanding of how the 

RNs interpreted and understood safety culture to be patient safety, which offers a unique 

perspective. Interestingly, the RNs initial perceptions of patient safety provided a simplistic 
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and descriptive understanding of professionalism and altruistic values. However, these 

concepts were deeply rooted within their professional duty of care, professional duty of 

candour, and professional duty to CPD.  

6.3 Professional Duty of Care 

In T1, the RNs in the qualitative study endorsed the principles of the nursing profession laid 

out by the NMC (2018, p17), which requires registrants to ‘be aware of, and reduce as far as 

possible, any potential for harm associated with your practice’. As previously mentioned, 

applying the RNs' professional values around the centrality of patient care was viewed as an 

indicator of keeping patients safe. Therefore, their duty of care lay at the heart of their nursing 

practice because safe patient care and keeping patients safe was considered a priority. 

Remarkably, the findings from T1 indicated that their perceptions of safety culture and patient 

safety were parallel to their day-to-day nursing care activities as part of their professional and 

clinical roles. However, the relationship to safe patient care varied as some RNs perceived 

this as completing nursing tasks such as administering medications, recording vital signs, and 

performing patient assessments. Others perceived it as patient assessment, patient 

discharge, or compliance with patient safety measures such as risk assessments, policies, 

and procedures (e.g., falls, pressure ulcers, sepsis, and knowing what to do in an emergency). 

Adhering to patient safety measures may be explained using patient safety outcome indicators 

designed to measure the healthcare organisations' frequency, severity, and measurable harm 

(Tokareva and Romano, 2023). For nursing in acute care settings, five common hospital 

incidents (falls, pressure ulcers, venous thromboembolism (DVT), healthcare-associated 

infection (HCAI), and medication errors) that cause harm (DH, 2012) are incorporated into the 

NHS Safety Thermometer. Not only are they the measure of the organisational commitment 

to patient safety, but they can also pinpoint changes to a patient’s physical health status that 

nursing care can directly affect.  
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The qualitative findings were interesting, as the RNs did not explicitly explain why they 

perceived these actions as part of safe care, and the different interpretations of patient care 

delivery were inconsistent with the core values of patient-centred care (PCC) as defined in the 

literature. One of the earlier definitions by the IOM (2001 p6), defined PCC as the ‘provision 

of respectful care in response to patients’ preferences, needs, and values’. Similar definitions 

by distinguished authors (e.g., Kitson et al., 2013; McCormack and McCance, 2006; Mead 

and Bower, 2000, 2002) capture these core elements. Based on these meanings, PCC should 

encompass an understanding of the patient’s needs, involving the patient as a person, the 

patient-healthcare professional relationship, and the coordination of care across the 

healthcare system (Langberg et al., 2019). Therefore, empathy, respect, values and beliefs, 

communication, and shared decision-making are some of the most important values for the 

patient experience and delivery of PCC (Hákansson Eklund et al., 2019). While the RNs 

captured some of these elements described by Hákansson Eklund et al. (2019), their 

approach to patient care differed. Some adopted a holistic approach to patient care by being 

sensitive to the patient's physical, social, religious, and cultural beliefs. In comparison, some 

of the RNs had a narrow perspective as PCC was perceived as a series of routine nursing 

tasks associated with the patient’s physical condition (such as administering medicine and 

completing vital signs). 

A lack of a clear definition of PCC may justify the differences in their approach to patient-

centred care. The publication of the IOM’s (2001) ‘Crossing the Quality Chasm’ report, defined 

quality in the health system as the ‘provision of safe, timely, effective, efficient, and equitable 

patient-centred care’ (IOM, 2001, p4). Since then, the concept of patient-centred care has 

been extensively explored (Langberg et al., 2019; Mead and Bower, 2000, 2002) and has 

been the centre of debate in the literature for over two decades, with definitions, frameworks, 

and nomenclature of PCC continuing to evolve (Janerka et al., 2023). Despite their different 

and brief interpretations of PCC, the qualitative findings (T1) implied that the RNs were 

committed to keeping patients safe. However, facilitators of PCC are dependent on 
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management and organisational support (Berwick, 2013), as they are influential in creating a 

positive safety culture, emphasised by a positive working environment, effective teamwork, 

and communication (Sammer et al., 2010). In comparison, ineffective management and 

organisational support can create a negative safety culture and promote poor teamwork and 

communication, which negatively impacts patient care (Sammer et al., 2010). The quantitative 

findings in this study described and measured the RNs' perceptions of the working 

environment, teamwork, and communication. When merged with the qualitative findings (T2 

to T4), the RNs explored and explained the impact of these factors and how they hindered 

their duty of care to keep patients safe.  

6.3.1 Working Environment  

At the start of the quantitative study (T1), the findings showed a positive working environment 

perceived by 65 (65%) RNs who observed that the trust supported the training of 

inexperienced staff and that adequate resources were available to support decision-making. 

However, these factors were not associated with their working environment in the qualitative 

study. Four RNs described how communicating (verbal and written) with each other promoted 

safe care in their working environment. From T2 to T4, the quantitative findings indicated a 

change in their working environment as their perceptions started to decline. Only 29 (53%) 

RNs in T2 and 47 (54%) RNs in T4 reported positive perceptions compared to T1. These 

findings were consistent with the qualitative findings as the RNs had mixed perceptions about 

their working environment. Their perceptions were meaningful as they explored the factors 

that influenced the working environment and the impact on nurse and patient outcomes.  

In T2, the qualitative findings were consistent with the quantitative findings, and the collective 

perspectives from the RNs in groups 1 and 2 were negative, indicating that not all are working 

in a positive environment. The findings were meaningful because they caused tensions 

between providing holistic PCC versus a task approach to patient care. In most situations, the 

RNs adopted a task approach as a result of the negative working environment, candidly 

reporting that patient care was frequently delayed or missed. This has serious implications for 
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the RNs as it poses significant patient safety risks and resonates with the extensive research 

(e.g., Ball et al., 2014; Ball et al., 2016; Griffiths et al., 2014, 2018; Jones et al., 2015, 2020), 

relating to delayed and missed nursing care and the increased risk of patient harm. This 

suggests that it is a growing problem and correlates with a weak safety climate (Ball et al., 

2014; Labrague, 2022). The evidence has shown that nurses working in a negative working 

environment were more likely to have increased rates of AEs. Consequently, these AEs lead 

to a wide range of severe and undesirable patient outcomes and a significant precursor of 

missed nursing care (Lake et al., 2020; Mandal et al., 2020; Stalpers et al., 2015; Zhao et al., 

2020). In T2 to T3, the qualitative findings indicated that their perceptions of the working 

environment were positively or negatively affected by teamwork and communication and 

inadequate staffing levels.  

6.3.1.1 Teamwork and Communication 

In T1, the quantitative findings revealed that 88% (89) of RNs had positive perceptions of 

teamwork, indicating that the nurses and doctors worked well as a coordinated team. In 

addition, they felt supported in their working environment as they could ask questions or speak 

up about patient problems, knowing they would be resolved appropriately. Communication 

and collaboration were also perceived positively by 66% (64) of RNs, but less positively than 

teamwork. For the qualitative study (T1), all RNs interpreted their duty to keep patients safe 

fundamentally through teamwork and communication, but they did not elaborate further.  

Interestingly, the quantitative findings in this study found that teamwork climate consistently 

had the highest scoring dimension across the timepoints. Most of the studies in the systematic 

literature review (Chapter 2, s2.1) concur as teamwork was the most important factor (PRR 

>75%), for a safe and supportive workplace (AbulAlRub and Alijah, 2014; Almutairi et al., 

2013; Alquwez et al., 2018; Ammouri et al., 2014; Aydemir and Koç, 2023; Hong and Li, 2017; 

Olsson et al., 2016; Rawas and Hashish, 2023; Wang et al., 2014; Zabin et al., 2022). A 

limitation of these studies is that the findings only reflect one point in time. Unlike this study, 



 

 278 

they do not measure the stability or changes that can occur over time, therefore, the 

quantitative findings in this study are of relevance. In T1, 89% of RNs held positive perceptions 

of teamwork, which steadily declined over time to 44% (T2) and 66% (T3 and T4), which 

correlated with the change in perceptions of their working environment. The RNs' perceptions 

in the qualitative results, on the other hand, were different from the SAQ descriptions (items) 

of these domains. 

From T2 to T4, the qualitative findings indicated that teamwork and communication were 

interrelated concepts that positively or negatively affected the working environment. 

Compared to the quantitative findings in T2, the qualitative findings for teamwork and 

communication were negative for those in groups 1 and 2 (T2), as they explored the 

challenges that affected their working environment. The findings indicated that the day-to-day 

challenges of poor teamwork led to low morale within the teams. In addition, poor 

communication was often found to be the cause of delays or omissions in patient care, which 

often compromised patient safety. Typical reasons included nurses gossiping and arguing in 

front of patients, team members not doing their fair share of the workload, negative attitudes 

of other staff, and poor communication between doctors and nurses. In contrast, these 

reasons were not consistent with the quantitative findings for communication and 

collaboration. Based on the item descriptions for this domain, the findings showed that the 

RNs were positive across the timepoints. This indicated that the RNs perceived that the quality 

of communication and collaboration between doctors, nurses, and pharmacists were 

adequate, and that delays in patient care were uncommon. This corresponded with the 

qualitative findings in T3 for the RNs in group 3. However, when scoring the SAQ survey, this 

domain is not typically reported in previous and current studies, which is a limitation of this 

survey. Accordingly, there were no studies using the SAQ survey to compare the findings from 

this quantitative study. Communication with hospital handoffs (handover of patient care) and 

patient care transitions during and after shift changes are explored in studies using the 
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HOSPSC survey. Nonetheless, these questions are different from the SAQ items, and it is 

unreasonable to compare to studies that have measured communication using the HOSPSC.  

A summary of how RNs viewed safety culture and how their perceptions changed from T2-T4 

is shown in Appendices 5.2 and 5.3 and shows the similarities and dissimilarities between the 

groups. Considering that all groups equally explored and evaluated the safety culture 

concepts, the qualitative findings implied that their negative perceptions of the working 

environment were influenced by their perceptions of a poor teamwork climate. Therefore, this 

was considered a change from T1 and further supported by the steady decline in the teamwork 

climate and working environment domains in the quantitative findings. However, some RNs in 

groups 2 and 3 experienced a shift from positive perceptions relating to communication and 

collaboration to negative ones, a change that contradicted the quantitative findings. They 

perceived that communicating with doctors was often poor which frequently caused anxiety 

among some of the RNs as patient care was often delayed.  

For almost two decades, effective teamwork in healthcare has been recognised as an 

essential ingredient of the patient safety movement and crucial for providing safe patient care 

(IOM, 2000; Mitchell et al., 2012; WHO, 2009, 2017). The primary foundation of nursing 

professionalism is to promote patient safety by working collaboratively and communicating 

with patients, other nurses, and members of the multidisciplinary teams. Falcone et al. (2021, 

p7) argued that patient safety can be transformed by an approach that:  

‘Emphasises understanding, integration, engagement, and accountability for 
safety by each team member for every patient, every time, every day’. 

From a professional perspective, the NMC (2018, p11) stipulates that for nurses to practice 

effectively, they ‘must communicate clearly and work cooperatively to preserve the safety of 

those receiving care’. Nurses deliver better patient care only when they experience an efficient 

workflow through effective teamwork and communication (Ma et al., 2015). Conversely, 

communication should also include patients so that they can merge their observations, 

expertise, and decision-making responsibilities to optimise patient care (WHO, 2014). 
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Nevertheless, Swartz and Abbot (2007, p182) stated that nurses do not get to know the 

patients and sometimes refer to patients by a ‘disease process, such as the open heart in 

room four or the woman with the gangrenous foot’. This statement partially resonates with the 

findings in the qualitative study, as communication with patients was not initially considered 

(T1). Some RNs referred to the medical approach to care, meaning that they treated the 

patient’s illness by adopting a task-based approach in preference to treating the patient 

holistically using PCC. However, the NMC (2018, p10) states that to practice safely, nurses 

must:   

‘Use a range of verbal and non-verbal communication methods, and consider 
cultural sensitivities, to understand better and respond to people’s personal and 
health needs’ (Standard 7.4, p10). 

In T4, it was noteworthy to find positive changes in the RN's knowledge, skills, and behaviours 

when communicating and interacting with patients. Only one of the RNs in group 1 (T4) 

reported a positive change in communicating with patients that was directly influenced by the 

discussions during the semi-structured interviews. In contrast, the RNs in groups 2 and 3 

reported that the digital story influenced their changes as it focused on healthcare 

professionals' lack of communication and failure to listen to the patient's sister. Consequently, 

the RNs in groups 2 and 3 directly referred to the digital story as they discussed and reflected 

on past and present clinical incidents.  

The qualitative findings revealed that the RNs communication skills had improved as they took 

more time to listen, interact, and involve patients, which had positive outcomes for patient 

care. A qualitative study by Swartz and Abbot (2007) was one of two studies that relate to the 

qualitative findings of this study. Swartz and Abbot (2007) used a patient digital story to 

educate student nurses on delivering holistic patient care. They concluded that listening to the 

patient's spoken and hidden concerns allowed the students to understand what the illness 

meant to the patient. Furthermore, the student nurses learnt about the patient's values and 

beliefs, enabling them to provide quality care (Swartz and Abbot 2007). In a qualitative study 

by Waugh and Donaldson (2016) with pre-registration nurses, they used a patient digital story 
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in the context of learning about compassionate care. The findings concluded that the student 

nurses could recognise and critically discuss the elements of compassion, which included 

PCC and communicating with patients and their relatives.  

6.3.1.2 Staffing Resources 
 
Issues with inadequate staffing levels also impacted the working environment and the capacity 

to work as a team. In the SAQ survey, staffing resources is an item within the perceptions of 

the management domain and the quantitative findings in this study concluded that it was a 

significant problem across the organisation. These findings are consistent with other studies 

using the HOSPSC survey, where the staffing resources is a separate dimension. The 

conclusions of these studies found that safety culture was compromised because there was 

not enough staff to handle the workload (AbulAlRub and Alhijaa, 2014; Alquwez et al., 2018; 

Ammouri et al., 2015; Armellino et al., 2010; Ballungrud et al., 2012; Cho and Choi, 2018; 

Kakeman et al., 2021; Rawas and Hashish, 2023; Wang et al., 2014; Zabin et al., 2022). This 

is further supported by the qualitative findings in this study, in which the RNs provide 

meaningful experiences of how this impacted on patient and nurse outcomes. 

Initially, the RNs did not associate staffing levels with safety culture until T2 to T4. Due to the 

complexity of patient care in acute medical units, the RNs consistently and negatively alleged 

that there was not enough staff to meet the rising service needs, the increased patient 

dependency levels, and patient acuity. Based on the RNs' firsthand experiences, these 

external pressures increasingly put a strain on the current nursing workforce. Consequently, 

it was reported by the RNs that patients were at risk of harm because they could not do 

everything required for each patient. This raised concerns with the RNs, as the number of 

AEs, related to medication errors, and missed and delayed nursing care had increased 

causing them to fear for their nursing registration. Similar findings were found in the studies 

exploring missed nursing care, which concluded that low nurse staffing levels were directly 

linked to missed and delayed care, as well as more patient harm (Aiken et al., 2014; 
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Ausserhofer et al., 2014; Ball et al., 2014; Chiang et al., 2017; Griffiths et al., 2018; Kalisch et 

al., 2011; Lake et al., 2020; Mandal et al., 2020). Furthermore, in a large retrospective study 

by Ball et al. (2018), the findings revealed a correlation between low staffing levels, missed 

nursing care, and increased mortality rates. 

Despite these external factors, some RNs in this qualitative study reported that staff shortages 

adversely impacted on their workload and patient care. In contrast, for some RNs in groups 1 

and 2, having strong teamwork created a culture of working together or being part of a family 

that counterbalanced these negative occurrences. Contrary to the quantitative and qualitative 

findings relating to teamwork, their perceptions were inconsistent, as strong teamwork only 

applied when the ward was busy during a crisis or life-threatening emergency (e.g., cardiac 

arrest). Nevertheless, this was reflected by having adequate staffing levels and an appropriate 

skill mix, which did not always occur. This may explain why the quantitative findings showed 

positive yet declining responses to teamwork and the working environment. However, this was 

not reflected in the qualitative findings from T2 and T3, as most RNs drew upon the 

relationship between low staffing levels and the negative impact this created in the working 

environment. In this context, most RNs pointed out that poor staffing levels increased nurses' 

workload, caused conflict between other staff, and created negative attitudes towards working 

and supporting each other. 

These factors created a vicious circle as poor teamwork led to communication breakdowns 

between nurses and nurses, nurses and doctors, and nursing documentation (e.g., care plans) 

would not be completed, thus leading to poor teamwork. The RNs candidly reported the 

negative impact on patient care, such as pressure area care, vital signs, and hydration would 

often be missed or delayed. As previously discussed, the qualitative findings are supported by 

other studies that have shown the relationship between a negative working environment and 

missed nursing care (Lake et al., 2020; Mandal et al., 2020; Stalpers et al., 2015; Zhao et al., 

2020). Furthermore, studies (Ausserhofer et al., 2014; Ball et al., 2014; Lake et al., 2020; 
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Mandal et al., 2020) have demonstrated a correlation between inadequate staffing and both 

missed and delayed nursing care. Similarly, other studies have established associations 

between inadequate staffing, above-average workloads, and poor quality care (Aiken et al., 

2014; Jones et al., 2015).  

From T2 to T4, as previously mentioned, most RNs continued to explore their professionalism 

and professional values associated with their working environment, teamwork, 

communication, and the implications for patient care. For those in groups 2 and 3, the impact 

of these factors enabled the RNs to reflect on their professional duty to provide safe nursing 

care compared to those in group 1, who showed less concern. The findings implied that the 

digital story had been influential as the RNs recognised that the outcome for the patient in the 

digital story was avoidable. This triggered their emotional responses, such as anger, sadness, 

and frustration, which stimulated them to reflect upon what this meant in relation to their clinical 

practice. Therefore, the digital story, at its most effective, served as an opportunity for them to 

re-evaluate and reflect upon their experiences and feelings. This allowed the RNs to explore 

the multifactorial influences on safety culture and safe patient care that negatively impact 

patient care. The qualitative findings indicated that exploring these factors led to positive 

behavioural changes for most of the RNs in groups 2 and 3 (see Appendix 5.3).  

From T2-T4 they reported changes in how they in how they communicated and interacted with 

patients which had enhanced their patient assessment and their decision-making skills. This 

allowed them to shift from their habitual behaviours of task-based delivery of care to a holistic 

PCC approach when assessing and managing patient care. The findings from previous and 

current studies using digital stories or digital storytelling concur as they have shown that 

listening and creating digital stories initiates reflective practice (Christianson, 2011; 

Eggenberger et al., 2016; Haigh and Hardy, 2011; Jun et al., 2020; LeBlanc et al., 2017; 

McDrury and Alterio, 2016; Price et al., 2017; Urstad et al., 2018; Waugh and Donaldson, 

2016; Yocum, 2018). Christianson’s (2011) phenomenographic study was the only study that 
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identified reflection as a key theme. This study comprised 20 pre-registration nurses in an 

educational setting exploring diverse ways they experienced and made sense of digital stories. 

Using a digital story from Patient Voices, the student nurses described listening to the digital 

stories as ‘a reflective experience’ (Christianson 2011, p. 291). It was found that the student 

nurses engaged in critical reflection as they began to understand and contextualise the 

meaning of the digital story from the storyteller's perspective.  

Some of these studies concluded that engaging in reflection stimulated empathic feelings 

leading to a more profound understanding of the story, which led to positive changes in the 

participants' knowledge, skills, and behaviours (Christianson, 2011; Jun et al., 2022; Waugh 

and Donaldson, 2016; Yocum, 2018) relating to patient care. In a qualitative study by Jun et 

al. (2022), they evaluated RNs' experience of participating in a digital storytelling workshop. 

The findings revealed that, through the storytelling process that created their digital stories, 

the RNs reported that they had the potential to empathise with patients. This can contribute to 

building a therapeutic relationship (Jun et al., 2022), which is essential for the delivery of PCC, 

as defined by Hákansson Eklund et al. (2019). Other studies involving other healthcare 

professionals have reported that digital storytelling, or digital stories, has been shown to 

enhance clinical skills (D’Alessandro et al., 2004) and critical thinking (Gazarian et al., 2010; 

Kearney, 2011; McDrury and Alterio, 2016; Stacey and Hardy, 2011). (Reflection is further 

discussed in s6.5.4 and s6.5.5). 

6.3.2 The Impact of a Negative Working Environment 

In healthcare, effective teamwork, communication, and adequate staffing levels are important 

for patient safety and quality patient care (Mitchell et al., 2012). These factors are also 

fundamental for a healthy work environment to support optimal nurse outcomes and well-being 

(Aiken et al., 2014; Elbejjani et al., 2020; Kirwan et al., 2013). Conversely, this study’s 

qualitative and quantitative findings that is supported by the wider body of literature provides 

compelling evidence that poor teamwork, negative working environments, and not having 
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enough staff were major causes of missed and delayed nursing care and contributory to 

patient harm. The evidence suggests that this is a continuing and growing problem that has 

severe implications for healthcare organisations, not only for patient outcomes but also for 

nurse outcomes. In a recent mixed method study by Granel (2020), the findings from the semi-

structured interviews revealed that inadequate staffing levels increased workload pressures, 

fatigue, and stress. Other studies have concluded that nurses who face the pressures of 

insufficient staffing, poor teamwork, and higher workload demands incur increased job 

dissatisfaction, burnout, and work-family conflicts (Estryn-Behar et al., 2007; Kalisch and Lee, 

2010; and MacPhee et al., 2017). 

6.3.2.1 Job Satisfaction and Stress Recognition 

In T1, the RNs in the quantitative study were satisfied with their job as 79% (81) reported 

positive attitudes compared to 21% (19) who were negative. Those who were positive, 

indicated that they liked their job and were proud to work in their clinical area as it was 

considered a good place to work. Being part of a family increased the morale in the clinical 

area and were also linked to their positive attitudes toward their job. From T2 onwards, for 

some their perceptions changed as 29 % to 39% of RNs became more dissatisfied in their job. 

These findings were consistent with the changing and declining perceptions of teamwork and 

the working environment. For those who remained were satisfied in their job, the qualitative 

findings in this study suggested a connection between their job satisfaction and their working 

environment, but only if there was good teamwork and communication. The RNs perceived 

that having a strong culture of communicating and working together as a team was 

fundamental to patient care. The qualitative findings in this study validate the quantitative 

findings, as the RNs reported similar and consistent discreet explanations that suggested they 

were proud to be a nurse and part of a work family team. This may be expressed by the 

professional and altruistic values embedded within their professional practice. This accords 

with Warnock (2008), who suggests that nurses' professionalism can promote patient safety 
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through effective communication, honesty, respect for others, confidentiality, and 

responsibility, which can improve teamwork even with heavy workloads. 

Despite having a positive attitude towards their job and their clinical environment, the 

constraints of the working conditions increased stress levels and fatigue. The quantitative 

findings showed that stress recognition was consistently the least positive scoring domain 

across the timepoints, with a median score of 3.8. Only T2 reported a median score of 4.0, 

which may reflect the smaller sample of 62 RNs who responded. Overall, this demonstrated 

a weak safety culture as 55% to 59% of RNs reported that stress and fatigue could impair their 

performance causing them to be less effective in clinical practice and more likely to cause 

errors.  

In this qualitative study (T1), the RNs did not discuss the impact of stress and its relationship 

to their understanding of safety culture. The changes to their perceptions of stress recognition 

in T2 and T3 were mixed but primarily negative, which reinforced the quantitative findings. The 

change of perceptions showed no direct relationship to the digital story, as all RNs (in all 

groups) implicitly related this to communication with others, teamwork, and inadequate staffing 

levels. The impact of poor teamwork and communication with doctors increased stress levels 

and exhaustion, which was a noteworthy finding in groups 1 and 2. At the same time, 

inadequate staffing levels and the relationship to increased fatigue were more important 

across all groups. Regardless, increased stress levels and fatigue in nursing increased the   

risk of patients being harmed as the risk of medication errors and delayed or missed care 

(e.g., vital signs, personal hygiene, giving out drinks, and blood sugar monitoring) were 

greater. One of the RNs (G3) when feeling physically exhausted was reluctant to undertake a 

medication round for fear of making medication errors. Another RN (G1) emotionally described 

the profound impact on her physical and mental well-being to the point where she could not 

sleep and felt physically sick about going to work.  
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These consequences are relevant to nursing practice, as nurses experiencing higher burnout 

have higher rates of absenteeism (Adriaenssens et al., 2015), and nurses tend to leave the 

profession (Mosadeghrad, 2013). This triggers even greater workloads, thus creating more 

work for the remaining staff. Recent data from the NMC (2023b) reported a rise of 3.8% 

(26,551) of RNs leaving the register from 2022 to 2023. Worryingly, the number of registrants 

leaving the profession had only slightly fallen by 1.4% (26,755) from the previous year, with 

more than half (52%) of those leaving the profession prematurely, and 48% due to retirement 

(NMC, 2023b). The NMC surveyed nurses who had left their profession to explore their 

reasons for leaving, and of the 26,551 professionals who left the register between 2022 and 

2023, only 33% responded. Interestingly and unsurprisingly, the most cited reasons for leaving 

were ‘burnout or exhaustion, lack of support from colleagues, concerns about the quality of 

people’s care, workload, and staffing levels’ (NMC, 2023b, p4). It should be noted that this 

survey was undertaken after the COVID-19 pandemic, which may account for the high number 

of registrants leaving the register prematurely. Regardless of the cause, these factors that 

affected the RNs' working environment affected their moral, professional, and ethical values 

to keep patients safe as patient care delivery was compromised. Thomas and McCullough 

(2015) describe this as moral distress (MD), which results when professionalism and individual 

integrity become challenged because of the external circumstances. Subsequently, nurses' 

commitment to care is weakened against their will and values.  

