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ABSTRACT 

Healthcare professionals are expected to know their role in patient safety.  In a rural 

hospital, they may have different roles along with their professional role.  Staff and services are 

fewer and the community is often part of the hospital. This can influence patient safety culture.  

Researchers and governing bodies have focused on developing processes to assist healthcare 

leaders developing their patient safety culture. Researchers and governing bodies have tended to 

focus on urban hospitals and then implement the same processes in rural hospitals. This strategy 

has not always been successful. The purpose of this study is to explore the roles and 

responsibilities in patient safety culture of health care professionals in rural hospitals.   

A systematic review, using the Joanna Briggs Institute (JBI) review process, was 

completed to discover how patient safety culture and rural hospitals are described and measured.  

Some common elements in the literature were unique characteristics of rural hospitals, 

leadership, error reporting and the use of patient safety culture surveys.  

Ethnographic methods were used to explore healthcare professional’s roles in patient 

safety culture in a rural hospital. Healthcare professionals describe their roles differently than 

described in the literature. A patient safety culture model was developed from the literature and 

refined with the study findings. The affinity model was developed based on the study findings 

from the small rural hospital and the literature.  Everything they do is how rural hospital 

practitioners described their role in patient safety. 

Keywords: patient safety, culture, healthcare professional roles, rural hospitals 
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Chapter 1 

Introduction 

1.1 The Creation of the Problem 

Patient safety has been a keen interest of mine since I started working with Accreditation 

Canada over seven years ago.  When I started, the Patient Safety Required Organizational 

Practices (ROPS) were being introduced.  As healthcare professionals were having difficulty 

implementing them within their hospitals, my role was to coach them through these 

requirements.  I also facilitated education sessions on patient safety.  All of the ROPS interested 

me and implementation of some of them caused great difficulty for the organizations.  I 

wondered how healthcare professionals responded when surveyors asked them about their role in 

patient safety.  I realized that I would also have a difficult time articulating my role in patient 

safety.  When the Canadian Patient Safety Institute (CPSI), in their competency framework, also 

stated that healthcare professionals need to know their roles in patient safety culture, it intrigued 

me to consider it as a research topic. 

Healthcare organizations in the Accreditation program must complete the patient safety 

culture survey as part of the requirements. However, information from this survey does not 

provide data on how healthcare professionals understand their roles in patient safety. I needed to 

use different methods to obtain a better and more in-depth understanding. 

When I prepared for my comprehensive exams in the PhD program, my substantive area 

topic was rural hospitals. When I researched this topic, I found that healthcare professionals 

often have multiple roles in a rural hospital.  I wondered how a healthcare professional in a rural 

hospital would describe their role in patient safety. Since nursing is my professional background, 
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the nurse’s perspective was especially a keen interest of mine. This was the beginning of my 

study. 

Ethnography seemed to be the best methodology for this study.  Since ethnography 

explores culture and I would be interviewing and observing healthcare professionals I could 

study in-depth the topic I had proposed. 

1.2 Purpose statement 

 The purpose of this study is to explore the roles and responsibilities in patient safety 

culture of health care professionals in rural hospitals.  First, a systematic literature review on 

patient safety culture in rural hospitals was undertaken.  Specifically, I was searching for 

literature that described how patient safety culture is measured and monitored in rural hospitals. 

The next phase was to explore roles and responsibilities in patient safety culture of health care 

professionals in a rural hospital setting using an ethnographic approach.  The definitions for the 

central concepts include: 

1. Patient safety is identified as “the reduction and mitigation of unsafe acts within the 

health-care system, as well as through the use of best practices shown to lead to optimal 

patient outcomes”   (Davies, Hébert, & Hoffman,  2003, p.11).  

2.  Health care professionals included administrators, nurses, physicians, occupational 

therapists, physiotherapists, radiology technologists, dieticians, and pharmacists. 

3. Nurses were differentiated between Registered Nurse (RN) and Registered Practical 

Nurse (RPN). Registered Nurses have more responsibility than Registered Practical 

Nurses (College of Nurses of Ontario [CNO], 2009).  
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3. Rural is defined as communities with less than 10,000 people outside of the 

commuting distance to an urban centre (du Plessis, Beshiri, Bollman, & Clemenson, 

2001). 

4.  Rural hospitals are those with fewer than 100 acute care beds (Loux, Payne, & Knott, 

2005; Vartak, Ward, & Vaugh, 2010) 

1.3 Research Questions 

 The research questions for the second phase were: 

1. What are healthcare workers’ roles within the patient safety culture of a rural 

hospital? 

2. How do health care professionals’ articulate their role and responsibilities in patient 

safety? 

3. What is the healthcare professionals’ understanding of their role in patient safety? 

4. What are the nurses’ roles within the patient safety culture of a rural hospital? 

5. How do nurses articulate their role in patient safety? 

6. What is the nurses’ understanding of their role in patient safety? 

1.4 Research Design 

1. Phase one was a systematic review on patient safety culture in the rural hospital.  The 

Joanna Briggs Institute (JBI) methodology was used to complete this comprehensive 



IT’S EVERYTHING AND EVERYONE’S RESPONSIBILITY                                        4 
 

review (JBI, 2008).  All of the steps were followed and the details are described in 

chapter 3. 

2. The second phase of the research was to explore the healthcare worker’s roles in 

patient safety culture.  An ethnographic approach using qualitative methodologies 

was chosen since there is insufficient literature that describes patient safety culture 

and health professionals in the rural setting to warrant quantitative analysis.  There 

are questionnaires that test climate in a healthcare organization but the question about 

specific roles is not part of the survey (Ginsburg et al., 2009; Schein, 2004). 

1.5 Position of the Researcher 

Researchers using ethnography are meant to understand a defined problem within a 

cultural context (Fetterman, 2010).  This was my goal.  I wanted to explore roles and 

responsibilities in patient safety culture of health care professionals in one rural hospital.   

Reflexivity is an important part of qualitative research.  It is a realization and reflection 

on how a researcher can infer personal biases toward the research process. Reflexivity is 

especially important in ethnography as the researcher is intimately studying and interacting with 

the research environment and participants (Davies, Jacklin, Sevdalis, & Vincent, 2007). 

As the primary investigator, I am a registered nurse who works for Accreditation Canada, 

an accrediting body for healthcare organizations.  On a personal note, I grew up in small rural 

towns in Saskatchewan. I understand from personal experience some of the issues that rural 

people face. 
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 I have worked in hospital settings in several large urban centers in Canada. My main 

specialty was the operating room. I never worked in a small rural hospital.  I understand the roles 

of the nurse but I have not worked as a clinical nurse since 2005 when patient safety was still 

relatively new concept to be studied, described and evaluated.  I recognize that being a nurse 

may influence my interactions with other health care professions while doing this study 

(Fetterman, 2010).   My own awareness of my view helped to check my approach as well as the 

use of rigour and trustworthiness methods described by Lincoln and Guba (1985). 

 I work for Accreditation Canada as an Accreditation Specialist for Ontario hospitals, 

assisting organizations going through the accreditation process.  Since the hospital I utilized for 

this study was originally part of my caseload, I gave the organization the option of removing me 

as their contact person so I would not be perceived to treat them differently or have any influence 

on any part of their accreditation journey. I also transferred responsibility for several other small 

hospitals in the same area to another accreditation specialist to maintain the hospital’s 

anonymity.  I ensured that everyone was aware that the study had nothing to do with my work 

and the study had no bearing on their accreditation process.  Any information I had been privy to 

before the study that may influence my objectivity of the research was not used unless 

permission was given by the hospital.  I remained objective to the best of my ability during the 

study. 

 Finally, I am a doctoral student new to the process of research and my approach may 

have displayed my novice attributes.  I endeavoured to be carefully prepared in the research 

methods by using guides and protocols so I would capture the necessary information to provide a 

comprehensive understanding of the research purpose. In the analysis, I had assistance from my 

supervisor and the trustworthiness methods. 
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1.6 Outline of the Thesis 

The chapters are meant to build on each other for a comprehensive understanding of 

patient safety, patient safety culture, rural hospitals and healthcare professionals’ roles in patient 

safety. The chapters and descriptions are organized to answer the research questions. 

  Chapters 2 and 3 focus on existing literature about patient safety, patient safety culture, 

rural hospitals and healthcare professionals in patient safety. Chapter 2 is background 

information. The background information highlights the research strategy, history of patient 

safety, patient safety, healthcare professionals, and rural hospitals. The chapter concludes with a 

descriptive model, Patient Safety Culture in a Rural Hospital Model, that illustrates elements 

from the literature. 

Chapter 3 is a systematic literature review on patient safety culture in rural hospitals that 

will be submitted to the Joanna Briggs Institute for publication. The writing style is different as it 

is formatted for the respective journal.  It is meant as a self-contained article including separate 

references and appendices. 

  Chapter 4 focuses on methodology.  It includes a description of ethnography, the 

research design, data collection and analysis. 

Chapters 5 and 6 are the study findings.  Chapter 5 is an overall description of the study 

community and hospital environment.  Chapter 6 is a description and analysis of the data to gain 

an understanding to answer the research questions proposed.  

Chapter 7 is the discussion chapter.  This chapter contains the discussion of the overall 

findings. The findings are described within the context of the Rural Hospital Affinity model.  
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The model is described and contrasted with the model for Patient Safety Culture in a Rural 

Hospital that I discuss in the literature review.  

Chapter 8 is the concluding chapter.  Future directions for the hospital, government and 

accrediting bodies will be highlighted.The limitations of the study and closing comments 

complete the chapter and thesis. 
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Chapter 2 

Literature Review 

2.1 Background 

This literature review is divided into two chapters, chapter two and three. Chapter two is 

the background literature review of all the components that are part of my thesis including 

background information of patient safety, health care professionals’ roles and rural hospitals. 

Research featured in chapter three’s systematic review will not be highlighted in this background 

literature review to avoid duplication. The history, evolution and elements of patient safety will 

be discussed. Literature on healthcare professionals including leaders, physician, nurse and other 

healthcare professionals will be featured. Rural hospital literature and healthcare professionals 

experience in rural hospitals will be detailed.  Patient safety models and rural health models will 

be examined for common components.  Common components in the patient safety literature, 

rural literature and model examination will provide the base for developing be a model for 

patient safety culture in rural hospital.  

Chapter three is a systematic literature review of patient safety culture and rural hospitals 

using the Joanna Briggs Institute methodology.  Description and measurement of patient safety 

culture in rural hospitals was synthesized from the literature. This review fulfils the first phase of 

my research and will be a submitted manuscript. 

2.2 Research Review Strategy 

The objective of the literature review was to provide background information on the main 

concepts in this study.  The concepts include patient safety, culture, healthcare professionals and 

rural hospitals as they relate to patient safety culture.  
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The studies were selected based on the content and definitions of patient safety, patient 

safety culture, rural hospitals and healthcare professionals. Both quantitative and qualitative 

studies were considered. Opinion papers, reports, governmental and nongovernmental reports 

were also considered. The studies were individually reviewed and included based on fit with the 

concept area. Any studies that examined patient safety, patient safety culture, healthcare 

professionals and rural hospitals were considered. Medical error management and critical access 

hospitals were also considered as they fit with patient safety and rural hospitals respectively.  

Critical access hospitals are small rural hospitals in the United States.  

 Participants included were all healthcare professionals in acute care settings and more 

specifically, rural hospitals. Healthcare professionals included, but were not limited to, 

healthcare leaders or administrators, physicians, nurses, pharmacists, physiotherapists or any 

other healthcare professionals. The topic of focus was patient safety and patient safety culture as 

it pertains to healthcare professionals and rural hospitals.  

Only published literature, in the English language from western countries, were part of 

the review because the author felt that the cultural and healthcare differences may be significant 

outside the western countries. The searches were not limited by publishing dates however there 

are few patient safety articles before 1990. 

The search strategy was done at several stages and times during the development of the 

thesis.  The initial search was in MEDLINE and CINAHL databases to confirm titles and 

keywords.  Critical access hospitals and medical errors were added to the search.  More 

extensive searches were then conducted in different databases that included CINAHL, Cochrane, 

EMBASE, ISI Web of Science and MEDLINE. Different keywords or combinations of key 
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words were used. Key authors such as Leape, Edmondson, Vincent and Runciman were searched 

alone or in combination with keywords. A grey literature search consisted of reviewing national 

and international websites such as the Canadian patient safety institute and world health 

organization websites for content of patient safety and rural hospitals.   Journals such as the 

Journal of Rural Health and Australian Journal of Rural Health were hand searched.  Hand 

searches of reference lists of different articles and books were also completed. 

All types of articles were included although opinion papers were limited to well known 

researchers and as a supplement to other research articles.  Conceptual and practice models were 

also part of the review.  

2.3 Patient Safety  

Florence Nightingale (1870) stated “It may seem a strange principle to enunciate as the 

very first requirement in a Hospital that is it should do the sick no harm.” (p. iii). Researchers 

recognize that Florence Nightingale’s statement still holds value especially when discussing 

patient safety (Longo, Hewitt, & Bin, 2005).   Patient safety definitions often include mitigation 

and reduction of harm to patients (Davies, Hébert, & Hoffman, 2003).  Nightingale (1870) 

identified patient safety elements that are still relevant today, including sanitation.  Patient safety 

as a concept has gained international attention in the last thirty years, by researchers and policy 

makers (Emmanuel et al., 2008). This section will explore patient safety from the following 

perspectives, evolution, understanding, culture, and healthcare professionals’ roles in patient 

safety. 
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2.4 History of Patient Safety 

Though patient safety elements can be traced to Florence Nightingale, patient safety has 

developed and expanded into a healthcare discipline (Emanuael et al., 2008). The increase in 

sophistication of medicine and a risk of malpractice claims against healthcare workers prompted 

researchers to study this area, however, there was little public attention given to early findings 

(Leape, 2008; Mills, 1978).  In some early studies, single site researchers focused on safety 

improvement by examining incidents and errors in specific areas including anaesthesiology.  

Cooper, Newbower and Kitz (1984) described their qualitative study of errors and incidents in 

two hospital anaesthesia departments. Several anaesthetists, residents and nurse- anaesthetists 

were interviewed and observed.  The participants also documented errors (Cooper, Newbower, & 

Kitz, 1984). The researchers concluded that human errors, including lack of training, were the 

most common reason for errors rather than equipment failure. Anaesthesiologists were 

considered the first to start patient safety initiatives however; the momentum of patient safety did 

not expand with their initiatives (Jeffs, Law, Baker, & Norton, 2005; Leape, 2008). 

In a large scale American study, the Harvard Medical Practice Study, researchers 

revealed an adverse event rate of 3.7 % (95 percent confidence interval, 3.2 to 4.2) during 

hospitalizations (Brennan et al., 1991). In this study, 30,121 patient records were randomly 

selected from 51 New York State hospitals in 1984 (Brennan et al., 1991).  Records were 

initially screened by nurses and medical analysts followed by an independent review undertaken 

by two trained physicians. Negligence was the most common reason cited for the adverse event 

and the elderly were most at risk for adverse events. Adverse events were defined as “an injury 

that was caused by medical management (rather than the underlying disease) and that prolonged 
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the hospitalization, produced a disability at the time of discharge or both” (Brennan et al., 1991, 

p. 145).  

 Researchers in other countries followed similar research strategies and definitions with 

more profound results. Researchers in Canada, the United Kingdom and Australia reported 

adverse event rates of 16%, 11.7% and 7.5% respectively (Baker et al., 2004; Vincent, Neale, & 

Woloshynowych, 2001; Wilson et al., 1995). Researchers from these countries also identified the 

percentage of preventable errors ranging from 36.9 to 48 % (Baker et al., 2004; Vincent et al., 

2001; Wilson et al., 1995).  

From six of the adverse event studies completed in different countries, researchers also 

identified where the errors happened and the kinds of errors that occurred.  Both the American 

and Canadian researchers reported that large teaching hospitals had proportionately more adverse 

events than small community or rural hospitals (Baker et al., 2004; Brennan et al., 1995). This 

discrepancy was attributed to higher acuity of illness and multiple providers in teaching hospitals 

(Baker et al., 2004; Brennan et al., 1991; Brennan et al., 1995).  In the Canadian study, when 

researchers adjusted for different kinds of errors, no difference was noted between hospitals for 

preventable adverse events (Baker et al., 2004).  Within hospitals, the clinical speciality area of 

surgery had the highest adverse events (41 % - 51.4%) reported  in 5 of the studies (Baker et al., 

2004; Leape et al., 1991; Thomas et al., 2000; Vincent et al., 1997).  Thomas et al. (2000) 

reviewed 15,000 patient records for adverse events from Colorado and Utah hospitals and further 

described surgical errors as poor surgical technique, bleeding and infections (Thomas et al., 

2000). Medication events were identified as a leading cause or second to surgery for adverse 

events (Baker et al., 2004; Leape et al., 1991; Thomas et al., 2000; Vincent et al., 1997).   Leape 

et al. (1991) further defined medication events as improper medication and dose, delay in 
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treatment, and drug interactions.  Other adverse events reported included diagnosing errors, 

systems issues such as equipment failure and performance errors (Baker et al., 2004; Leape et al., 

1991). 

 Andrews et al. (1997) used a different method to study adverse events and reported 

higher adverse event rates. Ethnographic methods of field observations were used.  

Ethnographers observed 1047 patients and their corresponding healthcare workers engaged in 

different activities including meetings, shift changes and patient rounds on three different units in 

one American tertiary hospital (Andrews et al., 1997).  The adverse event rate was 17.7 %.  The 

reasons given for the adverse events included individual (37.8%), interactions (15.6%) and 

administrative (9.8%). Individual reasons included poor performance. Interactions included 

communication between individuals or across hospital departments. Administrative included 

poor equipment or staffing (Andrews et al., 1997).  Researchers also reported that the longer the 

hospital stay, the greater the chance of an adverse event (Andrews et al., 1997). 

The adverse event studies and some devastating publicized medical errors in the 1990’s 

prompted attention from academics, the public and government officials. Several meetings and 

conferences occurred that gathered together government officials, researchers and the American 

accreditation body to discuss this emerging topic (Jeff et al., 2005; Leape, 2008).  When the 

landmark book, To Err is Human (2000), was released, the patient safety movement began with 

international recognition of the concern, funding for research, and national patient safety 

initiatives in many countries (Jeff et al., 2005; Kohn et al., 2000; Leape, 2008). 

In the landmark book, To Err is Human (2000) the authors reviewed the research from 

the adverse events studies to identify the main safety issues (Kohn et al., 2000). To understand 

how to change, they drew upon the knowledge of experts in industries including aviation and 
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nuclear power (Perrow, 1984; Reason, 1995). This information was compared with knowledge of 

current medical practices (Leape, 1994). From the research and expert’s knowledge, the authors 

developed recommendations to build a safer healthcare system (Kohn et al., 2000).  The 

overarching recommendations included building leadership and knowledge for patient safety, 

error reporting systems, protecting voluntary error reporting from legal discovery, setting 

performance standards and expectations for patient safety and creating safety systems in 

healthcare organizations (Kohn et al., 2000).  International researchers and government officials 

also heeded these recommendations (Jeff et al., 2005; Leape, 2008).  

Canada responded and followed recommendations made from To Err is Human (Jeff et 

al., 2005). Baker et al. (2004) released the Canadian adverse event study where 3745 patient 

records were reviewed from 20 randomly selected hospitals across five provinces. The overall 

adverse event rate was 7.5%.  Part of the recommendation for building leadership and knowledge 

for patient safety was to develop an oversight body for knowledge exchange in patient safety 

(Kohn et al., 2000). The Canadian Patient Safety Institute (CPSI) was established in 2003 for that 

purpose.  For building error reporting systems, the Joint Commission on Accreditation of 

Healthcare Organizations (JCAHO), the American healthcare accrediting body established error 

reporting systems and patient safety goals as early as 1996 (Kohn et al., 2000). Accreditation 

Canada, the accrediting body for Canadian hospitals created patient safety goals in 2005 for 

healthcare organizations to implement and improve patient safety similar to the American 

accrediting body (Jeff et al., 2005). Patient safety goals continue to be updated and changed as 

patient safety research evolves. 
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2.5 Error Management 

   After the release of To Err is Human and other international reports, researchers 

continued to expand the knowledge base. Since patient safety has many aspects, the literature 

base reflects this great variety of research.  Knowledge of safety systems, types of errors and 

error management is needed when discussing patient safety. 

Reason (1995) is referenced in To Err is Human and elsewhere in the patient safety 

literature for his insight and theory of errors and how to manage them (Kohn et al., 2000). 

Reason describes two kinds of errors: active errors and latent errors (Reason, 1995).  Active 

errors occur when the healthcare worker makes an error in care by forgetting a step in a process, 

such as giving the wrong medication. Latent errors involve more systemic issues that may not 

occur right away including chronic lack of staffing, clumsy, complicated equipment or storing 

many medications with similar labels together making it easier to make a mistake (Reason, 

1995). Error management has been described using two approaches:  the person approach and 

the systems approach (Reason, 2000).  In the person approach, blame is placed on the healthcare 

professional for being careless and not competent whereas the systems approach recognizes that 

humans make errors and therefore safety systems are put in place at the organizational level to 

help humans minimize these errors (Reason, 2000).  The person approach typically leads to 

individuals covering their mistakes for fear of repercussion (Reason, 2000).  

After the Harvard Medical Practice Study, researchers further explored areas that were 

identified from this study including medication events (Leape et al., 1991). Safety systems and 

kinds of errors could be identified in five early American medication events studies. In two 

studies that examined over 4000 patient records in two hospitals, researchers identified that drug 

errors occur most frequently at ordering (56%), administration (34%) transcription (6%) and 



IT’S EVERYTHING AND EVERYONE’S RESPONSIBILITY                                        16 
 

dispensing (4%), and drugs with highest error rates are electrolytes and diuretics especially on 

medical admission (Bates et al.,1995; Bates et al., 1999). In a third study, researchers reported on 

safety system failures with drug events with the major issue being  poor knowledge transfer to 

physicians (29%) and lack of patient information such as laboratory tests (18%) (Leape et al., 

1995).  Classen, Pestotnik, Evans, and Burke (1991) developed a computerized medication 

system for a large American hospital that identified medication errors. Only 92 errors were 

reported by healthcare workers; however, the researchers identified 731 errors from their system 

(Classen et al., 1991).  Stanhope, Crowley-Murphy, Vincent, O’Connor and Taylor-Adams 

(1998) reported similar results in a UK hospital maternity ward.  Only 23% of adverse events 

were reported. Researchers from this study highlighted that healthcare workers did not report 

errors (Classen et al., 1991).  Edmondson (1996) presented some reasons that healthcare workers 

may not report errors. Edmondson (1996) collected data by surveys, observation and interviews 

of healthcare workers in 8 units in two hospitals as part of one of the larger studies described 

above. The survey focused on comfort with error reporting and team dynamics on the units. The 

observations and interviews were undertaken with physicians, nurses and managers of units. The 

units with supportive managers and good team dynamics had higher error reporting. Healthcare 

workers did not have the fear of repercussion to report the errors on the supportive units 

(Edmondson, 1996).  From these medication studies, researchers began to develop an 

understanding of the safety system failures and the fear of repercussion that exists in healthcare. 

These studies and others assisted in the development of the recommendations in To Err is 

Human (Kohn et al., 2000; Leape, 2008). 
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2.6 Safety Culture 

Developing a culture of safety was a common recommendation in articles and reports 

including To Err is Human (Kohn et al., 2000; Leape, 1994; National Health System, 2000). A 

safety culture involves a just and learning culture so employees will report their errors (Kohn et 

al., 2000; Leape, 1994).  Knowing how to study, measure and change to a culture of safety can 

be difficult. Culture can be defined differently but usually the definition should capture the main 

theme of the “way we do things around here” (Arnold, Capella, & Sumrall, 1987; Braithewaite, 

Greenfield, & Westbrook, 2010; Davies, Nutley, & Mannion, 2000).  Culture encompasses 

shared values, beliefs and even language (Braithewaite et al., 2010; Davies et al., 2000; Schein, 

2004). Schein’s (2004) cultural framework captures culture in three elements of “artifacts, shared 

beliefs and underlying assumptions” (Schein, 2004, p. 26). Artifacts are structural and visible 

elements in the organization including the furniture, policies and procedures.  The espoused 

beliefs and values include the vision and values within the organization. The underlying 

assumptions are entrenched behaviours and habits that exist in an organization such as methods 

of problem solving (Schein, 2004).    

The concept of positive safety culture was introduced after the investigation of the 

Chernobyl Nuclear Disaster and other disaster investigations (Glendon & Stanton, 2000; Perrow, 

1984; Reason, 1995).  Researchers described a connection between organizational culture, 

attitudes towards safety and error management (Glendon & Stanton, 2000; Perrow, 1984; 

Pidgeon, 1991; Reason, 1995).  Safety culture encompasses both organizational structures and 

individual behaviours (Reason, 1991; Pidgeon, 1991). 
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2.6.1 Safety Culture Surveys. Researchers wanted to know how to measure the safety 

culture in an organization. Many surveys have been developed to measure organizational safety 

and more recently patient safety culture (Glendon & Stanton, 2000; Guldenmund, 2000).  This 

initiated a debate about the use of the concept of climate versus culture (Flin, Burns, Mearns, 

Yule, & Robertson, 2006; Glendon & Stanton, 2000; Guldenmund, 2000). Three literature 

review articles were found that explored the differences between culture and climate as well as 

the concepts within safety culture questionnaires. The study reviewers provided different 

perspectives related to safety measurement.   One of the study reviewers suggests that climate is 

a “snapshot” of the organization and most commonly measured with surveys (Glendon & 

Stanton, 2000). Flin et al. (2006) reviewed eighteen safety questionnaires from different 

industries outside healthcare. They outlined the main concepts found in the questionnaires which 

were management, safety systems, risk, work pressure, and competence (p.185). Overall, culture 

was considered the underlying assumption that should be measured with qualitative methods 

including observations and interviews (Flin et al., 2006; Glendon & Stanton, 2000; Guldenmund, 

2000). 

 Researchers began using safety culture surveys, in healthcare organizations, that were 

designed from other industries including aviation (Gaba, Singer, Sinaiko,  Bowen,  & Ciavarelli, 

2003; Pronovost et al., 2003; Sexton, Thomas, & Helmreich, 2000). Nieva and Sorra (2003) 

advocated for safety culture surveys to be used in healthcare to understand patient safety culture 

and to measure improvement from interventions. Safety surveys became widely used 

internationally in healthcare organizations providing baseline results in some cases and with 

varying results when they were used as measures for interventions (Colla et al. 2005; Flin, 2007; 

Flin, et al., 2006).   
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Accrediting bodies require healthcare organizations to administer patient safety culture 

surveys as part of their accreditation (Accreditation Canada, 2012). National hospital databases 

of patient safety culture survey results have been established for hospital benchmarking (AHRQ, 

2012). Three literature reviews were found that reviewed safety surveys commonly used in 

healthcare organizations (Colla et al., 2005; Flin et al., 2006; Health Foundation, 2011). 

Common themes in the surveys were management support, communication and error reporting 

(Colla et al., 2005; Flin et al., 2006; Health Foundation, 2011). Some differences in surveys 

included the style, dimensions and the inconsistent psychometrics of the surveys (Colla et al., 

2005; Flin et al., 2006; Health Foundation, 2011).  The theoretical underpinnings of the surveys 

were also questioned (Colla et al., 2005; Flin et al., 2006; Health Foundation, 2011). Ginsburg et 

al. (2009) conducted a psychometric analysis of the Canadian version of the Modified Stanford 

Patient safety culture survey and concluded that the survey may not be sound because “the 

construct of safety culture is highly context specific” (p. 214-215).  Allen, Chiarella and Homer, 

(2010) used a patient safety culture survey, qualitative methods of observation and interviews in 

an Australian hospital.  The researchers concluded that the qualitative data was more useful than 

the survey results. Since the response rate was only 28% for participants answering the survey, 

the researchers decided not to rely on the accuracy of the survey data. Patient safety survey 

results provide a “snapshot” of the organization however qualitative methods add a holistic view 

of the culture (Braithewaite et al., 2010; Glendon, & Stanton, 2000; Health Foundation, 2011; 

Schein, 2004).  

2. 7 Just and Learning Culture 

 Researchers using qualitative methods reported the reasons behind the identified patient 

safety issues.  In four studies from the United Kingdom and the United States, using a variety of 
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methods including questionnaires, interviews, focus groups and observation, researchers 

identified reasons for not reporting.  Reasons included not knowing what to report or how to use 

the reporting software, fear of repercussion and not enough time to report (Catchpole et al., 2006; 

Edmondson, 2004; Firth-Cozen, Redfern, & Moss, 2004; Tucker, 2004; Vincent, Stanhope, 

Crowley-Murphy, 1999).  The same American researchers investigated the kinds of problems 

that occur in hospitals and how healthcare organizations can learn from their errors (Edmondson, 

2004; Tucker, 2004; Tucker, Edmondson, & Spears, 2002; Tucker, & Spears, 2006).  In one of 

these studies, researchers observed 22 nurses in 8 different hospitals for 197 hours to understand 

the nurses’ problem solving behaviour (Tucker, Edmondson, & Spears, 2002).  The categories of 

problems nurses encountered were missing information, missing or broken equipment, lack of 

resources and medication issues.  

Researchers reported that nurses solve problems by doing whatever is needed for the 

patients and only ask for help from those with whom they are most comfortable (Tucker et al., 

2002).  This leaves other nurses continually solving the same problem and not alerting anyone 

that it may be a system problem. This example where health care workers do not learn from the 

problems is described as single loop learning (Edmondson, 2004).  In single loop learning, the 

problem is solved but not shared whereas when double loop learning occurs the solution is 

shared and systems are changed.  For example, in single loop learning, a nurse takes supplies 

from another area because there is not enough in that area (Tucker et al., 2002).  The direct 

problem was solved but the systemic problem was not solved. In double loop learning a nurse 

would report the lack of supplies through his/her organizational process so everyone is aware of 

the problem and it can be fixed systemically.  Researchers stated nurses did not engage in double 

loop learning as they did not have the time, had difficulty addressing persons with more 
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perceived authority or their requests were ignored by their superiors or other departments 

(Tucker et al., 2002).  Nurses and healthcare leaders reinforced single loop learning strategies as 

nurses were empowered to problem solve and healthcare leaders did not have to address the 

larger systemic issues (Tucker et al., 2002). 

In order to create a just culture and a learning culture, healthcare professionals need to 

report problems and the organization needs to learn from the problems (Edmondson, 2004). 

Double loop learning must occur (Edmondson, 2004; Tucker et al., 2002). In a longitudinal study 

of systems change for error reporting, the culture moved from individual blame to a just culture 

of systems learning. In a large hospital, initially staff would report errors directly to their 

manager and they were handled at that level.  Often the corrective response was directed at the 

staff member.  By introducing an organization wide, anonymous reporting system and having 

safety staff review the errors; the organization was able to make the correct changes at both the 

individual and system levels, if needed.  Researchers report from staff interviews that in order for 

organizations to learn from errors, staff must feel that there is a fair process and then reporting 

makes a difference in learning (Dekker & Laursen, 2007; Edmondson, 2004).  

2.8 Communication and Teamwork 

Surgical care was identified as the highest area for adverse events, therefore researchers 

from different countries focused on this area (Baker et al., 2004; Brennan et al., 1991; Vincent et 

al., 2001; Wilson et al., 1995). Major research topics included different skills, team dynamics 

and communications.  British researchers, using defined criteria, observed cardiac and 

orthopaedic surgeries to understand the causes of latent and active errors (deLeval, Carthey,  

Wright, Farewell, & Reason, 2000; Catchpole et al., 2006; Catchpole, Giddings, Wilkinson, & 
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Hirst, 2007; Catchpole, Giddings, Hirst,  2008). Researchers found interruptions, distractions, 

patient condition and communication within the surgical team can negatively influence the 

performance and time taken to complete the surgeries (deLeval et al, 2000; Catchpole et al., 

2007).  Catchpole et al. (2007) demonstrated that more effective teams (defined as the ability to 

decrease the impact of unavoidable problems) were able to manage errors more efficiently.  

Teamwork is an integral part of healthcare culture and team membership may change 

every hour or every day depending on the environment (Hawryluck,  Espin, Garwood,  Evans, & 

Lingard, 2002; Nembhard & Edmondson, 2006).  Many of these teams are multi-disciplinary 

with different multi – professional cultures working together (Hawryluck et al., 2002; Nembhard 

& Edmondson, 2006). In healthcare, teams and team members may change every hour or every 

day depending on the environment.  Members of the team have to adjust quickly and this may 

cause issues.  The leader in the team must facilitate all team members to feel psychologically 

safe to speak up and invite discussion (Nembhard & Edmondson, 2006).  Eight studies were 

reviewed from Canadian and American researchers who examined communication among 

surgical and other hospital teams (Edmondson, 2004; Lingard, Garwood, & Poenaru, 2004; 

Lingard, Reznick, Espin, Regehr, & DeVito, 2002).  Observation, interviews and focus groups 

were the main sources of data collection.  Lingard et al. (2004) identified specific operating room 

communication patterns of tension between members surrounding the changeover of the cases, 

role identification, sterility and situational control such as information management. Less visible 

tension was noted in smaller community hospitals than in the large urban hospitals (Lingard, et 

al. 2004). The greatest amount of interactions and tension identified were between surgeons and 

nurses. Researchers reported that the communication style was not combative as they originally 

anticipated but was a political and social interplay of interactions (Lingard et al., 2002). Similar 
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findings of tension were reported in the intensive care unit although the communication patterns 

were noted to be different. Tensions arose in authority, collaboration, resources, education time 

and knowledge.  The researchers suggested that they need to understand the communication 

patterns that existed in order to change them to a supportive communication network in order for 

students to learn good communication (Lingard et al., 2002; Lingard et al., 2012).  

Edmondson, Bohmer, and Pisano (2001) and Edmondson (2003) studied operating room 

teams learning a new procedure in 16 different hospitals using interviews and observations.  

Successful implementation of the new procedure was dependent on the effectiveness of the 

teams.  The most effective teams shared their knowledge with all the necessary healthcare 

professionals, and team members were comfortable speaking up in the team and felt 

“psychologically safe”.  Psychological safety goes beyond the basic need of trust and is defined 

as the “degree to which people perceive their work environment as conducive to taking these 

interpersonal risks” (Edmondson, 2002, p. 5). The team leader invited all to actively participate 

and communicate in the process. Nembhard and Edmondson (2006) developed a questionnaire 

on teams and psychological safety from data collected from conducting interviews with 23 staff 

from four neonatal unit teams. They pilot tested it with the four teams and then distributed the 

questionnaire to 23 other neonatal teams and found that leadership style and open 

communication enhance psychological safety (Nembhard & Edmondson, 2006). Communication 

barriers also exist outside the operating room. Researchers studied communication patterns in the 

emergency department and concluded that interruptions by telephones, electronic devices, other 

colleagues or care creates a potential for errors (Fairbanks, Bisantz, & Sunm, 2007; Redfern, 

Brown, & Vincent, 2009; Spencer, Coiera, & Logan, 2004).   
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In summary, several factors were identified that influence patient safety issues and error 

identification.  Medication errors and surgical errors had the highest recorded occurrences.  

Medical errors are underreported. Reasons for this involve lack of understanding of errors and 

the reporting system, fear of repercussion and lack of time.   Learning from errors is difficult 

because healthcare professionals under report and problem solve themselves. An organization’s 

leaders need to create a just and learning culture. Lack of communication and teamwork impedes 

reporting and can increase errors.  Leadership in teams and on the units affects psychological 

safety and error reporting. 

2.9 Healthcare Professionals 

 Healthcare leaders, physicians, and nurses were the main healthcare professionals 

discussed in the patient safety and error management literature. Physicians were recognized in 

litigation for medical errors and nurses are providing direct care, therefore, both professions are 

easily identified for research investigations (Brenan et al., 1991; Tucker et al., 2002).  Healthcare 

leaders were often included as participants in many of the studies.  For other healthcare 

professionals, fewer studies exist although they are often included in team and healthcare 

surveys. Pharmacists are identified especially when medication errors are discussed.  

2.9.1 Healthcare Leaders. Healthcare leaders are identified in patient safety research as 

important in error management and patient safety culture. In early studies, researchers discovered 

that differences in management style influenced error reporting and patient safety culture 

(Edmondson, 1996). Supportive leaders are consistently identified as the management style 

needed for a safety culture throughout both qualitative and quantitative studies (Edmondson, 

1996, Klingner, Moscovice, Tupper, Coburn, & Wakefield, 2009).  Leadership is a dimension in 
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most patient safety culture surveys and it consistently agreed to be valid (Colla et al., 2003; Flin 

et al., 2006; Ginsburg et al., 2009; Health Foundation, 2011). Frankel et al. (2006) implemented 

leadership walkabouts in two hospitals where senior leaders visited a combination of 21 different 

units and reviewed specific patient safety issues with staff. A safety climate survey was 

completed by frontline staff before and after this intervention. Both hospitals, reported positive 

increases in the safety climate surveys after this intervention (Hospital A, 62 % at baseline and 

77% post intervention; hospital B, 46 % at baseline and 56 % post intervention).  Also the 

leaders identified many issues that could be changed to improve patient safety (Frankel et al., 

2006). Qualitative studies, using observation, interviews and some questionnaires, highlighted 

that at the organizational unit and team level, supportive leaders influenced psychological safety 

and error reporting (Cannon & Edmondson, 2002; Nembhard  & Edmondson,2006; Tucker et al., 

2002).  In order to learn from errors, leaders must set a clear vision for safety and develop a 

supportive environment by communicating and responding to staff concerns (Cannon & 

Edmondson, 2002; Edmondson, 2004). 

2.9.2 Physicians. Researchers have studied physicians, using both quantitative and 

qualitative methods for patient safety issues, with a primary focus on physician error reporting 

and associated behaviours. In the studies reviewed, physicians agreed that errors should be 

reported but what constitutes an error and where to report the errors was not clear to them 

(Blendon et al., 2002; Kaldjian et al., 2008; McKay, Bowie, Murray, & Lough, 2003). Wu, 

Folkman, McPhee, and Lo (1991) surveyed 114 physicians who identified misdiagnosis and lack 

of information as the main causes of errors.  Sklar, Crandall, Zola, and Cunningham (2010) 

surveyed 2817 emergency physicians to identify the important patient safety risks ranking them 

from one to sixteen.  Physicians were provided with a list of sixteen patient safety risks.  
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Physicians ranked crowding (1), consultant not available (2) and nursing shortage (3) as the 

leading risks. Low ranking patient safety issues were hand hygiene (10) medication errors (14) 

and verification of surgical site (16) was ranked last.  Nursing shortage, fatigue and systems 

failures as causes of patient safety issues were also identified in other studies (Blendon et al., 

2002; Sklar et al., 2010; Waring, 2007). These findings demonstrate an inconsistent 

understanding of patient safety errors by physicians since researchers have reported medication 

and surgical errors are the most prevalent errors(Brennan et al., 1991). Physicians recognized the 

importance of error reporting but were less likely to report than other healthcare workers 

(Kaldjian et al., 2008; McKay et al., 2003).  Kaldjian et al. (2006) identified that physicians did 

not report because of fear of repercussion, helplessness, and uncertainty of outcome.  In a 

concurrent study, researchers reported that physicians do not know how to report errors (62.3% 

medical faculty and 49.5% residents knew how to report) (Kaldjian et al., 2008).   Singer et al. 