 

Jameton introduced MD into the ethics literature, claiming that MD occurs when someone 

‘knows the right thing to do, but institutional constraints make it nearly impossible to pursue 

the right course of action’ (Jameton,1984, p6). The term also describes the psychological, 

emotional, and physiological pain that nurses and other health professionals experience when 

they ‘act in ways that are inconsistent with deeply held ethical values, principles, or 

commitments’ (McCarthy and Gastmans, 2015, p132). The qualitative research associated 

with MD in nurses has captured a broad range of psychological and physical effects of MD. 

Hanna (2004) described the physical effects of MD as sleeplessness, nausea, migraines, 
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gastrointestinal upset, tearfulness, and physical exhaustion. Psychologically, MD has been 

associated with feelings of anger, frustration, guilt, loss of self-worth, anxiety, and depression 

(Corley et al., 2005; Wiegand and Funk, 2012). These effects would support the emotive 

responses by most of the RNs in the qualitative study as they expressed feelings of anger, 

guilt, frustration, anxiety, sleeplessness, and tearfulness in relation to the constraints of their 

working environment and their capacity to provide safe nursing care.  

Today, the phenomenon of MD is one of the core topics of clinical ethics that has continued 

to be a popular topic of debate for nursing within the ethics literature (Morley et al., 2020). 

Although there is no explicit connection between MD and patient safety or safety culture within 

the ethics and patient safety literature, the consensus is that MD as an ethical dilemma harms 

patient care (Morley, 2020; Pauly et al., 2012). This has significant relevance to practice, as, 

from a professional and organisational perspective, it can cause nurses to avoid clinical 

situations (Helft et al., 2009), lose their capacity to care, and leave their place of employment 

and profession (Corley et al., 2005; Helft et al., 2009; Rushton, 2005). It is beyond this study's 

scope to discuss the broader ethical issues associated with this concept. Nevertheless, the 

conceptualisation described by Jameton (1984), McCarthy and Gastmans (2015), and the 

physical and psychological effects of MD can equally apply to the qualitative findings in this 

study and can have significant consequences for safe nursing care. It is therefore essential 

that NHS organisations and workplace leaders acknowledge the concept of MD and the 

negative impact on safe patient care, and the mental and physical well-being of nurses who 

are already struggling. The quantitative and qualitative findings of this study offer a unique 

perspective and contribution to new knowledge, as no previous studies have explored the 

impact of MD and its relationship to safety culture and patient safety. Further research is 

necessary to strengthen the findings of this study, given its relevance to safe nursing care. 
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6.4 Professional Duty of Candour  

The duty of candour intends to ensure that healthcare providers are transparent with patients 

when something goes wrong (Care Quality Commission, 2022; NMC and General Medical 

Council (GMC), 2022). In simpler terms, the registered healthcare professional must tell the 

person that an incident has occurred, apologise, and offer an appropriate remedy or support 

to the person (Care Quality Commission, 2022; NMC and GMC, 2022). The NMC and GMC 

(2022, p2), in their guidance states that: 

'It is a registrant's duty to be open and honest with their organisation and to 
encourage a learning culture by reporting adverse incidents that lead to harm 
and near misses'.  

In this study, the context of the duty of candour referred to speaking up when AEs occur 

(quantitative and qualitative) and challenging poor practice (qualitative). According to the 

quantitative findings of this study, the SAQ safety climate domain includes workplace and 

organisational factors related to speaking up when clinical errors occur. The findings in T1 

showed that 84% (87) of RNs held positive perceptions of their safety climate, the second 

highest scoring domain. This indicated a strong and proactive organisational commitment to 

patient safety (Sexton et al., 2006), where RNs could speak up about safety concerns and 

report AEs in a non-punitive environment. The RNs perceived that they were encouraged to 

discuss and report errors and safety concerns, knowing that they would be handled 

appropriately so that they could learn from mistakes.  

The qualitative findings in T1 concurred, which was confirmed by their knowledge and 

compliance with the organisational safety systems. These included completing Datix when 

reporting AEs, completing risk assessments (e.g., falls, Waterlow Pressure Area Chart, 

Malnutrition Universal Screening Tool, sepsis screening, National Early Warning Sign (NEWs) 

charts), local trust policies, and Standards of Procedures (SOP). Despite the burdensome 

nature of these tasks, the RNs believed that these systems were effective in preventing harm 

and ensuring patient safety. Furthermore, most RNs reported that their main impetus for 

speaking up was to protect patients from harm. Nonetheless, this depended upon a positive 
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open culture that empowered nurses to speak up about AEs and challenge poor practice, as 

expressed by one of the RNs (group 2). She said that the systems are only as good as those 

who report AEs, and nurses do not report them due to a blame culture. Therefore, the ability 

to learn from errors was weakened because nurses chose to remain silent for fear of speaking 

up and this was consistently reported by the RNs across the groups in T2 and T3. 

From T2 to T4, the quantitative findings showed that the safety climate was consistently 

positive, with a PRR ranging from 73% to 77%, indicating no change across the timepoints. 

However, the qualitative findings in T2 and T3 were contradictory as the RNs held mixed 

perceptions about their safety climate and their reasons for speaking up. Surprisingly, one of 

the groups reflected on their professionalism and altruistic values as their motivation for 

speaking up. From a professional perspective, the NMC (2018), which shapes nursing culture, 

values, and behaviour, expects nurses to:  

‘Exercise their professional duty of candour and raise concerns 
immediately in situations that put patients or the public at risk’ (NMC, 
2018, p15) 

Indeed, professionally, and altruistically, the concern for the well-being of patients enables 

nurses to report and learn from errors. Some RNs in each group echoed this, as some 

implicitly indicated they were strong motivators for speaking up. These findings are similar to 

Leger and Phillip's (2018) grounded theory study, who found that nurses were professionally 

duty-bound to speak up, which was a key motivator for keeping patients safe. Furthermore, 

the RNs in the qualitative study reported that their emotional feelings of guilt when they made 

a mistake was a powerful motivator to learn from errors. Despite the positive motives for 

speaking up, the RNs were increasing negative as they raised concerns about their workplace 

and organisational leadership (T2 and T3). Ultimately, this had a negative impact on the 

reporting behaviours for them and their peers which may justify why the RNs were negative 

about their organisational and ward leadership in the qualitative and quantitative findings.  
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6.4.1 The Power of Leadership  

The quantitative findings in this study showed that the RNs disapproved of the actions of their 

ward and trust managers, as their perceptions were consistently negative and the lowest 

scoring domain across the timepoints. The PRR for their ward managers, at its highest, was 

55% (T1), which declined over the timepoints to its lowest PRR of 45% in T4. It was even less 

for their trust managers, with the highest PRR of 34% (T1) and the lowest PRR of 24% (T2). 

According to the SAQ items, they perceived that their managers were not doing a good job as 

they did not support their daily efforts. In addition, they knowingly compromised patient safety, 

did not deal with problems constructively, and did not communicate information and events 

that may affect their work. Surprisingly, these findings conflicted with their positive perceptions 

of their safety climate, which implied that their organisation had a blame-free culture and was 

committed to patient safety. Nevertheless, studies by Morrow et al., 2016; Noort et al., 2021; 

Okuyama et al., 2014; Schwappach and Richard, 2018; Schwappach et al., 2018; Seo and 

Lee, 2022) have found that the willingness of nurses and other healthcare professionals to 

speak up is not only connected to their safety climate but also to their workplace and 

organisational leadership. The qualitative findings in this study are consistent with these 

studies, as their perceptions changed when they explored the motives behind their leaders' 

actions that were comparable to their reporting behaviours.  

The qualitative findings in T2 and T3 found that most RNs across all the groups expressed the 

importance of their ward leadership and how they empowered them to speak up or 

disempowered them which constrained them to silence. Alternatively referred to safety 

silence, healthcare professionals choose to remain silent despite being aware of a practical 

or potential risk to patients (Jeong et al., 2021). For some, they consistently portrayed their 

ward leaders as effective leaders who supported and empowered them to speak up about 

safety concerns and report AEs. This was also perceived to promote a positive working 

environment where nurses could challenge other staff in a non-punitive environment and 

where they could learn from errors. The findings concurred with studies by Elmonstri et al. 
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(2017), Manapragada and Bruk-Lee (2021), and Sammer et al. (2010), who concluded that 

nurses who have positive perceptions of safety climate are more likely to speak up as they 

are less likely to fear negative consequences. Furthermore, organisations with a positive 

safety culture are characterised by a non-punitive response to incident reporting so that errors 

are reported and learnt from to improve patient safety and reduce adverse events (Jeffs et al., 

2014; Tear and Reader, 2023).  

In effect, a strong patient safety culture supports relationships and behaviours that could 

infiltrate all levels and parts of an organisation. Indeed, the quantitative and qualitative findings 

in T2 and T3 would support their motivation for speaking up. They knew the correct channels 

to direct questions regarding patient safety and were aware of the safety systems to prevent 

harm and report AEs. However, the qualitative and quantitative findings also portrayed a weak 

safety culture that was attributed to poor leadership behaviours; it was perceived that the 

consequences of their actions and decisions created a blame culture. The findings are 

consistent with the studies from the systematic review (Chapter 2, s2.1), as 62% (Kakeman 

et al., 2021) and 86.6% of nurses (Ammouri et al., 2015) reported punitive responses to errors. 

Alquwez et al. (2018) reported that 301 (82%) of nurses did not report AE, and only 60 (17%) 

reported AE in the last 12 months. Feng et al. (2008) assert that a punitive response to errors 

contributes to a negative safety culture and poor patient outcomes. Leger and Phillips (2017) 

qualitative study found that nurses are not at ease when reporting incidents and the 

implications are that they do not report or learn, subsequently, perpetuating unresolved patient 

safety concerns (Leger and Phillips 2017). 

The findings in this qualitative study indicated that poor leadership created a punitive response 

to errors. The impact of this led to some RNs habitually remaining silent for fear of punishment 

and shame, conflict in the workplace, and the hierarchical structure, which concurs with 

findings from previous studies (e.g., El-Jardali et al., 2014; Rashed and Hamdan, 2015; Taylor 

et al., 2012). Other studies by Okuyama et al. (2014), Noort et al. (2021), Morrow et al. (2016), 
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Schwappach and Richard (2018), and Seo and Lee (2022) found that the workplace and 

organisational leadership promote silent behaviours in nurses as well as encouraging those 

who speak up. Indeed, the Francis Inquiry (2013) reported that leadership at every level 

contributed to ‘creating a culture of fear, a culture of secrecy, and a culture of bullying’ (Francis, 

2013, p10), which led to the catastrophic failings in providing safe, quality care to patients.  

The qualitative findings also indicated that ward and trust managers did not listen when they 

raised concerns about patient safety and staffing issues. Similarly, Etchegaray et al. (2020) 

concluded that employees would refrain from speaking up when leaders disregarded their 

opinions. Other perceived factors were not receiving feedback when they reported problems. 

These factors were responsible for RNs in this study choosing to remain silent because they 

felt it was a waste of time reporting concerns and AEs as nothing changed. Therefore, the 

RNs were despondent of their trust leaders because they perceived them to be disconnected 

from the realities of day-to-day practice, driven by targets and less compliant with safety 

staffing policies. This was viewed in the context of the fact that organisational leaders 

prioritised the need to achieve national targets by increasing the patient flow through the 

hospital to avoid breaching accident and emergency waiting time targets. Furthermore, the 

hospital's lack of adequate staffing resources, beds, and infrastructure made it difficult to 

manage the pressures they faced, potentially putting patients at risk. Subsequently, this 

triggered emotional responses of fear, anger, frustration, feeling demoralised and 

disempowered. All these factors were conducive to some of the RNs conforming to remaining 

silent. In a meta synthesis of 11 qualitative studies, Morrow et al. (2016) identified four themes 

associated with silent behaviours: fear of being ignored or disregarded, lack of support, 

hierarchical structure, and power dynamics. Similarly, Etchegaray et al. (2020), who explored 

healthcare professionals to identify barriers to speaking up about safety, found that 'fear of no 

change after reporting the patient safety concern, fear of retaliation, and disregard of opinion' 

(Etchegaray et al., 2020, p.230) was associated with poor leadership.  
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From a national perspective, the Freedom to Speak Up (FTSU) policy published by NHS 

England (2022b) protects employees when raising concerns. However, NHS England (2022b) 

reported only 96 whistleblowing disclosures between 2020 and 2021 from NHS acute and 

foundation trusts. The key issues reported were patient safety in clinical practice, the conduct 

of the executive directors, and concerns about governance. No further evidence was noted, 

as complaints are not publicly available. However, the small number of reported disclosures 

could imply that healthcare professionals are reluctant to speak up or it could imply healthcare 

professionals feel that they can trust and speak to their leaders (Adams et al., 2020). On the 

hand, it could imply a lack of trust, respect, and collaboration with their organisational leaders, 

so they chose to speak up for the FTSU guardians, who are not affiliated with their NHS Trust 

ambassadors. The quantitative and qualitative findings in this study support both viewpoints, 

as some RNs trusted and respected their leaders and others were unable to trust and respect 

them. These findings are consistent with the quantitative studies in the systematic review 

(Chapter 2, s2.1) that demonstrated mixed perceptions of leadership (AbulAlRub and Alhijaa, 

2014; Alquwez et al., 2018; Ammouri et al., 2015; Armellino et al., 2010; Aydemir and Koç, 

2023; Cho and Choi, 2018; Hong and Li, 2017; Kakeman et al., 2021; Olsson et al., 2016; 

Rawas and Hashish, 2023; Turunen et al., 2013; Wang et al., 2014; Wilson et al., 2013; Zabin 

et al., 2022). In three studies that used the SAQ survey (Aydemir and Koç, 2023; Olssen et 

al., 2016; Hong and Li, 2017), the nurses' perceptions of management were the lowest scoring 

domain, indicating poor leadership at both levels. Hong and Li (2017) offered a plausible 

explanation that revealed that nurses were dissatisfied with their leader’s performance in 

patient safety and supporting frontline staff.  

This study’s quantitative findings showed positive perceptions of safety climate and negative 

perceptions of management. The qualitative findings added depth to these findings by 

exploring the broader implications that affect the reporting behaviours of nurses. The findings 

inferred that despite their professionalism to keep patients safe, described in T1, speaking up 

about concerns and reporting AEs was important. However, in T2 and T3, the influence of 
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their leaders and the relationship to the RNs' choice to speak up or not to speak up is 

compelling for all groups. The findings suggest that their perceptions were influenced by how 

they perceived the working environment and organisational commitment to patient safety. 

From an individual perspective, it was clear that they could not challenge their leaders' status 

quo, and they appeared unwilling to change their reporting behaviours. However, in T4, when 

the RNs in Groups 2 and 3 were asked about the impact of the digital story, their positive 

attitudes and changes to their patient safety-related behaviours compared to Group 1 were 

remarkable. This may be justified by the gradual changes in the attitudes of RNs (groups 2 

and 3) relating to key themes in the digital story. These included poor record keeping, non-

adherence to risk assessments and policies, managing patient care, non-compliance with the 

reporting systems, and lack of sharing and learning from the untoward event. Regardless of 

whether the RNs in this study worked in a punitive or non-punitive environment, their changes 

led to greater compliance with risk assessments, documentation, and reporting AEs. More 

importantly, the digital story reflected ethical considerations.  

As mentioned in the previous theme, Professional Duty of Care, the impact of the digital story 

consistently provoked their professional, ethical, and moral duty of care to protect patients 

from harm. The consequences of this can lead to increased moral distress as their actions are 

inconsistent with their professional and altruistic values (McCarthy and Gastmans, 2015, 

p132). However, as a moral profession, the nurse's duty of care is to protect patients from 

harm and act in the patient's best interest (NMC, 2018), which manifests as moral courage. 

Moral courage is characterised by nurses' willingness to take personal risks to protect patients 

(Black et al., 2014; Numminen et al., 2017; Numminen et al., 2019; and Nunthawong et al., 

2020). According to Fahlberg (2015) and Numminen et al. (2017), having moral courage 

means finding the inner strength to challenge ethical conflicts, even at the risk of adverse 

outcomes for the acting individual. Therefore, nurses must be willing to speak up in the 

patient's best interest or act as patient advocates when safety or quality care is threatened 

(Gibson, 2018; Hamric et al., 2015; Lindh et al., 2008).  
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Generally, nurses do behave courageously (Kleemola et al., 2020; Lachman, 2007; 

Numminen et al., 2019), albeit they can sometimes lack sufficient courage. Some studies have 

shown that personal and work experiences such as negative experiences of dealing with 

ethical conflicts, fear and shame (Bickhoff et al., 2016; Gibson, 2019; Sadooghiasl et al., 

2018), lack of confidence (Edmonson, 2015; Sadooghiasl et al.; 2018), and moral distress 

(Escola-Chau, 2018) inhibit nurses moral courage. In addition, organisational factors such as 

an unsupportive working environment (Gallagher, 2011), teamwork (Sadooghiasl et al; 2018; 

Simmonds et al., 2013), communication and collaboration between nurses and other health 

professionals (Taraz et al., 2019); professional hierarchy (Sadooghiasl et al; 2018; Simmonds 

et al., 2013; Taraz et al., 2019) also inhibit moral courage. Intrinsically, these factors correlate 

with the concepts of safety culture. Hence, nurses with moral courage can promote quality of 

care (Pohjanoksa et al., 2019; Taraz et al., 2019) and improve patient safety (Fahlberg, 2015; 

Kleemola et al., 2020).  

For nurses who lack moral courage it can be strengthened through education and self-study 

(Edmonson, 2015; Kleemola et al., 2020). There is minimal  evidence that uses digital stories 

to strengthen moral courage in nursing, Needless to say, there are some studies (e.g., 

Christianson, 2011; Eggenberger et al., 2016; Haigh and Hardy, 2011; Jun et al., 2020; 

LeBlanc et al., 2017; McDrury and Alterio, 2016; Price et al., 2017; Urstad et al., 2018; Waugh 

and Donaldson, 2016; Yocum, 2018) that clearly showed that making and listening to digital 

stories were powerful and effective ways to learn (Chapter 2.2). As a powerful learning 

resource, the digital story in this study presented ethical and moral dilemmas that have shown 

to challenge the RNs moral duty to do the right thing and act in the patient's best interest. The 

qualitative findings for groups 2 and 3 (T4) could imply that the RNs' developed moral courage 

as they reported increased resilience, courage, confidence, and assertiveness to overcome 

their fears. As a result, they were able to challenge poor practices and managers' decisions 

when patient safety was compromised. LeBlanc et al. (2017) conducted a qualitative study 

that closely aligned with the qualitative findings in this study. They used digital stories in the 
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context of teaching social justice, where they embedded four digital stories (told by nurses) in 

an educational workshop for public health nurses (LeBlanc et al., 2017). The data was 

qualitatively analysed from the nurse's written reflections to understand their perception of the 

context and impact of the digital stories. They found that nurses reflected on their uncertainty 

about following the rules and how they handled resistance from leaders who did not 

understand patient needs. As a result, the impact of the digital stories enabled the nurses to 

challenge the systems and their moral courage within those systems. Although this study was 

conducted in the context of social justice, these findings could equally apply to patient safety 

and the promotion of quality nursing care.  

In the context of the broader literature, the qualitative findings in this study have shown that 

workplace and organisational leadership can positively or negatively influence reporting 

behaviours. O'Grady (2020) argues that management is responsible for providing a healthy, 

safe working environment that encourages an open, non-punitive response to reporting patient 

safety concerns. However, as highlighted by the RNs in the qualitative study and supporting 

literature, management is also responsible for fostering a blame culture and punitive 

responses to incident reporting for several reasons. The qualitative and quantitative results 

are similar to those of other studies and the conceptual literature. However, the digital story 

facilitated the RNs to acquire moral courage though improved knowledge, confidence, and 

interpersonal skills. Therefore, the findings are relevant to clinical practice because they 

enabled the RNs to challenge their professional values and develop moral courage to 

overcome fear and shame when speaking up. This was perceived as a step forward to 

promoting a positive reporting culture in their working environment, where some RNs used the 

digital story to motivate this change (Appendices 5.4 to 5.5 provide a summary of individual 

changes across the groups). Furthermore, they can act as role models and inspire others to 

speak up by emphasising the importance of patient safety and providing a good example for 

others to follow. 
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Developing moral courage through digital stories told by patients and nurses may be one 

method to improve the reporting culture. This finding was unexpected and offers a unique 

contribution to new knowledge, as there is minimal research that uses digital stories in 

developing moral courage. Likewise, studies that connects moral courage to reporting 

behaviours and a safety culture is scarce. Further qualitative studies using a digital story in 

nursing must explore the relationship between moral courage and speaking up or silent 

behaviours. In addition, quantitative research would also be necessary to measure the impact 

of using a digital story and the effect this has on developing moral courage concerning 

reported AEs and patient safety concerns.  

6.5 Professional Duty to Continuous Professional Development 

Continuous professional development (CPD) enables nurses to acquire and apply skills 

relevant to sustaining person-centred, safe, and effective care (Manley, 2022). 

Professionalism has been suggested to be a powerful factor in promoting patient safety 

competencies in nursing (Lan et al., 2021; Lee et al., 2019). Yet, the meaning of 

professionalism in terms of patient safety competencies and CPD was not something the RNs 

in the qualitative study reflected on. In addition, the SAQ survey did not include education and 

training within the domains. Therefore, the qualitative findings were noteworthy as the RNs 

perceived the relationship between CPD and patient safety.  

The NMC (2018) requires registrants to be safe and effective when caring for patients by 

always using the best available evidence and staying current with knowledge and skills. In T1, 

only four RNs articulated their awareness of their professional responsibilities of keeping up 

to date to keeping patients safe. However, their interpretation of this related to their 

organisational and workplace commitments and infrastructure towards CPD, which was 

limited to mandatory (e.g., trust policies, guidelines and standards of procedures, and patient 

outcomes such as infection control, sepsis, basic life support) and statutory training (e.g., 

legislative requirements such as Health and Safety at Work, Equality Act, General Data 

Protection Regulations). In T2 and T3, the qualitative findings remained unchanged, with more 
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RNs across all groups sharing similar views of their organisational requirements to keep up to 

date with mandatory. Healthcare organisations must comply with statutory legislative 

requirements and reduce organisational risks, making these findings predictable. Earlier 

research by Osmond (2003) revealed that nursing education in the UK was associated with 

compulsory and statutory training. More recently, the report by HEE (2016) highlighted the 

importance of education and training in relation to learning from AEs to improve patient safety. 

However, a strong focus of this report related to completion of mandatory and statutory training 

to enhance this. The fact that all staff must attend this training suggests why the RNs linked 

CPD to mandatory and statutory training. Therefore, it was not surprising that the RNs 

perceived this as a critical motivator to keeping up to date. However, the RNs raised concerns 

about the organisational and workplace infrastructure towards CPD and the barriers to 

learning they created.  

6.5.1 Barriers to Learning  

The qualitative findings in T2 and T3, found that some RNs across all groups worked in a 

positive learning culture that was influenced by the support from their ward managers, clinical 

educators, and quality nurses. However, not all RNs agreed, as they felt that the organisational 

and workplace infrastructure needed to support CPD was inadequate and created major 

barriers to learning. This was signified by the ineffective methods of communicating CPD 

activities as they were primarily delivered via emails, which nurses and other staff did not have 

time to access them. Furthermore, the lack of support and time to attend CPD activities related 

to increased workload and inadequate staffing levels were also perceived as a major barrier 

to learning. These factors meant that their ward leaders prevented them from attending and 

accessing CPD activities, or the RNs prioritised patient care over accessing or attending them. 

These findings are consistent with other studies (Attenborough et al., 2021; Filion et al., 2005; 

Gallagher, 2007; Leong, 2012; Schweitzer and Krassa, 2010) where ward managers 

prevented nurses from attending CPD. In an integrative review by Coventry et al. (2015), of 

the 11 studies reviewed, they found that organisational culture, leadership, and workload 
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issues prevented nurses from leaving the clinical setting or making them reluctant to attend 

CPD. 

Another major barrier to learning reported by most RNs (T2 and T3) across all the groups was 

the delivery method for education and training. Goudreau et al. (2015) suggest that the key 

motivator for learning is willingness to learn and its relevance to clinical practice. In relation to 

this study, face-to-face delivery methods were reported to be key motivators for learning 

because it was conducive to their learning style, and more importantly, the subject areas were 

relevant to clinical practice. Subsequently, face-to-face methods were their preferred choice 

that did increase their knowledge, skills, and behaviours that benefitted safe patient care. One 

of the RNs (G1) reported that she could undertake venous blood gas sampling after attending 

a workshop, which helped to minimise delays in patient care.  

In contrast, most RNs (groups 1 and 2) were explicitly negative and critical of online delivery 

methods, nonetheless it was the most discernible method of accomplishing statutory and 

mandatory training. The findings indicated that they did not attend or were unwilling to attend, 

claiming that it was a 'tick box' exercise so that the trust could meet the governance 

requirements. The primary reason for their lack of engagement was that online learning was 

not conducive to their learning styles, and it had no impact on their learning. This has 

implications for nurses, as the inability to access and engage with CPD negatively influences 

patient safety and quality of care. It also compounds issues surrounding competence to 

practice and professional registration (Coventry et al., 2015; NMC, 2018). To ensure RNs 

comply with the NMC (2018) standards and practice safely, the NMC (2021) expects 

registrants to renew their registration every three years. As part of this, they must meet the 

CPD requirements of 12 hours per year to maintain competence and performance (NMC, 

2021). Although mandatory and statutory training is essential for safe and efficient service 

delivery and personal safety, it is excluded from the CPD requirements (NMC, 2021).  



 

 301 

Continuous professional development is central to nurses' lifelong learning for keeping 

knowledge and skills up and constitutes a vital aspect of professional practice (Davies et al., 

2013; Mlambo et al., 2021). The context of nursing practice is continually changing, such as 

changes to legislation, health policy, professional guidance, and national guidelines that affect 

how nurses practice and deliver care. As registrants, nurses must practice effectively using 

the most up-to-date evidence (NMC, 2018), which requires a commitment to lifelong learning. 

Dehan et al. (2020) claim that nurses must formally engage in lifelong learning and academic 

practice to acquire rich knowledge and evidence-based practice. Indeed, it would go some 

way in fulfilling the NMC (2019) re-registration requirements and improving the quality of 

patient care (Dehan et al., 2020). However, Hegney et al. (2010) asserted that informal 

learning can also contribute to CPD and lifelong learning. Informal learning is acquired through 

work-based learning, reflection, interaction with colleagues, journal clubs, and peer 

supervision (Barker, 2013; Govranos et al., 2014) and results in the acquisition of new 

knowledge and skills. The qualitative findings from this study concur with the literature, as the 

RNs referred to informal rather than formal approaches to CPD. Furthermore, most RNs 

across the groups became more aware of their professional responsibility for CPD as they 

progressed through the timepoints. In T4, RNs developed self-motivation and commitment to 

professional development by participating in this study and, to some effect, could be 

categorised as an informal approach.  

6.5.2 Trust Education Versus Digital Stories    

As previously discussed, at the start of the study (T1), the RNs were unfamiliar with the term 

safety culture and used it interchangeably with patient safety. When asked what they hoped 

to gain by being part of this study, it prompted them to recognise their personal and 

professional limitations regarding this concept and its applicability to their clinical practice. The 

consensus was that they hoped to improve their knowledge and understanding of safety 

culture, discover other aspects of patient safety, and share their knowledge with colleagues. 

In T2 and T3, the RNs were asked about changes to their perceptions of safety culture and 
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their clinical practice from their previous interview. In T4, when they were asked about the 

impact of the intervention, the findings revealed that the digital story was more influential and 

effective in changing safety culture perceptions and patient safety-related behaviours for many 

reasons.  

Over time, the RNs in group 1 demonstrated some improvement in their knowledge and 

understanding of safety culture and its impact on their clinical practice. By T4, they were able 

to impart this knowledge to their peers, thereby enhancing their comprehension of safety 

culture and the importance of patient-centred care. Participating in the study influenced these 

improvements and changes compared to trust education, which was exposed as having 

minimal impact. All the RNs (T2 and T3) across the groups consistently reported several 

issues with trust education that created barriers to learning, which can have repercussions for 

nurses and patient safety (as discussed above). Furthermore, for the RNs in group 1, the 

interviews were more effective than trust education as it allowed them time and space to 

explore the safety culture concepts more widely. As a result, it encouraged two RNs to reflect 

on how these concepts negatively or positively impacted their practice, leading to some 

improvements in patient-centred care delivery and reporting behaviours.  

In contrast, the RNs in groups 2 and 3 (T2 to T4) revealed considerable improvements in their 

knowledge and understanding of safety culture compared to what they knew in T1. As 

previously mentioned, the digital story consistently provoked the RNs to challenge their 

professional, ethical, and moral duty of care to protect patients from harm. As a result, the 

qualitative findings discovered that the RN's knowledge and understanding of safety culture 

had improved and changed, which led to changes in their patient safety-related behaviours. 

These changes included improved communication skills, patient assessment and clinical 

decision-making skills, which led to a shift from task-based care to a patient-centred care 

approach. They were also more compliant with completing risk assessments, their nursing 

documentation was more thorough, and they developed the courage to speak up and report 

AEs (see further evidence in Appendices 5.2 to 5.7). Interestingly, the RNs also reported 
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feeling more confident, resilient, and assertive in using these skills to improve the safety 

culture and the reporting culture in their working environment.  

6.5.3 Digital Stories as a Learning Resource 

The qualitative findings indicated that the digital story was influential in developing the RNs' 

knowledge and skills and changing patient safety behaviours which stretched beyond their 

initial expectations in T1. Compared to trust education, most of the RNs in groups 2 and 3 

reported that the digital story was an effective learning resource because it was powerful, 

insightful, and inspirational. Likewise, the conceptual literature portrayed digital stories as 

innovative (De Jager et al., 2017; De Vecchi et al., 2017; Rodriguez et al., 2021), evocative, 

empowering, and impactful (Rodriguez et al., 2021), concurring with other well-known authors 

(e.g., Frank, 2010, 2013; Gidman, 2013; Lambert, 2010; Lambert and Hessler, 2018; Levett-

Jones et al., 2015; Moon and Fowler, 2008; Haigh and Hardy, 2011; Hardy, 2007; Hardy and 

Sumner, 2018; Stacey and Hardy, 2011). Furthermore, the empirical and conceptual literature 

in Chapters 1 and 2 provides compelling evidence that digital storytelling and digital stories 

are powerful and highly valued learning tools when compared to other teaching methods 

(Adamson and Dewar, 2015; Christianson, 2011; Conlon et al., 2020; Eggenberger et al., 

2016; Haigh and Hardy, 2011; Jun et al., 2020; LeBlanc et al., 2017; McDrury and Alterio, 

2016; Price et al., 2017; Rodriquez et al., 2021; Urstad et al., 2018; Waugh and Donaldson, 

2016; Yocum, 2018).  

From a pedagogical perspective, the combination of music, personal voice, and the context of 

the digital story has been shown to increase student engagement (Christianson 2011; Waugh 

and Donaldson 2016), maintain interest and motivation to learn (Chan and Sage 2019). In a 

systematic review by Mojtahedzadeh et al. (2021), they concluded that the multimodality gives 

them flexibility in their usage making them suitable for different learning styles. There were no 

empirical studies that used digital stories or digital storytelling related to safety culture, 

however, some studies reported positive findings when using them for various purposes. For 

instance, Yocum's (2018) qualitative study found that the context of the digital story enhanced 
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the knowledge, skills, and behaviours of student nurses when caring for chronically ill older 

adults. Price et al. (2015) concluded that digital storytelling was compelling because it 

engaged students, fostered creativity, improved communication skills, and enhanced student 

learning about palliative care and end-of-life concepts. Similarly, Eggenberger et al.’s (2016) 

mixed methods study used a pre- and post-intervention design to explore digital stories in 

relation to family-centred care in an ICU setting. They reported positive improvements in the 

RNs' knowledge, skills, and confidence when delivering family-centred care. Although varied 

nursing topics have been used in these studies, the findings are relevant and transferable to 

the qualitative findings of this study.  

6.5.4 The Qualities of Digital Stories  
 
From T2 to T4, the qualities of the digital story in this study were described as emotive and 

memorable. Furthermore, the authenticity of the digital story derived from the storyteller's 

experiences symbolised proximity to the RNs' individual experiences. Subsequently, some 

RNs in this study reported positive knowledge, skills, and behaviour changes, as mentioned 

in the previous themes. Serrano et al. (2018) suggests that engaging in authentic learning 

experiences that are relevant to learning can liberate learners from their previously held 

assumptions. From this standpoint, it may explain why the digital story had a positive impact 

on their knowledge, skills, and behaviours related to safety culture and patient safety-related 

behaviour. Furthermore, by challenging their presuppositions, some of the RNs in both groups 

were inspired to break down some of the barriers associated with CPD and used digital stories 

as a teaching method in practice. Some RNs shared the digital story used in this study or their 

experience of listening to it with their colleagues and student nurses. These findings concur 

with Conlon et al. (2020), who explored the value of digital storytelling with mental health 

nursing students through the lens of authenticity. The findings indicated that the students 

developed a critical awareness of their ethical values by challenging the boundaries of societal 

influences towards mental health. 
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Conceptually, the art of storytelling and listening to stories engages storytellers and listeners 

in the personal experiences of others (Haigh and Hardy, 2011) because they capture the 

authentic lived experiences of the storyteller (Moon and Fowler, 2011). In this study, the 

authenticity of the digital story was perceived as a powerful source of knowledge as it triggered 

their emotional responses. In addition, some RNs put themselves in the storyteller's shoes as 

they related the experience to a family member. The findings support McDrury and Alterio's 

(2003) suggestion that a shared understanding of the storyteller and listener provokes 

emotions that can be a powerful motivation for learning. Christianson's (2011) and Waugh and 

Donaldson's (2016) studies have also demonstrated a strong connection between emotions 

and learning, thereby indicating that emotions are necessary for stimulating the affective and 

cognitive elements of learning. One reason proposed by Frank (1997) and Hallenbeck (2003) 

was that patient stories valued patients' and their families' subject and emotional perspectives. 

Therefore, the essential qualities of using patient stories are memorable and based on direct 

experience (Haigh and Hardy, 2011) and are a powerful incentive for learning. These qualities 

change listeners’ understanding by offering insights implicit within the story that resonate with 

listeners’ own experience and knowledge of the context, all of which lead to lasting changes 

in behaviours (Haigh and Hardy, 2011; Wilson, 2013). Moreover, Frank (2010, p. 3) believes 

that ‘stories animate life because that is their work and then they go on to instigate’. This 

creates the capability to engage with stories and initiate reflection (McDrury and Alterio, 2016). 

6.5.5 Digital Stories as an Alternative Source of Knowledge 

In the context of this study, the evidence from the literature resonates with the qualitative 

findings as the digital story provoked emotions that initiated engagement in reflective dialogue. 

By reflecting on the experience of the storyteller, the content of the story and their individual 

experiences, the RNs were able to contextualise the meaning and complexities. It was, 

however, surprising to find similarities between the groups because group 3 had additional 

time for reflective dialogue immediately after watching the digital story. However, the RNs in 

group 2 (T1) spontaneously reflected on the content of the digital story and its relationship to 
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their clinical practice. Reflection has always been essential for healthcare professionals, 

especially nurses, who are often patients' first point of contact (Schön, 1983). It is also an 

essential part of professional practice stipulated by the NMC (2018; 2019), which may justify 

why the RNs in group 2 spontaneously engaged in reflective dialogue after viewing the digital 

story.  

Reflection and critical thinking are crucial to producing knowledge about practice (Rolfe et al., 

2001) and previous studies have shown that digital stories facilitate reflective practice which 

encourages a deeper level of learning (Christianson, 2011; LeBlanc, 2017; Waugh and 

Donaldson, 2016; Yocum, 2018). Furthermore, evaluative studies that have used patient 

stories or digital stories support the concept of reflection, as they allowed people to reflect on 

themselves and their social world in a way that leads to lasting changes in behavior 

(Christianson, 2011; Gidman, 2013; Greenhalgh and Hurwitz, 1998; Swartz and Abbott, 2007; 

Wilson, 2013). The qualitative findings concur with these studies as the digital story provided 

a different opportunity for the RNs to learn compared to trust education, which constrained 

them to learn. As an alternative form of knowledge, the use and impact of the digital story in 

this study are in accordance with transformative learning theories.  

Critical reflective thinking and deep self-questioning cultivate and nurture transformational 

learning, which involves questioning (Mezirow, 1990). This changes the individual's thinking 

from concrete facts to abstract, resulting in an epistemological shift in their worldview from 

what we know to how we know (Kegan, 2000). In terms of epistemology, Dewey (1964), Piaget 

(1972), and Vygotsky (1987) all agree that knowledge is an active and adaptable way of 

making sense of experiences, which is often shaped by a person's social and cultural 

environment (Seifert and Sutton, 2010). The social and cultural assumptions within our past 

and present experiences are unconsciously embedded in what Mezirow (1997, p5) refers to 

as ‘frames of reference’, comprising two components: ‘habits of mind and points of view’.  
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Habits of mind are broad, abstract, orientating, habitual ways of thinking, feeling, and acting, 

that are influenced by assumptions constituting a set of principles (Mezirow, 1997). This 

description corresponded with the qualitative findings in T1. The RNs' interpretations were 

limited and comprised of shared values, attitudes, and beliefs described by Mezirow (1997, 

p5) as ‘points of view’. Usually, it is uncommon for individuals to stop and ‘examine the 

presuppositions upon which habits of expectation are predicted’ (Mezirow, 1991, p 15). 

Reinforcement further solidifies these habits, making them resistant to change. Therefore, the 

transformation of meaning perspectives is founded on experiential activities, experiencing a 

significant event or thought-provoking scenarios that trigger intense feelings. Mezirow (1991) 

describes these triggers as disorienting dilemmas, which are the ‘catalyst for perspective 

transformation’ (Mezirow, 1991, p189).  

Jarvis (2008) asserts that stories result in transformative learning if they lead individuals to 

experience a disorienting dilemma between their current beliefs and those the story evokes, 

and then a subsequent change to their perspectives, including their views of themselves and 

the world. Based on the qualitative findings in this study, it can be concluded that the digital 

story created a disorienting dilemma by evoking the RNs emotions. This allowed them to have 

a rational conversation, which Mezirow (2000) defines as a critical examination of one's own 

assumptions, beliefs, and attitudes. Through this process, the RNs continually challenged their 

professional values, their professional integrity and identity, and the social and cultural 

influences that positively and negatively impacted their perceptions of safety culture. Indeed, 

Eraut (1994) suggests that effective professional and personal development depends on a 

high level of self-awareness brought about by critical engagement with a complex or 

challenging event. Furthermore, McDrury and Alterio (2003) suggest that through an 

emotional and reflective engagement with multiple perspectives, storytelling can bring about 

learning that transforms how students view themselves and others. 

From T2 to T4, the qualitative findings for those in groups 2 and 3 demonstrated a noticeable 

change in their frames of reference to perspective transformation. The digital story provoked 
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their emotions and instigated their capacity to critically reflect on multiple perspectives. As a 

result, the RNs were able to challenge their individual, social, and cultural practices relating to 

safety culture and patient safety at a deeper level. This was prominent in the level of 

engagement and responses during the semi-structured interviews (see Appendix 5.1). More 

importantly, the trajectory of positive changes to their safety culture perceptions and 

subsequent patient safety-related behaviours was remarkable (as illustrated in Appendices 

5.1–5.7). Concerning their personal and professional development, some of these changes 

were established by the RNs' clinical practice exemplars across the timepoints. For example, 

one of the RNs developed more confidence and knowledge about managing patient falls, and 

another RN took up the ‘Falls Champion’ role. Interestingly, some RNs were empowered to 

challenge the barriers associated with CPD and used digital stories as a teaching method in 

practice to improve awareness of the safety culture concepts. Some RNs shared their 

experience of listening to the digital story, shared the digital story used in this study, or used 

other digital stories to promote reflection (see Appendix 5.7).  

Capturing the perceptions of their professional duty to personal and professional development 

has considerable clinical relevance and implications for nursing practice. The findings in this 

study identified barriers to learning, which can compromise patient safety if nurses cannot 

meet their professional requirements to practice safely and competently. Using digital stories 

or digital storytelling with front-line nurses has the potential to address those barriers, as they 

are powerful learning tools that can be used to inspire and motivate learning. As an informal 

learning activity, it is a simple method to implement; nonetheless, when using transformational 

learning theories, it takes time to engage in the transformational process. Therefore, it is 

suggested that nurses must have the support, time, and space to engage with the 

transformational process, which was reported as a barrier to learning in this study. There is 

no further evidence to support this assertion, as no studies have used transformational 

learning theories to explore the impact of digital stories. However, the studies outlined in 

Chapters 1 and 2 have embedded digital stories or digital storytelling into an educational 
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programme or three-hour workshops, and the findings suggest that support, space, and time 

to engage in reflective dialogue and critical reflection were facilitated. Similarly, the qualitative 

findings in this study showed a trajectory of changes to safety culture perceptions and patient 

safety-related behaviours over four timepoints. Consequently, the impact of the digital story 

may not be as effective and powerful if the time and space to engage in the process was not 

permitted. 

The findings in this study and the broader body of literature support the use and impact of 

digital storytelling and digital stories as an effective learning tool and an alternative source of 

knowledge. However, the evidence only pertains to pre-registration nurse education and does 

not apply this method in the context of safety culture and patient safety. Examining the effects 

of digital stories with RNs in clinical practice could enhance the results of this study. This would 

provide compelling evidence to support the use and effects of digital stories. Furthermore, 

there is a lack of studies that explore digital stories using transformational learning theories. 

Thus, the results add something new to what is already known, and future research studies 

that explore and evaluate digital stories and digital storytelling in the classroom should 

consider using transformational learning theories. Other than the qualities of digital stories that 

contribute to learning, an educational theoretical framework will offer new conceptual 

knowledge to the existing literature to explore why and how nurses learn from creating and 

listening to digital stories.  

6.6 Summary of Chapter 
 
As mentioned at the beginning of this chapter, the aim was to provide a synthesised discussion 

of the findings contextualised and situated within the literature found in the Introduction 

Chapter (Chapter 1) and Literature Review Chapter (Chapter 2, s2.1 and 2.2), as well as the 

wider evidence. The similarities and differences between the findings and literature were 

highlighted, and their relevance to clinical practice and recommendations for future research 

were emphasised throughout the chapter, of which a final summary will be provided in Chapter 
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7. It is essential to reiterate that safety culture perceptions in this study were measured using 

the SAQ survey over four timepoints. The findings of this study were compared with studies 

that used different safety culture attitudinal surveys. Furthermore, the findings of the studies 

provided a snapshot of perceptions at one timepoint. Therefore, the findings do not reflect the 

changes in rapidly evolving, multifaceted, complex, and unpredictable organisations. 

Concerning digital stories, there is a significant lack of literature on post-registration nursing 

in the context of clinical practice. Therefore, many findings were compared with research from 

an educational context in pre-registration and post-registration nursing. In this context, digital 

stories or digital storytelling were embedded into an academic programme or workshops, and 

therefore, the findings may have indirect relevance. Furthermore, none of these studies used 

digital stories to explore the impact on perceptions of safety culture and patient safety. This 

gap demonstrated the significance of the findings, which present some of the first evidence in 

this area, thereby providing an essential foundation for future work, which are discussed in 

Chapter 7.  

The qualitative findings that were triangulated with the quantitative data, provided a 

comprehensive understanding of how RNs perceived safety culture. The key findings from this 

mixed methods study showed that safety culture is a complex issue that incorporates many 

essential facets that promote a positive or negative safety culture. These included 

organisational and workplace factors, such as teamwork, communication, inadequate staffing, 

and leadership, which either negatively or positively impacted their working environment. The 

RNs perceived a negative working environment as posing significant patient risks due to 

frequent delays or missed patient care. RNs and their peers had fewer opportunities to learn 

from AEs, as they were less likely to report them. They perceived these factors as threats to 

their professional status, which in turn negatively impacted their mental and physical well-

being. The qualitative and quantitative findings indicated that they were becoming less 

satisfied in their work and were stressed and exhausted, which exacerbated a higher risk of 

safe patient care and a higher risk of absenteeism and staff leaving.  
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As a powerful learning tool, the digital story had many qualities and was highly valued by the 

RNs. This was evidenced by the positive changes in their safety culture perceptions and 

subsequent patient safety-related behaviours. The findings have shown improved 

communication skills with patients and their relatives; enhanced patient assessment and 

decision-making skills; and a positive shift from a task-based to a person-centred approach 

when caring for patients. In relation to interpersonal skills and behaviours, the RNS reported 

an increase in their confidence, resilience, and assertiveness. As a result, they had developed 

their moral courage to challenge and report AEs. As an effective learning tool, the RNs in this 

study have shared and reflected on the digital story used in this study and other digital stories 

with their colleagues. This is a positive step toward improving safety culture and patient safety-

related behaviours as they develop increased knowledge and understanding of the concepts 

and how they impact patient and nurse outcomes. 

This study provides valuable evidence that can be built into clinical practice, work-based and 

informal learning, professional education, and organisational management to promote a safe 

culture and nursing practice. These are worthy of further consideration and are discussed in 

the concluding chapter.  
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CHAPTER 7: CONCLUSIONS AND RECOMMENDATIONS 

 

7.1 Introduction  

This study has sought to measure and explore RNs’ perceptions of safety culture and to 

establish the impact of using a digital story on changing their perceptions of safety culture and 

patient safety-related behaviours. The findings from this study were presented in four main 

themes: Professional Values, Professional Duty of Care, Professional Duty of Candour, and 

Professional Duty to CPD. The study findings have consistently shown that safety culture is a 

complex issue that incorporates many influential facets that promote a positive or negative 

safety culture. External factors such as teamwork, inadequate staffing, and leadership 

influenced these facets that negatively or positively impacted on their working environment. 

The literature relating to digital stories and digital storytelling was limited, but available studies 

have reported many positive benefits when used in nursing educational settings. The 

qualitative findings in this study suggest that changes in the RN's workplace and organisation 

influenced their perceptions of safety culture. However, using the digital story had a greater 

impact on changing the RN's perceptions and patient safety-related behaviours when 

compared to trust education. This chapter revisits the original objectives to present the main 

conclusions of this study. Recommendations are suggested for research, policy, education, 

and practice, and the researcher's reflections will conclude this chapter. 
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7.2 Research Aim and Objectives 
 

This mixed methods explanatory sequential study investigated the use and impact of a digital 

story to assess RNs' perceptions of safety culture and patient safety-related behaviours in 

acute specialised medical wards. Three objectives have been met to achieve the aim of this 

study:  

• Objective 1: To obtain a baseline of what RNs understand of the term safety culture. 

• Objective 2: To measure and explore RNs’ perceptions of safety culture. 

• Objective 3: To establish how the digital story may have impacted upon RNs'     

                    perceptions of safety culture and patient-safety-related behaviours. 

7.2.1 Objective 1 

At T1, the data collected the RNs' initial understanding of safety culture through semi-

structured interviews before assigning them to an intervention group. Their initial perceptions 

were descriptive and limited due to the unfamiliarity of the term safety culture. They used this 

interchangeably with patient safety when they described the importance of teamwork, 

communication, risk assessments, and nursing documentation but did not elaborate on why. 

Interestingly, the RNs held strong perceptions related to their professional and altruistic values 

to ensure patients were not harmed. The finding provided their first understanding of how they 

perceived safety culture and offered a unique perspective of how the RNs interpreted it. As 

the study progressed, their professionalism and professional values were explicit when 

exploring their perceptions of the safety culture concepts that aligned with the seven SAQ 

survey domains.  

7.2.2 Objective 2 

Theme 1: Professional Duty of Care 

The merging of the study’s qualitative and quantitative findings (as illustrated in Figure 6.1) 

revealed that safety culture in healthcare is a complicated issue with many important and 

interconnected factors that can lead to a positive or negative safety culture. The quantitative 

study found that, despite their positive perceptions in T1 of the working environment, 
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teamwork, safety climate, communication, and collaboration, they declined over time (T2 to 

T4). It is difficult to establish why these declined over time as they correlated with their 

declining perceptions of management, stress recognition (already consistently negative), and 

job satisfaction. The qualitative findings provided in-depth views explaining why RNs' 

perceptions declined in the quantitative study.  

The qualitative findings indicated that the RNs perceived that poor teamwork, poor 

communication, and insufficient staffing created a negative safety culture and working 

environment. This posed significant risks to patient safety because patient care was task-

based and often missed or delayed which often threatened the RNs' duty to provide safe 

patient care which created tensions in the working environment. Subsequently, the qualitative 

and quantitative findings revealed that the RNs felt stressed, exhausted, and dissatisfied with 

their job. The consequences of poor nursing outcomes and an increase in moral distress can 

threaten safe patient care and the ability to retain nurses. 

Theme 2: Professional Duty of Candour 

A key finding in this study was the RNs reporting behaviours. This was perceived positively in 

the quantitative findings and indicated a strong safety climate, but their perceptions slightly 

changed over time. The qualitative findings showed that RNs acknowledged organisational 

and workplace commitments to patient safety. However, the study revealed that some RNs 

failed to report adverse events (AEs) or confront poor practice and unsafe care. The reasons 

were that they were afraid to do so because a culture of blame existed where nurses were 

punished or were not heard. Organisational and workplace leadership were critical factors that 

encouraged silent behaviours because they did not listen and fostered punitive responses to 

AEs. The factors that motivated the RNs to speak up were having a non-punitive response to 

errors, where their ward leaders encouraged and supported them. Interestingly, despite their 

positive and negative perceptions of reporting behaviours, the quantitative and qualitative 

findings found that all the RNs held negative perceptions about trust and workplace 

leadership. However, the qualitative findings explicitly indicated that leadership was 



 

 315 

responsible for creating a negative reporting and learning culture. The RNs' perceptions, using 

pre-defined questions (domains and items) in the SAQ survey, described the safety culture 

and merged them into the qualitative themes. When merged with the qualitative findings, the 

RNs' beliefs, assumptions, and values from their lived experiences provided in-depth 

meanings to the quantitative findings that stretched beyond the descriptions in the SAQ 

survey. 