(2009), in a large multi-disciplinary study, suggested that physicians are less engaged in 

organizational activities because they are independent operators and not employees of a hospital, 

therefore, they are not as accountable to the hospital for organizational practices (Singer et al., 

2009). Researchers have identified a disconnect between healthcare systems’ and physicians’ 

understanding about patient safety issues.  Clarity on error identification and reporting is needed 

to enhance physicians’ understanding of error reporting.  

2.9.3 Nurses. Multiple studies have been completed about frontline nurses and patient 

safety issues including error reporting, teamwork, systems and individual failures (McGillis Hall, 

2003; Tucker et al., 2001; Tucker, 2007). Nurses provide direct care and they have the most 

opportunity to recognize patient safety issues (Tucker et al., 2002; Tucker, 2007). In an 

American study, 502 critical care nurses logged their personal state of alertness and their errors 
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for twenty-eight days to understand nursing errors and influences that may occur. Researchers 

found medication and procedural errors to be the most common followed by transcription errors 

(Rodgers, Dean, Hwang, & Scott, 2008). Armstrong and Laschinger (2009) surveyed 153 

Ontario nurses using a patient safety climate survey and conditions of work effectiveness survey. 

Results indicated a positive relationship between a positive work environment and an increase in 

patient safety climate score. Researchers concluded that empowering nurses can enhance patient 

safety (Armstrong & Laschinger, 2009). Results from the patient safety culture survey in a 

multisite American study, reflect this relationship. Nurses reported more negative results about  

support for error management and safety than  physicians and managers (Singer et al., 2009). 

Researchers suggested that nurses do not have as much authority to manage patient safety issues 

(Singer et al., 2009). Several studies highlighted how nurses manage patient safety issues every 

day. Researchers have also reported that nurses’ error reporting is influenced by workload and 

leadership support (Edmondson, 2004).  All of these factors indicate that nurses have a role in 

patient safety although it may not be recognized as important by other healthcare workers or 

managers (Edmondson, 2004). 

2.9.4 Healthcare Professionals. Fewer research studies exist for healthcare professionals 

who are not nurses or physicians.  Some researchers include other healthcare professionals in 

their overall analysis (Edmondson, 2003; Nugus, Greenfield, Travaglia, Westbrook, & 

Braithwaite, 2010; Pringle, Weber, Rice, Kirisci, Sirio, 2009; Wakefield, McLaw, Whitby, & 

Patton, 2010). Australian researchers surveyed 5294 participants from 37 health service districts 

using a self-developed survey on intent to engage in patient safety behaviours. Healthcare 

professionals’ behaviours were similar to nurses (53% healthcare professional to 61% of junior 

nurses) (Wakefied et al., 2010).  Conversely, researchers reported significant differences 
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between nurses and other healthcare workers (did not include physicians) in culture, reporting, 

care delivery and team integration in 30 American hospitals (Pringle et al., 2010). Healthcare 

workers reported lower levels in all the dimension of the safety survey. Rationales for the 

differences were not given although different expectations in knowledge of patient safety may 

exist between professions.   

Nugus et al. (2010) studied interprofessional relationships and patient management using 

209 hours of observation, 63 semi-structured interviews and 68 focus groups with healthcare 

professionals in both Australian acute and community care centres.  Although physicians 

reported that they were collaborative, researchers identified that physicians had an authoritative 

role and directed patient care to all healthcare professionals. Healthcare professionals stated that 

physicians overrule or dismiss their recommendations. Physicians spoke more and directed care 

(33%) in both the acute care and community care settings. This reflects the perceptions that 

healthcare professionals are in the background of healthcare (Boyce, 2006).   

Pharmacists have been part of error identification and management since medication 

errors were recognized as one of the most common errors (Leape et al., 1991). Researchers have 

recently focused on pharmacists in different areas in the hospital (Patanwala et al., 2012; 

Rothschild et al., 2010). Two American studies demonstrated that pharmacists in an emergency 

department can decrease adverse events. In a large multisite American study on medication 

administration and reporting, researchers indicated that with more pharmacists available there is 

better medication administration and monitoring of medication errors and conflicts (Jones, 

Skinner, Leo, & Cochran, 2008).  Their assistance can decrease medication errors (Jones et al., 

2008).  Healthcare professionals are part of the healthcare team but are not as visible as 

physicians and nurses in patient safety.  
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2.9.5 Patient Involvement. Patients are an integral part of patient safety. Medical errors 

happen to patients and especially the elderly who need longer and more complex care (Brennan 

et al., 1991). Researchers have studied patient’s perception of care , how patients can influence 

patient safety and what patients are comfortable addressing in relation to patient safety.    

After the publicity on medical errors, researchers began to study  patient safety issues and 

medical errors (Leape, 2008).  A sample of the American public (1207) and physicians (831) 

were surveyed to gain their understanding on medical errors.  The public identified the cost of 

healthcare (38%) and medication (31%) as a priority but did not view medical errors as a priority 

(Blendon et al., 2002). Sixty-eight percent of the surveyed public did not understand the term 

medical error (Blendon et al., 2002).  When the public was given suggested solutions to reduce 

medical errors, they identify that physicians should spend more time with patients (78%), 

improve systems to reduce errors (74%) and provide better training to healthcare professionals 

(73%) (Blendon et al., 2002).   

Researchers have explored patient involvement in their own care, and more specifically, 

how patients assist with error reduction (Davis, Jacklin, Sevdalis, & Vincent, 2007; Davis, 

Koutantji, & Vincent, 2008; Longtin et al. 2010; Schwappach, 2010).  Examples of patient 

involvement in care include asking questions about their care, asking about their medications and 

asking the healthcare professional to wash their hands. Waterman et al. (2006) telephoned 2078 

post-discharge patients from 11 American hospitals about their involvement with patient safety 

behaviours. Patients agreed that patients could help with patient safety initiatives (91%), but 

were reluctant to ask healthcare providers to wash their hands (46%). Patients reported feeling 

comfortable asking general questions (91%) (Waterman et al., 2006).  Fewer patients did ask 
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questions while hospitalized (85%) and even fewer asked healthcare providers to wash their 

hands (5%).   

Davis et al. (2008) developed and distributed a survey to 80 patients in a London hospital 

about patient safety activities.  Patients were more willing to ask direct questions to nurses and 

physicians but not as willing to challenge nurses and physicians about their patient safety 

behaviour (Davis et al. 2007).  In one review study, patient involvement was found to be 

dependent on patient characteristics, severity of illness, knowledge of health and the kind of 

activity that is required (Davis et al. 2007). Schwappach (2010) reviewed several interventional 

studies that used educational materials to encourage patient involvement however, he concluded 

that effectiveness on changing behaviour for patients to make them feel comfortable about 

advocating for patient safety still requires further research. 

  Trew, Nettleton and Flemons, (2009) have developed a framework to assist 

organizations to know how and when to involve patients in hospital initiative. Research is still 

needed to evaluate the effectiveness of these strategies to encourage patients to be an active part 

of patient safety strategies in organizations. 

In sum, many healthcare professionals have to work together to manage patients despite 

the recognition that subcultures exist among healthcare professions and hospital units (Khokher, 

Bourgeault, & Sainsaulieu, 2009).  In the CPSI competency framework for patient safety culture, 

people working to create and maintain patient safety is highlighted (Frank & Brien, 2008).  

Patient safety culture competencies include knowledge of the principles of patient safety, 

continuous learning, adopting patient safety in everyday practice, and knowing their role in 

patient safety (Frank & Brien, 2008). Accrediting bodies also expect healthcare professionals to 
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know and articulate their roles in patient safety.  Policies and procedures as well as defined roles 

and responsibilities about patient safety must be in place (Accreditation Canada, 2012). 

Healthcare professionals must discover and understand their role in patient safety. 

2.10 Rural hospitals 

The size and location of rural hospitals provide unique challenges and opportunities 

particularly for patient safety. Rural hospitals are generally smaller than urban hospitals as the 

population served is smaller than in urban areas. Rural hospitals, typically, range from 25 to 100 

acute care beds. Differences between rural and urban hospitals include the type of clients they 

serve, the services they provide and their organizational structure (Vartek et al., 2010). Smaller 

hospitals usually have limited services (Loux, Payne, & Knott, 2005).   

Community is an integral part of rural health (Kulig, Hegney, & Edge, 2010; Troughton, 

1998). Two models for rural health describe themes of leadership, economic growth and social 

structures that influence and sustain the health of the community (Kulig et al., 2010; Troughton, 

1998). Bushy (2002) describes rural life and health based on studies from Canada, United States 

and Australia.  The hospital may be the main employer in the town and healthcare staff often 

care for family and friends (Bushy, 2002). Healthcare will reflect the needs of the industries in 

the rural areas such as agriculture or mining.  For example, in agricultural communities, 

machinery or animal accidents may be more pervasive (Bushy, 2002).  

In four American studies, researchers explored priorities for rural hospitals (Coburn et al., 

2004; Longo et al., 2007; Moscovice, Wholey, Klingner, & Knott, 2004; Vartek et al., 2010).  

Coburn et al. (2004) identified nine patient safety goal areas that are particularly relevant to the 

rural hospital environment: adverse drug events, surgical safety, diagnostic errors, infection 

control, intensive care unit, emergency care, system wide safety issues, obstetrics and transfers. 
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Vartek et al. (2010) explored patient safety indicator differences between small urban hospitals 

(n=107) and small rural hospitals (n=185) with less than 100 beds. Small rural hospitals had 

fewer patient safety concerns except for anesthesia risk.  Researchers suggested that the 

difference is attributed to small urban hospitals serving a greater volume of patient served and 

offering more invasive services (Vartek et al. 2010).  Longo et al. (2007) reported that small 

rural hospitals take longer to implement new systems such as reporting software and medication 

technology but are quicker to develop prevention policies than urban hospitals.   

VanVorst et al. (2007) used questionnaires to survey an American rural community 

(n=286) about medical errors.  Community members identified 180 perceived errors mostly 

occurring in the hospital (33%) and involving physicians (80%). Themes from patients’ 

descriptions conveyed loss of trust, unmet expectations, harm and uncaring healthcare 

professionals. Loss of trust was most related to breach of confidentiality as physicians provided 

information about a patients’ condition to another community member (VanVosrst et al., 2007). 

2.10.1 Leaders. Leadership in rural hospitals has distinct characteristics.  American 

researchers surveyed 300 nurse executives from rural hospitals about their roles and quality 

improvement projects (Paez, Schur, Zhao, & Lucado, 2013). The leaders often provided direct 

patient care as well as managed patient and non-patient areas.  The leaders were directly 

responsible for quality and patient projects. Canadian researchers reported from surveys, given to 

managers and patient safety officers, that smaller hospitals learn more from patient safety events 

or near misses and communicate more effectively than large urban hospitals (Ginsburg et al., 

2010). Researchers suggested that leaders are more visible and can enact changes more rapidly in 

small hospitals (Paez et al., 2013). 
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2.10.2 Physicians.  Rural physicians typically choose to practice in rural communities 

and reported satisfaction with rural life (Croker & Campbell, 2009; Luman, Zweifler, & 

Grumbach, 2007; Miedema, Hamilton, Fortin, Easley, & Tatemichi, 2009). Some of the issues 

rural physicians experience include isolation, complex patients and lack of personal space 

(Miedema et al., 2009).  Campbell and Croskerry (2003) identified patient safety issues in rural 

practice.  Diagnostics, complex patients, and difficulty accessing specialists were highlighted. 

For diagnosis, the physicians may not have access to the same diagnostic tests and equipment 

that are available in urban centres.  Physicians may have to rely more on their own clinical 

judgement than diagnostic tests (Campbell & Croskerry, 2003, Miedema et al., 2009).  Rural 

patients may be more complex since they tend to wait longer to access care than urban dwellers 

(Miedema et al., 2009).  Education and consultation with other physicians may be more difficult 

to access because of the isolation of the rural setting (Campbell & Croskerry, 2003; Miedema et 

al., 2009). In a large urban/rural comparison study, rural emergency physicians identified 

consultant availability and follow-up as the main concerns (Sklar et al., 2010). Specialists from 

urban centres may not appreciate the rural physician’s expertise.  Transferring a patient from a 

rural setting involves more coordination and care than within an urban setting (Wholley, 

Moscovice, Hietpas, & Holtzman, 2004). Physicians are easily recognized in the community 

therefore the physician may find it difficult to engage in community activities and are frequently 

asked about issues outside their working hours (Miedema et al., 2009). 

2.10.3 Nurses. “We’re it” is a description nurse researchers use to describe Canadian 

rural nursing practice (MacLeod, 1999). International rural nursing studies highlight rural 

nursing as often autonomous and needing many different skills since patients range from babies 

to elders (Bushy, 2002; Endcott &Westley, 2006; Ross &Bell, 2009). 
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  From a Canadian rural remote nursing survey, completed in 2002 with 3,933 responses 

and 152 in-depth interviews, researchers reported results in concurrent reports and articles 

(Stewart et al., 2005).  The survey, developed from the literature, reviewed and pilot tested by 

experts, gathered demographic data and information on work life and environment, nursing roles 

and practice (Stewart et al., 2005).  Nurses, from the survey data, defined “rurality” under four 

themes: community characteristics, geography, health human and technical resources, and 

nursing practice characteristics (Kulig et al., 2008). Nurses from rural communities reported that 

they are more satisfied working in this environment than nurses who came from larger centres.  

They described it as “being home” (Kulig et al., 2009). Researchers identified that nurses from 

larger centres came to the rural community because of spousal transfers or adventure.  

Community attachment and the love of rural life kept both kinds of nurses in the rural 

environment (Kulig et al., 2009).  Hunsberger, Baumann, Blythe, and Crea (2009) interviewed 

Ontario rural hospital managers (21) and nurses (44) to understand whether nurses received 

enough support and resources in the hospitals.  Nurses reported that working in a rural hospital 

has special value because they are looking after family and friends.  Medical care can extend into 

the community since community members ask health questions outside of the hospital. This can 

be seen as a positive or negative aspect of rural community living (Bushy, 2002; Hunsberger et 

al., 2009).  Nurses working alone in remote communities enjoyed the autonomy of nursing 

practice and community attachment.  Hunsberger et al. (2009) identified security and support as 

concerns since nurses are often alone with patients at night. Police or other emergency services 

may not be in the same community or they may have limited service (Hunsberger et al., 2009). 

 Nurses in the Canadian study provided advice for other nurses, policy makers, educators 

and administrators (Macleod et al., 2008; Misener et al, 2008).  For nurses, researchers recounted 
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the necessity of nursing knowledge and mastery of technical skills since there is little time to 

learn in a rural setting. Nurses should understand the rural environment and different nursing 

roles including transporting patients to larger centres (Macleod et al., 2008; Misener et al., 2008).   

For educators, teaching and having students practice skills are needed.  Remote education for 

rural nurses is needed as well (Macleod et al., 2008; Misener et al, 2008).  Penz et al. (2007) 

investigated barriers to education in rural communities.  Nurses reported that finances, distance 

and isolation were the major concerns.   

Nurses want administrators to listen to the front line nurse since they know the concerns 

(Macleod et al., 2008; Misener et al, 2008). Researchers described three themes from the data 

that policy makers should consider. They include understanding rural context, structuring 

healthcare to retain healthcare professionals, and involving the rural communities in the decision 

making process (Macleod et al., 2008; Misener et al., 2008).   

For patient safety, nurses are part of  the subject of patient safety research. Researchers 

have identified nurses as being responsible for patient safety especially in the rural setting (Cook 

et al., 2004). When healthcare professionals such as physicians, administrators and nurses were 

surveyed on who had the responsibility of patient safety, nurses were most commonly identified 

(Cook et al., 2004).  In a Canadian qualitative study of rural maternity nurses, the researcher 

identified nursing actions that influence patient safety to  include “anticipating problems, being 

prepared, careful watching, surveillance, vigilance and negotiating safety” (McKinnon, 2011, 

p.123). These actions are defined as “safeguarding” for patient safety (McKinnon, 2011,p.123). 

This may be a new way of understanding patient safety for nurses in a rural setting. 

2.10.4 Healthcare Professionals. In rural hospitals, pharmacists, physiotherapists, 

diagnostic imaging technologists, laboratory technicians and dieticians may be practicing as sole 
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practitioners   (Wielandt & Taylor, 2010; Keane, Smith, Lincoln, & Fisher, 2011). Health 

professional studies using survey and interviews identified similar results as for nurses and 

physicians.  Although healthcare professionals are often sole practitioners, they enjoy the 

autonomy and responsibility for practice.  Educational experiences and support may be limited 

and seen as a barrier to rural living.  Additionally these healthcare professionals can face 

different concerns especially if they are in private practice as physicians may be reluctant to use 

or refer to outside services (O’Toole & Shoo, 2010).  

Implementing patient safety and quality initiatives in a rural hospital can be more 

challenging.  Researchers who explored implementation of patient safety or quality improvement 

strategies have identified some concerns. It may be difficult for a healthcare professional to 

suggest new initiatives when the group is not interested (Klingner et al., 2009; Paez et al., 2013). 

Dealing with errors may be more difficult because of lack of anonymity in the community 

(Campbell & Croskerry, 2003; Klingner et al., 2009). Rural hospitals often do not have the 

resources for education of healthcare professionals especially if  travel is required (Klinger et al., 

2009; Paez et al., 2013).  These are concerns that could hinder patient safety initiatives in a rural 

hospital. 

Rural hospitals have a unique environment and the healthcare professionals are reported 

to have unique qualities.  Rural healthcare professionals, typically including nurses and 

physicians typically, chose to live in these communities and often enjoy the networks of friend 

and families. The autonomy and challenge of practicing rural health have been cited as a positive 

feature of rural practice (Hunsberger et al., 2009; Kulig et al., 2010). For patient safety these 

features may increase risk for errors.  The rural environment may have different patient safety 

issues that need to be addressed. 
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2.11 Relevant Models 

Researchers have designed many different models or frameworks to understand, describe 

and learn about patient safety. Frameworks exist to describe a common classification system, for 

developing safety systems, for designing research, as assessment tools and to assist healthcare 

leaders to organize and measure their patient safety initiatives (Carayon et al., 2006; Emanuel et 

al., 2008; Runciman et al., 2008; Sherman et al., 2009; Parker, Kirk, Claridge, Esmail,  & 

Marshall, 2006). Over twenty models were reviewed that were related to patient safety, culture, 

or rural health. See appendix A for models that were considered in the review.  In this discussion, 

I only included models that were relevant to patient safety, patient safety culture and rural health. 

When researchers began to explore reasons for medical errors, other industries were 

further developed in safety research than healthcare. Reason (2000) developed the “Swiss cheese 

model” to easily illustrate errors in any organization. Each slice of Swiss cheese represents 

policies and processes in organizations and holes in the cheese as potential errors if all the holes 

aligned. The occurrence of the error depends on the alignment of the Swiss cheese slices and 

holes or errors (Reason, 2000).  Vincent (2006) expanded on the Swiss cheese model to help 

healthcare leaders understand patient safety errors in the context of a healthcare organization. 

The factors that influence patient safety include: organization and management, work 

environment, teams, tasks, individuals, patients, and the external environment (Vincent, 2006). 

The Systems Engineering Initiative for Patient Safety (SEIPS) model was developed to 

assist leaders to implement patient safety systems including technology, people, tasks, and 

environment in a healthcare organization. Leaders can use this as a framework and guide to 

ensure that all organizational details are captured (Carayon et al., 2006).  Similarly to the SEIPS 

model, Wakefield, Ward, and Wakefield (2007) developed the Ten Rights Model to assist 
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healthcare leaders to comprehensively review current systems or implement new patient safety 

systems. The ten rights include the right: information, setting, technology, personnel, time, site, 

amount, care, fit, and patient. When reviewing any new strategy, the organization must consider 

each “right” within the context of the new initiative (Wakefield et al., 2007). This model’s 

components are directly linked to the American healthcare accreditation patient safety goals so 

as healthcare leaders use this model to implement change they are also complying with the 

accreditation program (Wakefield et al., 2007). 