Theme 3: Professional Duty to Continuing Professional Development  

Finally, this critical finding was only explored in the qualitative findings, as the SAQ survey 

does not include CPD within the safety culture domain. Initially, CPD was identified as 

necessary for patient safety, but over time, safety culture and patient safety reflected their 

professional requirements to keep up to date. However, their organisational and workplace 

approach to CPD was to stay updated with mandatory and statutory training. Nonetheless, the 

infrastructure to support CPD was challenging because of the increasing workload, lack of 

time, and the resources available, which were not always conducive to their learning styles. 

Therefore, they could not attend or access CPD, they were reluctant to participate, or they 

lacked motivation to learn. The findings implied that for education and training to be effective, 

they must be relevant to clinical practice, accessible, and meet the diverse learning styles of 

nurses within the organisation. 

7.2.3 Objective 3 

Compared to trust education, the results showed that the RNs perceived the digital story as a 

strong and powerful learning tool that they could apply to their clinical practice because it was 

engaging, emotive, memorable, and an authentic experience. The catalogue of errors, the 

ethical and moral principles within the digital story, and the proximity to clinical practice 

triggered strong emotions. Subsequently, these qualities had initiated the RNs to reflect 

critically on their professional and altruistic values about patient safety. Furthermore, the digital 

story presented a distinct perspective that enabled them to challenge their presuppositions 

relating to the safety culture concepts and the impact on safe patient care. As the RNs 
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progressed along the timepoints, the findings revealed positive changes towards safety culture 

and patient safety-related behaviours as their knowledge and understanding of safety culture 

concepts increased. These included improved communication with patients and relatives, a 

shift from a task-based approach to a holistic PCC approach, and enhanced patient 

assessment and decision-making skills. Interestingly and unexpectedly, the findings showed 

that some RNs developed more resilience, confidence, assertiveness, and courage to 

challenge poor practice and speak up when patient safety was compromised. Remarkably, 

this change was seen as a step towards promoting a positive reporting culture through digital 

stories in an organisation that was perceived to impart fear and shame, and did not listen when 

reporting patient safety concerns.  

This study's original aim and research objectives have all been met, and additional new 

knowledge has been revealed concerning the impact of using a digital story in changing RNs' 

perceptions of safety culture and patient safety-related behaviours. 

7.3 Original Contributions to New Knowledge 

Given the absence of literature, this mixed methods explanatory sequential study was the first 

to establish how digital stories influenced RNs' perceptions of safety culture and patient safety-

related behaviours within an acute NHS organisation. To the best of my knowledge, this study 

is unique and original and contributes to new knowledge in several ways. While this study's 

original contributions to knowledge have been specified in the rationale (Chapter 2, s2.4) and 

discussion (Chapter 6), this section will summarise them to emphasise the findings' 

significance. 

The study contributes to new knowledge in the specific area of safety culture perceptions 

among the identified group of RNs. 

• This study is unique in addressing the gaps in the literature by using a mixed methods 

research design. The systematic literature review (s2.1) showed that previous 

qualitative studies are limited, and many quantitative studies exist but only measure 
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safety culture perceptions at one time. By combining both methods in one single study, 

the generated evidence offered a comprehensive understanding of the RNs’ 

perceptions of safety culture over four timepoints that no previous studies have 

explored.  

• The qualitative findings (s5.2) provide the first understanding of how the RNs perceived 

safety culture concepts and the relationship to their professional duty of care, 

professional duty of candour, and professional duty to continuous professional 

development. This offers a unique perspective on safety culture that previous studies 

have not explored.  

• The quantitative and qualitative findings provide the first understanding of moral 

distress and its relationship to patient safety. They offer a new perspective and original 

contribution to new knowledge that no previous studies have explored.  

• The evidence presented in this thesis (Chapters 1, 2, and 6) has shown that safety 

culture studies are primarily conducted outside the UK, in countries where safety 

culture is an emerging and under-researched concept. The findings of these studies 

may be irrelevant to the UK due to social-cultural differences and seasonal changes 

that occur in healthcare organisations (e.g., winter pressures). The findings of this 

study are relevant to UK national policies and social and cultural factors within UK 

healthcare organisations. 

This study contributes to new knowledge in using a digital story concerning safety culture 

perceptions and patient safety-related behaviours of a specified group of RNs.  

• The systematic literature review and scoping review (Chapter 2) found no studies that 

explored the use of and impact of a digital story on safety culture perceptions and 

patient safety-related behaviours in nursing.  

• The scoping review (s2.2) findings revealed that digital storytelling and digital stories 

are an under-researched but emerging concept. Studies exploring this concept are 

limited and conducted in the context of nursing education, primarily pre-registration 



 

 318 

nursing. The qualitative findings concur with these studies but offer a unique 

contribution to new knowledge in the context of Registered Nurses working in complex 

clinical environments. 

• The qualitative findings provide some of the first in-depth understanding on how the 

content and qualities of the digital story challenged the RNs' professionalism, 

professional and altruistic values, and the connection to safety culture and safe patient 

care, none of which have been explored in the current literature. 

• Using a digital story as an intervention offers a unique contribution to new knowledge, 

as the findings of this study demonstrate a positive impact on the RNs' knowledge and 

understanding of safety culture that has led to positive changes in safety culture 

perceptions and patient safety-related behaviours. This offers a new dimension to 

safety culture and patient safety-related behaviour that no other studies have 

examined.  

• Speaking up and silent behaviours when reporting AEs is a well-recognised 

phenomenon in nursing, as nurses experience greater difficulty speaking up than other 

healthcare professionals. The literature in Chapters 1, 2, and 6 reveal several factors 

that contribute to these behaviours, which correlates with the findings of this study. 

However, unexpectedly, the impact of the digital stories provides a new understanding 

of how they may be used to develop moral courage and improve reporting behaviours. 

This finding offers a unique contribution to knowledge, as there has been minimal 

research on how digital stories can foster moral courage. Equally, there is minimal 

research that connects moral courage to reporting behaviours and a safety culture. 

• A uniqueness of the qualitative findings is that the impact and qualities of the digital 

story aligned with Mezirow’s Transformational Learning Theory (1997). No previous 

studies have used educational learning theories to show how and why nurses learn 

from digital storytelling or digital stories.  
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7.4 Strengths and Limitations of the Study  
 
This study utilised a mixed-methods explanatory sequential approach, with the qualitative data 

complementing the quantitative data to provide a comprehensive understanding of safety 

culture, and to establish any changes to safety culture perceptions and patient safety-related 

behaviours when using a digital story. It is a unique study addressing an area of limited 

knowledge in clinical practice, however there are several strengths and limitations of the study 

as discussed below.  

• This study collected data between September 2017 and December 2017. It is 

acknowledged that this study may be outdated and lack clinical and empirical 

relevance. However, the safety culture literature search was re-run between 2018 and 

2023, where only four quantitative studies were chosen for review from 99 papers. The 

findings of these studies were consistent with the previous studies and the broader 

body of literature and revealed no new knowledge concerning safety culture in nursing 

and no studies undertaken in the UK. An additional scoping review of the digital stories 

literature in nursing was also undertaken between 2007 and 2023. Only eight studies 

were selected, comprising five that used digital storytelling and three that used digital 

stories in nursing education. The findings revealed that the use of digital storytelling 

and digital stories was an emerging concept, but the evidence was sparse. The current 

evidence and the identified literature gaps support the rationale for undertaking this 

study (see study aim and objectives s2.4.1), and the data findings (Chapter 6) are 

synthesised with the literature from Chapters 1 and 2 and the wider body of literature. 

Consequently, the strengths of this study include its clinical relevance and up-to-date 

evidence, its unique contribution to new knowledge that previous studies have not 

explored, and its ability to address the gaps in the current literature. 

• Using a mixed methods explanatory sequential study is labour intensive and typically 

involves interdisciplinary researchers with broad research skills. A limitation of this 

study was that it was conducted singlehandedly, which was very time-consuming and 
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required multiple research skills to be developed. Despite this, the strength of this 

approach was that it combined two research methodologies into one single study, 

which enhanced the credibility of the findings. By synthesising the two data sets, the 

qualitative findings enriched the quantitative findings and provided a comprehensive 

understanding of safety culture perceptions from the RNs lived experience. This 

provided valuable evidence of the stability of a safety culture within their workplace 

and organisation. This was an essential aspect of this study to establish if these factors 

impacted their safety culture perceptions and patient-safety related behaviours or if 

they were directly influenced by the digital story. 

• For the qualitative study, a subsample of fifteen RNs was purposively selected from 

68 RNs’ who had participated in the quantitative study. Using a maximum variation 

sampling strategy and randomly allocating them into three groups (n=5 in each group) 

was considered a strength of this study. However, a limitation was that two groups 

received the digital story (one with and one without reflection). Although there were 

subtle differences between the groups, it was not significant to say that one group 

improved better. The comparisons were made against the RNs (n=5) in the trust 

education group (control group), which may have created some bias in the results due 

to unequal group sizes. Having an equal number of RNs (n=10) in the trust education 

group (control) would have balanced the groups and enhanced the credibility of the 

findings.  

• The sample size for the qualitative study used purposive sampling to select an 

accessible population of RNs from six specialised medical wards. It utilised a paired 

control design by pairing the comparability of the wards, which is considered a strength 

of the design. The accessible population was based on the minimum national safer 

staffing levels per number of bed occupancy rather than the target population, thereby 

reducing the generalisability of the findings. One limitation of this method was that the 

sample size selected was not large enough to generalise the findings beyond these 
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specialised medical wards. Using a power calculation for the target population of 

nurses in all wards in the medical nursing division would have addressed this issue.  

• The qualitative interview questions were triangulated with the SAQ domains (as 

illustrated in Appendix 4.8) to strengthen the credibility of the data findings. However, 

the qualitative interviews relating to safety culture perceptions were time-consuming. 

This limited the time to obtain data regarding the use and impact of the digital story on 

their safety culture perceptions and patient safety-related behaviours. The assumption 

was that these would be explained naturally during the interviews, however, the data 

was less in-depth than expected. Conducting a pilot study would have addressed this 

limitation and provided an equal balance of questions.  

• During the collection of quantitative data across the timepoints, many changes were 

reported by the RNs (e.g., staff shortages, RNs being moved to other wards to cover 

staff sickness, and one ward moving to another part of the trust). These changes 

negatively impacted the RNs, meaning that their responses to the SAQ survey may 

not have been genuine. This may be further exacerbated by their working conditions, 

fatigue, and stress. Although the quantitative findings were rigorous and had strong 

internal consistency and reliability scores, they may be flawed due to respondent bias.  

• The qualitative findings are subjective, and RNs' individual experiences of patient 

safety may not portray a reliable reflection of their professional conduct. The RNs may 

have behaved in a way expected in a professional role and may be reluctant to disclose 

practices that might be judged as unsafe. To mitigate this limitation, a reflective diary 

was kept recording my opinions, interview skills, and communication skills, which 

allowed me to change my behaviours and adopt an open, non-judgemental approach. 

The RNs were more comfortable and candidly reflected upon their clinical practice and 

used practice exemplars to support their perceptions, which enhanced the quality of 

the research. 
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• Some limitations were encountered when collecting and analysing the qualitative data. 

Firstly, response bias may have occurred during the semi-structured interviews, 

influencing, or inhibiting the RNs' responses. Secondly, the interpretation of the data 

may not have reflected the RNs lived experience. Being a novice researcher who is a 

Registered Nurse and an educator with limited experience in undertaking semi-

structured interviews can affect my position as a researcher. A reflective diary was 

maintained throughout the processes and used as a focal point of discussion with my 

research supervisors to overcome this challenge Furthermore, the qualitative data 

analysis used an analytical framework to structure the data analysis sequence, 

ensuring the credibility of the process and data findings.  

7.5 Recommendations  
 
Recommendations have been examined, summarised, and proposed in four distinct areas, all 

of which are based upon the conclusions of this study and are outlined under the following 

headings: recommendations for research, recommendations for policy, recommendations for 

practice, and recommendations for education.  

7.5.1 Recommendations for Future Research 
 
Based on the findings of this study, further, wider-scale research would be beneficial in 

exploring the specific aspects highlighted within it, which are as follows: 

• Further exploration of safety culture perceptions using mixed methods longitudinal 

designs to address the level of change over time, how these levels may decline, 

improve, or stagnate, and what triggers these changes.  

• Examination of how nurses portray their professional, moral, and ethical values about 

safe patient care and the impact on safety culture perceptions.  

• There is a need for further exploration into how digital stories develop moral courage 

and the impact on nurses' reporting behaviours and the number of reported AEs. 
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• Further investigation into the full potential of creating and listening to digital stories, 

and their relationship to safety culture and patient safety-related behaviours is 

necessary to strengthen the findings of this study. 

• Further research is required to explore the use and impact of digital stories in the 

context of clinical practice and post-registration education and training.  

• Future studies should consider applying educational theories to address how and 

why nurses learn using digital stories or digital storytelling. 

7.5.2 Recommendations for Policy  

The Trust Intranet is where important policies about Duty of Candour, quality performance 

indicators (like preventing infections and falls), patient safety initiatives, and patient safety 

alerts are shared. However, frontline staff do not always have time to access it. In addition, 

there was a lack of a clear, formal definition of patient safety and safety culture. Considering 

these findings, the following recommendations are presented:  

• To provide a formal definition of patient safety and safety culture and include these in 

trust policies relating to key quality performance indicators and ensure that they are 

disseminated through all levels of the organisation.  

• Given the importance of the policies, NHS Trusts should consider the effectiveness of 

their approach and review whether staff have read and accessed them. Formal and 

informal educational resources could incorporate the dissemination of key policies (see 

s7.4.3). 

• To utilise social media platforms more effectively and spread information about 

important patient safety policies through the official NHS Trust accounts on these 

platforms. These could also be made easily accessible for staff with links to social 

media platforms.  
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7.4.3 Recommendations for Education   

The qualitative findings of this study showed that the CPD was too focused on mandatory and 

statutory training, and the delivery method did not motivate learning. Based on the findings of 

this current study, the impact of the digital story confirmed the importance of CPD and the 

positive benefits of increasing knowledge and understanding of safety culture and patient 

safety practices. The following recommendations are as follows: 

• Organisational patient safety initiatives should include ongoing and accessible patient 

safety workshops using digital stories about safety culture concepts and related key 

national and local policies.  

• When delivering face-to-face education related to key quality indicators, such as 

recognition of sepsis falls prevention, digital stories should be used in conjunction with 

other teaching and learning strategies. 

• Implement digital stories into organisational and workplace induction programmes for 

newly appointed Registered Nurses and Healthcare Support Workers.  

7.5.4 Recommendations for Practice  

The findings showed that digital stories were feasible and potentially powerful professional 

development opportunities. It offers an alternative, practical, cost-efficient learning resource 

to supplement work-based and informal learning in clinical practice settings. The following 

recommendations for practice are offered:  

• Working collaboratively, organisations', ward leaders, and nurses should consider 

ways to implement strategies to embed the regular use of digital stories in the clinical 

practice setting. 

• Utilise meaningful opportunities to integrate short digital stories and have time to 

reflect. For example, into weekly huddles, monthly ward meetings, and peer 

supervision sessions.  

• When supervising pre-registration nursing students utilise the opportunities to 

integrate digital stories within supervision meetings to explore their understanding and 
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application of safety culture concepts and patient safety behaviours in relation to the 

NMC Standards of Proficiencies. 

7.6 Reflections of the Researcher 

At the start of my PhD studies, I did not doubt that my area of interest was patient safety, and 

the Francis Enquiry (2013) was influential in my choice of topic. As I reviewed the literature, I 

found it so diverse that it was overwhelming, and I had no clear idea where to start. Eventually, 

the research question emerged after months of scoping and reading the literature. The 

literature review chapter was the most difficult, and I under-estimated how long it would take 

to finish. The process of reviewing and writing this chapter was iterative and consistent 

throughout the research process. I was also hopeless at documenting the literature searching 

processes, so I often had to repeat some of them, which was very time-consuming. However, 

this experience taught me that I must document everything, and it served as a foundation 

throughout my research journey.  

Throughout the research project, I maintained a reflective diary to acknowledge my thoughts, 

experiences, and transitions as a researcher. It also recorded my understanding of research 

paradigms and methods, data collection, and analysis. As the study progressed, I became 

aware of my level of knowledge about research and areas for development. I sought every 

learning opportunity from various sources (e.g., training programmes, relevant literature, 

workshops, supervision meetings) to develop my research skills. Applying this knowledge and 

my experiences enabled me to grow as a researcher and complete this journey. 

Paramount to this journey was the importance of remaining objective while collecting and 

analysing the data. The data collection for the quantitative and qualitative studies was 

demanding and time-consuming. For the quantitative data collection, initially in T1, I was 

aware of increasing response bias by coercing the RNs to complete the survey to avoid 

multiple visits to collect the data. However, using collection boxes for subsequent timepoints 

resolved this issue. Despite the reduction in response rates, they remained within an 
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acceptable range. I used SPSS to analyse the quantitative data, a daunting task given my 

limited statistical knowledge and lack of experience with the program. However, I was 

determined and enthusiastic to learn new knowledge and skills. Inputting the data took a long 

time, but through trial and error, I somehow enjoyed the process. Being able to statistically 

analyse and interpret them as a complete novice was not enjoyable. As previously stated, 

accessing the resources available and reading the literature that uses statistical analysis 

developed my knowledge further. 

Throughout the qualitative study's data collection and analysis process, I remained mindful of 

my insider-outsider perspective as a researcher. However, at the start of the data collection 

process, this was quite challenging as I had solid personal ideas and experiences due to my 

prior socialisation as a nurse/nurse educator and professional ‘insiderness’. At this point, 

because I shared a commonality of working in clinical practice for over 20 years, my familiarity 

with the RNs was easy, and I developed a good rapport with them, thereby obtaining rich data. 

However, I soon recognised that I had become too familiar with some RNs during the earlier 

interviews and may have imposed my values, beliefs, and preconceptions. During the 

interview, I realised that I needed to put those aside when entering the phenomenological 

world of the RNs. Nonetheless, if I had used Husserl’s descriptive phenomenology, this could 

have been appropriate, as I would have attempted to ‘bracket’ my standpoints to ensure the 

data was free from bias. However, when employing Heidegger's interpretative 

phenomenology, researchers should not bracket these viewpoints, instead they should 

position themselves as 'being in the world' (Heidegger, 1962, p. 156) and be seen as an active 

participant (Smith et al., 2022). 

To take advantage of my insiderness, I sought to apply Smith et al.'s (2009, p64) ‘hermeneutic 

circle’, where researchers leave their research world and come around the hermeneutic circle 

of the participant's world. Simultaneously, I engaged in reflexivity, maintaining a reflective diary 

throughout the data collection process and actively participating in it. This helped me to 
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understand the insider-outsider experience as I moved around the hermeneutic circle. This 

enabled me to balance my familiarity and distance myself from the RNs within the middle 

ground of an insider and outsider that researching in healthcare as a practitioner and educator 

brings. As a result, I became more aware of my position in this process, and my interviewing 

skills developed, where I could pay full attention to the RNs and follow their lead by engaging 

and attentively listening to their words and meanings. This allowed a more open and in-depth 

conversation, which is integral to the inductive principles of IPA (Smith et al. 2009). Appendix 

4.14 summarises my analytical and reflective notes for each timepoint to illustrate this change.  

I applied the same principles when analysing the data to avoid introducing my assumptions 

and preconceptions into the analysis. My data analysis approach used Smith et al.'s (2022) 

analytical framework, where I could record my thoughts and thinking processes. As a novice 

researcher, the analysis of data and the data produced to be time-consuming but an enjoyable 

experience. By immersing myself in the responses and delving into their meanings, I also 

found it to be an emotive experience that triggered frustration, anger, and sadness. I 

documented these feelings, thoughts, and initial impressions using a reflective diary, along 

with the annotation and reflective memo functions in NVivo. I was aware that my interpretation 

of the data may be subjective, but having the opportunity to discuss, debate, and critique my 

thinking processes with my supervisors was invaluable and gave me direction where needed. 

Appendices 4.15 and 4.16 provide detailed analytical notes that reflect my journey during the 

qualitative data analysis process. 

This was a part-time PhD study, and working full-time in a senior manager educational role 

presented many challenges. Upon reflection of my research journey, I have come to 

understand that it has been an emotional rollercoaster, fraught with challenges related to time 

management, work commitments, and periods of uncertainty about my ability to complete this 

journey. On the other hand, it has been an immense learning experience that undoubtedly 

helped me develop as a researcher. The knowledge, skills, and confidence I have gained in 
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many areas have been rewarding, particularly my self-awareness, tenacity, and enthusiasm 

for completing this thesis. Completing my thesis has been one of my most significant 

achievements to date, both personally and professionally, and I look forward to disseminating 

this study further.  
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APPENDICES 
 

Appendix 2.1 Example of History using CINAHL Complete Database 

#1 
 
#2 
 
#3 
 
#4 
 
#5 
 
#6 
 
#7 
 
#8 
 
#9 
 
#10 
 
 
 
 

nurs* or nursing  
 
patient OR client OR "service users"  
 
AB story OR AB (storytelling or narrative or storytelling or stories)  
 
(AB "digital stor*" OR AB "digital storytelling" OR AB "patient voice*"  
 
(AB "digital stor*" OR AB "digital storytelling" OR AB "patient voice*") AND (S3 AND S4)  
 
((AB "digital stor*" OR AB "digital storytelling" OR AB "patient voice*") AND (S3 AND S4)) AND (S2 AND S5)  
 
(((AB "digital stor*" OR AB "digital storytelling" OR AB "patient voice*") AND (S3 AND S4)) AND (S2 AND S5)) 
AND (S1 AND S6)  
(“patient safety" OR "safety climate" or "safety culture”) AND (“safety perception*" OR "safety attitude* or safety 
outcome*”)  
((“patient safety" OR "safety climate" or "safety culture”) AND (“safety perception*" OR "safety attitude* or safety 
outcome*”)) AND (S1 AND S8)  
(((“patient safety" OR "safety climate" or "safety culture”) AND (“safety perception*" OR "safety attitude* or 
safety outcome*”)) AND (S1 AND S8)) AND (S7 AND S9)  
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Appendix 2.2: Total Number of Papers for Each Database (Systematic Review) 

 Databases  
 
Date of Search  

CINAHL 
Complete  
 
17.05.17 

PsycINFO 
 
 
19.05.17 

Medline  
 
 
19.05.17 

Education 
Research 
Complete   
25.05.17 

PubMed  
 
 
28.05.17 

Science 
Direct 
 
01.06.17  

ProQuest  
 
 
05.06.17 

No. Search terms Number of articles  

#1 Nurs* or nursing  20,463 5,529 6,242 723 57,250 6,232 10,266 

#2 Patient or client or service user  329,774 114,932 22,021 2,037 382,907 8,253 79,424 

#3 Story or stories or storytelling or narrative  5,691 1,805 212 416 586 2,976 342 

#4 “digital stor*” or “digital storytelling” or “patient voice*” 17 118 22 
 

9 25 
 

33 
 

31 

#5 #3 AND #4  2,591  207 234 5 149 2,976 368 

#6 #2 AND #5  1,078 207 
 

64 30 137 
 

544 168 

#7 #1 AND #6 380 
 

9 
 

19  4 
 

68  
 

100 
 

52 
 

#8 “patient safety” OR “safety climate” or “safety culture” OR “safety 
perception*” OR “safety attitude*” or ‘safety outcome*” 

3,769 119 610 45 10,904 
 

405 3,765 

#9 #1 AND #8 288  3 
 

173 
 

13 
 

558 
 

22  
 

238 

#10 #7 AND #9 
 

17 
 

0 1 
 

1 
 

4 1 5 



 

 

Appendix 2.3 Example of Critical Appraisal for a Quantitative Paper  
Wilson, D., Redman, R.W., Talsma, A. and Aebersold, M. (2012) Differences in Perceptions of 
Patient Safety Culture between Charge and Non-charge Nurses: Implications for Effectiveness 
Outcomes Research. Nursing Research and Practice, 2012(1), pp1-7 

Q Description Evaluation Score 

1 Does the title reflect the 
content? 

Informative 2 

2 Is the author credible? The authors' names are included but not their 
professional titles or qualifications. The University 
of Michigan, School of Nursing, is included, but it 
is unclear if they all work there.  

0 

3 Does the abstract summarise 
the key components?  

A brief abstract that does not include the aims of 
the study and only part of the methodology, so you 
must read the full paper to see if the study is of 
interest  

1 

4 Is the rationale for undertaking 
the research clearly outlined?  

It is clear. The rationale for understanding 
differences in PSC among charge nurses and 
non-charge nurses and how they perceive PSC 
(related to the implementation of EBP to improve 
PSC 

2 

5 is the literature review 
comprehensive and up to date? 