These three models were built with the known underpinning of quality improvement 

measurement strategies (Carayon et al., 2006; Vincent, 2006; Wakefield et al., 2007). 

Donabedian, a quality expert, introduced quality measurement in health care organizations using 

the three categories of structure, process and outcome (Donabedian, 1997). Indicators can be 

developed using these categories to measure progress with a quality improvement initiative. The 

researchers have designed their model components to fit into structure, process or outcome 

categories so healthcare leaders can develop corresponding indicators to map their progress in 

implementation (Carayon et al., 2006; Vincent, 2006; Wakefield et al., 2007). 

The International Classification for Patient Safety (ICPS) framework was developed by 

an international expert panel to provide consistent language and description of concepts about 

patient safety internationally (Sherman et al., 2009).  The model includes over six hundred 

concepts that are within ten classifications.  The framework provides a consistent and 

comprehensive understanding of error detection and mitigation. Runciman et al. (2008) 

expanded on this model and created the “Generic Reference Model” to support policy and 

practice development on error management internationally (p.478). Further research was 
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suggested to validate the components for both models (Runciman et al., 2008; Sherman et al., 

2009).   

  Cultural frameworks can underpin patient safety culture models (Parker, Lawrie, & 

Hudson, 2006). Two cultural frameworks are commonly quoted in the patient safety literature.   

Schien’s (2004) American cultural model depicts three levels of culture including artifacts, 

values, and assumptions.  The artifacts are the visible environment items like people and 

buildings, the values are the written missions and values of the organization and the assumptions 

are the underlying operations of the organization.  Westrum’s (2004) cultural model includes the 

dimensions of pathological, bureaucratic and generative.  Pathological culture has internal 

conflict and people hide information.  Bureaucratic culture has rules that are not usually 

followed.  Generative culture is where there is a flow of information (Westrum, 2004). This 

model is part of the underpinnings of the Manchester Patient Safety Framework (MaPSaF) which 

can be used by healthcare leaders to assess their organization’s patient safety culture (Parker et 

al., 2006). Westrum’s (2004) culture dimensions are part of framework to evaluate the 

organization’s patient safety culture. The dimensions for patient safety culture include both 

individual and system improvements (Parker et al., 2006).   

The Patient Safety Competency Framework describes both systems and individual 

factors; however the focus of the framework is developing patient safety competencies of 

healthcare professionals (Frank & Brien, 2008). This model indicates that systems and 

individuals are intertwined for patient safety.  The six domains in the framework include: 

contribute to a culture of patient safety; work in teams for patient safety; communicate 

effectively for patient safety; manage safety risks; optimize human and environmental factors; 

and recognize, respond to and disclose adverse events (Frank & Brien, 2008). This framework is 
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highlighted as it forms the basis of my study.   Within the patient safety culture domain, 

healthcare professionals are expected to know and articulate their role in patient safety. 

Some of the patient safety models have been used and tested.  The Swiss cheese model is 

commonly cited in articles to understand safety errors (Carayon et al., 2006; Vincent, 2006).  

Researchers used the SEIPS model to implement new processes in a pharmacy and intensive care 

unit setting (Chui, Mott, & Maxwell, 2012: Hoonakker, Cartmill, Carayon, & Walker, 2011). 

Researchers have also used Manchester Patient Safety Framework (MaPSaF) to assess patient 

safety culture in healthcare organizations (Ashcroft, Morecroft, Parker, & Noyce, 2005; Law, 

Zimmerman, Baker, & Smith, 2010; Ohrn, Ruthberg, & Nilsen, 2011). The models were 

described as being useful in these studies.  More research is needed to validate these models and 

other models that have not been tested. Testing of patient safety models is still in the beginning 

stages. No studies were found that used the models described in a rural hospital setting.   

Some rural health models share the common element of community (Kulig, Hegney, & 

Edge, 2010; Moscovice, Wholey, Klingner, & Knott, 2004; Troughton, 1998). In the model for 

rural sustainability, sustainability and health are dependent on factors including economic 

structure, social services and quality of life of the community (Troughton, 1998). The updated 

resiliency model is another rural model that can relate to health care (Kulig et al., 2010). The 

components of community resiliency include leadership, togetherness, outlook, and ability to 

cope with divisions and change, networks, and getting along (Kulig et al., 2010).  The 

researchers suggest that rural nurses can advocate and influence the community in health issues 

and other community issues since they are well respected community members (Kulig et al., 

2010). The Conceptual Model for Measuring Rural Hospital Quality focuses on structure, 
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process, and outcomes indicators to be measures in rural hospitals however, on closer review, 

fundamental elements including community are not represented (Moscovice et al., 2004). 

Patient safety frameworks included error management using both a systems and 

individual approach.  Organizational processes, information, teamwork and appropriate 

personnel were reoccurring elements identified. No framework or model was found to capture 

both patient safety and rural hospitals. 

2.12 Patient Safety Culture in Rural Hospitals Model 

Several major concepts have been discussed in this literature review including the history 

of patient safety, patient safety culture, error management, healthcare professional roles and rural 

hospitals.  There was not a specific model found that adequately addressed the research I wanted 

to undertake. To illustrate and understand the relationship between my study construct, I 

developed a model for patient safety culture in rural hospitals based on other models and the 

literature. Figure 2.1 depicts the model structures. 

 The Patient Safety in Rural Hospital Model has background elements of community.  

Community was highlighted in both the rural literature and in rural health models (Kulig et al., 

2010; Troughton, 1998). This seems to be a difference between models for the rural setting  and 

other models.  In most patient safety models community is not mentioned. In this model, there is 

a line that delineates the separation between community and hospital but both these concepts are 

on each side since healthcare professionals influence and are often part of the community 

(Klinger et al., 2009; Kulig et al., 2010). Community and hospital have more influence on the 

designated sides to demonstrate the difference between community and hospital. Patient safety 

has both structural and individual components (Frank & Brien, 2008). The hospital represents the 



IT’S EVERYTHING AND EVERYONE’S RESPONSIBILITY                                        42 
 

structural components and the healthcare professionals’ individual contributions to patient safety 

(Emanual et al., 2006; Frank & Brien, 2008).  

 Healthcare professionals are within the hospital lines and are all joined both with each 

other and at the centre with patient safety.  They are joined together to suggest a team working 

together and interdisciplinary practice.  Leaders and physicians are on the higher top end of the 

structure since researchers describe this hierarchy.  The arrows from each health care 

professional to patient safety suggest that all healthcare professionals are responsible for patient 

safety and the identified elements (Frank & Brien, 2008; Leape, 2009).  Healthcare professionals 

that are highlighted in the circles are those to whom description and evidence is most commonly 

found in the literature. Researchers to-date have focused on healthcare leaders, physicians, and 

nurses.  

The centre and the attached circles are the components for patient safety culture that are 

common in the literature and patient safety models. Error management is in the middle with the 

corresponding elements of, communication, teamwork, just culture, learning culture and patient 

involvement. Error management includes systems and processes that are developed within an 

organization to mitigate errors. These elements were well-referenced themes in the literature and 

in the models. This centre circle suggests patient safety in the rural hospital. This model is the 

combined depiction of the research topics of patient safety culture, rural hospitals and health care 

professionals. It serves as a visual model of the themes identified from the literature, and helped 

guide the research study.   
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2.13 Gaps in the literature 

Over the years, patient safety research has expanded to include different focuses 

(Emmanuel et al., 2008). Patient safety is complex and multifaceted.  Different medical errors 

continue to be discovered and further research is needed to find solutions. Researchers are only 

beginning to study patient safety in rural hospitals (Thornlow, 2008).  Specific examples of 

different research needs will be highlighted. 

Researchers have focused on nurses and physicians for patient safety. Although they are 

important in the delivery of care, the healthcare team includes other healthcare professionals. 

More research is needed on other healthcare professionals and their contribution to patient safety.  

Also, research on teamwork and communication with a focus on other healthcare professionals 

may provide a different perspective of the overall team(Lingard et al., 2012). 

Patient involvement in patient safety has been a growing topic for research. Researchers 

have begun to recognize that patients can influence patient safety (Lontin et al., 2010; Trew, 

Nettleton, & Flemons, 2009).  Questionnaires have started to be developed for patients to 

complete on their role in patient safety (Davis et al., 2008). A framework for patient involvement 

in patient safety has been developed (Trew, Nettleton, & Flemons, 2009). Utilization of the 

frameworks and questionnaires is at the beginning stages (Davis et al., 2008). More research is 

needed for an understanding of patient involvement and testing of the current patient 

involvement frameworks and questionnaires.  

Rural hospitals are underrepresented in the patient safety literature (Thornlow, 2008).  

Many large studies do include rural hospitals but the analysis and results do not always  

specifically address  rural hospitals. Few consistent measures are found from rural hospital 

studies since their services vary across different settings (Casey, Moscovice, Klingner, & Prasad, 
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2013).  Researchers try to adapt strategies developed in large hospitals to implement in rural 

hospitals (Jones et al., 2008; Thornlow, 2008). The majority of rural hospital studies are from 

Australia, United States and Canada.  Research should expand to include other countries and 

developing countries (Thornlow, 2008). 

 Community is identified as a part of rural health but not often seen in patient safety 

literature (Thornlow, 2008).  The influence of community on the rural hospital and patient safety 

needs to be developed.  These identified areas are interesting facets of rural hospital literature 

that can be explored for patient safety. 

Patient safety culture surveys are  tools to test the climate of the organization 

(Braithwaite et al., 2010; Schien, 2004). Surveys may not capture how to change culture 

(Ginsburg et al., 2009; Singer et al., 2005).  The current tools or surveys measure specifically 

identified “attitudes and different constructs” (Braithwaite et al., 2010, p.8).  Constructs and 

domains may need further development and refinement (Braithwaite et al., 2010).  Researchers 

have identified that patient safety culture surveys need further assessment to ensure accuracy of 

domains (Ginsburg et al., 2009; Singer et al., 2005).   

Qualitative methods may be a better option for patient safety culture research 

(Braithwaite et al., 2010).  More qualitative research is needed to understand different constructs 

of patient safety culture. Cultural studies may inform our understanding of patient safety culture. 

They involve ethnographic information that is gathered by conversations and through 

observations of the participants in the healthcare organization (Braithwaite et al., 2010).  

Individual healthcare behaviours and views need further exploration in some areas of 

patient safety (Braithwaite et al., 2010). Few improvements in individual practices, including 
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hand hygiene, have been made (Wachtner & Pronovost, 2009).  Research is needed to 

understand the healthcare professional’s accountability and ability to change personal behaviour. 

  Models were identified for patient safety and rural setting however, there were no 

models for patient safety culture in rural hospitals. Some researchers have used the models to 

assist with their patient safety initiatives (Hoonakker, Cartmill,  Carayon, & Walker, 2011; Ohrn, 

Ruthberg, & Nilsen, 2011).  Other researchers are working on validating components of the 

models for practice (Runciman et al., 2010). CPSI developed the competency framework for 

healthcare professions but now it needs testing in healthcare organizations (Frank & Brien, 

2008).  Qualitative methods can assist to understand some of the constructs especially in the 

CPSI competency model. More testing of these models is needed, especially within the context 

of rural hospitals. 

 Researchers continue to focus on error management in patient safety.  Few researchers 

focus on the development of patient safety culture.  There are more facets to culture than error 

reporting (Cook, Hoas, Guttmannova, & Joyner, 2004).   

There is an expectation that healthcare professionals know their roles in patient safety 

however, their roles have not been clearly defined empirically. The CPSI competency model has 

been developed to assist healthcare professionals but testing on the constructs is limited (Frank & 

Brien, 2008).   

In this chapter, I have discussed patient safety, healthcare professionals, patient safety 

culture and rural hospitals.  I have also illustrated visually and descriptively a model for patient 

safety culture and rural hospitals based on other frameworks and the literature.  These concepts 

provide the framework for the current study. 
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Executive Summary 

Background 

Patient safety culture involves both safe structural processes and dedicated people in healthcare 

organizations. Rural hospitals can be a microcosm of their surrounding communities creating unique issues for 

healthcare providers. Anonymity may be difficult in a rural hospital especially if an error is made. For these reasons, 

patient safety culture may be viewed differently in rural hospital because of the attachment to the community and 

issues of anonymity. 

Objective 

The objective of this systematic review is to examine and describe how patient safety culture is described 

and measured in rural hospitals.  

Inclusion criteria 

Studies discussing patient safety culture at a structural and individual level in rural hospitals were 

considered.  The sampling frame for the systematic review included all rural hospitals as defined as  hospitals with 
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less than 100 beds. The outcomes of interest were the different methods that were used for description and 

measurement of patient safety culture in a rural hospital. 

Search strategy 

The search strategy focused on both published and unpublished English documents between 2000 and 

2011 given that patient safety literature was not readily indexed until after 2000. A three step search strategy was 

used for the search.  Databases included CINAHL, EMBASE, ISI Web of Science, MEDLINE, PSYCINFO, AMED 

(allied health).  The grey literature search included a variety of national and international organizations as well as 

accreditation standards from nineteen countries. 

Methodological quality (critical appraisal) 

Two independent reviewers (JL + ARW) analyzed all of the papers for quality and validity. Standardized 

Joanna Briggs Institute (JBI) systematic review tools were used.20   

Data Collection 

Data from the studies were extracted using the JBI tools. Seven studies, two opinion papers and one 

accreditation program was part of this review. Since the papers used heterogeneous methods, meta-analysis was not 

possible.  

Data Synthesis 

Most of the synthesis of the ten studies and papers were reviewed in narrative detail. Two of the studies 

used the same survey allowing synthesis and discussion of a small proportion of results. 

Results 

Issues commonly identified within the rural hospital patient safety culture review studies and papers were 

specific rural characteristics (n=5) error identification (n=6), leadership support (n=10) and implementation of new 

programs such as medication reporting systems or protocols in care areas (n=6). 
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Conclusions 

Patient safety culture research has increased in the past twelve years.  Many standardized tools and 

protocols have been developed to help researchers and health care professionals evaluate patient safety culture. 

Some of these tools may not reflect rural hospital realities. 

Implications for practice 

  Leaders in rural hospitals need to be cautious about how to evaluate patient safety culture.  Surveys and 

tools may not be reflective of a rural hospital environment.  Leaders and healthcare providers need to understand 

and recognize the specific characteristics of rural hospitals to build patient safety culture in rural hospitals. 

Implications for research 

More research is needed that is specific to patient safety culture in rural hospitals. Qualitative studies such 

as ethnography are needed to capture more detail about rural hospital culture.  The findings may be then translated 

into a patient safety culture survey that is sensitive to the rural hospital environment.   Repeat studies need to be 

done to examine if the issues that were identified in early research still exist.   Research specific to healthcare 

providers and their roles in patient safety are needed to gain the perspective of these stakeholders. 

 Keywords   

Rural, hospitals, patient safety, culture 
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Background 

One of the major transitions in healthcare in the last decade has been an increased emphasis on patient 

safety. Since the landmark book, To Err is Human was released, health care professionals in hospitals have had 

patient safety as a healthcare priority.1 Researchers and policy makers in government, healthcare accreditation 

bodies and newly formed agencies focused research and developing strategies and guidelines to facilitate a new 

initiative, patient safety.  This systematic review will review patient safety culture in rural hospitals. 

Rural Hospitals 

 For the purposes of this protocol, rural will be described as a “community living outside the commuting zone 

of a larger urban centre and has less than 10,000 people.” 2   Rural hospitals are  often smaller than those found in 

urban centres, as the population is lower; they typically range between 25 to 100 acute care beds.3 Vartak and 

colleagues3 suggest that there are even differences between rural hospitals that have fewer than 50 beds and those 

with over 50 beds. This includes the clients they serve and the services they provide. 

  The leadership and organizational structures may vary in a rural setting. Bushy4 suggests that limited 

financial and human resources may necessitate a different structure. The hospital is often the largest employer in a 

rural community. The administrators in a rural hospital will usually have several portfolios instead of one.  Health care 

professionals may have difficulty articulating their roles in patient safety culture when they have several roles within 

the rural hospital. For example, their role may include director of nursing and patient safety officer. 

Collaboration and autonomy are often part of practice in a rural setting.  Nurses may work alone in the 

hospital with physicians fifteen or twenty minutes away.5-6 Nurses and physicians must work together as they may be 

the only available regulated practitioners. Nurses need to be multi-specialists.5-6 Since they work together they may 

feel closer and more valued than in an anonymous urban centre. This closeness may also blur the roles of health 

care professionals in a patient safety culture. Wholey and colleagues7 suggested that a health care professional may 

not feel comfortable speaking out about safety issues especially when it would mean changing practice.   
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 Implementing patient safety culture initiatives or quality improvement initiatives would appear easier with 

less staff. Klinger and colleagues8 reveal that rural hospitals face issues around funding of projects, communication 

processes, and less access to technology.  Funding in rural hospitals may not be used for patient safety initiatives 

especially if there is a belief that the current system is working well.7 Health care professionals may even find it 

difficult to receive funding to attend education sessions on patient safety.8 Reporting of errors may be difficult as 

everyone in the hospital is quickly aware if an error has occurred since there are fewer staff and departments. Even 

with a reporting system, in a rural hospital it is difficult to conceal incidents.  Health care professionals in small 

communities may be afraid to report errors because it may damage their reputation within the community.7.8  

Patient Safety 

Patient safety is defined as “the reduction and mitigation of unsafe acts within the health-care system, as 

well as through the use of best practices.”9(p11) Patient safety has many elements that involve individual factors and 

organizational factors and approaches. 

  Researchers in businesses and industries, including the aviation industry, have helped those working in 

health care understand complex work environments.   Reason10 describes the person approach and the system 

approach involved in errors surrounding patient safety. The person approach entails an individual making and being 

responsible for the mistake. The system approach implies that both the organization and individual are responsible. 

The organization recognizes that humans make errors and that systems should be in place to decrease the chance 

of error.  

Reason explains two kinds of errors:  1) active errors occur where people ignore or skip important safety 

steps that have been developed; and, 2) latent errors occur when there are systematic issues such as chronic 

understaffing or faulty equipment.  Reason10 argues that if organizations follow only the individual approach, staff will 

avoid reporting errors and organizations will miss important systems issues. Organizations need to make staff feel 

safe to report any error, to be able to build systems that will decrease errors, and to help build a patient safety 

culture. 
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Vincent11 explains that patient safety culture encompasses building both systems approaches and 

individuals’ capacity. Patient safety is not created by a single act of reporting errors.  It encompasses many facets or 

layers in the healthcare system. Vincent11 highlights communication, education, teamwork, protocols and safe work 

environment as some of the approaches needed for patient safety. These approaches are part of the building blocks 

of a patient safety culture.  

    A safety culture has staff in an organization constantly committed to patient safety.12 This commitment is 

integrated throughout the healthcare system. Pizzi and colleagues12 describe four elements of patient safety culture: 

recognition of a high risk environment, a blame free reporting system, a collaborative work environment, and a 

commitment of resources to change unsafe situations. 

In the Canadian Patient Safety Institute (CPSI) patient safety competencies, a culture of patient safety is 

described as having two “interdependent factors”.13 The first factor is the organizational structure that supports 

patient safety and the second factor is the people working to create and maintain patient safety.  Both of these 

elements are needed to work symbiotically in order to sustain a culture of safety. The structures include work 

environment, protocols and support systems for staff to work safely.  People need the expertise and knowledge about 

patient safety. They must engage in learning and application of patient safety initiatives. 