The literature review uses a balance of primary 
and secondary literature. It focuses on 
implementing EBP as a strategy to improve PSC 
and the role of nurse leaders. Background and 
barriers to EBP/guidelines link to PSC and discuss 
and debate this subject area. Supports with up-to-
date research 

2 

6 Is the aim of the study clearly 
stated? 

The aim was to explore the differences in 
perceptions of safety culture between charge 
nurses and non-charge nurses. However, the data 
analysis methods stated a hypothesis which could 
have been included with the aim. In addition, the 
patient safety culture was only reported on 4/12 
dimensions of the HSOPSC. The aims could have 
been more explicit and stated what the research 
intended to do.  

1 

7 Are all ethical issues identified 
and addressed?  

Approval was gained by the IRB of the medical 
Centre where the research was undertaken. 
Informed consent is achieved through written 
consent. There was no explanation of the study 
and what participants were expected to do. The 
questionnaire is sealed and coded, which implicitly 
implies confidentiality and anonymity. No evidence 
of voluntary participation, but it would be assumed 
that this was indicated if questionnaires were 
returned.  

1 

8 Is the methodology identified 
and justified? 

Design and participants included. Data collection 
justified measures justified and included 
dependent and independent variables. 
Researchers used the HSOPSC questionnaire but 
did not explain what this questionnaire was in 
detail, other than how internal validity was 
established. It would have been appropriate to 
include further detail on the domains, the scale 
and how they scored the questions to indicate 
positive and negative perceptions.  

1 
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9 Is the study design clearly 
identified, and is the rationale 
for the design choice evident?  

Descriptive, cross-sectional and correlation 
design. Cross-sectional related to charge nurses 
and non-charge nurses. The choice of design is 
not provided, but it is appropriate for this study   

2 

10 is there an experimental 
hypothesis clearly stated? Are 
the key variables clearly 
defined? 

Hypothesis not explicitly stated with the aims of 
the research. It was found later in the article under 
the data analysis section. Four independent 
variables. 1. Charge nurse's experience, 2. 
percentage of shifts worked in charge (<25% or > 
25%), 3. number of years in charge on current unit 
(none, less than 1 year to 1-5 years. 4. Shifts 
worked at were categorical (Nominal data) as 3 
options were permanent day, night, and rotating 
shifts. Four dependent variables were overall 
perceptions of PS, number of events reported, 
teamwork within units, and safety grade. It was not 
clear why only these four dependent variables 
were chosen.   

2 

11 is the population identified? The population were RNs working in 12 units at a 
large academic medical Centre. Inclusion criteria 
applied.   

1 

12 is the sample adequately 
described and reflective of the 
population? 

Total population of 710 RNs working in 12 medical 
surgical units. A questionnaire was sent to ALL 
710, and 381 were completed and returned - RR 
54%. Excluded missing data (that exceeded 10%), 
and the final sample was n=375 - RR 53%. The 
study did not state the sampling strategy used, but 
it would appear to be a convenience sample. As 
there are two types of groups, it would have been 
appropriate for the researchers to the total 
population of charge nurses to non-charge nurses 
and choose a proportionate stratified sampling so 
the sample size for each group is equal, thus 
reducing sampling bias and response bias and 
more representative of the population  

1 

13 is the method of data collection 
valid and reliable? 

They used HSOPSC, a pre-validated instrument, 
and Cronbach's alpha confirmed internal reliability. 
However, the researchers did not detail what this 
instrument consisted of, how responses were 
measured and how they scored the responses. 
They only reported on 4/12 patient safety culture 
domains and did not include any detail why the 
other domains were omitted, thus questioning the 
validity and reliability of the tool used.  

1 

14 Is the method of data analysis 
valid and reliable? 

Interval data was applied to independent variables 
except for the number of years in charge on the 
current unit, which was nominal data. They used 
SPSS version 18.0.3. two-tailed t-tests were used 
to confirm/reject the hypothesis, which stated that 
the nurses with no charge and some charge 
experience would have differences in perceptions 
of safety: SD, t-value, and p-values. Mean, and 
SD demonstrated normal distribution and less 
variance with a p-value of 0.01. The study 
revealed significant differences between the two 
groups and can correctly accept the hypothesis. 
Pearson's chi-square test relationship between the 
percentage of shifts in charge during the last 
month and the number of errors reported was 

2 
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appropriate. ANOVA to test the relationship 
between patient safety perceptions, working shifts 
in charge, and the number of years in charge 
years as a charge year during the past month 
(interval measurement). Significant differences 
existed between the groups, and Bonferroni’s post 
hoc test was used to identify specific groups. 
ANOVA also supports the acceptance of the 
hypothesis. Missing data explained. In response to 
the tool used, data analysis should be read with 
caution due under-reporting of data generated 
from the responses. 

15 Are the results presented in a 
way that is appropriate and 
clear? 

Two-tailed t-tests were used to confirm/reject the 
hypothesis, which stated that the nurses with no 
charge and some charge experience would have 
different perceptions of safety. The study revealed 
significant differences between the two groups 
and can correctly accept the hypothesis. Overall, 
the perceptions of PS a reported and presented in 
narrative and table format using mean. The further 
narrative included the number of errors reported in 
percentages between no charge experience and 
some charge experience. It could have been 
presented in table format to show significance 
between groups, given that the sample sizes are 
unequal. The results may be skewed, which could 
account for the differences between the groups, 
so data should be read cautiously. Pearson's chi-
square tested the relationship between % of shifts 
in charge during the past month, and the number 
of events, and this was presented well and easily 
read. It would be appropriate if the researchers 
had included more tables to explain their narrative 
data. 

1 

16 Is the discussion 
comprehensive? 

The discussion reports the research findings and 
compares with similar studies. The discussion 
includes new graduates, but this was not reported 
on in the study findings, so this should not have 
been included as what was defined as recent 
graduates. Given the nature of the study, a 
discussion around leadership would have been 
appropriate, as this should have been measured 
and reported. It would also add to the implications 
for future practice if nurse leaders were essential 
in promoting a safety culture.  

0 

17 Are the results generalisable? The results are not generalisable for the following 
reasons. Conducted in one single site, the 
sampling strategy and unequal distribution of 
participants. The characters reported were done 
separately (variables used and charge nurse 
characteristics). It would be interesting to see 
years of experience, the relationship to the charge 
nurse's experience, etc. There was no wider 
explanation of the measurement tool and why only 
4/12 domains were reported. The researcher did 
report this in their limitations.   

1 
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18 is the conclusion 
comprehensive?  

The conclusion includes limitations and 
implications for practice. The implications are 
reported in the data analysis, and this could have 
been strengthened by including leadership.  

 

    Excellent:      29 - 36 
 

    High:             22 - 28 22 

    Medium:       15 - 21 
 

    Low:               8 - 14   
 

    Very Low:       0 - 7   

Caldwell et al. (2011) Framework for critiquing healthcare research.  
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Appendix 2.4 Example of Critical Appraisal for a Qualitative Paper  
 

Ridelberg, K., Roback, K., and Nilsen, P. (2014) Facilitators and barriers influencing patient safety in Swedish 
hospitals: A qualitative study of nurses perceptions. BMC Nursing. 13(23), pp1-12   
Q Description  Evaluation   Score 

1 Does the title reflect the 
content? 

Informative and specific  2 

2 Is the author credible? Author's names only. Roles, place of work and 
qualifications are not included except for the 1st author. The 
first author's correspondence address suggests they work 
in a university in the health sciences department. In the 
data collection section, she states that she has a 
background in nursing and clinical patient safety at work. 
Information about the other two authors is included in the 
discussion section, but it would be appropriate to have this 
with the heading  

1 

3 Does the abstract summarise 
the key components?  

Informative to use headings for key components 2 

4 Is the rationale for undertaking 
the research clearly outlined?  

The rationale is based on a literature review, which is 
scanty, as indicated below. The study explains using RNs 
but does not address gaps in the research literature.  

1 

5 is the literature review 
comprehensive and up to 
date? 

The literature review is scanty and does not address any 
knowledge gaps (due to lack of information). It focuses on 
patient safety and how to improve patient safety practices, 
but further discussion on current practices and research 
evidence could have been included. There is no definition 
and not much discussion on other research, especially 
quantitative research that measures patient safety 
perceptions, and this could have enhanced this review and 
provided a more robust rationale for undertaking a 
qualitative study.  

1 

6 Is the aim of the research 
clearly stated? 

The research aims to explore essential factors influencing 
patient safety as perceived by RNs’, which are clearly 
stated.  

2 

7 Are all ethical issues identified 
and addressed?  

Ethical approval for the Regional Ethical Review Board in 
Linköping, but this is unclear if this covers healthcare 
environments and whether the researcher gained access to 
the setting. Confidentiality, consent, and voluntary 
participation addressed. The purpose of the study and time 
for interviews included in the study.  

1 

8 Is the methodology identified 
and justified? 

Yes  2 

9 Are the philosophical 
background and study design 
identified, and the rationale for 
the design choice evident?  

There is no philosophical background that underpins the 
study design. The data analysis section included a 
theoretical framework for analysing the data. The 
researchers state that the method is a qualitative study (in 
the abstract and not the main text).  

1 

10 Are the major concepts 
identified? 

The researchers do not identify these as concepts but state 
the 'important factors' within the aim of the research.  

2 

11 Is the context of the study 
outlined? 

The study setting explained the Swedish Health Care 
system and the sample was taken from 8 general hospitals 
in six county hospitals. To recruit nurses, staff in key 
positions were asked for nurses interested in discussing 
safety at work and then contacted by the researcher. There 
was no explanation of interested potential participants, and 
this is difficult to judge if the researcher chose any.  

1 
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12 is the selection of participants 
described, and the sampling 
method identified?  

Sample size: n=12. Recruitment of nurses used purposive 
sampling. There was no rationale for why this method was 
chosen. Participants are selected based on their knowledge 
and expertise in the subject area. Still, there is no 
explanation of how many nurses were interested in 
participating; it is difficult to judge if the researcher chose 
these. The researcher stated that the sample was 
heterogenous regarding characteristics, but 75% were 
ages, 40-60yrs, 99% were female, and 58% had more than 
20 yrs. Experience. There was an equal spread of urban to 
rural hospitals used, but this was not aligned with where 
participants worked. Although representation is not a 
criterion, given the number of eligible study settings and the 
number of RN employed across the study sites, there is 
potential for sample bias. The sample size could have been 
larger using a quota sampling method to minimize bias by 
increasing the numbers and heterogeneity of the sample.   

1 

13 Is the method of data 
collection auditable? 

Semi-structured interviews were conducted. Three faces to 
face in the office in their workplace, and nine via the 
telephone Face-to-face lasted 35-60 minutes and telephone 
25-45 minutes. All interviews were undertaken during work 
hours and audio recorded. Interviews were based on 2 
(open) overarching questions, which were included, and 
probing questioning was used. There are differences in how 
the interviews were conducted, which could lead to 
response bias. The researcher did not state whether she 
took notes during the interviews.  

1 

14 Is the method of data analysis 
credible and confirmable? 

Yes, they were described in detail. The qualitative content 
analysis utilised Hsieh and Shannon's (2005) framework. 
Interviews were transcribed verbatim, reviewed by the 
researcher, and entered NVivo v9. All authors read 
transcripts and were then coded to categorise the data. A 
detailed description of data analysis was given, and 
triangulation was achieved as the authors independently 
analysed the data and then compared their findings. 
Various categories were mapped to Vincent's framework 
and provided a conceptual basis for analysing the data, 
allowing the researchers to adopt a deductive and inductive 
approach. Research bias has been minimised during this 
process.  

2 

14 Are the results presented in a 
way that is appropriate and 
clear? 

The factors influencing patient safety were presented in a 
clear table format. Themes were identified, and participant 
responses were included to support the categories. The 
researchers used several participant responses but failed to 
include any responses for N4 and N9, which may be 
intentional or unintentional. However, there was no 
explanation for this.  

1 

15 Is the discussion 
comprehensive? 

The discussion is comprehensive, relating to their findings. 
However, I feel this could have been supported with studies 
that have statistically measured patient safety/safety culture 
to support their findings and offer more depth, e.g., 
reporting, communication, and management structure. They 
also go on to define safety culture, which would have been 
more appropriate in the background of the study. They 
further address their research question by identifying similar 
research, which would have been appropriate at the start to 
strengthen the rationale for this study. Limitations 
addressed in the discussion 

1 
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16 Are the results transferable? Partially. The sample size is small (which is appropriate for 
qualitative studies). However, there was a large population 
of RN eligible for the research, and the size could have 
been increased. In addition, it is not clear how the 
participants were selected other than selected by clinicians. 
The characteristics of the sample are also questionable, as 
where the participants were employed. The selection was 
across six hospitals (distribution). Sample bias and 
response bias. 2. Data findings failed to report qualitative 
data from 2 participants. It is not explained why this was, 
which could reduce the sample size.  

1 

17 is the conclusion 
comprehensive?  

Addresses limitations and implications for practice and 
summary of study and findings.  

2 

    Excellent:      29 - 36 
 

    High:             22 - 28 25 
    Medium:       15 - 21 

 

    Low:                8 - 14   
 

    Very Low:        0 - 7  
 

      
 

Caldwell et al. (2011) Framework for critiquing healthcare research.  
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Date of Search  
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14.04.24 14.04.24 15.04.25 16.04.24 18.04.24  

No. Search Terms       

#1 
Patient stor* or storytelling and nurs* or nursing 308 44 219 36 73 680 

#2 Digital stor* or digital storytelling and nursing  41 2 68 17 1 129 

#3 Patient stor* and storytelling and healthcare or hospital or 
health services  

190 49 163 36 92 530 

#4 Digital  stor* or digital storytelling and healthcare or hospital or 
health services 

38 

 

7 

 

263 

 

15 

 

2 325 
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6410 Fannin Street 
UTPB Suite 1100 
Houston, TX 77030 
https://med.uth.edu/chqs/

Medical School 

University of Texas at Houston-Memorial Hermann 
Center for Healthcare Quality and Safety 

June 13, 2016

Dear Valerie Nixon,

You have our permission to use any of the following Safety Attitudes Questionnaires and 
the corresponding scoring keys:  

Safety Attitudes Questionnaire – Short Form 
Safety Attitudes Questionnaire – Teamwork and Safety Climate 
Safety Attitudes Questionnaire – Ambulatory Version 
Safety Attitudes Questionnaire – ICU Version 
Safety Attitudes Questionnaire – Labor and Delivery Version 
Safety Attitudes Questionnaire – Operating Room Version 
Safety Attitudes Questionnaire – Pharmacy Version 
Safety Climate Survey 

Please note, we do not have editable versions for any of the SAQ surveys but feel free to 
modify the surveys to meet your research endeavors.  

Respectfully, 

University of Texas at Houston-Memorial Hermann 
Center for Healthcare Quality and Safety Team
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Appendix 4.2 SAQ (36-Short Form 2006)   

D
Disagree Strongly

Please answer the following items with respect to your specific unit or clinical area.
Choose your responses using the scale below:

Safety Attitudes: Frontline Perspectives from this Patient Care Area

Thank you for completing the survey - your time and participation are greatly appreciated.

A B C D E X

A B C D E X

A B C D E X

A B C D E X

A B C D E X

A B C D E X

A B C D E X

A B C D E X

A B C D E X

A B C D E X

A B C D E X

A B C D E X

A B C D E X

A B C D E X

A B C D E X

A B C D E X

A B C D E X

A B C D E X

A B C D E X

A B C D E X

A B C D E X

A B C D E X

A B C D E X

A B C D E X

A B C D E X

A B C D E X

A B C D E X

A B C D E X

A B C D E X

A B C D E X

A B C D E X

A B C D E X

A B C D E X

A B C D E X

A B C D E X

A B C D E X

• Use number 2 pencil only.
• Erase cleanly any mark you wish to change.

Disagree Strongly

Mark Reflex® forms by Pearson NCS MW263511-1 321 HC99 Printed in U.S.A.

Disagree Slightly
Neutral

Agree Slightly
Agree Strongly

Not Applicable

Agree SlightlyDisagree Slightly Not Applicable
A E X

Agree StronglyNeutral
CB

SAFETY CLIMATE

Correct Mark

Copyright © 2004 by The University of Texas at Austin

PLEASE DO NOT WRITE IN THIS AREA

1. Nurse input is well received in this clinical area.
2. In this clinical area, it is difficult to speak up if I perceive a problem with patient care.
3. Disagreements in this clinical area are resolved appropriately (i.e., not who is right, but what is best for the patient).
4. I have the support I need from other personnel to care for patients.
5. It is easy for personnel here to ask questions when there is something that they do not understand.
6. The physicians and nurses here work together as a well-coordinated team.
7. I would feel safe being treated here as a patient.
8. Medical errors are handled appropriately in this clinical area.
9. I know the proper channels to direct questions regarding patient safety in this clinical area.
10. I receive appropriate feedback about my performance.
11. In this clinical area, it is difficult to discuss errors.
12. I am encouraged by my colleagues to report any patient safety concerns I may have.
13. The culture in this clinical area makes it easy to learn from the errors of others.
14. My suggestions about safety would be acted upon if I expressed them to management.
15. I like my job.
16. Working here is like being part of a large family.
17. This is a good place to work.
18. I am proud to work in this clinical area.
19. Morale in this clinical area is high.
20. When my workload becomes excessive, my performance is impaired.
21. I am less effective at work when fatigued.
22. I am more likely to make errors in tense or hostile situations.
23. Fatigue impairs my performance during emergency situations (e.g. emergency resuscitation, seizure).
24. Management supports my daily efforts:
25. Management doesn’t knowingly compromise pt safety:
26. Management is doing a good job:
27. Problem personnel are dealt with constructively by our:
28. I get adequate, timely info about events that might affect my work, from:
29. The levels of staffing in this clinical area are sufficient to handle the number of patients.
30. This hospital does a good job of training new personnel.
31. All the necessary information for diagnostic and therapeutic decisions is routinely available to me.
32. Trainees in my discipline are adequately supervised.
33. I experience good collaboration with nurses in this clinical area.
34. I experience good collaboration with staff physicians in this clinical area.
35. I experience good collaboration with pharmacists in this clinical area.
36. Communication breakdowns that lead to delays in delivery of care are common.

Incorrect Marks

A B C D E X

A B C D E X

A B C D E X

A B C D E X

A B C D E XUnit Mgt
Unit Mgt
Unit Mgt
Unit Mgt
Unit Mgt

I work in the (clinical area or patient care area where you typically spend your time): This is in the
Department of: Please complete this survey with respect to your experiences in this clinical area.

Hosp Mgt
Hosp Mgt
Hosp Mgt
Hosp Mgt
Hosp Mgt

Have you completed this survey before? Yes No Don’t Know

Attending/Staff Physician
Fellow Physician
Resident Physician
Physician Assistant/Nurse Practitioner
Nurse Manager/Charge Nurse

Position: (mark only one)
Registered Nurse
Pharmacist
Therapist (RT, PT, OT, Speech)
Clinical Social Worker
Dietician/Nutritionist

Clinical Support (CMA, EMT, Nurses Aide, etc.)
Technologist/Technician (e.g., Surg., Lab, Rad.)
Admin Support (Clerk/Secretary/Receptionist)
Environmental Support (Housekeeper)
Other Manager (e.g., Clinic Manager)
Other:___________________________________

Mark your gender: Male Female

BACKGROUND INFORMATION
Today’s Date (month/year):__________________

Primarily Adult BothPeds
Years in specialty: Less than 6 months 1 to 2 yrs6 to 11 mo. 3 to 4 yrs 11 to 20 yrs5 to 10 yrs 21 or more



 

 

Appendix 4.3 Amended SAQ used for the Quantitative Data Collection  
 

Date (dd/mm/yy)  Candidate Number  Timepoint 2 

SAFETY ATTITUDE QUESTIONNAIRE 

PERSPECTIVES FROM RN’S’ FROM THE MEDICAL DIVISION 
Please answer the following questions concerning your division or clinical area. Please choose your response by placing X using the scale provided 

  A 
Disagree 
Strongly 

B 
Disagree  
Slightly 

C 
Neutral 

D 
Agree  

Slightly 

E 
Agree 

Strongly 

X 
N/A 

1 Nurse input is well-received in this clinical area       
2 In this clinical area, it is difficult to speak up if I perceive a problem with patient care       
3 Disagreements in this clinical area are resolved appropriately (i.e., not who is right but what is best 

for the patient  
      

4 I have the support I need from other staff to care for patients        
5 It is easy for staff here to ask questions when there is something that they do not understand        
6 The doctors and nurses here work together as a well-coordinated team        
7 I would feel safe being treated here as a patient        
8 Clinical errors are handled appropriately in this clinical area       
9 I know the proper channels to direct questions regarding patient safety in this clinical area        
10 I receive appropriate feedback about my performance       
11 In this clinical area, it is challenging to discuss errors       
12 I am encouraged by my colleagues to report any patient safety concerns I may have        
13 The culture in this clinical area makes it easy to learn from the errors of others       
14 My suggestions about safety would be acted upon if I expressed them to management        
15 I like my job        
16 Working here is like being part of a large family        
17 This is an excellent place to work       
18 I am proud to work in this clinical area       
19 Morale in this clinical area is high        
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  A 
Disagree 
Strongly 

B 
Disagree 
Slightly 

C 
Neutral 

D 
Agree 

Slightly 

E 
Agree 

Strongly 

X 
N/A 

20 When my workload becomes excessive, my performance is impaired        
21 I am less effective at work when I am fatigued       
22 I am more likely to make errors in tense or hostile situations        
23 Fatigue impairs my performance during emergency situations (e.g., emergency resuscitation, 

deteriorating patient) 
      

24a Ward managers support my daily efforts        
24b Trust managers support my daily efforts        
25a Ward managers doesn’t knowingly compromise patient safety       
25b Trust managers doesn’t knowingly compromise patient safety       
26a Ward managers are doing a good job       
26b Trust managers are doing a good job       
27a Problems with staff are dealt with constructively by our ward managers        
27b Problems with staff are dealt with constructively by trust managers        
28a I get adequate, timely information about events that might affect my work from ward managers        
28b I get adequate, timely information about events that might affect my work from trust managers        
29 The levels of staffing in this clinical area are sufficient to handle the number of patients        
30 The trust does a good job of training new staff        
31 All the necessary information for diagnostic and therapeutic decisions is routinely available to me        
32 Trainees in my discipline are adequately supervised        
33 I experience good collaboration with nurses in this clinical area       
34 I experience good collaboration with doctors in this clinical area       
35 I experience good collaboration with pharmacists in this clinical area       
36  Communication breakdowns that lead to delays in delivery of care are common        

Source: Safety Attitude Questionnaire by Sexton, Thomas, and Helmreich (2006) 

Permission granted from University of Texas. Centre for Healthcare Quality and Safety 

 



 

 

Appendix 4.4 Timeline of Data Collection Points  
 

 
Study 
Weeks 

 

 
QUANTITATIVE STUDY  

Dates of Distribution -SAQ  

 
QUANTITATIVE STUDY  

Dates for Data Collection -SAQ  
 

 
QUALITATIVE STUDY  

Data Collection – INTERVIEWS AND SAQ 

 
Week 0 
 

 
W/C 4th September 2017 

 
W/C 11th September 2017  

 
W/C 23rd Sept 2017  
Pre- Intervention: 1-1 Interview (15 -30 mins)  
intervention group 2: digital story (4 mins) 
intervention group 3: digital story (4 mins) and reflection 
(Duration up to 30mins)  
SAQ Survey (15-20 mins) 
 

 
 
Week 2 

 
 
W/C 18th September 2017 

 
W/C 25th September 2017 
and  
W/C 2nd October 2017 
 

 
W/C 25th Sept to 2nd October 2017 
1-1 interviews (Duration up to 60mins)  
and SAQ Survey (15-20 mins) 
 

 
 
Week 6 
 
 

 
 
W/C 16th October 2017 

 
W/C 23rd October 2017 
and 
W/C 30th November 2017 
  

 
W/C 23rd Oct to 30th Nov 17 
1 -1 interviews (duration up to 60 mins)  
and SAQ Survey (15-20 mins) 

 
 
Week 12 
 

 
 
W/C 27th November 2017 

  
W/C 4th December 2017 
and  
W/C 12th December 2017 
 

 
W/C 4th Dec to 12th Dec 2017 
1-1 interviews (Duration up to 60)  
and SAQ Survey (15-20 mins)  
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Appendix 4.5 Email from Deputy Chief Nurse: Confirmation of Patient Story 
  
From: Val Nixon [mailto:valnix7@msn.com]  
Sent: 08 September 2017 08:17 
To: Collier, Linda (RJE) UHNM 
Subject: Re: patient stories  
  
Good morning Linda.  
  
I like Jimmy’s story too. Very emotive and covers fundamental aspects of care.  
Wilf picked up on the date is it was made in 2007 and felt it may be out of date as falls 
prevention has come a long way.  
                   
On 8 Sep 2017, at 06:20, Collier, Linda (RJE) UHNM <Linda.Collier@uhnm.nhs.uk> wrote: 
Good Morning Val 
Think I like Jimmy story of fall best to use as typical. 
Thanks 
Linda  
 
This message was received from outside of UHNM. STOP. Were you expecting this email? 
Does it look genuine? THINK. Before you CLICK on links or OPEN any attachments  
 
  
From: Val Nixon [mailto:valnix7@msn.com]  
Sent: 05 September 2017 17:19 
To: Collier, Linda (RJE) UHNM 
Subject: patient stories  
  
I didn't think about the date as my focus was on the story. Do you think similar issues are still 
prevalent?  
 