 The concept of a ‘safety culture’ has been described in many different ways, but common elements can be 

identified in each description.  These common elements often converge on the systems approach and person 

approach first described by Reason.10  

Measuring Patient Safety Culture 

  Health care professionals can draw on guidelines and research to guide their work in creating and 

sustaining a culture of safety. Government and accrediting bodies have created guidelines and programs based on 

research to facilitate integration of patient safety initiatives in healthcare organizations.  These initiatives include 

adverse event reporting systems and incorporating patient safety as a strategic goal for the organization.14 
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 Patient safety culture surveys were developed by researchers using research generated by the aviation and 

business industries. Nieva and Sorra15 suggest that health care professionals choose the most appropriate 

instrument for the information they would like to capture.  There are a variety of instruments, some focused on 

leadership and others are focused on frontline staff perspectives.   

Patient Safety and Rural hospitals 

Although patient safety surveys have been developed and implemented internationally, there are few patient 

safety measures specific to rural hospitals.16 Thornlow17 reviewed nursing patient safety research limiting her review 

to practice orientated studies related to nursing care in rural home care.  The researcher did not include research 

outside of nursing, policy papers or standards designed for rural hospitals. The twenty studies included concentrated 

on reporting medical errors, medication errors, care given, and case management. Thornlow17 suggests that further 

research and reviews are needed on error reporting and nursing care related to patient safety.   

  Vartak and colleagues3 compared small urban hospitals to rural hospitals. Small rural hospitals had less 

adverse events and better patient outcomes than small urban hospitals, but the data was not adjusted for patient 

demographic characteristics and profiles.  The researchers suggested that small urban hospitals tended to have 

more invasive procedures and more acutely ill patients than their rural counterparts.  The range of acuity and patient 

interventions performed in each organization complicates the ability to compare the research in these settings. 

Rationale for Systematic Review 

 This systematic review will integrate the literature about patient safety in rural hospitals in order to identify 

areas for future patient safety research in this setting.  Extensive research about patient safety exists but is focused 

on other settings. Patient safety in large urban hospitals dominates the research reports but findings may not be 

translatable to rural settings. This systematic review will describe patient safety culture in rural hospitals and focus on 

the measurement and monitoring of safety.  
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Definition of Terms 

The definition of Rural used in this review is a “community living outside the commuting zone of a larger 

urban centre and has less than 10,000 people”.2 ‘Rural hospitals’ refer to hospitals that are in a rural community with 

less that than 100 acute care beds.3 

Patient safety is defined as “the reduction and mitigation of unsafe acts within the health-care system, as 

well as through the use of best practices shown to lead to optimal patient outcomes”.9(p11) Patient safety culture 

encompasses two “interdependent factors”.13 The first factor is the organizational structure that supports patient 

safety and the second factor is the people working to create and maintain patient safety.13   

Objective 

The objective of this systematic review was to examine and describe the elements of the patient safety 

culture as it applies to rural hospitals. The research question that guided the systematic review was “How is patient 

safety culture described/measured/monitored in a rural hospital setting?”  

Criteria for considering studies for this review 

This systematic review was a mixed methods review. Limiting the review to quantitative data specifically 

related to culture was not useful as some studies used different surveys that could not be collated and analyzed 

together.  Qualitative research and textual documents provided a comprehensive understanding of patient safety 

culture.  By using a mixed methods approach, this systematic review examined and described the current 

understanding of patient safety culture in rural hospitals. The criteria selection for studies in this review was guided 

by the context words of “patient safety culture”, “rural” and the “rural hospital”. Since there are variations in definitions 

for patient safety culture and rural hospitals, the studies were reviewed on an individual basis to ensure that the fit 

was congruent.  
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Types of participants 

This review included any healthcare workers as participants including but not limited to nurses, physicians, 

physiotherapists, pharmacists, diagnostic technicians, occupational therapists, respirologists, social workers, and 

psychologists who may have a role in patient safety culture in a rural hospital. 

Type of interventions 

The interventions that were considered were those activities that could  address patient safety culture at a 

structural and individual level in rural hospitals. 

Types of outcome measures 

  This systematic review considered outcomes that included the measurement, monitoring and description of 

patient safety culture in rural hospitals for example various monitoring strategies, description of current standards and 

expectation of patient safety culture in rural hospitals. 

Search strategy 

The search strategy was designed to locate both published and unpublished studies.  A three-step search 

strategy was utilised. An initial limited search of MEDLINE and CINAHL was undertaken followed by analysis of the 

text words contained in the title and abstract, and of the index terms used to describe the studies. A second search 

using all identified keywords and index terms was undertaken across all included databases. Thirdly, the reference 

list of all identified reports and studies was searched for additional studies. The following databases were included: 

CINAHL, EMBASE, ISI Web of Science, MEDLINE, PSYCINFO, AMED (allied health). 

Studies were limited to English, from 2000 onwards. Most patient safety literature started after the landmark 

book, To Err is Human was released.1 The search for unpublished studies included the following sources: 

Dissertation Abstracts; Sociological Abstracts; Conference proceedings; Scirus; Mednar. 

Electronic searching resulted in lists of studies with details of title, author, source, and sometimes an 

abstract. All identified studies were assessed on the basis of the abstract (or title if the abstract was not available) 
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and full reports were retrieved for all studies that met the inclusion criteria for the review. When in doubt, the full study 

was retrieved and reviewed.  

Initial subject headings and keywords included: 

Patient Safety Medical Errors, Diagnostic Errors, Medication Errors, Accidental Falls, Safety 
Management, Safety, Risk Management, Pressure Ulcer, Accident Prevention,  risk, risk 
factors, Risk Assessment,  Foreign Bodies, Embolism, Air, exp Cross Infection, adverse 
event, health care error, medical error, nursing error, patient  safety, physician  error, 
safety climate, safety culture, human error 
root cause analysis, near miss, human factor 

Rural Hospitals Hospitals, Rural, Hospital Bed Capacity, under 100, remote hospital, outpost, small 
community, Rural Health, Rural Population  

Organizational Culture organizational culture, hospital culture 
 

Please see Appendix 1 for complete search strategy. 

Grey Literature 

A focused grey literature search was conducted to explore the topic outside the electronic databases.  There 

are many national and international organizations that have dedicated information on patient safety and rural 

environments. The main focus of the search was on national and international organizations that focused on patient 

safety and secondly rural health environments.  Each site was searched for studies or reports were searched using 

the key words or a combination of the key words. Key words and combinations used in the searches were patient 

safety, culture, rural hospital, and critical access hospital.  Studies and reports that only had one sentence or word 

related to the topic were removed. 

 The search started with Canadian national organizations and expanded to international organizations. 

Please see Appendix 2 for complete search. The Accreditation standards explored began with the list of accredited 

organization from the International Society for Quality in Health Care (IsQua) since this organization accredits 

Accreditation Bodies for standards and practice.21 In some cases, the standards and content could not be assessed 

as the program is password protected for members only or they were in a different language. Please see Appendix 3 

for standards search and review. 
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Methods of the Review 

Assessment of Methodological Quality 

All papers selected for retrieval were assessed by two independent reviewers for methodological validity 

prior to inclusion.  Standardized critical appraisal instruments from the Joanna Briggs Institute were used.20 The 

decision tree is displayed in Appendix 4. 

Quantitative papers selected for retrieval were assessed for methodological validity prior to inclusion in the 

review using standardized critical appraisal instruments from the Joanna Briggs Institute Meta Analysis of Statistics 

Assessment and Review Instrument (MASTARI). The tools used included the JBI Critical Appraisal Checklist for 

Descriptive/ Case Series, Critical Appraisal for Observational Studies (Appendix 5). 20 There were no qualitative 

papers found in the search. 

Text and opinion papers were assessed for authenticity prior to inclusion in the review using the 

standardized critical appraisal instrument the Joanna Briggs Institute Narrative, Opinion and Text (Appendix 6). 20 The 

studies that were excluded from the study are in Appendix 10 in this chapter.  Rationale for exclusion is given. 

Data Extraction 

Quantitative data was extracted from papers included in the review using the standardized data extraction 

tool from JBI-MASTARI (Appendix 7in this chapter).  The data extracted included interventions, populations, study 

methods and outcomes of significance to the review question and objectives. 20(p.22) 

Data extracted from interpretive and textual research included specific details about the type of text, 

representation, setting, geographical and cultural information, the logic of the argument and the type of data analysis 

used to determine conclusions and credibility of evidence. The tool that was used was the JBI data Extraction of 

Study Findings for Text and Opinion Evidence (Appendix 8 in this chapter). 20(p.40) Extraction summaries are in 

Appendix 9 in this chapter. 
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Data Synthesis 

The information was difficult to synthesize because patient safety culture encompasses a broad range of 

studies and research papers.  Many studies and research papers examined aspects of patient safety culture but few 

were about rural hospitals. Some researchers included rural hospitals in bigger studies but the results and discussion 

were not ultimately specific to rural hospitals.  Research on patient safety was often on specific topics such as error 

reporting systems, medication technology, and new practices such as protocol implementation. Researchers 

suggested that patient safety culture was changed but outcomes or measures to substantiate it tend to be vague. In 

some of the grey literature, the researchers would allude to patient safety culture or rural hospitals but did not expand 

on the topics. When discussing patient safety culture, they may state that it could apply to rural hospitals. For this 

review, studies and papers that were included were specific to rural hospitals and patient safety culture. Patient 

safety culture included the CPSI definition which includes organizational structures and people creating and 

maintaining culture.13   

Review Results 

Description of studies 

The initial search generated 1029 unique articles.  After reviewing the titles, 875 were excluded and 154 

article’s abstracts were reviewed.  Thirty four articles were read for inclusion.  Some of these articles were discarded 

because they were commentaries, did not fit the inclusion criteria or were not specific to the topic. From the grey 

literature, 32 articles were evaluated but 28 were excluded. This included a review of accreditation standards.  In 

some cases, the data was ambiguous and did not meet the methodology criteria. Fifteen articles were critically 

appraised and 10 were accepted for inclusion. 

After careful review of the literature, no appropriate RCTs or non-randomized controlled trials could be 

found. Three studies incorporated a before and after design, 8,22,23 two were descriptive studies24,25, one with mixed 

methods26 and one was a pilot study27. Statistical pooling of the data was not possible since the researchers used 

different surveys or processes for data collection measures.  Two were opinion papers7,28 and one is about patient 
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safety goals and culture requirements from an accreditation program29,30. Table one provides an overview of the 

included studies and research papers. 

Table 1: Brief overview of included studies and papers 

Study Geographical Method Setting and 
Sample 

Measures 

Joint 
Commission29,30 

(2012) 

United States Patient safety 
report 

For all Critical 
Access Hospitals in 
United States 

Patient Safety goals that 
organizations must meet for 
Accreditation 

Klingner et al.8 

(2009) 

Midwestern 
United States.  

Interventional 
study 

8 rural hospitals in 
the Midwest  

Education and survey on 
personal digital assistants (PDA) 
use. Number of emergency 
protocols implemented. 
Healthcare Research and 
Quality (AHRQ) patient safety 
culture survey in 2005 and 2006. 

Jones et al.22 

(2008) 

Midwestern 
United States.  

Intervention  
Study 

35 rural hospitals in 
three Midwestern  
states  

Questionnaire about medication 
error reporting. Number of 
medication errors reported. 
Number of new medication 
processes implemented. ARHQ 
Patient safety culture results 
from 2005 and 2007.  Interview 
at the end of the project with key 
participants in each hospital. 

Jones et al.23 

(2008) 

Midwestern 
United States 

Before and 
after study -
Observational 
study 

24 rural hospitals in 
three Midwestern 
states 

Agency for Healthcare Research 
and Quality(AHRQ)  Hospital 
Survey of Patient Safety Culture 
(HSOPSC) 31, 23 2005- 1995 
responses (70.4%) in 21 
hospitals.                                        
2007 - 1963 responses (70.0%) 
in 21 hospitals 

Godkin et al.28 

(2008)  
Texas,     
United States 

Opinion Paper None Concept paper on learning 
organization, patient safety, 
knowledge creation and 
absorption capacity 
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Study Geographical Method Setting and 
Sample 

Measures 

Rudman et al. 24 

(2006) 

Mississippi, 
United States 

Descriptive 
study 

8 rural hospitals 
192 respondents 
out of 219. 

The short version of the 
teamwork and safety climate 
attitude questionnaire 

Fogarty et al. 25 

(2006) 

Queensland, 
Australia 

Descriptive 
study 

176 nurses working 
in 11 rural hospitals 

Queensland Public Agency Staff 
survey (QPASS) and a violation 
and error scale developed by 
the researchers.  

Cook et al.26 

(2004) 

Western United 
States 

Mixed Methods 
including safety 
culture survey, 
questionnaires  
case studies 
and interviews 

29 rural hospitals 
across 9 states. 
Teams of 3-4 
members at each 
site (physician, 
nurse and 
administrator). 

Hospital data summary. Close 
Call Pilot Culture Assessments 
(65 responses). Questionnaire 
on Adverse events recording (62 
responses). Case studies and 
questionnaires. Telephone 
interviews with team members.  
Researcher designed patient 
safety culture survey of hospital 
employees (485 responses) 

Demiris et al.27 

(2004) 

Missouri,  
United States 

Pilot study to 
assess the 
need for an 
electronic 
reporting 
system 

8 Missouri rural 
hospitals. 16 
administrators and 
14 healthcare 
workers 

Telephone interviews using a 
structured protocol for 
questions. There was one 
designed for the administrators 
and one for healthcare workers. 

Wholey et al.7 

(2004) 

Minnesota and 
Wisconsin, 
United States 

Discussion 
paper 

2 rural hospitals Interviews done in two rural 
hospitals and on academic 
literature 

 

Methodological quality 

The JBI Critical Appraisal Checklist for Descriptive/ Case Series, Critical Appraisal for Observational 

Studies20 was used to appraise the potential studies.   Since these studies were observational, some of the questions 

for appraisal were inappropriate. They included “Were confounding factors identified and strategies to deal with them 

stated?” “If comparisons are being made, were there sufficient descriptions of the group?” “Was follow up carried out 
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over a sufficient time period?” and “Were the outcomes of people who withdrew described and included in the 

analysis?”20 For some studies the participants were not known therefore follow up would not be needed and there 

were no specific group comparisons. The primary and secondary reviewers appraised the studies separately.   After 

the appraisals were completed the primary and secondary reviewers discussed any concerns and decided whether 

the studies should be included. The reviewers based inclusion on if the study or paper sufficiently pertained to rural 

hospitals and patient safety culture was discussed as organizational structures and people creating and maintaining 

culture.13   

For the opinion papers, the Joanna Briggs Institute Narrative, Opinion and Text Critical Appraisal checklist 

was used20. Again, primary and secondary reviewers appraised the studies separately and discussed the study if 

there were any concerns. The reviewers based inclusion on if the study or paper sufficiently pertained to rural 

hospitals and patient safety culture was discussed as organizational structures and people creating and maintaining 

culture.13 

For this systematic review, based on the JBI FAME framework, the quality of evidence was level 3 and 4 

based on the JBI hierarchy of evidence.20 The scarcity of higher level studies may well be related to the topic. The 

objective of this systematic review studying patient safety culture and rural hospitals is not easily amenable to 

random control trial methods.  

Several of the studies used more than one outcome measure.  In three studies, the researchers used the 

Agency for Healthcare Research and Quality(AHRQ)  Hospital Survey of Patient Safety Culture (HSOPSC) along 

with other measures.8,22,23  This validated survey was tested for use after patient safety interventions and the 

demographics were modified to suit the rural hospital environment.8, 22,23 Researchers from other studies used 

validated surveys that included the Close Call Pilot Culture Assessments,26 Queensland Public Agency Staff survey 

(QPASS),25 and the team work and safety climate survey.24  The Close Call Pilot Culture Assessments26 came from 

the aviation industry to assess culture in an organization. It examined safety culture of the organization.26 The 

Queensland Public Agency Staff survey (QPASS)25 is a validated survey used in Queensland, Australia to examine 
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organizational climate and quality of work life.25  The team work and safety climate survey24 was validated in large 

acute care hospitals’ intensive care units.24  This survey examined team dynamics and capacity.24   

Along  with the validated surveys, researchers developed their own tools that included open ended 

questions, questionnaires about adverse events, case studies and questionnaires about medication violations and 

errors.8,24-27  Other measures used by researchers included interviews and counting the number of protocols and 

processes that have been implemented as well as the number of errors recorded in a software program.8,23,24  In 

some instances the survey tools did not appear to be the most appropriate choice since they were from different 

environments other than rural hospitals. The researchers, in some of these cases, then used other measures to 

gather more information such as surveys with qualitative methods of interviews, case studies or open ended 

questionnaires.26 

All studies used convenience sampling.  Hospital administrators were invited to participate if they were 

employed in rural hospitals.  In all of these studies the hospitals had less than 100 beds and most had less than 50 

beds. There were often key participants at each hospital who assisted the researchers by completing surveys and 

administering surveys.23,24,26  Employees at the hospitals were also asked to complete surveys.  

The two opinion papers included were published in peer reviewed journals.7,28  Researchers in one of the 

studies discussed the Institute of Medicine (IOM) report findings in relation to  rural hospitals.7 The researchers also 

did  telephone interviews with staff in two rural hospitals.7  Researchers in the other paper examined patient safety 

culture in rural hospitals with a focus on concepts of knowledge creation and absorption capacity.28  

The Joint Commission Accreditation Program for critical access hospitals in the United States was included 

in this review. 29,30  Critical access hospitals are defined as hospitals with less than 25 beds and further than 35 

minutes from another hospital.32  Many of these hospitals are in a rural setting.32 The reason for inclusion is that 

hospitals use accreditation standards and tools as a measurement in quality improvement and patient safety.  Small 

rural hospitals or critical access hospitals can assess their patient safety programs using these standards and 

goals.32 The Joint Commission Accreditation Body for health care is the oldest accreditation organization.  Their 
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program is well known across the world and acknowledged as one of the leaders in accreditation.33 The accreditation 

program specific to critical access hospitals was started in 2001 and allows the Joint Commission to survey hospitals 

and to confer the designation of ‘Critical Access Hospital’.32 Based on their reputation of the Joint Commission 

Accreditation Body, their accreditation program for critical access hospitals is a credible resource for measurement. 

Results 

The objective of this systematic review was to examine studies that describe patient safety culture as it 

applies to rural hospitals. There are different ways that patient safety culture is measured, monitored and described 

in the literature about rural hospitals. For this review, studies and papers were chosen because they were specific to 

rural hospitals and patient safety culture was examined by organizational structures and people creating and 

maintaining culture.13   

When the review studies are examined in chronological order, progression of the patient safety movement in 

rural hospitals can be identified. There seemed to be a sense of urgency to study medical errors and prevention after 

release of the IOM report.  Much of the research was focused on large hospitals and national organizations were 

assisting with the advancement of patient safety research. Research specific to rural hospitals appears to have 

started two or three years later.  In the earlier studies and papers for rural hospitals (2004-2006), researchers 

explored patient safety culture based on understanding errors and error prevention.  They used survey tools from 

other sectors or developed their own tools as standardized tools were being developed .25,26,27  The aim of the 

research was to explore or understand areas of patient safety in rural hospitals such as medical errors.26,27  In later 

studies and papers (2008-2011), researchers’ focus was on interventions and standards to improve patient safety 

culture in rural hospitals.8,22,23,29,30 Some later studies were larger in scale. Some were funded by national 

organizations and computer software companies.8,22  Validated healthcare cultural survey tools were developed for 

patient safety and were often used as measures.23,24  In some studies, the survey tools needed to be adapted or 

validated in a rural hospital environment.23,24 The opinion paper written  later discusses how rural hospital leaders 
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have a variety of choices for patient safety technologies and practices.28 Chronologically, the patient safety 

progression can be viewed as exploration to intervention studies. 