Val Nixon.   
Sent from my iPhone  
 
Collier, Linda (RJE) UHNM <Linda.Collier@uhnm.nhs.uk> 

  Reply| 

Fri 08/09/2017, 08:25 

You 

PhD work 

Flag for follow up. Start by 23 March 2018. Due by 23 March 2018. 

 
Yes most definite  
 
This message was received from outside of UHNM 
STOP. Were you expecting this email? Does it look genuine? 
THINK. Before you CLICK on links or OPEN any attachments 

 

mailto:Linda.Collier@uhnm.nhs.uk
mailto:valnix7@msn.com
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Appendix 4.6 Verbatim Transcript of Jimmy’s Story – 2.44 minutes long 

 
My brother Jimmy was an inpatient in a psychiatric hospital where he was being treated for 

depression; he also had a learning disability. On the 5th of December 1999, he fell in a corridor 

which was unobserved, but the staff later recalled hearing a thud. He was found with his chin 

resting on a skirting board and his hands by his side. This indicated that he did not put his 

hands out to save himself, and his neck took the full force of the fall. Although he was 

unconscious for a while and unresponsive to pain stimuli, the nursing staff moved him back to 

his bed, they cleaned him up, and sent for the doctor, who arrived about an hour later. The 

notes of his examination are missing. The following day, his condition deteriorated, and he 

was transferred to Ninewells Hospital. The transfer later did not mention his fall. Over the next 

three weeks, Jimmy was transferred three times between the two hospitals as his condition 

fluctuated during this time. I repeatedly told the doctors about his fall and the fact that the 

marked deterioration and his physical condition were linked to this event, but nobody seemed 

to listen. I was regarded as a nuisance. Eventually, after an MRI scan, the injury was 

discovered; by that time, it was too late to do anything. The injury was reversible. He had a 

complete lesion at C4 [cervical] and was paralysed from his neck down. He died on the 9th of 

January 2000. Had Jimmy not been moved? Had the nurses sought medical help? Would his 

spinal injury have progressed from an initial partial lesion to a complete lesion? I will always 

wonder. 

 

Patient Voices  

http://www.patientvoices.org.uk/flv/0047pv384.htm 

 

 

 

 

 

http://www.patientvoices.org.uk/flv/0047pv384.htm
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Appendix 4.7 Interview Schedule for Timepoint 1 (pre-intervention)  
 

Welcome and Introduction  

The participant will be welcomed to the interview session, introduce myself as the 
researcher.  

The researcher will emphasise the purpose of the research study and remind the participant 
of the ethical rules observed.  

Check the participant has read the participation information sheet, and questions will be 
invited by the researcher before them signing a consent form.  

Obtain written consent to record and use the interview data.  

To explain the purpose of the interview for this timepoint.  

Ensure participants understand that their responses are from their experiences and 
perspectives.  

To reassure the participant that there are no right or wrong answers.  

Opening questions:  

Ask the participant about their current understanding of safety culture.  

Use the questions as a guide:  

• Tell me what you understand about the term ‘safety culture’.  
• What are your views on safety culture?  
• What are your opinions of safety culture?  

These questions are a guide and will be used for this interview. Depending on the 
responses, probing questions using an open-ended format will be used.  

Probing questions: 
Why, tell me more?  
Can you explain your reasons?  
Can you please give me more detail about….? 
You mentioned X; can you please explain what you mean by this?  
Can you tell me about your experiences?  

Winding up of session  

The researcher will summarise the key issues discussed and check that the participant is 
happy with this and has nothing else to add. The participant will be asked if they have any 
further questions/queries and will be thanked for attending.  

Arrange dates and times for Timepoint 2 interviews 

End of interview  
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Appendix 4.8 Interview Schedule for Timepoint 2 – 4 (post-intervention)  
 
Welcome and Introduction  
 
Participants will be welcomed to the interview session.  
General conversation – E.g., ask participants how they are. Ask participants if they can 
continue with the interview.  
Recap the previous interview and ask the participant if it is an exact account of the interview  
Remind the participant of the ethical rules observed.  
Invite the participant to ask any questions before starting.  
To explain the purpose of the interview for this timepoint.  
Ask the participant to complete SAQ. 
Researcher to review responses. 

Part 1: Opening questions: safety culture perceptions 
Questions are based on participant's responses from the six domains in the SAQ as 
described below:  

Teamwork climate (q1-6) 
Safety climate (q7-13) 
Job satisfaction (q15-19) 
Stress recognition (q20 - 24) 
Perceptions of management  

Ward (q24a to 29) 
Trust managers (q24b - 29)  

Working conditions (q30 – 33)  

The following open questions will be used for each domain at each interview/timepoint.  

Timepoint 2 
For the questions [questions relating to the specific domain], I can see that your responses 
are mostly negative/positive/neutral to [name of domain]. In your opinion, can you explain 
the reason for this? OR  
Would you like to explain in more detail about….?  
Why do you feel that [domain] is good/has room for improvement in your clinical 
environment?  
How does that make you feel?  
How do you think [negative/positive responses to a domain] impact clinical practice?  
Would you like to share your clinical experiences to support your views?  
For job satisfaction – (positive responses) Tell me why you like your job as a nurse. 
(Negative responses) Tell me why your job is affecting how you feel.  

Provide an opportunity at the end of questions to ̳add anything to any of the answers 
provided. 

 
Timepoint 3 
You were positive about [domain] at your last interview, and now this has changed. Can you 
tell me why? Or what has changed since your last interview?  
How does that make you feel?  
What impact has this change had on your clinical practice?  
Would you like to share your clinical experiences to support your views?  

Provide an opportunity at the end of questions to ̳add anything to any of the answers 
provided. 
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Timepoint 4  
 
If there are no changes to earlier responses, confirm with the participant that there are no 
changes to earlier interviews and continue to part 2. 
 
Same as timepoint 3. 
 

Part 2: Open questions: Impact of the intervention  

Trust Education 
Have you had any trust education since I last saw you?  
How was this delivered?  
Is this method effective?  
How does this influence your clinical practice?  
 
Patient Story with/without reflection 
What can you remember of the story?  
How has this influenced your practice? Can you give me an example of how you have 
applied what you have gained from [intervention] to clinical practice?  
Have you shared this story with peers or nursing students?  
What was their reaction?  
 
Provide an opportunity at the end of questions to ̳add anything to any of the answers.  
 
These questions are a guide to stimulate a naturalistic conversation that will be probed 
further depending on the responses of each individual.  

Probing questions: 
Why, tell me more?  
Can you explain your reasons?  
Can you please give me more detail about   
You mentioned X. Can you please explain what you mean by this?  
Can you tell me about your experiences?  
 

Winding up of session  

I, the researcher, will sum up the key issues discussed and check that the participant is 
happy with this summing up and do not have anything else to add. The participant will be 
asked if they have any further questions/queries and will be thanked for attending.  

Date and times arranged for next interviews for timepoint 3 and 4.  

End of Interview. 
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Appendix 4.9 Dates and Timings of Qualitative Interviews  

 Group 1 Group 2 Group 3 
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T1 
Wk. 0  
Pre int 

Calendar wk. No. 38 38 38 37 38 37 38 37 37 38 38 37 38 

Date  23.09.17 18.09.17 20.09.19 14.08.17 20.09.17 15.09.17 20.09.17 15.09.17 11.09.17 20.09.17 20.09.17 15.09.17 20.09.17 

Duration 12 mins 13 mins 9 mins 24 mins  16 mins 15 mins 15 mins 12 mins 11 mins 12 mins 7 mins 22 mins 13 mins 

T2 
Wk. 2 
Post int 

Calendar wk. No. 40 40 40 39 40 40 40 39 39 39 N/A 39 40 

Date  03.10.17 03.10.17 05.10.17 28.09.17 03.10.17 04.10.17 02.10.17 27.09.17 27.09.17 01.10.17 Off sick 27.09.17 04.10.17 

Duration 35 mins 35 mins 28 mins 54 mins 27 mins 42 mins 39 mins 40 mins 37 mins 40 mins N/A 49 mins 25 mins 

T3 
Wk. 6  
Post int 

Calendar wk. No. 44 45 44 44 46 45 44 44 44 44 45 44 45 

Date  04.11.17 10.11.17 01.11.17 03.11.17 19.11.17 11.11.17 01.11.17 04.11.17 06.11.17 04.11.17 12.11.17 05.11.17 12.11.17 

Duration 33 mins 23 mins 19 mins 49 mins 21 mins 45 mins 34 mins 26 mins 18 mins 23 mins 33 mins 32 mins 27 mins 

 
T4 
Wk. 12 
Post int 

Calendar wk. No. 49 50 51 51 51 49 49 50 49 50 51 50 50 

Date  08.12.17 14.12.17 20.12.17 21.12.17 20.12.17 08.12.17 08.12.17 15.12.17 08.12.17 16.12.17 22.12.17 14.12.17 17.12.17 

Duration 16 mins 13 mins 8 mins 20 mins 17 mins 17 mins 28 mins 12 mins 16 mins 17 mins 15 mins 17 mins 9 mins 
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Appendix 4.10 Example of Exploratory Noting using Extract from Cara’s Transcript for Timepoint 1.  

 

  

busy environment leads to omissions of care  

excessive paperwork leads to omissions of 
care 

 

hydration, patients at risk of falls (not having 
buzzer) 

 

EMOTIVE : use of mortified again   

 

WORKLOAD - cultural practices of getting 
things done that is expected... 

 

patient harm (falls) occurs as a result of not 
doing minor tasks which happens 

 

Incidents happen through small minor 
omissions which get overlooked - not 
reported...ignored... 

 

CULTURAL PRACTICES: Some aspects of care 
are neglected due to competing demands of 
cultural practices (as highlighted in red) 

 

PREVENTING HARM - IMPORTANT 

 

EXCESSIVE PAPERWORK 

Paperwork burdensome. Although it is 
implemented to prevent harm (risk 
assessments etc), it can cause omissions in 
care - NEGLECTED 
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Appendix 4.11 List of Exploratory Notes from Cara’s Transcript for Timepoint 1. 
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Appendix 4.12 Example of Coding Structure for Experiential Statements from Group 1, 
T2) 
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Appendix 4.13 Example of Coding Structure for Personal Experiential Themes from 
Group1, T2-4 
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Appendix 4.14 Reflections - Data Collection – Semi-structured Interviews  

T1 Interviews  

Diary Entry  

24.09.17 

 

All the pre-intervention interviews are now completed. I feel exhausted, 
relieved, and overwhelmed by the amount of time involved in arranging, 
undertaking, and collecting data. At the same time, I am feeling excited 
about future interviews and what I will uncover.  

The 1st interview went well. I have used my skills and experience from 
interviewing applicants for nursing and paramedic pre-registration 
programmes and interviewing applicants for lecturer and senior lecturer 
positions. These skills included listening, communicating, reassuring, 
and probing (to name a few). Following this interview, my expectations 
from the other RNs were high; I felt confident about my earlier 
interviewing experience and skills. Wishful thinking! After several 
interviews, I soon became quite surprised by how the RNs had difficulty 
understanding the concept of safety culture and referred to patient safety 
interchangeably. Although I used three questions to elicit their 
responses, understanding, values, views, and opinions, this did not help. 
I also used those interchangeably, which caused more confusion. This 
led me to question my interview skills and experience, as I had to do a 
lot of probing, prompting, reassuring there were no right and wrong 
answers, and explaining. I felt most of the time. I was being too coercive 
with the RNs by adopting leading questions instead of probing further. 
However, the RNs were more comfortable describing how it is 
conceptualised in their organisation: patient safety. This is fine as it is; it 
is their lived experience that they are describing from their world, their 
practice. Also, as I would be interviewing them again across the 
timepoints, gaining their trust and cooperation was essential.  

T2 Interviews  

Diary Entry  

6.10.17 

As the interviews were two weeks apart from T1, I immediately felt I was 
developing a good relationship with the participants as I was welcomed. 
We had a friendly conversation before starting the interviews. On 
completing all the interviews, the RNs were more comfortable with me, 
and the fact that I am an RN who previously worked in their trust seemed 
to address the power imbalance as they viewed me as an RN rather than 
my current position at the university and as a researcher. Subsequently, 
the RNs were more open and candid about their lived experiences in 
response to the questions as they discussed negative and positive 
impacts in relation to questions. Some were keen to give exemplars to 
illustrate their point. Reflecting upon those interviews, again, I did find 
my interviewing skills did improve, but not as much as I expected. I 
encouraged and reassured them to talk by using ‘yeah’ and nodding, but 
my eagerness took over because I was passionate about the subject. I 
tended to interrupt before they finished talking. I used fewer leading 
questions and replaced them with probing ones by focusing on the 
interview guide. While the interview guide was helpful initially, I relied 
upon the order of questions to avoid missing them, rather than trying to 
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ask them conversationally. However, with some RNs, I got too involved 
in the conversation by sharing my experiences. 

On reflection, I considered how I interacted with the RNs and considered 
my preconceptions, thoughts, and perceptions, which I could not 
bracket. For other RNs, I could bracket these by not engaging in the 
conversation, but this was because, despite probing them, their 
responses were limited and descriptive. The following is my reflection on 
one of the interviews:  

As a researcher, I gave plenty of time to answer the questions but found 
myself clarifying the questions to get responses and repeating what she 
had already said. Did I lead the interview too much to obtain responses? 
I had to reassure her throughout the interview, but she appeared unsure 
how to respond. Responses felt like she was answering a question but 
was unsure if this was correct (displayed by raising her voice at the end 
of her response) as if seeking clarification that this was what I was 
looking for. 

How will I get the balance right? The interview skills needed for gathering 
data differ significantly from interviewing potential candidates for pre-
registration education and job vacancies.  

T3 Interviews  

Data Entry  

13.11.17 

After reflecting on my interview technique and interpersonal skills, they 
are finally developing more rapidly. I can use the interview guide but ask 
questions in a more conversational and less structured way. E.g., when 
talking about teamwork and they mention staffing issues, we would 
discuss those issues rather than leave this until later (see interview guide 
– Appendix 4.9). The following is my reflection on one of the interviews:  

I do not think I will forget this interview, as it was very emotional. I have 
been in the same situation and feel emotions and frustration. The RN, 
when responding to a particular question, became incredibly angry and 
tearful. With my nursing hat on, I wanted to put my arms around her and 
comfort her, but with my researcher hat on, my instinct told me to leave 
her. I felt uncomfortable with this dilemma, but on the other hand, I 
thought I had a trusting relationship with her, for her to open and share 
her experiences. Together we completed the interview, and at the end, 
she thanked me for listening to her, staying calm, and allowing her to cry 
without showing compassion towards her. As for her, this was the right 
thing to do. I was proud of how I handled the situation, and it also meant 
that my experience and skills in collecting data were rapidly developing. 
On a negative note, this interview affected me deeply, as I got very 
emotional when I thought about it, which made me reflect upon the well-
being of the RNs and myself as a researcher and how we would be 
affected by the study.  

At moments like this, I realise how far I have come since the T1 
interviews.  
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T4 Interviews 

Diary Entry  

24/12/17 

The final interviews are now completed, and I feel a mixture of emotions. 
It has been a roller coaster of feelings for me, from emotional listening 
to the RNs experience, feeling frustrated when interviews had to be 
rearranged due to unavailability, and exhaustion from undertaking many 
interviews. Despite this, I would do it all again as I have thoroughly 
enjoyed getting to know all the RNs taking part in the interviews and 
listening to their lived experiences relating to this study. I have After 
reflecting on my interview technique and interpersonal skills, they are 
finally developing more rapidly. I can use the interview guide but ask 
questions in a more conversational and less structured way. E.g., when 
talking about teamwork and they mention staffing issues, we would 
discuss those issues rather than leave this until later (see interview guide 
– Appendix 4.9). The following is my reflection on one of the interviews:  

I do not think I will forget this interview, as it was very emotional. I have 
been in the same situation and feel emotions and frustration. The RN, 
when responding to a particular question, became incredibly angry and 
tearful. With my nursing hat on, I wanted to put my arms around her and 
comfort her, but with my researcher hat on, my instinct told me to leave 
her. I felt uncomfortable with this dilemma, but on the other hand, I 
thought I had a trusting relationship with her, for her to open and share 
her experiences. Together we completed the interview, and at the end, 
she thanked me for listening to her, staying calm, and allowing her to cry 
without showing compassion towards her. As for her, this was the right 
thing to do. I was proud of how I handled the situation, and it also meant 
that my experience and skills in collecting data were rapidly developing. 
On a negative note, this interview affected me deeply. This was 
overwhelming, as it made me realise how our professional relationship 
had developed over the three months. The time constraint to take part in 
the interviews/study could have easily led to higher attrition. Still, I 
strongly feel the professional relationships that were formed contributed 
to the RNs continuing to take part in the study, subsequently achieving 
a high response rate. This experience taught me a different skill set when 
collecting the data. I have become a better interviewer, although there 
are still some areas for improvement. 
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Appendix 4.15 Data Analysis: Example of a Detailed Analytical and Reflective Notes for Louise (Group 3) 
 

Participant Timepoint Analytical and Reflective Notes  

Louise 
(Group 3)  

T1 1st READING 
I have read the transcript and made extra notes and annotations. I had to leave this and review it again as my 

feelings got in the way as I continued to be annoyed by her comments in her interview – As a clinician and educator, 

her words make me feel uncomfortable as she is saying what she thinks – we all have thoughts about what we 

think about patients and relatives, but as a professional, those thoughts stay in your head.  

As a researcher, this is the first interview I have not met her before, and she is incredibly open about her thoughts 

and opinions – is this reflected in her management style? What is she like with those she works with? Has this 

behaviour cascaded through the workplace? If so, is there a culture driven by negative attitudes? How does this 

impact patient safety 

Or, looking at it from another perspective – does she feel comfortable with me, which allows her to express her 

thoughts? Do we have an instant connection – rapport?  

I find it hard to remain objective at this point and will have to review it later. – I CAN’T BRACKET THOSE 

EMOTIONS/THOUGHTS/INVOLVEMENT – SUPPORTS THE USE OF HEIDDEGERS PHILOSOPHY  

2nd READING  
Here we go, reviewing the transcript.  

Now that I have identified two pre–intervention interview concepts, will I see this differently? The way I am feeling, 

I doubt it, so, bracing myself for round 2!!!! – PROCRASTINATING 

I still feel uncomfortable with this interview and question my ability to remain objective because of how I am feeling. 

The uncomfortable feelings come from how I perceive her blasé attitude and behaviors towards errors occurring, 
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and relatives are always 'bad and angry'. She refers to 'that backlash' (from relatives) and verbal attacks (from 

relatives). Relatives do not always see it from the nurse's point of view.  

I will need to review this again tomorrow with a more open mind and stay objective. I will also need to try not to let 

this cloud my judgement when analysing the other interviews. 

3rd READING  

Having re-read the transcript, I am less annoyed with this. She has been open and honest. The only area where I 

feel annoyed is the blame aspect on patients and the feedback from relatives when an error has occurred. As a 

professional, I find this manner to be discriminatory behaviour and judgmental. How do these behaviours impact 

the team? Learning from errors happens because of feedback from angry relatives - has a lasting impression – 

hmmmm!!!!!... Learning from errors is hit-and-miss. She says they learn from errors through dissemination via ward 

meetings and posting on Facebook, so everyone is aware. This may indicate that they are aware but does not 

necessarily indicate that people learn. 

Minor Datix reporting gets sorted by sisters but is not necessarily cascaded. Bigger things like falls get investigated, 

and RCA. She says that she learns from the impression of angry relatives and being told off- how does that 

encourage learning from errors? She describes this as no one likes to be told off, making you feel like crap…. 

dealing with backlash…. angry relatives (which makes me feel upset) … Other words that can be used are anxious, 

upset, and concerned – she doesn’t seem to have an awareness of relative emotions when there is an error, which 

makes me think does she listen to relatives concern’[s. Yes, it is a busy ward – which she alludes to, and patients 

are more sympathetic because they can see how busy staff are; however, where is the trusting relationship to know 

your relative is safe? She also refers to nurses being ‘verbally attacked’ – these expressions make me feel 

extremely uncomfortable. It is very insightful that preventing errors in the first place is paramount – and I do not 

think she sees this, as she constantly refers to her experience of dealing with relatives and how she describes 

them…. Throughout the interview, there is a constant need and reminder to ‘make sure everything is in place, 
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evidence trail, documentation—backlash from relatives. I wonder if she has had enough negative experiences in 

the past that have made her view safety culture this way. Or is a culture on the ward driven by those with negative 

attitudes? This is quite significant, as my experiences of collecting data on this ward were unpleasant to the point 

I hated going, especially when the sister was on duty. She would not let me collect SAQs and told me to come back 

another day – and again – and again…. Is there something she is hiding? Teamworking is mentioned, and the use 

of ‘our’, especially concerning errors, suggests she sees this as a team approach – 0r lack of her to take 

responsibility for her actions? HONEST, OPEN, JUDGEMENTAL, CRITICAL, HYPERCRITICAL, EQUIVOCAL, 

ELUSIVE, INVASIVE, DEFENSIVE, FLIPPANT, DISMISSIVE, JOKEY, SUPERFICIAL, UNPERCEPTIVE, 

INDISCRIMINATING, evasive. 

4th READING  

Listened to audio to pick up further linguistics. I do not think I have picked up any further information that I had. 

What I did pick up was that she is very team-focused, as presented as ‘our’ and ‘we’ and talks about teamwork 

quite often. I am very aware of human factors and how these impact patient safety and errors can occur. I still feel 

quite uncomfortable when discussing complaints from relatives – they disregard their concerns/issues because 

they are not there when errors occur. – WHAT DIFFERENCE DOES THAT MAKE…. ERRORS PREVENTABLE? 

I do, in some respect, get where she is coming from regarding documentation, as it is so important, but I felt too 

much emphasis was placed on documentation to provide an evidence trail and less importance on preventing harm 

in the first place (recall an incident from A and E – burn’s).  

REALISTIC/PRAGMATIC/PRACTICAL/ 

PESSIMISTIC/CYNICAL/DOUBTFUL/NEGATIVE/DISCOURAGING/DISRESPECTFUL 

THE TEAM FOCUSED V’S INDIVIDUAL – ERRORS – SHIFTED BLAME/LACKED RESPONSIBILITY. 
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 T2 1st READING with audio recording  
I read this long interview once while listening to the audio recording. Some areas are quite positive concerning 

teamwork, communication, learning from errors (although I am not too convinced), and leadership (ward manager). 

She is extremely negative about trust managers and their lack of insight into the realities of working, putting patients 

at risk, a threat to patient safety through their decision-making, and moving staff and patients to achieve safer 

staffing levels and patient flow targets. I could feel the frustration in her voice when she was discussing this, and it 

was quite sad to think that this continues to go on - not listened to, a waste of time reporting anything. Is there a 

hierarchical power control going on here?  

2nd READING 
Interesting aid and insightful. This is quite insightful and contains lots of rich data. Strong emphasis on teamwork 

and good leadership. Some areas are contradictory, which I must go back to and review when I deconceptualise. 

TEAMWORK CULTURE AND SAFETY IN NUMBERS are two themes/subthemes I have picked up, and this 

depends upon strong leadership and staff empowerment. She views the team as MDT and diverse, but they all get 

on. Socialisation is important – which was similar to what I found on 045, which has an impact. Extremely negative 

about trust managers and their decisions to conform to targets. There is a marked impact on how she views things 

because of the story in making herself more aware. She says she would love to teach the other staff, which will 

make them realise the importance of risk management strategies - mainly because she must do the RCAs.... So 

why isn’t she doing something about it now if it is so important? Something was alarming about her feeling stressed 

and tired and not wanting to do a medication round, yet she was doing a bank shift. Interesting. A different interview 

from the baseline in that she was very much risk management focused. The questions are different and based on 

the SC concepts. Interestingly, she has only briefly mentioned risk assessments. 
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3rd READING AND CODING.  
I have made lots of annotations in this data as some areas are contradictory in that she displays good teamwork, 

communication, etc., but underneath the data, unpicking her responses would suggest differently - maybe I am 

now becoming more analytical with the data - and I think that reading other participants responses is helping to do 

this 3rd reading of the transcript to make annotations. 

This was quite insightful. Now I have read it through more thoroughly, and I have made a lot of annotations 

throughout. When she discusses teamwork, she relates this to teamwork across bands six and seven and how 

they work well together. There are some areas that she does relate to the team's diversity and how they pull together 

as a team. I have found that some responses do not always match her question responses. E.g., there are some 

questions where she scores quite positively, but her responses are more negative than positive. There are some 

areas in this interview where I feel uncomfortable with her responses when staff are tired in relation to making drug 

errors. She keeps saying it is the little things that get missed - but what are those? She lacks discussion around 

the fundamentals of patient care. She exhibits extreme negativity towards senior managers.  

 T3 1st READING 
Data relating to the patient's story was very brief. She said she would like to share it with other staff but did not 

because she was part of the study and thought it would affect the study. It still resonates in her mind, but she did 

not explore the impact on practice. She did ask about other stories. Although her SAQ responses were positive, 

she did explain that they have had a few bad weeks on the ward, which may have led to omissions (turns and IV 

meds). Affected morale. Quite positive about leadership and how they empower staff. Still short-staffed, which 

impacts the ward. HCA is caring for large amounts of patients - WHY are they doing this? SHOULD THEY BE 

SUPERVISED???? Negative about senior management - attitudes and CQUINS getting done, not visible, out of 

touch with reality. Communication is still problematic with doctors, especially with drug charts, and nurses are told 

not to give meds until updated on the drug charts. I have read this to annotate the transcript. I was quite annoyed 
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at her last transcript, as I thought she was quite defensive and judgmental, as if blaming patients for falling or 

getting infections. Looking through this transcript, I think my annoyance may have clouded my judgement of this 

person, and I looked and annotated it. Still, my annotation was quite negative, as if I were looking for reasons why 

she responded the way she did. E.g., she says she has a strong safety culture on the ward but then mentions staff 

shortages and poor communication. Leadership is questionable, so if these are issues, how is the safety culture 

good? There are some areas in which she contradicts what she says - or is this just me being more analytical with 

her responses. 

2nd READING with audio recording 
I do not think I added any value to the interview as the previous interview. Her views of SC have not changed, and 

the same values came up. However, issues with staffing levels have come up, which has caused delays in care. 

Staff are anxious they will make a mistake - however, this does not seem to be escalated. Despite these challenges, 

there is still a strong teamwork approach. What she says about students and bank staff and how they learn from 

each other is interesting. Still issues with senior management and confirming targets and out of touch with reality - 

is there a Power relationship with management going on? Although she is aware of why things need to be done, it 

doesn’t mean she agrees with it, as she sees at the frontline the impact these decisions are having on patient care 

- I can relate to this, as I found this an issue when I worked in A and E, which is one of the reasons why I left. The 

manager's decisions would override clinical decision-making, so I know where she is coming from. 

So, this then relates to protecting patients, doing no harm...altruism and professional identity - I did not pick that 

up.  

 T4 1st READING 
I am still quite annoyed with this interview with the comments that she makes...The most prominent one is that 

junior staff are naive and do not understand the term 'safety culture'. On reflecting on this, this supports my first 

thoughts at the start of the study in that all those interviewed did not understand this concept.... which then makes 

me think, well, she did not know about this at the start, but she does now...so maybe she has learnt more then she 
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lets on... Her focus is on documentation in case of a patient safety incident rather than nursing care and preventing 

incidents. I am also not convinced that she has disseminated this to other staff, despite her saying she has...this, I 

feel, is reflected in her laissez-faire attitude - Is this reflected in her leadership?  

2nd READING  
I did read this transcript yesterday with the audio recording. At the time of the interview, I thought her responses 

were quite good and positive, and I left feeling accomplished - thinking yes, patient stories have a significant impact. 

Still, reading this transcript, I became increasingly annoyed at her responses. From memory (but I will go and read 

again), she said some aspects of patient care are not preventable - 'some patients are going to fall or get infection' 

- NO, they are all preventable... Then, it implied all staff would not know what safety culture was - SO IN TODAY's 

NURSING PRACTICE, WHAT ARE LEADERS DOING TO INCREASE THIS - which leads me to think that it is all 

task orientated  - e.g., staff are always referring to turn’s, medication being missed/delayed - but it is rarely 

communication, compassionate care that is discussed. This interview annoyed me, to the point where I had to stop 

reading it because I was conscious of introducing bias into my interpretation of the interview.  

3rd READING  
There is some change to her perceptions, and she has continued to reflect, but she is quite focused on risk 

management strategies and completion of documentation to protect nurses from being sued and recognition of 

what they did wrong - which she sees as not good. She also sees those in a leadership role as being more 

knowledgeable about safety culture than junior nurses, and I have found a correlation to this throughout this 

process. Has used patient stories as a good teaching and learning tool to use as leverage for stressing the 

importance of completing risk assessments, etc. It was not a good ending interview, but that could be partly my 

fault for not probing too much. 
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Appendix 4.16 Example of Reflective Notes on Completion of Data Analysis   
 
GROUP 1: TRUST EDUCATION (Control Group)  
Reflection on Vicky’s Interviews 

Initially, this participant started positively, and I can sense her altruistic nature in caring for 

patients. Her positivity steadily declined due to the workplace, staff shortages and her 

perceptions of management (negative perceptions). She is very patient-focused and does not 

want to cause harm - she uses metaphors - just like firefighting, as part of their work culture, 

meaning moving from one crisis to another and implementing Band-Aid solutions to stop the 

flames - lack of resources, which leads to incomplete solutions. some leaders lack the 

leadership skills to solve underlying management. Issues, as they have been promoted solely 

on their strong technical ability, have led me to think: as ward managers are front-line 

managers, why are the staff negative about trust managers when the ward managers are not 

communicating with them or fighting their corner? Do they lack leadership skills? So, when I 

look at this, and compared to other interviews, she is negative about trust managers and line 

managers - but is it because she is experienced and sees things differently?  

Reflective thoughts during data analysis on Vicky’s transcript  

When I first read these transcripts, I got the sense that she did not learn anything from this 

process, but she has - so she says she has not changed, but her perceptions of safety culture 

have changed. Implicitly throughout other interviews, her negative perceptions were always 

about patients being put at risk - and this statement supports those claims. What I have also 

found quite helpful when coding is that it is easy to write an annotation to say what this looks 

like in statements that I code. This is better when I start to decontextualise the data. I tidied 

up nodes, and initially, when collecting the data, I did not think I focused too much on the 

impact of the patient story. Still, after three interviews and tidying up nodes, there is significant 

explicit and implicit data. The implied data has come from interpreting the data when asking 

questions on safety culture concepts. This is quite a surprise to me (now the highest number 

of nodes). I also noticed that my interview skills developed, so it was more conversational 

rather than relying on responses from the SAQ. It was more natural and less leading, more 

probing, except for those whose interviews were difficult. I also felt as though I had known the 

participants for a while. I developed a relationship with them that enabled them to open and 

be candid about their experiences. This is because I understood the working environment and 

the organisation due to my experience. 

REVIEWING CASE BY CASE (THIS IS THE 8TH PARTICIPANT NOW), I CAN DEFINITELY 

SEE THE CHANGE IN HOW I READ THE DATA AND BECOME MORE ANALYTIC. 
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GROUP 2: STORY ONLY  

Reflection on Grace’s Interviews  

I have to say this has been the most upsetting. Grace is an excellent role model, very patient 

and staff-focused, and would not compromise patient safety within her control. External factors 

increased staff stress, higher turnover, and increased incidents. The journey started quite 

positively, and it was evident that leadership was essential for promoting teamwork and 

collaborative working - necessary for safe practice. Each interview began to see her crumbling 

under the pressure of staffing an additional ward (to comply with targets) and using her most 

experienced staff. Through the process, she has reflected, which made her realise that her 

mental health and well-being were suffering, so to take control of the situation, she reduced 

her hours, which she says was a result of the study. So, in response to change, I did not think 

she had learnt anything from being in the study, but this enabled her to see the strong 

correlation between leadership and safety incidents. Leaders are essential to pull the team 

together and motivate staff. Also, reflecting on this experience made her more resilient and 

assertive because of being in the study. She also knows she cannot always keep a happy 

face and recognises the importance of talking through the issues - reflection. She is a strong 

advocate for patient stories and does have an impact. Interview skills –  

 

Reflective thoughts during data analysis (T3) on Grace’s transcripts 

It is interesting how I am seeing different things. From her interview, compassion fatigue 

sprang to my mind. Also, the ethical and moral issues that nurses face daily - do no harm, 

altruism, do not call in sick for fear of letting colleagues down, doing their best under the 

circumstances, their desire to care, and prioritising risk over benefit. These are all things that 

I did not consider from the first initial coding phase. It is not the internal factors that impact 

patient safety due to the altruistic nature of nursing - it is the external factors that influence 

their ability to provide safe care, putting nurses under considerable pressure and moral and 

ethical dilemmas regularly. External factors start with leadership. From T3, I also considered 

another issue relating to burnout and chronic workplace stress that is not managed. Symptoms 

of burnout are that they do not see any hope of positive changes or feelings of negativism - 

this may be why some staff are negative in their responses.  
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GROUP 3 - STORY AND REFLECTION GROUP 

Reflection on Clare’s Interviews 

She is very insightful, and her journey through the process significantly impacts her decision-

making and reflective skills and how she has facilitated this to other staff (even night staff). 

This has also developed her interpersonal and leadership skills, and she is more confident to 

challenge practice, which could lead to potential errors. That would imply that her knowledge, 

skills, and attitudes have changed in relation to patient safety through the application of critical 

thinking skills. Although she did say that she would have done some (relating to one incident) 

of this before the story, the story made her think and slow down a bit more and not get dragged 

into the habitual everyday practice of getting tasks completed. 

INITIALLY, I DIDN’T THINK THAT I FOCUSED TOO MUCH ON MEASURING THE IMPACT 
OF THIS STORY, BUT LOOKING AT ALL OF THE NODES, THE NUMBER OF NODES 
FOR THE IMPACT OF THE STORY IS 87 (AFTER 2 PARTICIPANTS). THERE IS A LOT 
OF IMPLICIT DATA THAT I DIDN’T SEE WHEN FIRST REVIEWING THE CODES, SO THIS 
IS A USEFUL EXERCISE.  

Reflective thoughts during data analysis on Clare’s transcripts  

This positively impacts her decision-making skills and challenging practice based on the story 

and reflection. She is an experienced nurse and gave some excellent examples of how her 

skills developed. She also has disseminated this to staff. This ward is a positive working 

environment that directly impacts the perception of safety culture. It is a risk-averse 

environment, with good teamwork and an empowered team, and this is down to good 

leadership (based on her interview). What is interesting is that the ward leader at T3 was very 

negative and questioned her leadership skills, as Grace felt she was not able to protect staff 

and patients and therefore had a very different viewpoint, to the point that she reduced her 

hours - which makes me think that she was very adamant not to show her true feelings to 

staff. She did not, as the team thought very differently. Was the ward manager's burnout due 

to the pressure of keeping her staff and patients safe?????  

I AM NOW FEELING THE COMPLEXITIES OF THIS STUDY AND THE DATA AS LEADING 
ME DOWN DIFFERENT AVENUES. I ALSO NEED TO STAY FOCUSED AND REVIEW 
THIS TRANSCRIPT, AS I MAY BE BIASED IN HOW I VIEW THIS WARD AND THE WARD 
MANAGER. I HAVE ALWAYS HAD A GOOD PERCEPTION OF THIS WARD, AND MY 
PERCEPTIVE THOUGHTS WERE SUPPORTED BY THE INTERVIEWS 
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Appendix 4.19 Research Passport from NHS Trust  
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Appendix 4.20  Participant Information Sheet  

 
Participant Information Sheet  

   

Do patient stories change Registered Nurses perceptions of safety culture in an NHS 
Acute Trust? A mixed methods exploratory sequential study 

Thank you for taking the time to read this information sheet. This research study is being 
undertaken for a PhD at Staffordshire University. You have been invited to take part in this 
research study to share your experiences and attitudes towards patient safety. 

This information sheet is designed to tell you why the research is being undertaken, why you 
have been invited to discuss your experiences and thoughts, and what would be involved. 
Please take time to read the following information and feel free to contact us if you would like 
to ask any questions.  

 

What is the purpose of the study?  

Patient safety is featured most prominent in health care, nationally and globally. Numerous 
strategies have been introduced to reduce patient harm over the past 15 years, but despite 
this, patients continue to suffer avoidable and unavoidable harm as outlined in several high-
profile reports into failings in the quality of care. These include:   

 

Major failings in patient safety are a global phenomenon (Rafferty, et al., 2015) and causes of 
problems related to the nature of clinical practice, the healthcare professionals, and the culture 
of the organisation. It is evident from the literature that there is a growing need to increase the 
knowledge, skills, and attitudes of frontline healthcare professionals to improve patient safety 
(Brasaite et al., 2015). This study aims to undertake a thorough investigation of patient safety 
culture amongst Registered Nurses and will use patient stories as an educational strategy to 
explore and evaluate the impact of change from your perceptions to see if this leads to a 
change in safety culture. 

Why have I been chosen?  

You are invited to take part in this study to help me explore and evaluate the impact of patient 
digital stories and how this may impact on your perceptions of patient safety.  

What is involved? 

If you agree to take part in the study, a meeting will be arranged to explain the full details of 
the research study at a time and place that is convenient for you. If you wish to take part in 
the study, you must be willing to take part in the one-to-one interviews and sign a written 
consent form. You will be asked to complete a questionnaire at the start of the study and then 
repeat this three times at different intervals over 10 weeks (week 2, week 6 and week 12). 
Completion of questionnaire should take 15-20 minutes.  
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You will also be invited to volunteer to take part in the qualitative study. For this part of the 
study, 15 will be selected. If you are one of those selected to form a subgroup you will be 
allocated to 1 of 3 intervention groups which are:  

Group 1: will undertake education and training provide by your trust, which will include 
mandatory training, regular updates/workshops relating to falls prevention and tissue 
viability 

Group 2: will receive a patient digital story lasting approx. 20-30 minutes 

Group 3: will receive a patient digital story and the opportunity to reflect upon that 
story. This will last for approx. 50 to 60 minutes.  

For each subgroup, a pre-intervention interview will be conducted to gain information on what 
you hope to achieve from participating in the study. This is expected to last approx. 30 minutes. 
Following this you will be asked to complete the questionnaire. If you are allocated to group 2 
or 3, you will receive the intervention following your pre intervention interview.  

The post intervention interviews will be undertaken three times over 10 weeks (week 2, week 
6 and week 12) where you will complete the questionnaire prior to your interview. The interview 
will take up to 1 hour where you will be asked some questions. All interviews will be conducted 
at a place that is convenient for you. If you do not object, the interview would be audio recorded 
and referred for accuracy to avoid the risk missing important information, and so notes do not 
have to be taken during the interviews. Transcriptions of audio recordings will be saved 
electronically, and password protected. Paper based material will be securely stored and kept 
confidentially. No one will have access to these except myself. 

Do I have to take part?  

Taking part is completely voluntary. It is up to you whether you take part. If you decide to 
participate and then change your mind, you are free to withdraw from the study at any time 
prior to two weeks before completion of the study without stating a reason. If you do decide to 
withdraw from the study at any time prior to writing up the data. Any data collected from you 
will be destroyed.  

Will taking part in the study be kept confidential?  

Yes, all information you provide will be stored securely and in an anonymised form. I will need 
to know your name and NHS email address to send electronic copy (if requested) of the 
questionnaire, or to contact you to arrange an interview. Your personal details will be stored 
electronically and encrypted which only myself will have access too. A numerical code will be 
allocated to you which you be used throughout the research study. This research will be 
conducted under the supervision of two research supervisors who will have access to the data. 
You will not be identifiable from any reports or publications that are produced because of this 
work. 
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What are the risks and benefits of the study? 

There will be no risks to you in taking part in this study. The benefits of the information that 
you provide to us will help us to explore and evaluate the impact of the digital stories’ have on 
your perceptions of patient safety to determine if this will lead to a change in safety culture. 
The results will also gain a better understanding of patient safety from your perspective.  

What will happen with the results?  

All the information collected will be analysed to produce a research thesis. It is anticipated the 
results will be used to inform and guide senior managers, clinicians, and educationalists to 
adopt patient stories wider to improve patient safety outcomes. The results of the research will 
target management, quality, nursing and education journals for publication and national and 
international conferences with a focus on themes such as quality Improvements and patient 
safety. Finally, to personally inform you of the study outcomes, a summary of the study 
outcomes and copies of published material will be sent to you.  

Who is organising this research? 

This research project is part of a PhD study and will be conducted with the support of research 
supervisors. Support will also be sought from a Senior Research Officer (from the Research 
and Development department, the Director of Quality and Safety and Matron for the medical 
division. The School of Health and Social Care, Research Ethics Committee has approved 
this study. 

We hope that you will be joining this important research. Thank you very much for 
taking your time to read this information sheet.  

If you need further information, please contact:  

Val Nixon  

Tel: 07825  688447  

Email: valnix7@msn.com  

 

 

 

 

 

 

 

 

mailto:valnix7@msn.com
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Appendix 4.21 Participant Consent Form for Questionnaire 

 
 

Do patient stories change Registered Nurses perceptions of 
safety culture in an NHS Acute Trust? A mixed methods 

explanatory sequential study.     
 

Participant Consent Form for Questionnaires  
 
Could you please initial each box.  
  

1. I confirm that I have read and understood the information sheet for the above 
study.  

 

2. I have had the opportunity to ask questions and have had these answered to 
my satisfaction.  

 

3. I understand that my participation is voluntary and that I may withdraw from the 
study at any time prior to two weeks before completion of the study without 
giving any reason. I understand that any data collected prior to my withdrawal 
will be destroyed  

 

4. I understand that all information given will be treated with full confidentiality and 
will not be identifiable as mine in the written results, or any published reports. 
 

5. I consent to being contacted to take part in the one-to-one interviews   
 

 

6. I consent to take part in the above study.  
 

 

Participant                                   Date                  Signature 

                              ______   

Researcher                                   Date                  Signature 

          __________ 
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Appendix 4.22 Consent Form for Qualitative Interviews 

 
 
 

Do patient stories change Registered Nurses perceptions of 
safety culture in an NHS Acute Trust? A mixed methods 

explanatory sequential study.     
 

Participant Consent Form for Qualitative Interviews  
 
 
Could you please initial each box.  
  

1. I confirm that I have read and understood the information sheet for the above 
study.  

 
2. I have had the opportunity to ask questions and have had these answered to 

my satisfaction.  
 
3. I understand that my participation is voluntary and that I may withdraw from the 

study at any time prior to two weeks before completion of the study without 
giving any reason. I understand that if I withdraw, any information I have 
provided will be destroyed.  
 

 
4. I understand that all information given will be treated with full confidentiality and 

will not be identifiable as mine in the written results, or any published reports. 
 

5. I understand that the interview will be audio recorded, and I agree to this   
 
 

6. I consent to take part in the above study.  
 
 
 
 
Participant                                   Date                  Signature 
 

                              ______   

Researcher                                   Date                  Signature  

 

           _____ 
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Appendix 4.23 Participation Debriefing Form  
 

Participant Debriefing Form 

   

Do patient stories change Registered Nurses perceptions of safety culture in an NHS 
Acute Trust? A mixed methods exploratory sequential study 

 

Thank you for taking part in my study. You will be participating in a research study conducted 
by Val Nixon, (E: valnix7@msn.com, T: 01785688447), which is being undertaken for a PhD 
at Staffordshire University. In conjunction with the Participation Information Sheet, this form 
will provide you with further information about this research.  

Patient safety is featured most prominent in healthcare, nationally and globally. Numerous 
strategies/methods have been introduced to reduce patient harm over the past 15 years, but 
despite patients this, patients continue to suffer avoidable and unavoidable harm as outlined 
in several high-profile reports into failings in the quality of care. There is a growing need to 
increase the knowledge, skills, and attitudes of frontline healthcare professionals to improve 
patient safety. This study will use patient stories as an educational strategy to explore the 
impact of change in Registered Nurses perceptions, leading to improvements in patient safety.  

The main objectives of the study are to:  

1. Establish a baseline of your perception about patient safety 
2. Explore your perception of any organisational/team/individual factors that may 

negatively and positively influence your perception 
3. Identify positive or negative impact against the performance criteria used in the NHS 

Safety Thermometer.  
4. Explore the effect of patient stories on your perceptions towards patient safety.  

To complete this study, it will be undertaken in three phases which will involve completion of 
questionnaires (phase 1), individual interviews and intervention (phase 2). You will only be 
required to take part in the first 2 phases. There will be three subgroups, and you will be 
allocated to one of those groups (further information is detailed in the Participant Information 
Sheet). 

Your participation is not only greatly appreciated by the researcher, but the data collected 
could add to the body of knowledge to make an original contribution to the existing theoretical, 
patient safety and nursing literature. It will also be used to inform and guide NHS Trust senior 
managers, clinicians, and educationalists to adopt patient stories widely as a cost-effective 
tool to improve knowledge, skills and attitudes leading to improved patient safety.  

All your responses to the questionnaires and individual interviews will be confidential. Your 
name will be converted to a code number and only myself will see your name on your 
responses. For the data collected, as well as myself, your responses only, will be seen by my 
research supervisors. I would ask that you do not discuss the nature of this study with others 
as your comments could influence their perceptions which may bias our data. Failure to 
comply with this request may have severe repercussions with regards to the accuracy of the 
data. I hope you will support my research by keeping your knowledge of this study confidential.  

 

mailto:valnix7@msn.com
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As you know, your participation in this study is voluntary and you can withdraw from the study 
any time prior to two weeks of completion of study, at which point all data collected will not be 
used. Should you wish to withdraw from the study, then please contact Val Nixon (researcher) 
on the contact details above.  

If you have any questions now about the research, please ask. If you think of any questions 
later, please contact Val Nixon (contact details above). The names and contact details of my 
research supervisors are;  

Professor Wilfred McSherry,  
School of Health and Social Care,   
Staffordshire University,  
Blackheath Lane,  
Stafford. 
ST18 0YD 
T: 01785 353766 
E: W.McSherry@staffs.ac.uk 
 
Dr. Anna Tsaroucha 
School of Health and Social Care,   
Staffordshire University,  
Leek Road,  
Stoke on Trent 
ST4 2DE 
T: 01782 294260 
E: A.Tsaroucha@staffs.ac.uk 
 
If you would like to know more about this research topic, please let me know and I will provide 
you will a list of references.  
 