The researchers in the included review studies and papers selected organizational structures and individual 

measures for patient safety culture in rural hospitals.  Some studies included qualitative and quantitative methods to 

explore patient safety culture (n=5). 8,22, 23,25,26,  In other studies surveys were modified for the rural hospitals and used 

for outcome measures. (n=2)23,25  For understanding organizational structures, several studies used patient safety 

culture surveys to capture the overall information (n=6). 8,22,23,24,29,30  In other studies, interview questions or open-

ended questions were used to understand the organization structure as well as personal opinions (n=2).26,27 For 

people creating and maintaining culture, researchers used a variety of interventions including electronic reporting 

systems, completing case studies, monitoring error rates, electronic devices, and new care protocols. Information 

gathered on the individual capacity understanding included questionnaires for satisfaction and usability, answers 

from case studies, number of errors reported and interviews. 8,22,23,24,29,30  The individuals that were targeted included 

hospital administrators, physicians, nurses and other healthcare providers including pharmacists.   

 The opinion papers included organizational structures and people creating patient safety culture in rural 

hospitals.7,28  Patient safety culture was discussed at an  organizational structural level and then at an individual level 

of the administrators or clinicians. The accreditation program has standards and criteria that influence both systems 

and individual practice in patient safety culture.29,30 The patient safety goals target individual practice that may 

influence patient safety culture.30 

Issues commonly identified within the rural hospital patient safety culture review studies and papers were 

specific rural characteristics (n=5)7,8,22,26,28 error identification (n=6) . 8,22,23,25,26,27 leadership support 

(n=10)7,8,22,23,25,26,27,28,29,30 and implementation of new programs such as medication reporting systems or protocols in 

care areas (n=5).8,22,23,25,27 Five studies examined reporting systems for errors and in particular medication 

errors.22,23,25,26,27 The aspect of leadership was a key element of discussion in all studies.  Most researchers used 

survey tools to understand organizational culture including patient safety culture and as an outcome measure to test 
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their new program or strategy (n=6). 8,22,23,24,25,27 Participants tended to be grouped by nurses, physicians, other 

health care providers and administrators.  Pharmacists were included especially about medication errors. From the 

analysis of studies commonalities emerged and will be discussed 

Rural Hospitals 

Rural hospitals have unique characteristics that were highlighted in the studies and papers (n = 5). 7,8,22,26,28 Human 

and financial resources are limited in a rural hospital. Isolation and geographical distance can hinder resources.7,8,24,28 

Fewer leaders and few staff work in a rural hospital which means they may have multiple roles.7,8,28  Financial 

resources may limit access to new technologies and equipment as well as education .7,8,24,28 Healthcare providers 

work closely with colleagues and they know the patients socially because they often live in the same community.  

Anonymity is difficult if an error is made.  Staff may not report errors especially if it is a close colleague.7,8,26  Financial 

resources may also limit access to new technologies and equipment as well as education.7,8,24,28  Staff may have to 

travel further and stay longer for educational opportunities making it more difficult to assess the necessary 

knowledge. 7,8,26 

Error Reporting 

Establishing reporting systems for errors, and particularly medication errors, were identified in six of the 

studies. 8,22,23,25,26,27  There were a number of different interventions used in the studies to establish these reporting 

systems. 

Cook and colleagues26 conducted a mixed methods study about error identification and reporting processes 

over a period of three years with 29 rural hospitals across 9 western states in the United States. Each hospital had a 

team of three or four members including a nurse, physician, and an administrator or a pharmacist who were 

interested in patient safety. These teams provided the researchers with basic data about the hospital, completed two 

surveys, one on organizational culture and the other on adverse event reporting, completed monthly case studies 

and questionnaires on patient safety incidents, participated in quarterly telephone interviews with the researchers and 
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finally conducted a patient safety culture survey with all the employees in their hospital after 16 months of the 

project.26 

The teams from each hospital completed patient safety case studies about common incidents and errors.  

Semi-structured telephone interviews were completed and included questions about what types of incidents are 

routinely reported and how they would define errors.  The text from the case studies, telephone interviews and open 

ended questions from the questionnaires was analyzed using ATLAS.fi software.26 

This mixed methods study captures results that may not be demonstrated with a survey alone.  The results 

from the case studies, telephone interviews and questionnaires show differences between health care professionals.  

For the case studies about physician errors in diagnosis and treatment, physicians did not identify them as errors but 

instead identified them as differences in clinical judgment.  Nurses were reluctant to identify the same errors as errors 

but for different reasons.  The nurses did not want to question the physicians and they were concerned with maintaining 

a good working doctor-nurse relationship. The nurses who questioned clinical judgment were met with resistance by 

physicians.  In one of the surveys, physicians were asked who was part of the decision making team. Nurses were not 

commonly identified as part of the team, only eight percent of physicians identified nurses.26 

When the case study identified errors by nurses, the majority of respondents, physicians and nurses, agreed 

they were errors and they were reported.  When all of the healthcare teams were asked who is responsible for patient 

safety, the consistent answer was nurses.26 Even though nurses are identified as responsible, less than half responded 

that they were involved in the investigations and review of errors (48%).26 There was disagreement on the definition of 

errors between the nurses, physicians and administrators.   Some of these specific issues, especially judgment and 

responsibility, may not be captured because of questions used in a standardized culture survey.  

Jones and colleagues22 conducted an action research study on patient safety culture and error reporting 

focused on medication errors in 35 rural hospitals in three U.S. Midwestern states.  The study occurred in three 

phases: in the first phase 14 hospitals pilot tested the software for the medication errors (MEDMARX ) before July 

2005; the second phase included 11 additional hospitals after July 2005; and the third phase implemented the 
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software with 10 hospitals.22 Key contacts in the hospitals first answered a questionnaire about their safety culture 

and reporting habits. The researchers then provided education about safety culture and safe medication practices via 

workshops, conference calls and onsite sessions. The information from these sessions is available and easily 

accessed on their website.34 These sessions also included information on the computer software MEDMARX for 

medication error event reporting.22   

The outcome measures included the number of errors reported in MEDMARX, the number of medication 

processes implemented, changes in the Agency for Healthcare Research and Quality (AHRQ) Hospital Survey of 

Patient Safety Culture (HSOPSC) from 2005 to 2007, and structured interviews with the contacts at the end of the 

project.22 The participants who were interviewed in key organizations stated that the software assisted their review 

and understanding of the errors and the severity.  It also provided a common language to discuss errors.22 

 The number of errors reported was dependent on the level of pharmacy support. Hospitals (53%) with little 

pharmacy support (less than 15 hours a week) reported fewer errors (2,586 errors) than those with more pharmacy 

support who reported 5,501 errors. 22 Reporting of errors one year  before the project started was at a maximum of 

1200 in 24 critical assess hospitals.  At the end of the first full year of implementation, the level of reporting increased 

to a maximum of 3800 incidents in 35 of the critical access hospitals.22 This represents  a threefold increase from the 

beginning of the project. The researchers credit this increase to the implementation of the software and the patient 

safety training.22. Implementation of other safety initiatives after receiving the patient safety culture survey results 

also occurred in less than half the hospitals. These initiatives included items from the safety culture toolkits such as 

communication tools, and leadership walkabouts.22  The results of the AHRQ HSOPSC survey will be discussed in 

the second study by Jones and colleagues.  It is a companion paper to this study.23 

In Australia, Fogarty and McKeon25 conducted an observational study on 176 nurses working in 11 rural 

hospitals to understand if medication errors are related to organizational climate. The researchers used the 

Queensland Public Agency Staff survey (QPASS) and a violation and error scale for medication administration 

developed by the researchers.  The participants identified their slips or errors and whatever they perceived as a 
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medication error.25 The study provided correlational information between their organizational culture, moral distress 

and the identified slips and errors. The authors concluded that organizational culture measures were not sensitive 

enough to be used in specific interventions such as violations.  It is too vague a concept to use for specific 

interventions. 25 

Demiris and colleagues conducted a pilot study to understand the culture of rural hospitals and readiness for 

an adverse events reporting system. Telephone interviews were conducted with participants in eight Missouri rural 

hospitals using one of two specific protocols of questions, one for sixteen administrators and one for fourteen 

healthcare workers including nurses and doctors.  The interview questions focused on adverse reporting including 

the type of reporting that occurred and the follow up on adverse events.  There was a small percentage (21%) of 

health care workers that rated their reporting system as adequate whereas half (50%) of the administrators rated it as 

adequate.27  Healthcare workers (81%) rated  administrators’  follow up on the reported items as low . 27 Both the 

administrators and the healthcare workers stated that adverse events were under reported (75% and 93%).27 The 

administrators agreed that they needed data to prevent errors (88%) however they also stated that an electronic 

system may be too costly.27 The authors conclude that an adverse event reporting system adapted to the rural setting 

may help with patient safety initiatives, and that the reporting system must consider the context of the rural 

environment.27 

Wholey and colleagues7  present information on patient safety and medical errors within rural hospitals with 

similar findings to Demiris and colleagues.27 Hospital employees may have difficulty in questioning processes or 

reporting errors since everyone is often acquainted with each other. Rural hospital managers are advised to ensure 

evaluation of the systems and supporting employees.7 The adoption of patient safety technologies and systems is 

more difficult in rural hospitals because of limited resources.  It is difficult for rural hospital managers to measure 

required needs or processes because of low volumes, making inferences often difficult to make despite best 

practices. One suggested technology to implement was a third party adverse event reporting system to support 

employee’s confidentiality.7 
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Individual Practice Interventions 

Other interventions described by the included studies related to decreasing errors with individual practice 

interventions. Interventions included the use of personal digital assistants (PDAs) for health care professionals to use 

at the bedside and implementation of emergency room protocols.8 Participants from eight rural hospitals in the 

Midwest United States agreed on three interventions. For the PDA intervention, the participants including physicians, 

pharmacists, nurse practitioners and physician’s assistants were given an electronic device with software on 

medications, diagnostic tests, laboratory tests and other medical tools for a period of two years. The intent was to 

give these healthcare professionals current and easily accessible information. The 177 participants reported an 

83.2% increase in medication knowledge as well as an increase in practice efficiency of 81.4% inpatient and 87.4% 

outpatients areas respectively.8 The participants also reported that they rarely looked at paper based information 

since they started using the PDA.8 

In the same study, standardized protocols for the emergency room were given to the hospital staff to adapt 

and implement. The amount of protocols implemented in the hospitals ranged from zero to seven.8  Twenty-four 

protocols were implemented across 6 hospitals. The most common protocols implemented were for patients who 

experienced myocardial infarction, stroke or chest pain.  The healthcare providers in the hospitals reported that the 

protocols improved care and decreased wait times.8 

Despite the variety of interventions used in these studies it was difficult to link the outcomes to a change of 

culture. This may be related to the many layers of patient safety culture or the vagueness of the surveys.11,25 

Leaders 

Leaders’ style and approach was monitored or described either through surveys, interviews or 

commentaries.8,24 Researchers posed that successful adoption of patient safety initiatives depended on leadership 

support. 8,24 Leadership is a key driver for an increase in knowledge and learning in rural and urban hospitals.28 The 

uptake of knowledge is defined as absorption capacity and is the ability for the organization to process knowledge 

and information.28 Godkin and colleagues28 suggest rural hospitals administrators are responsible for the adoption 
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and innovation of patient safety initiatives. Since rural hospitals have few administrators, their personal knowledge 

and scarce resources may limit their ability to choose the most appropriate initiative. 28 Managers need to have the 

appropriate current knowledge and background to implement patient safety processes. 28 

Klinger and colleagues8 surveyed key participants and undertook structured interviews with CEOs, directors 

of nursing, physicians and other health care workers to evaluate the “environmental context”8 .  Consistent leadership 

and support was needed to ensure that a patient safety project succeeded. Leaders were concerned with the 

implementation of the PDAs and emergency protocols especially physician participation. Leaders in quality, patient 

safety and nursing were a key factor for success of this project. The patient safety culture survey and the PDA 

interventions were more readily accepted than implementation of emergency room protocols.8   Adoption and 

implementation of the emergency protocols was not as successful unless there was strong leadership support.8 

Demiris and colleagues27 demonstrated that there may be a discrepancy between the views of healthcare 

providers and managers.   Fifty percent of managers perceived that their reporting systems were adequate however 

seventy-one percent of the healthcare workers that use them stated that they are not adequate.27  Healthcare workers 

were concerned that there was under reporting of incidents and poor follow up.27  Cook and colleagues26 also 

suggested that administrators and managers do not always understand clinical issues.  Common language and 

reporting systems were suggested to help bridge the gap with error reviewing and understanding.26  

Patient Safety Culture Surveys 

Of the ten articles reviewed, six used survey instruments for measurement.  The researchers used before 

and after designs for intervention or to capture the culture of the organization. 

Three of the studies used the AHRQ HSOPSC patient safety culture survey for measurement. Two 

studies8,22  used the AHRQ patient safety culture survey before and after the implementation of patient safety 

initiatives with positive results allowing results to  be grouped. Jones and colleagues conducted an action research 

study with one article reporting on all the findings of the study22 and  a second report describing the use and 

modification of the AHRQ HSOPSC.23  
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The AHRQ HSOPSC was used to test the effectiveness of their safety culture education on participants in 

24 rural hospitals in Midwest United States. 23 The AHRQ HSOPSC was administered in the fall of 2005 as a baseline 

assessment. The researcher then provided education about safety culture, and interventions such as safety 

walkabouts. The survey was then repeated in 21 of  24 rural hospitals in the spring of 2007.23   

  Each contact at the hospital provided the researchers with a suitable list of employees to complete the 

survey.  The researchers reviewed the list and assigned an identification number to each participant to link answers 

to the follow up survey. Researchers mailed the participants a letter and a questionnaire. In the first survey (2005), 

1995 responses (70.4%) in 21 hospitals were recorded and the second (2007) with a total of 1963 responses 

(70.0%).23 

The survey results for the specific dimensions of the questionnaire were similar in both years in teamwork 

(80%and 81%), hospital management support (73% and 74%) and in organization learning and expectation of 

managers (72% and 75%). Teamwork (80% and 81%) and leadership support for patient safety (73% and 74%) were 

the most positive responses over both surveys.  The least positive were communication (58% and 62%) and 

feedback on errors (59% and 62%).23  

  A significant difference in specific questions within the dimensions of the questionnaire indicated a positive 

change in culture. The odds ratio of participants responding more positively in 2007 was 1.30, (95Cl %,1.14, 1.47), p 

<0.0001, greater chance than in 2005 for the question “mistake that is caught and corrected before affecting the 

patient”, and  1.23, (95CI% ,1.07, 1.41), P = 0.004, chance for the question “they feel free to question the decisions 

or actions of those with more authority”. 23 The odds of participants disagreeing with the question “worry that mistakes 

they make are kept in their personal file” in 2007 was 1.24, (95CI %, 1.04, 1.46) P=0.01 greater chance than in 

2005..23   Responses were significantly different indicating a positive change.  

Klinger and colleagues,8 used the Agency for Healthcare Research and Quality(AHRQ) HSOPSC survey in 

an interventional study with eight rural hospitals in the Midwest United States over a period of two years.  The 

participants at the hospital agreed on three interventions including the use of personal digital assistants (PDAs) for 
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health care professionals to use at the bedside, implementation of emergency room protocols and the administration 

of the  Agency for Healthcare Research and Quality(AHRQ) HSOPSC survey.31,8  

The survey was distributed twice during the study period in 2005 and 2006 pre and post intervention.  The 

individual organizations chose the process for distribution of the survey.8   The results and participation varied among 

the hospitals.  The mean questionnaire return was 72% with a range of 30% to 100% for the participating hospitals. 

The number of questionnaires returned was 747 in 2005 and 855 in 2006.8  

 The authors reported a statistically significant difference in nine of the twelve dimensions of the culture 

between the two surveys. Positive significant changes were in event reporting (56% to 69 %), non-punitive response 

to reporting (35% to 50%) and “teamwork within areas” (68% to 83%). 8   This included the overall “perception of 

safety” (56% and 69%). The least positive and non-significant changes were in “team work across the hospital” (60% 

to 64%) and “hospital handoffs and transitions” (48% to 49%).8 

The results from the surveys can be compared between the Jones et al.22, 23 and Klinger et al.8 studies.  The 

Agency for Healthcare Research and Quality(AHRQ)  provides and maintains a database of Agency  HSOPSC 

results from all the hospitals across the United States that  submit their questionnaire results.35 This data can be used 

for benchmarking.35  The database is not specific to rural hospitals but it does give some comparison data results. 

 There are differences in the two studies. Jones and colleagues gave detailed information on the survey 

administration process and ensured cross referencing to individuals in the second survey whereas Klinger and 

colleagues allowed the hospitals to administer the surveys.8,23  The results were given by dimension and question by 

question.  Klinger and colleagues had the hospitals administer the survey both times and they presented their data by 

dimensions.8  Also, 21 hospitals were represented in Jones and colleagues study and only 8 in Klinger and 

colleagues’ study.    When the first surveys are grouped, Jones and colleagues have more positive results in at least 

7 dimensions.   Since there are differences in the data management style, only the data from the first surveys were 

grouped. 
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Table 2: Comparison of the Agency for Healthcare Research and Quality (AHRQ) Hospital Survey of Patient Safety 

Culture  31( HSOPSC) .  Rural hospital studies versus the U.S. benchmark. 

Agency for Healthcare Research and 
Quality(AHRQ)  Hospital Survey of Patient 
Safety Culture 31 

Klinger et al.8 

(2009)           
Initial survey 

Jones et al23      

(2008)               
Initial survey 

Sorra et al.35(2007)    

Benchmark 

Setting  2005- 8 rural 
hospitals 

 747 responses 

2005- 21 rural 
hospitals 

1995 responses 

2006-382 hospitals  

                      
108,621 responses 

Dimensions (% in agreement)    

Overall perceptions of safety(%) 56 69 63 

Frequency of events reported(%) 51 61 59 

Supervisor/manager expectations & actions 
promoting patient safety(%) 

72 72 74 

Organizational learning – continuous 
improvement(%) 

76 72 69 

Teamwork within departments(%) 68 80 78 

Communication openness(%) 50 58 61 

Feedback and communication about error(%) 53 59 62 

Nonpunitive response to error(%) 35 50 43 

Staffing(%) 46 67 55 

Hospital management support for patient 
safety(%) 

72 73 69 

Teamwork across hospital departments(%) 60 64 57 

Hospital handoffs & transitions(%) 48 57 45 

 

There were common themes between the two studies and when the results are compared with the AHRQ 

patient safety culture database. Both had higher percentages in “Supervisor/manager expectations & actions 

promoting patient safety,” 8,23 “Organizational learning-continuous improvement” 8,23 and in Hospital management 

support .8,23  This is consistent with the benchmarking data with all hospitals using this survey instrument.35 
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The lower results are similar as well.  Communication both in openness and in feedback about errors had 

lower percentages as well as “Hospital handoffs and transitions” . 8,23 The lowest results were with “Nonpunitive 

responses to errors” .8,23 Again these results are consistent with the database. “Teamwork within the department” is a 

dimension that is consistently higher in the database. Jones and colleagues23 demonstrated similar higher results for 

teamwork within departments.   Klinger and colleagues8 had lower results in this dimension with the initial survey 

(60%) but improved with the second survey (80%).  For teamwork across the departments, the results for all studies 

were similar around 60%. 8,23,35  Some of the other studies used vendor surveys for their studies.  The dimension may 

not correspond with the HSOPSC, but some of the themes may be compared.  

Rudman and colleagues24  surveyed eight rural hospitals in Mississippi using the short version of the 

Teamwork and Safety Climate Attitude Questionnaire.24 This 5-point Likert scale questionnaire was originally used to 

describe team work and safety climate in different departments in large urban centers including intensive care units, 

outpatients departments and operating rooms.   The researchers administered the questions to 192 participants (85% 

response rate). The factor analysis revealed that only three factors had alpha coefficients greater than 0.70, 

teamwork collaboration, patient safety culture and teamwork knowledge transfer.  These were the only ones used in 

the analysis. 