AGAIN, THANK YOU AGAIN 

 

mailto:W.McSherry@staffs.ac.uk
mailto:A.Tsaroucha@staffs.ac.uk
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Appendix 5.1 Individual Participants Contribution to the Group Experiential Themes   

 

X denotes safety culture perceptions (including changes). X indicates changes to patient safety-related behaviours DNI: did not interview 

Timepoints T1 T2 T3 T4 T1 T2 T3 T4 T1 T2 T3 T4 T1 T2 T3 T4

Cara x x x x
Vicky x x x x x x x x
Natalie x x x x x x x
Kerry x x x x x

TOTAL  3 0 0 0 2 3 0 0 1 4 2 0 2 4 2 1
Cara x x
Vicky
Natalie 
Kerry 

TOTAL  0 0 0 1 0 0 0 1 0 0 0 0 0 0 0 0
Millie x x x x x x
Kay x x x x x x x x x
Grace x x x x x x
Kate x x x x x x x x x

Ivy x x x x x x x

TOTAL  4 2 0 0 0 4 5 4 1 4 3 0 2 3 5 0
Millie x x x x x
Kay x x x x
Grace x x x
Kate x x x
Ivy 

TOTAL  0 2 0 3 0 4 4 2 0 0 0 0 0 0 0 0
Maureen x x x x x x x
Clare x x x x x x
Louise x x x x x x x x x
Ann x x x x x x
TOTAL  4 0 1 2 2 1 1 2 2 3 3 0 1 3 3 0
Maureen x x x
Clare x
Louise x
Ann x x x x

TOTAL  0 0 4 2 0 1 0 2 0 0 0 0 0 0 0 0

Subthemes 

G
ro

up
 1

G
ro

up
 2

G
ro

up
 3

Group Experiential Theme 1: Professional Duty of Care 
Social Interaction and Collaboration

Communication Teamwork
Safety in Numbers No changes 
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Timepoints T1 T2 T3 T4 T1 T2 T3 T4 T1 T2 T3 T4
Cara x x x x
Vicky x x x x x x x x
Natalie x x x x x
Kerry x x x x x x

TOTAL  3 4 4 0 0 2 1 0 1 4 2 2
Cara x
Vicky x
Natalie 
Kerry x

TOTAL  0 0 0 3 0 0 0 0 0 0 0 0
Millie x x x x x x
Kay x x x x x x x x
Grace x x x x x x x
Kate x x x x x x
Ivy x x x x x

TOTAL  3 5 4 3 0 5 3 0 1 3 5 0
Millie x
Kay x x
Grace x
Kate
Ivy x

TOTAL  0 1 0 4 0 0 0 0 0 0 0 0
Maureen x x x x
Clare x DNI x x DNI x x DNI
Louise x x x x x x x x
Ann x x x x x x x

TOTAL  3 3 3 3 0 3 1 0 1 3 3 0
Maureen x x x
Clare
Louise x x x
Ann

TOTAL  2 2 2 0 0 0 0 0 0 0 0

G
ro

up
 3

Group Experiential Theme 2: Professional Duty of Candour 

Ward Leadership Organistaional leadership 

The power of leadership 

Subthemes To speak up or not to speak up 

G
ro

up
 1

G
ro

up
 2
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X denotes safety culture perceptions (including changes). X indicates changes to patient safety-related behaviours DNI: did not interview 

Subthemes 
Timepoints T1 T2 T3 T4 T1 T2 T3 T4 T1 T2 T3 T4
Cara x x x x x x x x
Vicky x x x x
Natalie x x x
Kerry x x x x

TOTAL  2 4 3 2 0 2 2 1 3 0 0 0
Cara x x x
Vicky x
Natalie x
Kerry x x

TOTAL  0 0 0 0 0 0 0 0 0 2 0 4
Millie x
Kay x x x x x x
Grace x x x
Kate x x
Ivy x

TOTAL  1 2 2 0 1 3 0 0 4 0 0 0
Millie x x x
Kay x x x
Grace
Kate x x x
Ivy 

TOTAL  0 0 0 0 0 0 0 0 0 3 3 3
Maureen x x x
Clare x DNI x DNI DNI
Louise x
Ann x x x x x

TOTAL  1 2 2 0 0 2 2 0 0 2 0 0
Maureen x x
Clare x x x
Louise x x
Ann x x x

TOTAL  0 0 0 0 0 0 0 0 0 2 4 4

Group Experiential Theme 3: Professional Duty of CPD  
Gr

ou
p 3

Personal and Professional 
Development 

Organisational and Workplace 
Infrastructure to support CPD 

Organisational and Workplace 
Culture 

Gr
ou

p 1
Gr

ou
p 2
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Appendix 5.2 Group Experiential Theme 1: Summary of Changes of Registered Nurses Perceptions of Safety Culture (T1-T4) 
 

Group Experiential Theme 1: Professional Duty of Care 
 Subtheme  Gr T1 T2 T3 T4 

To do no harm  
  
  

 1 Described their professional duty 
of care to do no harm  
(Cara, Vicky, and Natalie)  
 
Discussed the relationship 
between doing no harm and its 
relationship to providing safe 
PCC (Cara and Natalie)  
 
 
  

Not discussed (All RNs)  
  

Not discussed (All RNs)  
  

Not discussed (All RNs)  
 
  

2 Described their professional duty 
of care to do no harm  
(Kay, Millie, Kate, and Ivy)  
 
Discussed the relationship to no 
harm by providing safe PCC 
(Kate, Ivy)  
 
 
  

Minor change as related to duty 
of care to do no harm and 
increased job satisfaction 
(Grace, Kate)  
 
  

Not discussed (All RNs)  
 
  

Not discussed (All RNs)  
   

3 Described their professional duty 
of care to do no harm (Maureen, 
Clare, Louise, Ann)  
 
Discussed the relationship to no 
harm by providing safe PCC 
(Maureen, Clare, and Ann)  
 
Focus on task-orientated care 
(Clare) 
 
 
 
 
  

Not discussed (All RNs)  
  

Not discussed (All RNs)  
 
 
  
  

Not discussed (All RNs)  
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Social 
Interaction and  
Communication  
  
  

1:  Communicate with patients 
(Natalie) 
  

Discusses the importance of 
communication (Natalie, Kerry)  

Change from a description of 
communication to the 
exploration of the poor 
communication between nurses, 
nurses and doctors and the 
negative impact on patient care 
delivery and patient outcomes 
(Vicky, Natalie, Kerry) 
 
Discussed the relationship 
between ineffective 
communication and the MNC 
(Cara)   
 
 
  

No change (Cara, Natalie) 

2 Not discussed  
 
 
 
 
 

Changes from non-discussion to 
the exploration of ineffective 
communication between nurses 
and its impact on MNC (Kay, 
Kate, Grace, Ivy) 
 
Explored the relationship 
between ineffective 
communication between doctors 
and NMC (Grace)  
 
 
  

No change (Kay, Kate, Grace, 
Ivy 
 
 
  

Not discussed (All RNs)  
 
  

3  Discussed positive 
communication between the 
nursing team and patients  
(Clare, Louise) 
 
 

Not discussed (all RNs)   Change from discussion to 
exploration of effective 
communication and ineffective 
communication with doctors and 
its relationship to missed nursing 
care (Louise)  
 
Explores the importance of good 
nursing documentation (Louise)   

  Not discussed (all RNs) 
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Social 
Interaction and 
Collaboration  
Teamwork 

1 Recognition of collaborative 
working and teamwork for 
promoting a supportive 
environment (Cara. Vicky) 
  
 

Explored negative staff attitudes 
and their impact on teamwork  
(Cara and Vicky)  
 
 
 
 
 

Explored ineffective teamwork 
between nurses and its 
relationship to AE and MNC 
(Cara, Vicky, Natalie)  
 
Negative staff attitudes and their 
impact on individual health and 
well-being (Cara)  
 
 
 
 
 
 
 
 
 

Change of perceptions from 
negative perceptions relating to 
teamwork to understanding the 
Importance of teamwork to safe 
nursing care (Cara)  
 
 

2 Recognition of collaborative 
working and teamwork for safe 
patient care (Kay)  
 
 

Changes from recognition to the 
exploration of effective teamwork 
and its relationship to MNC 
(Millie, Kay, Kate, Ivy, Grace) 
 

Changed from negative to 
positive perceptions of teamwork 
to getting nursing tasks done 
(Millie) 
 
 
 
 
 
 
 
 
 
 

Not discussed (All RNs)  
 
 

3 Recognition of good collaborative 
working and teamwork in their 
clinical area only (Clare, Louise)  

Changes from recognition to the 
exploration of effective teamwork 
and its relationship to a positive 
working environment and safe 
patient care (Maureen, Ann, 
Louise) 

No change (Ann, Louise)  
 
 
 
 
 
 
 
 
 
 
 

Not discussed (All RNs)  
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Safety in 
Numbers  
  
  

1 Described that Inadequate 
staffing levels put patients at risk 
(Vicky)  
 
Described inadequate staffing 
and the negative impact on 
patient experience (Kerry)  
 
 
 

Changes from risk to patients to 
exploring the relationship of poor 
staffing and the negative impact 
on patient care (Natalie and 
Cara, Kerry)   
 
Changes from risk to patients to 
exploring the relationship of poor 
staffing and the negative impact 
on the nurse's health and well-
being (Cara)  
 
 

Change in perception – Explored 
the impact of poor staffing and 
the negative effect on the 
nurse's health and well-being 
(Natalie, Kerry)  
 
 
 
  

Not discussed (All RNs)  
  

2 Inadequate staffing levels in the 
context of patients with complex 
medical problems (Millie, Kay)  
 
 

Explored the relationship 
between poor staffing and MNC 
and increased patient harm 
(Millie, Kay, Grace)  
 
Explored the relationship 
between poor staffing and the 
negative impact on the nurse's 
health and well-being (Grace)  
 
Conforms to task-orientated care 
and increase of AEs related to 
inadequate staffing (Grace)  
 
 
Explores the positive impact of 
adequate staffing and the 
relation to patient care (Kate)   

No change (Millie, Grace, Kay) 
 
Explores the relationship 
between adequate staffing levels 
and positive impact on teamwork 
(Kate)  
 
Explores the relationship 
between adequate staffing levels 
and a reduction of falls (Ivy)  
 
 
  

Increased awareness of safety 
culture and its association with 
poor staffing levels and MNC 
and increase of AE (Millie, 
Grace) 
 
  

3  Discussed the lack of financial 
and staffing resources and 
negative impact on patient care 
and its relationship to increasing 
AEs (Louise) 
  

Explored the relationship 
between poor staffing and the 
negative impact on patient care 
(Maureen, Louise, Ann)  
 
Explored the relationship 
between poor staffing, increased 
workload and the negative 
impact on the nurse's health and 
well-being (Maureen, Louise, 
Ann)  

Explored the relationship 
between inadequate staffing and 
the relationship to MNC 
(Maureen, Louise, Ann)  
 
Explored the negative impact of 
inadequate staffing in 
relationship to the working 
environment and increased 
stress levels (Louise)   

 Not discussed (All RNs)  
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Appendix 5.3 Group Experiential Theme 1: Summary of Changes of Registered Nurses Patient Safety Related Behaviours (T2- T4) 
 

Group Experiential Theme 1: Professional Duty of Care 
 Subtheme  Gr T2 T3 T4 

To do no harm  
  
  

 1 No changes (all RNs) No changes (all RNs) Changed from a task approach to an 
individualised approach to patient centred 
care (Cara)  
 
 
 
 
 

2 No changes (all RNs) Developed communication skills to enhance 
assessment skills when patients are involved 
in a patient incident, so the patient is viewed 
holistically rather than seen the injury (Millie) 

Changed from a task approach to an 
individualised approach to patient centred 
care (Kay) 
 
 
 
 
 
 

3 No changes (all RNs) 
 

Improved clinical decision-making skills to 
enhance their practice to provide 
individualised patient centred care (Clare, 
Maureen, Ann) 
 

Improved decision making in an emergency 
in particular patient falls (Clare) 
 
Increased awareness and application of 
professional values when providing 
individualised patient centred care (Maureen) 
 
 
Improved clinical decision-making skills to 
enhance their practice to provide 
individualised patient centred care (Maureen, 
Clare) 
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Social 
Interaction and  
Communication  
  
  

1:  No changes (all RNs) 
 
 

No changes (all RNs) Improved communication skills with patients 
and relatives (Cara) 
 
 
 

2 Improved communication skill with patients 
and relatives (Kay, Millie)  
 

Continued to improve communication skills 
with patients and relatives.  
Improved clinical decision-making skills to 
enhance their practice to provide 
individualised patient centred care (Millie, 
Kay, Kate)  

Continued to improve communication skills 
(Millie, Kay)  

3  improved communication with patients and 
relatives (Ann) 
 

No changes (all RNs) Improved communication skills with patients 
and relatives (Maureen, Clare)  
 
 

Social 
Interaction and 
Collaboration  
Teamwork 

1 No changes (all RNs) No changes (all RNs) No changes (all RNs) 

2 No changes (all RNs) No changes (all RNs) No changes (all RNs) 

3 No changes (all RNs) No changes (all RNs) No changes (all RNs) 

Safety in 
Numbers  
  
  

1 No changes (all RNs) 
 
 

No changes (all RNs) 
 
 
 

No changes (all RNs) 

2 No changes (all RNs) Shared the digital story when the workload is 
high and stressful to remind nurses to put 
themselves in their shoes (Grace) 
 
 

No changes (all RNs) 

3  No changes (all RNs) No changes (all RNs) 
 
 
 
 

No changes (all RNs) 
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Appendix 5.4 Group Experiential Theme 2: Summary of Changes of Registered Nurses Perceptions of Safety Culture (T1-T4) 

Group Experiential Theme 2: Professional Duty of Candour  

 Subthemes  Gr. T1 T2 T3 T4 

To speak or not 
to speak  
  
  

 1 Compliance with organisational 
safety systems (Datix, risk 
assessments, policies, and 
procedures (Cara, Vicky, Kerry)  
 
Speaking up – open culture 
(Kerry, Vicky)  
 
Reporting culture (Kerry) 

Change from compliance with 
organisational systems to explore 
individual and workplace 
influences that promote or inhibit 
behaviours to challenge poor 
practice and report incidents. 
(Cara, Vicky, Kerry)  
 
Silent behaviours (Vicky, Kerry) 

No change (All RNs)  
 
 

Not discussed (All RNs)  
 

2 Compliance with organisational 
safety systems (Datix, risk 
assessments, policies, and 
procedures (Millie, Kay, Kate, 
Grace, Ivy) 
 
Blame culture and its relationship 
avoidance behaviours and 
negative safety culture (Millie)  
 
Open culture and its relationship 
to speaking up behaviours 
(Grace) and learning from errors 
(Millie, Kay, Grace) 

Change from compliance with 
organisational systems to 
individual and workplace 
influences that promote or inhibit 
behaviours to challenge poor 
practice and report incidents 
(Millie, Kay, Grace, and Ivy)  
 
Speaking up behaviours relating 
to open culture (Grace and Ivy) 
and effective teamwork (Kay, 
Kate, Grace) 
 
Importance of learning from errors 
(Kay)  

No change (Grace, Ivy, Kate, Kay) 
 
Change from learning from errors. 
Moved from individual learning to 
ward learning, and this is less 
positive (Millie)  
 
 
 
 
 
 
 
 

No change (All RNs)  
 
 

3 Compliance with organisational 
safety systems (Datix, risk 
assessments, policies, and 
procedures 
(Clare, Louise, Ann)  
 
Team involvement to increase 
awareness of reporting culture 
(Louise, Ann)  
 
An open culture that promotes 
speaking-up behaviours (Clare, 
Louise)  

Change from compliance with 
organisational systems to 
individual, workplace and 
organisational influences that 
promote or inhibit behaviours to 
challenge poor practice and report 
incidents (Louise, Maureen)   
 
Accountability and responsibility 
of speaking up and its importance 
to learning from errors (Maureen)  
 
 

No change (Ann, Louise, 
Maureen)  
 
Compliant and reliant on 
checklists and risk assessments 
(Clare)  
 
 
 

No change (All RNs)  
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The Power of 
Leadership   
 
Ward leadership  

1 Not discussed (All RNs) 
 

Positive ward leadership and its 
relationship to creating an open, 
non-punitive culture (Natalie) 
 
The negative impact of poor ward 
leadership and its relationship to 
creating a blame culture and silent 
behaviours (Cara)  

The negative impact of poor ward 
leadership and its relationship to 
creating a blame culture and silent 
behaviours (Vicky) 

 
 

Not discussed (All RNs) 
  
 

Organisational 
(Trust) 
Leadership  

 Ineffective organisational 
leadership and its relationship to 
blame culture (Kerry) 
 

Ineffective organisational 
leadership (Natalie, Kerry), 
priorities of organisational leaders 
(Kerry)  

Ineffective organisational and its 
relationship to a blame culture 
and incident reporting (Vicky) 
 

Not discussed (All RNs) 
 

Ward leadership  2  Importance of effective leadership 
to promote an open culture 
(Grace, Kay)  
 
 
 
 
 
 
 

Explored the importance of 
effective leadership qualities to 
promote an open culture  
(Millie, Kay, Grace) 
 
Positive ward leadership to create 
a non-punitive response to 
incident reporting and speaking 
up (Millie, Kay, Grace, and Ivy) 

No change (All RNs)  
 
 

No change (All RNs)  
 

Organisational 
(Trust) 
Leadership 

2 Not discussed (All RNs) 
 
 

Changes to the relationship of 
compromised patient care due out 
of touch with realities and target 
driven (Mille)  
 
Negative perceptions of 
organisation leaders and the lack 
of visibility (Grace)  

Negative perceptions of trust 
leadership relationship to 
compromised patient care due out 
of touch with realities (Grace, Kay, 
Ivy)  
 
 

No change (All RNs)  
 
 
 
 
 

 Ward 
leadership 
 
 
 
Organisational 
(Trust) 
Leadership 

3  Not discussed (All RNs) 
 
 
 
Negative perceptions of 
organisational (trust) managers - 
driven by targets (Louise) 
 

Positive ward leadership to 
promote speaking up behaviours 
(Maureen, Louise, Ann)  
 
Lack of visibility of organisational 
managers (Maureen, Louise) 
 
Changes to the relationship of 
compromised patient care due out 
of touch with the realities of 
clinical practice and not listening 
to nurses on the frontline (Louise)  

No change (All RNs)  
 
 
 
Changes from positive 
perceptions of organisational 
leadership to negative perceptions 
due to a lack of understanding of 
the working environment (Ann)  

No change (All RNs)  
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Appendix 5.5 Group Experiential Theme 2: Summary of Changes of Registered Nurses Patient Safety Related Behaviours (T2- T4) 
 

Group Experiential Theme 2: Professional Duty of Candour  

 Subthemes  Gr. T2 T3 T4 

To speak or not 
to speak  
  
  

 1 No changes (all RNs)  No changes (all RNs) Changed from silent behaviours to speaking up 
behaviours (Cara, Kerry)  
 
Developed confidence to teach and encourage 
others to speak (Kerry)  
 
Increased confidence to reflect and challenge 
nursing practice (self and others) (Cara) 
 
  

Developed confidence to be more assertive 
to challenge poor practice (Millie, Kay) 

Had a broader knowledge and 
understanding around causes of patient 
incidents to examine them more thoroughly 
(Millie)  
 
Continued to grow in confidence to 
challenge poor practice (Kay) 
 
Increased awareness of other risks to patient 
safety and has increased compliancy with 
completing risk assessments (Ivy)  
 

Developed a wider knowledge and understanding 
relating to the importance of risk factors.  
Continues to be compliant with completing risk 
assessments  
Importance of teaching staff risk assessments to 
prevent harm  
(Ivy) 
 
Developed confidence to be more assertive and 
resilient to speak up to trust managers when 
patient care is compromised 
Changed from silent behaviours to speaking up 
behaviours to senior managers when patients are 
at risk  
Improved reflective skills to consider her stress 
levels and the impact upon her mental health and 
well-being and reduced working hours  
(Grace)  
 
 
Developed more knowledge and understanding 
about the wider implications of patient incidents  
Continues to challenge poor practice (Kay)  
Improvements in nursing documentation (Kay)  
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3 Increased compliance with risk 
assessments, nursing documentation  
(Maureen, Louise) 
 
Informing, teaching staff to comply with 
reporting incidents and risk assessments 
(Maureen, Louise) 
 
Used digital story with nursing as a motivator 
for change (Louise) 

Continued to be complaint with risk 
assessments and nursing documentation 
(Maureen, Louise) 
 
Continued to inform and teach other nursing 
staff to be compliant with risk assessments  
(Maureen, Louise) 
 
 

Improved documentation (Clare)  
 
Improved speaking up behaviours (Louise)  
 
Developed reflective skills in self and with others 
to reflect on patient incidents (Clare)  
 

The Power of 
Leadership   
 
Ward leadership 
 
Organisational 
(Trust) 
Leadership  

1  
 
 
No changes (all RNs) 
 
No changes (all RNs) 

 
 
 
No changes (all RNs) 
 
No changes (all RNs) 
 

 
 
 
No changes (all RNs) 
 
No changes (all RNs) 

 
Ward leadership  
 
Organisational 
(Trust) 
Leadership 

2  No changes (all RNs) 
 
No changes (all RNs) 
 
 
 
 
 

No changes (all RNs) 
 
No changes (all RNs) 
 

No changes (all RNs) 
 
No changes (all RNs) 

 Ward 
leadership 
 
 
Organisational 
(Trust) 
Leadership 

3  No changes (all RNs) 
 
 
 
No changes (all RNs) 
 
 
 
 

No changes (all RNs) 
 
 
 
No changes (all RNs) 

No changes (all RNs) 
 
 
 
No changes (all RNs) 

 
 

 



 

 449 

Appendix 5.6 Group Experiential Theme 3: Summary of Changes of Registered Nurses Perceptions of Safety Culture (T1-T4) 
 

Group Experiential Theme 3: Professional Duty to CPD  
 Subtheme  Gr T1 T2 T3 T4 

The 
organisational 
and workplace 
culture to CPD 
 
  
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  

 1 Describe safety culture in 
reference to keeping up to date 
with current changes  
(Cara, Natalie)  
 

Continues to refer to statutory 
and mandatory requirements  
 
Describes the organisational 
commitment to CPD which 
related to mandatory training. 
Motivators or deter to engage 
with CPD activities (Cara, Vicky, 
Natalie, and Kerry)   
 
 

Negative perceptions of 
organisational commitment to 
CPD and the inadequacy of it. 
(Cara, Vicky, and Kerry)   
 
 
 
 
 
 
 

No change (Cara, Vicky)  
 

2 Describe safety culture in 
reference to keeping up to date 
with statutory and mandatory 
training (Kay)  
 

Continues to refer to statutory 
and mandatory requirements as 
their perceptions change to the 
organisational commitment to 
CPD, which either motivate or 
deter nurses to engage with 
CPD (Kay, Grace)  
 
 
 
 

No change (Kay, Grace) 
 

No change (Grace)   

3 Described safety culture as being 
up to date with mandatory 
training. (Clare)  
 

Describing education and links 
to quality of care – resources 
available and other methods.  
(Maureen, Ann)  
 
 
Continues to refer to statutory 
and mandatory requirements as 
their perceptions change to the 
organisational commitment to 
CPD, which either motivate or 
deter nurses to engage with 
CPD (Maureen and Ann)  
 

No change (Clare, Ann)  
 

No change (Clare)  
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The 
organisational 
and workplace 
infrastructure to 
CPD  

1 Describes the importance of CPD 
and its relationship to safe 
nursing care (Cara, Natalie)  
 
Accountability of the organisation 
but focused on mandatory 
training (Cara, Natalie)  

Impact of organisational and 
workplace infrastructure to 
support CPD. (Cara, Vicky 
Natalie, and Kerry)  
 
 
 

 No change (Cara, Kerry, Vicky)  
 

Not discussed (all RNs) 

2 Lack of time to keep up date  
(Kay) 
 
Describes the importance of CPD 
and its relationship to safe 
nursing care (Kay)  
 
Accountability of the organisation 
but focused on mandatory 
training (Kay) 

Positive impact of their ward 
leadership to support and 
encourage RNs to undertake 
CPD (Kay, Kate, and Ivy) 
 
 
 

Not discussed (all RNs) Not discussed (all RNs) 

3  Not discussed (All RNs) Not discussed (all RNs) Positive impact of their ward 
leadership to support and 
encourage RNs to undertake 
CPD (Ann) 
 
Importance of effective 
leadership to increase uptake of 
CPD (Clare, Ann) 
 

Not discussed (all RNs) 

Personal and 
Professional 
Development  

1 Not discussed (All RNs) Not discussed (All RNs) Not discussed (All RNs) Not discussed (All RNs) 

2 Not discussed (All RNs) Not discussed (All RNs) Not discussed (All RNs) Not discussed (All RNs) 

3 Not discussed (All RNs) Not discussed (All RNs) Not discussed (All RNs) Not discussed (All RNs) 
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Appendix 5.7 Group Experiential Theme 3: Summary of Changes of Registered Nurses Perceptions of Patient Safety Related       
                       Behaviours (T2- T4) 
 

Group Experiential Theme 2: Professional Duty to CPD   

 Subthemes  Gr. T2 T3 T4 

The 
organisational 
and workplace 
culture to CPD 
 

 1 Not discussed (All RNs) 
 
 
 
 
 

Not discussed (All RNs) Not discussed (All RNs) 

2 Not discussed (All RNs) 
 
 
 
 
 

Not discussed (All RNs) Not discussed (All RNs) 

3 Not discussed (All RNs) 
 
 
 
 

Not discussed (All RNs) Not discussed (All RNs) 

The 
organisational 
and workplace 
infrastructure to 
support CPD 
 

 1 Not discussed (All RNs) 
 
 
 
 

Not discussed (All RNs) Not discussed (All RNs) 

2 Not discussed (All RNs) 
 
 
 
 
 

Not discussed (All RNs) Not discussed (All RNs) 

3 Not discussed (All RNs) 
 
 
 
 
 

Not discussed (All RNs) Not discussed (All RNs) 
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Personal and 
Professional 
Development 

1 Increased self-awareness and personal 
knowledge and behaviours to take 
responsibility for own learning (Kerry)  
 
Increased self-awareness and personal 
knowledge and behaviours to educate other 
(Cara)  
 
 
 
 
 

Improved confidence to reflect upon own 
practice to ensure patient safety (Vicky) 
 
Increased awareness of accountability and 
responsibility (Vicky)  
 

Developed reflective skills from discussion in 
the interviews which has enabled enhance 
the following  
awareness of safety culture and patient 
safety-related practices  
(Cara, Vicky, Natalie, Kerry)  
 
Increased their personal responsibility for 
personal and professional development  
(Cara, Natalie, Kerry, Vicky)  
 
Increased knowledge of safety 
improvements (Vicky)  
 
Increased confidence to teach nurses to 
evaluate and reflect on their clinical practice 
to understand why they are doing things 
(Cara) 
 
Increased confidence to teach others about 
the importance of safety culture to increase 
their awareness and its relationship to 
patient safety (Cara, Vicky, Kerry)  
 
Increased confidence to teach other nurses 
the importance of patient centred care, 
accountability, and responsibility to practice 
safe patient care (Cara)  
 
 
 

2 Become proactive to suggest how the use of 
digital story can be implemented in the ward 
(Millie)   
 
Enhanced personal knowledge and change 
in behaviours (Kay, Ivy)  
 
 
Importance of teaching other staff to improve 
patient care (Millie) 
 
 

Had used the digital story or a different story 
to promote discussion and reflection with 
other staff (Kay, Ivy)  
 
Become proactive to suggest how the use of 
digital story can be implemented in the ward 
(Millie)   
 

No change (Kay, Millie, Ivy) 
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3 Developed critical reflection skills in relation 
to clinical practice to identify areas of 
improvement (Ann)  
 
Discussed how positive about stories as a 
good learning tool (Ann) 

Become proactive to suggest how the use of 
digital story can be implemented in the ward 
(Louise, Clare, Maureen, Ann)   
 
Enhanced personal knowledge and 
behaviours (Louise, Clare)  
Related to the digital story when discussing 
how their reflective skills have developed 
which had enabled them to undertake the 
following.  
Increased use of reflection on clinical 
practice with self and other staff (Maureen, 
Clare) 
 
Had used the digital story or a different story 
to promote discussion and reflection with 
other staff (Clare and Louise)  
 
Used reflection with others to learn from 
errors (Clare) 
 
Became a falls champion for her place of 
work (Maureen)  
 

Increased awareness of safety culture and 
related concepts through discussion during 
interviews (Maureen)  
Increased awareness and knowledge of 
consequences relating to falls (Maureen, 
Clare)  
Disseminated digital story to colleagues, 
promoted reflective practice in others 
(Maureen, Clare, Louise, Ann) 
 
 

 

 
 

 

 

 

 