The researchers used ANOVA to calculate the differences between physicians’ and nurses’ perspectives. 

Significant differences were observed between physicians and nurses about teamwork (p=0.008).24  After statistical 

adjustments, physicians had a more positive attitude toward teamwork than nurses with positive responses toward 

the value of teamwork and management creating a culture of safety. These positive outcome results mirror the 

results for the HSOPSC results from Jones and colleagues23 and the (AHRQ) HSOPSC database results.  

Cook and colleagues26 used the Close Call Pilot Culture Assessments in the mixed methods study. The 

Close Call Pilot Culture Assessments is a questionnaire using 10 questions with a 5 point Likert scale. For this study the 

survey had 65 respondents from 29 hospitals. The researcher did not provide the alpha coefficient for reliability. They 

used the instrument based on reliability of past data.26   To compare results with other surveys the Close Call Pilot 
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Culture Assessments questions “Facility leadership does not punish people who report safety discrepancies,”  and 

“This facility is genuinely concerned about safety”26 are similar to the HSOPSC dimension on  “Supervisor/manager 

expectations & actions promoting patient safety”.23  The  Close Call Pilot Culture Assessments question “Within this 

facility, good communication flow exists up and down the chain of command” can be compared to the 

“Communication openness”23 HSOPSC dimension . 

The responses to these Close Call Pilot Culture Assessments questions were similar to the results in the other 

HSOPSC results. For the leadership safety component there was a positive response (71%) and a less positive 

response for communication (18%).26 It appears that the same issues are identified with different surveys. 

In Australia, Fogarty and McKeon25 distributed the Queensland Public Agency Staff survey (QPASS) 

Questionnaires to 280 respondents with a return rate of 63%.25 The reliability is reported at 0.91. The QPASS survey, 

a 7 point Likert scale ranging from strongly agree to strongly disagree, was used to assess quality of worklife, morale 

distress and organizational climate. The results suggest that reported medication violations are inversely correlated 

with quality of worklife (R=-0.25) and organizational climate (R=-0.25).25  

Using patient safety culture surveys is the most common methods currently being used as an outcome 

measure in healthcare settings.  Many of the researchers relied on this method to evaluate their interventions 

especially with patient safety culture. 

Standards and Accreditation 

Accreditation standards are another method of monitoring and measuring outcomes.  The use of 

accreditation standards has been credited with increase of quality and safety within the healthcare organization.36,39 

The Joint Commission on the Accreditation of Healthcare Organizations (JCAHO) has an accreditation program 

specific to rural hospitals (Critical Access Hospitals).32  The program includes accreditation standards, patient safety 

goals specific to rural hospitals, indicator requirements,  a guide for the organization to meet the standards and 

unannounced visits from surveyors to review the hospital using the standards.32  There are specific criteria in the 

standards that discuss the requirements for patient safety culture.  The leadership team is identified as the key 
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facilitator of developing patient safety culture.29  The standards outline several initiatives that leaders need to 

complete including  a patient safety culture survey of employees and the requirement for employees to be involved in 

safety activities. 29 With the standards, there are patient safety goals for critical access hospitals.30  Each goal has 

guidelines and the rationale for them30.  Accreditation standards and tools assist rural hospital leaders with their 

patient safety culture and programs.39 14 In the studies meeting the criteria for review, there was a range of accredited 

hospitals from 20% to 88%.8,22-27 Access to rural hospital accreditation results is difficult because of the restrictions of 

the program.  This makes it difficult to adequately review progress and synthesize the accreditation information with 

other research studies. 

The studies reported different methods that are used to observe, measure and monitor patient safety culture 

in a rural hospital setting.  Researchers use a variety of measurement sources to capture the context of culture in the 

rural hospitals. 

Discussion 

Patient safety culture research has evolved over the past decade. The review studies and papers moved 

from exploration of rural hospitals patient safety culture to implementing interventions. Earlier studies detailed specific 

information from  rural hospitals. Wholey and colleagues7  highlighted some differences in rural hospitals such as 

resources and openness of communication.  Cook and colleagues26 provided some context to how staff understand 

and report errors in rural hospitals.  Demiris and colleagues27 studied adverse event reporting in rural hospitals.  

In later studies, some researchers began implementing new systems across several rural hospitals. New 

systems included technology for error reporting and electronic devices to assist healthcare providers.8,23,25,27  The 

focus seemed to be on demonstrating improvement with the implementation of systems.  In other studies, the focus 

was to validate the survey tool for use in a rural hospital or to use a survey to demonstrate change in culture.8,23,25,26 

The accreditation program seems to adapt to changes in rural patient safety culture by evolving the program 

requirements over time.29,30   In a later research paper, Godkin and colleagues28  suggested that rural hospitals have 

to be cautious when choosing new technology to ensure it is useful in the rural environment. Also, rural hospitals may 
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not have the resources to implement suggested systems or even participate in accreditation programs for quality 

improvements. 

Other interventions of education on patient safety culture and implementing protocols in the emergency 

department were also studied.8 The focus was improvement in patient safety culture.  Many of the new technologies, 

education and protocols are based on large hospital experience.  The sustainability and suitability of these protocols 

and technologies in a rural hospital environment may be questioned given the limited resources in rural settings.  The 

understanding that was gained from earlier studies of the rural hospital environment may be lost with the enticement 

of new technologies and practices being examined in later studies.  It seems that researchers have moved from 

exploration of culture to actions that influence change. 

Rural hospitals 

The review studies and papers had rural hospitals as a common element.  Some studies and papers 

highlighted the differences in rural hospitals. 7,8,26,28 Some differences  included lack of human and financial resources 

and difficulty reporting errors because of lack of anonymity or understanding.7,8,22,27 Demiris and colleagues27 gained 

an understanding of organizational structure and the people reporting adverse events and suggested that an 

electronic system for error reporting was needed.27  

Outcome measures in the review studies often included surveys. The survey instruments were not specific 

to rural hospitals. Jones and colleagues23  adapted the patient safety culture survey instrument for rural hospitals. 

The adaptation was demographic information only.  The changes in the survey instrument did not include dimensions 

that may be more suitable for rural hospitals.23   Also, qualitative data may highlight specific information from a rural 

setting that could not be collected by survey. Cook and colleagues26 identified through case studies that rural hospital 

staff are reluctant to report in order to maintain collegial relationships.  Some medical errors may not even be 

recognized. This information would not be detected through surveys. 

Teamwork was identified as an issue from most of the surveys.8,23,24  Rudman and colleagues noted that 

physicians have more positive feelings towards teamwork in rural hospitals.  Teamwork as a dimension may need 
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further exploration.  In a rural hospital, team composition and size may be different than in urban hospitals.  Also, the 

teams’ purpose may be different. Urban hospitals may have different response teams to cope with a single 

emergency.  In a rural hospital, one emergency team may take care of everything. Reflection and research on how 

this dimension fits in a rural hospital environment may be needed. 

 This does not negate the use of the patient safety culture survey.   Benchmarking with other hospitals can 

be helpful. The patient safety culture survey results from the studies that could be compared were benchmarked with 

all hospitals.8,23  Some dimensions seemed appropriate based on the survey results and the qualitative data. 

Communication openness was one of the least positive results in the survey results from both studies.8,23  The results 

suggested that open communication was an issue. Wholey and colleagues7 and Godkin and colleagues28 allude to 

some of the concerns in the rural hospitals.  Open communication can be more difficult because the employees are 

tied to the community.  Cook and colleagues26 highlight this concern with the qualitative data collected on error 

reporting. Some portions of the surveys may be appropriate but perhaps other dimensions for rural hospitals need to 

be explored for suitability. The rural context needs to be considered. 

Patient safety culture 

The review studies and papers were chosen based on patient safety culture being defined as organizational 

structure and people creating culture.13 Researchers studied and discussed these two elements of patient safety 

culture.  For organizational structure, researchers gathered specific hospital data to gain an understanding of the 

hospital demographics.  This included accreditation status and patient volumes.8,23 Patient safety reporting and 

understanding of the overall patient safety culture was studied with cultural surveys. Accreditation standards captured 

both organizational structure and people creating culture, however, results of the overall success of rural hospitals 

were not found.  This information may be confidential for specific hospitals.29,30  

Researchers studying patient safety culture at an organizational structural level tend to focus on error 

reduction in all healthcare sectors including rural hospitals. Many researchers concentrate on understanding or 
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implementing error reporting and the use of technology as a means of changing patient safety culture.7,8,22,25,27   Most 

of the review studies and papers alluded to error reduction and need for structural processes.   

Support has been identified as necessary for patient safety initiatives.  Leadership support and other 

healthcare provider support are suggested.  Review studies identified that success at the structural and healthcare 

provider level was dependent on leadership support. When leaders changed or the support was not optimal the 

success of the intervention suffered.8 Successful implementation of specific interventions were reported to be 

dependent on supportive leadership.7.8.23.26 Klinger and colleagues reported that change in leadership membership 

resulted in fewer interventions implemented.  It was suggested that nurses needed support to consider changing their 

practices especially in rural hospitals where new changes may not be welcomed by all healthcare providers.26  

People creating and maintaining culture was described differently with most studies.  Some researchers 

implemented an intervention with healthcare providers and evaluated their performance with specific intervention 

questionnaires.8,22,25 Other researchers used interviews, case studies or open ended questionnaires.7,26Some 

researchers used both all three to gather information on healthcare providers.8,23  Difference in results between 

physicians, nurses, other healthcare providers and administrators were noted in a few studies. Physicians had a 

more positive attitude towards team work than nurses in rural hospitals.24 26 Nurses were identified as being the 

healthcare professional responsible for patient safety by healthcare professional in rural hospitals.26   More staff 

reported medication errors if there was additional pharmacy support.  Jones and colleagues22 explained that 

healthcare providers are more comfortable if there is more support from pharmacy to follow up on any concerns.22   

Exploring the unanswered questions about specific healthcare professional’s attitudes and experience with the 

interventions may help in further understanding patient safety culture at the people level. 

Conclusion 

Patient safety culture in rural hospitals needs more research at a structural and people level. Synthesis of 

the current literature was difficult because of the multitudes of different understandings of patient safety culture and 

rural hospitals. In many studies and papers, researchers claim that patient safety culture has changed but there is 
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little evidence to support the claim.  One or two sentences allude to this change with little support.  Researchers may 

include rural hospitals in their study of other sectors and make sweeping statements about this environment. 

  Researchers should consider stepping back and exploring the context of rural hospitals before using 

interventions or survey tools that are not sensitive to this environment.  Patient safety culture surveys are a common 

research method used in the health care setting to understand dimensions of patient safety. Dimensions specific to 

rural hospitals should be developed.  With common concepts and definitions, research may become more sensitive 

to the specific concerns of rural hospitals and synthesis may be easier.   

For people creating patient safety culture, more emphasis is needed on how they view patient safety and 

the various initiatives.  Review studies highlighted some interesting insight on healthcare providers’ perception on 

issues such as teamwork, error reporting and communication. More specific information is needed. 

Study Limitations 

This review was limited to English studies.  Most of the studies meeting the criteria were from the United 

States.  This may not be reflective of the realities of other countries.   

Not all of the accreditation standards could be accessed since some accrediting bodies restrict access to 

clients only. Client hospitals usually pay for the standards and information on accreditation. Information was gathered 

from the descriptions and reports given on the websites. Comparative results data from the hospitals could not be 

found. Also, language was a barrier in some cases since many of the countries do not have English documentation 

on their websites. 

There is a large body of literature on patient safety.  With this in mind restrictions were made to include 

studies that fit close to the inclusion criteria. This may have hindered the selection process of studies that could have 

been included.  Also, names given for rural hospitals in different countries may be different and not discovered. 
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Implications for practice 

Healthcare providers and administrators can glean information from this review to assist with patient safety 

culture at the structural and people level.  Leaders and healthcare provider support is needed.  Communication 

strategies need to be considered.  Rural hospital specific information should be contemplated. 

Support has been identified as necessary for patient safety initiatives.  Leadership support and other 

healthcare provider support are suggested.  Review studies identified that success at the structural and healthcare 

provider level was dependent on leadership support. When leaders changed or the support was not optimal the 

success of the intervention suffered.8   

Communication was identified as a structural and people level issue from surveys and qualitative data of 

several of the studies.  Miscommunication was recognized between administrators and healthcare providers. 27 

Miscommunication was noted between different healthcare workers with issues such as identifying medication errors, 

teamwork and collaboration.26, 27  Review of the current communication may be a consideration especially if new 

practices are to be implemented. 

At the people level of patient safety culture, rural hospital concerns such as anonymity, comfort for reporting 

errors, common understanding of errors, current patient safety knowledge, and resources must be carefully 

deliberated in each rural hospital. Rural hospital leaders should reflect on current reporting processes and ensure 

that healthcare providers are supported and understand this task. Education of all healthcare providers and 

administrators may be needed to have a common understanding of patient safety culture.22,26 If rural hospital leaders 

deploy a patient safety culture survey, they must be cognizant of whether the results are sensitive to a rural hospital 

environment.  Each of these factors can affect implementation of new practices or understanding patient safety 

culture in a rural hospital 
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Implications for research 

This systematic review draws attention to the need for more research on patient safety culture in rural 

hospitals both at the structural and people level. There are unanswered questions and concerns in rural hospitals that 

need to be addressed.  Both patient safety culture and rural hospitals are broad and unique topics on their own. 

Patient safety culture frameworks have been developed but none were found specific to rural hospitals.   A 

framework that captures both topics would be useful to help focus this kind of research.  Survey instruments need to 

be reviewed and validated to ensure they reflect the rural hospital structural environment.  Some of the dimensions 

may not be reflective of their current way of practice. 

 Earlier studies signalled a lack of understanding of medical errors and about reporting.  Specific topics of 

anonymity and concern about fractured collegial relationships if errors were reported or if a new practice was 

suggested should be revisited.  With the patient safety movement being over ten years old, it would be interesting to 

see if there is a difference in understanding and relationships. 

One study identified nurses as the healthcare professional responsible for patient safety in rural hospitals.26 

Also, in that study, nurses were not often involved in investigation of incidents.26  More research is needed to 

understand nurse’s role and all other healthcare provider’s role in patient safety culture. Clear understanding of 

everyone’s role may help with communication and cultural change. If nurses are ultimately responsible, more 

research is needed on what this means and their involvement in the process.  

Upon reflection of the current patient safety literature, perhaps it is time for a new approach to patient safety.  

The existing patient safety definitions focus on errors and error prevention. It would be refreshing to see an optimistic 

and constructive definition as well as practices that reflect this framework for patient safety.  Patient safety culture is 

a serious subject but the whole concept may need a different approach to revitalize and engage more researchers, 

healthcare providers and healthcare organizations. 
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Chapter 4  

Methodology 

4.1 Introduction  

Ethnography is a methodology that is often used to describe culture and aspects of culture 

(Spradley, 1980).  The focus can be to understand a culture and a participant’s point of view of a 

culture (Braithewaite et al., 2010). Since the focus of this study is to understand healthcare 

professionals’ roles in patient safety culture, ethnography is an appropriate approach to focus on 

the participants’ perspective in a rural hospital culture.  

 While surveys have specific constructs or dimensions developed for patient safety 

culture, they do not easily capture the participants’ perspective (Braithewaite et al., 2010; Health 

Foundation, 2011). Roles of healthcare professionals in patient safety culture are a main focus of 

this study therefore, existing surveys were not deemed effective to capture the appropriate 

information for this study. 

Ethnography has often been utilized as a research method for healthcare settings (Pope, 

2005).  Nursing researchers, especially in rural healthcare settings, have suggested that 

ethnographic methods can be useful to understand nurses’ roles and culture (Bushy, 2008).  In 

the patient safety literature, ethnographic methods were used to collect data (Lingard, et al., 

2004; Tucker et al., 2002).  Lingard and colleagues (2004) observed and interviewed operating 

room staff to understand the communication between the team members.  Tucker and colleagues 

(2002) observed nurses for medical errors and problem solving.  Valuable information on patient 

safety concerns were provided from observations and interviews (Merwin & Thorlow, 2006). 
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In this chapter, I will present the research methods of ethnography and methodological 

processes of the study.  The process of ethics, recruitment, data collection and analysis will be 

presented. 

4.2 Philosophy 

A philosophical paradigm or worldview is needed to choose an appropriate research 

approach (Creswell, 1998). This is true for both qualitative and quantitative research. For 

ethnography, the main philosophical view is naturalism (Hammersley & Atkinson, 1995). 

“Naturalism proposes that, as far as possible, the social world should be studied in its ‘natural’ 

state not ‘artificial’ settings like experiments...” (Hammersley & Atkinson, 1995, p.6). 

  There are basic assumptions that are part of philosophical paradigms. They include 

“ontological, epistemological, axiological, rhetorical and methodological” assumptions 

(Creswell, 2007, p.21).  

The ontological assumption is described as the nature of reality (Creswell, 2007). The 

idea of multiple states of reality depends on the people involved, including the researcher and the 

participants (Creswell, 1998).  For ethnography that is using the philosophical view of 

naturalism, the ontological view is constructed reality (Lincoln & Guba, 1985). With constructed 

reality many different perspectives can influence and develop the reality that is observed. For 

example, the participants may provide information on their own reality and the researcher will 

develop the study from all of the perspectives to formulate one constructed reality (Lincoln & 

Guba, 1985). 

The epistemological assumption focuses on the relationship between the researcher and 

the participants. The longer the researcher spends in the field the closer the relationship between 
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the researcher and the participants may become (Creswell, 1998). There are different views on 

how this influences the outcome of the research.  Some researchers state that the researcher and 

the research are integrated and cannot be separated, while others believe that the research itself 

develops the epistemology (Agar, 2006; Lincoln & Guba, 1985). Recognition of this assumption 

can help the researcher minimize any potential adverse effects of personal bias.  

The axiological assumption relates to values and beliefs within the research (Creswell, 

1998). The research can be value laden by the researcher’s choice of question, philosophy, 

theory for data collection and the context (Lincoln & Guba, 1985). The researcher needs to 

ensure that the choices are consistent with the known axiology. An example is a researcher who 

chooses critical ethnography where the question and theory would be based on the value of 

emancipation or empowerment using critical theory.  The data collection and setting could 

follow the Carspecken (1996) five step framework that involves fieldwork and interviews, 

however, the construction of the ethnography entails primary stages of understanding the culture, 

in particular, the power structures, and decision making process.  The final stages involve 

viewing the culture within the larger social political context (Hardcastle et al., 2006). 

 In ethnography, the rhetorical assumptions are the language used to describe and 

understand the cultural aspects of the setting.  The researcher carefully chooses the language 

depending on research philosophy and other assumptions (Creswell, 1998). The methodological 

assumption means the choice of research process (Carter & Little, 2007; Creswell, 1998).  The 

methodology must be congruent with all of the other assumptions in order for the research to 

make sense (Lincoln & Guba, 1985).  
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Orientating the philosophical underpinning of the researcher’s ethnography choice is 

critical (Fetterman, 2010). Many contemporary ethnographic methods have specific 

epistemological and axiological assumptions related to them. These theories often dictate the 

methods they use to collect data.    

4.3 Ethnography 

Ethnography has the distinguishing features of a focus on cultural representation and the 

nature of the fieldwork (Spradley, 1980). Ethnography has been used successfully in several 

disciplines including anthropology, sociology, education and nursing.  Ethnography within a 

healthcare organization has included patient experiences within their culture and the culture of 

the illness perspective (Savage, 2006).   

4.3.1 Definition. The dictionary definition of ethnography is a “description of peoples and 

culture with reference to their particular customs and characteristics” (Soanes & Stevenson, 

2006, p.490).  Researchers have not reached a consensus on a definition.  The accepted 

definitions depend on the discipline of the researchers (Lambert, Glacken, & McCarron, 2011).  

One anthropologist described ethnography as “Rather than studying people, ethnography means 

learning from people” (Spradley, 1980, p.3).   

  Researchers agree that fieldwork is essential to ethnography. Fieldwork typically 

involves the researcher being in the research site to experience the culture, conducting 

interviews, document review, and participant observation (Fetterman, 2010; Spradley, 1980). 

The researcher often becomes intimately involved in the cultural activities and environment. In 

ethnography, data collection and analysis occurs at the same time.  The researcher may need to 
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return to the field to clarify observations or conversations.  Observation of people in their 

environment over different periods of time frequently occurs (Fetterman, 2010; Spradley, 1980). 

4.3.3 Evolution of ethnography. Ethnography has evolved to include traditional and 

more contemporary methods.  Some are considered more rigorous than other types of 

ethnography. Two ethnographers may have the same kind of data but will analyse it differently 

based on the kind of question that is being discerned, the ethnography chosen and the 

epistemology.  This is not inaccurate if the data is used correctly (Agar, 2003).  

Traditional ethnography stems from anthropology.  This type of ethnography tries to 

capture the “holistic interpretation” of the culture (Stuebert & Rinaldi-Carpenter, 2011, p. 178).  

Many of the early anthropologists used an inductive approach to describe whole cultures.   

As ethnography evolved, researchers recognized that there were different ways to 

interpret the data.  Some ethnographers began to focus on “semiotic interpretation” or 

participant’s point of view (Stuebert & Rinaldi-Carpenter, 2011, p. 179.). They focused on “thick 

description” (Geertz, 1973, p.6) and a more systematic process for description and interpretation 

which processes still involved collecting copious amounts of data over a long period of time to 

understand and describe a culture under study (Stuebert & Rinaldi-Carpenter, 2011). 

Ethnographies may be structured using different frameworks and axiological   

underpinnings including critical theory, feminist or nursing theory.  Data analysis and 

descriptions should be congruent with the described theory.  Critical theory focuses on 

emancipation of marginalized persons (Hardcastle, Usher, & Homes, 2006); while a nurse 

anthropologist developed an ethnography framework specific to nursing care of different cultures 

called ethnonursing (Hardcastle, Usher, & Homes, 2006; Leininger & McFarland, 2002; Stuebert 
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& Rinaldi-Carpenter, 2011). Ethnonurisng is meant to guide nurses to understand cultural 

differences of patients when providing care. It also provides a framework for nurse researchers to 

conduct nursing ethnographies (Leininger & McFarland, 2002).  

Focused ethnography is commonly used by investigators including nurse researchers to 

collect data about a specific problem or behaviour within a culture (Fetterman, 2010; Muecke, 

1994).  The time spent in the environment may be significantly decreased. There are several 

names that are given for this type of ethnography: micro ethnography; mini ethnographies; or 

focused ethnographies (Leininger & McFarland, 2002; Muecke, 1994; Spradley, 1980).  

Knowledge gained from a focused ethnography may provide information on specific topics 

within a culture (Muecke, 1994; Roper & Shipira, 2000).  Whichever type of ethnography a 

researcher selects, there are factors including the focus and axiological underpinnings that need 

to be understood (Agar, 2006).   

4.3.4 Choosing ethnography. An ethnographer is encouraged to go beyond the routines 

of organizations and discover the patterns and connections within the culture (Agar, 2006).  

Researchers must understand their viewpoint and motivation for ethnography (Agar, 2006). This 

will influence the type of ethnographic approach.  

The scope of an ethnographic study is defined by the problem or question.  If the 

researcher chooses to study a complex society, then the researcher would be more likely to use a 

macro level ethnographic design (Spradley, 1980). A researcher may take a multifaceted 

approach that will capture the many patterns and interactions that occur in the society. If a 

researcher was studying a small family unit, it may be considered a micro level study (Spradley, 

1980).   
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4.3.4.1 Methodology. Since the researcher is interested in an aspect of culture, in 

ethnography, common words that are used in the problem and the purpose statement are 

description of a culture, behaviour or language (Creswell, 1998). From the problem, 

philosophical viewpoint, purpose and research questions, the appropriate ethnography can be 

chosen.  

4.3.4.2 Reflexivity. Reflexivity is described as the internal divergence that a researcher 

may feel while they are undertaking the study (Stuebert & Rinaldi-Carpenter, 2011; Wolf, 2012).  

It is the recognition that the researcher is an integral part of the culture. This includes how the 

researcher views and interprets the observations, interviews and documents (Hammersley & 

Atkinson, 1995).  Researchers must identify their personal bias and their own interpretation of 

the social world to be objective in observations and analysis of the data (Fetterman, 2010).  The 

use of rigorous and systematic data collection processes is helpful to decrease bias (Hammersley 

& Atkinson, 1995). 

 Barton (2008) describes his experience being a researcher within his own institution as a 

nurse manager in a hospital.  He posited that participants may not answer questions fully as they 

believe the researcher already knows the answer. The researcher may feel they know so they may 

not capture the true meaning of participants.  The researcher must recognize their role in the 

study and with the recognition of bias and role, a more objective description may be achieved in 

the culture which they are studying.  

4.3.4.3 Emic/etic view. A researcher using ethnography has to discern their role in the 

culture as either the insider or outsider depending on the research process. The insider view or 

emic view is actively participating and being part of the culture and replicating the view of the 



IT’S EVERYTHING AND EVERYONE’S RESPONSIBILITY                                        91 
 

participants (Roper & Shipira, 2000; Spradley, 1980).  The outsider or etic view is the external 

view. Researchers discern the culture through the interactions and patterns that were observed 

(Spradley, 1980). A researcher may be participating in an activity in the environment and 

observing the participant behaviour at the same time.  “This blend of ‘knowing’ from both an 

insider’s perspective and an outsider’s analysis allows deep and rich insights about the 

behaviours and beliefs of individuals as they navigate their social worlds” (Roper & Shipira, 

2000, p. 2). 

   4.3.4.4 Ethical considerations. Ethnography has some unique ethical factors to consider 

(Hammersley & Atkinson, 1995).  With observation in an open area, it may be difficult to obtain 

individual consent.  There may be difficulty obtaining consent or knowing how to obtain consent 

if the study is being done in an open space such as a shopping mall (Hammersley & Atkinson, 

1995). 

Trust must be built by the ethnographer in the study setting.  Participants need to know 

that what they say and do will not be attributable to an individual. Anonymity has been 

promised.  Ethnographers must be open, nonjudgmental and have the ability to listen to the 

participants.  As participants become more comfortable with the presence of the researcher in 

their setting, a trusting relationship will develop.  Once trust is built, the researcher can often 

gather more intimate information about the underlying culture (Fetterman, 2010). 

4.3.4.5 Data collection. The data collection process for ethnography is a defining factor. 

Fieldwork distinguishes ethnography from other research methodologies (Fetterman, 2010; 

Spradley, 1980). Fieldwork may include many different modes of data collection, including 

participant observation.  Other modes include interviews, artifacts review including document, 
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environmental objects, surveys, photos, videos and Internet websites. Each of these methods of 

data collection will be discussed with an emphasis on participant observation and interviews. 

Participant observation. Participant observation involves the researcher being in the 

study setting to be part of the action of the people and the interactions in the situation. The 

persons in the setting are there to be part of the situation (Spradley, 1980). The observer wants to 

ensure that the people in the environment are comfortable and will act normally. 

While in the field the researcher must be aware of different factors.  One is the 

researcher’s participation in the study setting.  Participation can be complete, active, moderate, 

passive or nonparticipant (Spradley, 1980).   Also, participation can be described as high or low.  

High participation means that the researcher is actively in the field and low means that there is 

minimum contact with the study setting (Hammersley & Atkinson, 1995; Spradley, 1980).  

Complete participation involves the ethnographer being part of the culture as a researcher and a 

participant (Spradley, 1980).  Researchers are cautioned about being a complete participant since 

they may not identify patterns or observations if they are part of the culture (Spradley, 1980). 

The active participant observes the activities that the study participants are doing and tries to join 

in and be part of the activities.  The moderate participant ensures that there is equilibrium 

between the observation and participation roles (Spradley, 1980). The passive participant is not 

part of the interactions of the culture.  A researcher who simply watches and record interactions 

is a nonparticipant (Spradley, 1980). An ethnographer may use different types of participation at 

different times during the observations.  At the beginning, the ethnographer may be a passive 

participant until the participants are comfortable with the researcher.  Toward the end of the field 

work the ethnographer may become a more active participant because of an established 

relationship (Roper & Shirpira, 2000). 
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 Another factor is the ethnographer.  The way the ethnographer dresses, the gender and 

race of the ethnographer may affect participant observation.  If a researcher dresses in semi-

formal clothing and the setting dictates jeans and a t-shirt, the participants may not be open to the 

observer.  Also if the observer is female and is studying a male dominated setting, she may not 

have full access to the culture. In the case of race, some street gangs may be racially orientated, 

therefore the observer, unless they are of that race and gender, will not be accepted (Hammersley 

& Atkinson, 1995). 

Interviews. In ethnography, there are different types of interviews that occur including 

structured, semi structured, informal and retrospective interviews (Fetterman, 2010). Structured 

and semi structured interviews are used to ask about specific perspectives the researcher is 

hoping to understand.  For these interviews there is usually a set protocol of questions to follow.  

The questions may range from basic demographic questions to open ended questions since the 

intent is to gain the participant’s understanding.  The researcher can compare responses based on 

the protocol questions since they are relatively standardized and usually recorded for accurate 

transcription (Fetterman, 2010; Roper & Shapira, 2000).   The most commonly used interview 

style for ethnography is informal interviews (Fetterman, 2010; Roper & Shapira, 2000; Spradley, 

1979).  These interviews may occur spontaneously during participant observation.  The 

ethnographer may have planned questions about the observations but the participant may not 

recognize the exchange as an interview (Fetterman, 2010). Retrospective interviews are meant to 

capture past events (Fetterman, 2010).  Retrospective interviews are dependent on the memory of 

the participant in past events. Group interviews or focus groups can also be done. The group can 

talk about common concepts in the setting.  More personal topics can be discussed during formal 

or informal interviews (Roper & Shipira, 2000). 
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Artefacts and Documentation.  Artefacts are the structures and objects in the setting.  This 

includes kinds of furniture, structure and sizes of rooms, and room decoration.  These artefacts 

can provide the ethnographer with background information of the culture (Hammersley & 

Atkinson, 2007). Documentation including websites, surveys, personal emails, notes, drawing, 

policies and procedures, pictures and newsletters are all relevant ethnographic data.   

Tools for the ethnographers. The ethnographer will need several tools to document the 

observations and interviews that are undertaken and include a notebook and pen to computer 

software to store the data.  Notebooks are used for the ethnographer to record field notes during 

observations. A personal diary of the observation days can be also helpful for data analysis as the 

diary is a place to record personal reflections.  Cameras and video recorders can be used to 

capture interview information for transcription and pictures can be used to help with description.  

There are specific software programs to help with the storage and analysis of the data 

(Fetterman, 2010).   

4.3.4.6 Termination of the research. In qualitative theory, the researcher is suggested to 

collect data until the point of saturation.  Saturation is deemed as when no new data emerges 

(Stuebert & Rinaldi-Carpenter, 2011).   Ethnographers may find termination difficult as there is 

always more to discover (Hammersley & Atkinson, 1995; Fetterman, 2010).  Fetterman (2010) 

recognizes that saturation may be unrealistic.  Research is often terminated because there are 

time constraints for data collection or that the same themes keep emerging.  He suggests that the 

ethnographer ensures that enough data is collected to accurately reflect the culture and concepts 

that are being studied.                                                                      
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  Leaving is sometimes an emotional experience.  Participants and researchers have often 

built relationships and the participants are used to having the ethnographer in the environment.  

The ethnographer may make it a gradual termination and may continue to seek feedback on an 

occasional basis before the final termination.  This may make it easier for the researcher and 

participants (Hammersley & Atkinson, 1995). 

4.3.4.7 Data analysis. Data analysis occurs simultaneously with data collection in 

‘cyclical’ fashion (Stuebert & Rinaldi-Carpenter, 2011).  The ethnographer revisits a site to 

collect more data or do more focused observation and continue the analysis. This defining 

feature is part of the analysis process with every kind of ethnographic method.  This section will 

highlight documentation, analysis and reliability of the data. 

Process of analysis. Ethnography data analysis is an iterative and cyclical process 

(Fetterman, 2010; Stuebert & Rinaldi-Carpenter, 2011).  It starts with data collection and does 

not end until the ethnography is written (Fetterman, 2010). The researcher must follow the 

analysis process that is described for their ethnographic method. 

Hammersley and Atkinson (1995) suggest reading the data and developing initial 

concepts from the data.  The data can be separated into sentences and descriptions that illustrate 

the concepts.  Data is then compared using a constant comparative method. In this procedure the 

researcher examines each item of data coded to a particular category, and notes its similarities 

with and differences to other data that have been similarly categorized (Hammersley & Atkinson, 

1995). Once the categories are developed, typologies can be developed (Hammersley & 

Atkinson, 1995).  These are systematic descriptions of the categories. Theories and patterns in 

the cultures will emerge from the data. 
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The analysis process may depend on the type of ethnography.  Some ethnographic 

methods have specific guidelines to follow for analysis.  In institutional ethnography, Smith 

(2006) describes the process for this type of analysis as discovering the person within a social 

context of an institution. The researcher should follow the appropriate process for analysis 

depending on the epistemological assumption and specific methodology.  With the analysis, the 

researcher must ensure the findings are valid and reliable.  

  Trustworthiness. Trustworthiness in qualitative research can be discussed as the 

reliability and validity of the research (Lincoln & Guba, 1985). Four methods for demonstrating 

trustworthiness include “credibility, transferability, dependability and confirmability” ( Lincoln 

& Guba, 1985, p. 328).  

Credibility is established by “prolonged engagement, persistent observation, 

triangulation, negative case analysis, referential adequacy and member checking” (Lincoln & 

Guba, 1985, p. 301). Prolonged engagement means that the researcher is in the setting or culture 

for a long time assisting in the development of trust with the participants and assuring a 

consistent picture of the culture. Persistent observation requires a researcher to be tenacious in 

repeated observations to ensure that the patterns and routines are correctly documented.  

Triangulation involves verifying data from a variety of sources.  These may be from different 

people, different modes of data collections, or different investigators (Lincoln & Guba, 1985). 

For negative case analysis, the researcher authenticates all of the themes by going back into the 

data looking for negative cases or inconsistencies. Referential adequacy is reviewing beginning 

findings with raw data.  Member checking involves going back to the participants to verify 

interpretation of the findings.  This could involve reviewing transcripts or comments when the 

researcher is in the field again (Lincoln & Guba, 1985).   
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Transferability refers to how the research can be used for other populations.  Ethnography 

is not necessarily transferable, as the study setting has a specific culture and context (Lincoln & 

Guba, 1985).  For “dependability and confirmability” the process involves an audit trail. The 

researcher diligently documents processes for data collection and analysis (Lincoln & Guba, 

1985) with a well-documented audit, another researcher should be able to follow the process and 

decisions made related to the data.  For dependability, the audit trail consists of the review of the 

data collection information.  For confirmability, the audit involves reviewing the raw data, 

analysis process and the development of the final product (Lincoln & Guba, 1985). 

Ethnography is the representation of the culture studied.  The ethnographer’s 

epistemological view and choice of ethnographic methodology will influence how the culture 

and participants are described.  For nurse ethnographers, the description may assist in 

understanding the cultural perspective of those receiving care.  For other ethnographers, the goal 

may be to emancipate or empower a group of people.  Whatever the reason for the ethnography, 

the research principles and methods for ethnography must be followed to ensure the integrity of 

the study.  

This section provided an overview of ethnography.  This included the background, 

philosophy, and methods of ethnography. Ethnography is an appropriate research methodology 

to study culture and people to understand customs and practice.  As a result, the information and 

the research described in this section have provided the foundation for my study. 

4.4 Research Methods and Design 

The main focus in this section is the choice of research design and the methods used in 

the study.  This includes the recruitment and methods procedures. 
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The purpose of this study was to explore the roles and responsibilities in patient safety 

culture of health care professionals in rural hospitals. The two phases of the study included a 

systematic literature review and a study using qualitative methods to answer six research 

questions.  The systematic review of the literature focused on patient safety culture and rural 

hospitals.  The next phase involved a focused ethnographic study on the roles and responsibilities 

in patient safety culture of health care professionals with emphasis specifically on nurses in a 

rural hospital setting.   

4.4.1 Research Questions. The research questions were: 

1. What are healthcare workers’ roles within the patient safety culture of a rural 

hospital? 

2. How do health care professionals’ articulate their role and responsibilities in patient 

safety? 

3. What is the healthcare professionals’ understanding of their role in patient safety? 

4. What are the nurses’ roles within the patient safety culture of a rural hospital? 

5. How do nurses articulate their role in patient safety? 

6. What is the nurses understanding of their role in patient safety? 

4.4.2 Research Design 

Phase one was a systematic review on patient safety culture in the rural hospital.  Joanna 

Briggs Institute (JBI) methodology was used to complete this comprehensive review (JBI, 2008).  

All of the steps were followed and the details are described in chapter 3. 
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The second phase of the research was to explore the healthcare worker’s roles in patient 

safety culture.  An ethnographic approach using qualitative methodologies was chosen since 

there is insufficient literature that describes patient safety culture and health professionals in the 

rural setting to warrant quantitative analysis.   

4.4.3 Philosophy.  I used the philosophical underpinnings of naturalism (Lincoln & 

Guba, 1985).  The ontological view is constructed reality as multiple realities exist (Hammersley 

& Atkinson, 2007; Lincoln & Guba, 1985). The epistemology of this study is that knowledge 

comes from study data not from a particular dimension (Agar, 2006).  

4.4.4 Setting. The first step in recruitment was to contact the Chief Executive Officers 

(CEO) of hospitals that fit the description, to invite them to participate in the study. The study 

design criteria for a hospital to be eligible were fewer than 50 in-patient beds, in an Ontario 

town, with a population less than 10,000 people. Based on the literature, this setting provided the 

best reflection of the rural hospital environment (Loux et al., 2005; Vartek et al., 2010). If they 

were interested, written information on the details and consents was given.  A formal 

presentation was offered in the initial request.  

The recruitment of the hospital proved to be straightforward.  I identified several 

hospitals that fit the study design criteria.  When I telephoned the first hospital on my list, the 

CEO agreed to participate in my study. I offered my proposal and ethics approval for review. 

The hospital has less than thirty beds and is located in a town with fewer than 10,000 people.  It 

fit the criteria for inclusion in the study. 

4.4.5 Sample. The healthcare professionals were recruited as participants as they worked 

in the hospital. Professionals including nurses, pharmacists, physiotherapist and physicians were 
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observed in their work setting and formally or informally interviewed. The formal interviews 

were conducted in private and recorded.  The informal interviews were often conducted while I 

was observing them in their work or during their breaks. This process followed the protocol of an 

ethnographic study starting with observing in the environment and then choosing the most 

appropriate persons to be participants (Fetterman, 2010).  

4.4.6 Participants. After ethics approval and consent from the CEO, two people were 

identified as my main contacts, the educator and the Chief Nursing Officer (CNO). The CEO 

gave permission for any member to participate.  I explained that I would choose staff 

progressively with data collection.  I asked if the administrators could facilitate data collection 

with introductions to key people.  

4.4.7 Ethical Consideration. Ethics approval was sought from the Queen’s University 

Health Sciences and Affiliated Teaching Hospitals Research Ethics Board.  Approval was given 

September 28, 2010 for one year. Ethics approval was also sought from the hospital ethicist.  

Amendments to my proposal from the hospital CEO and ethicist included that there would be no 

photographs taken and that the location of the hospital be described as eastern Ontario instead of 

the specific Local Health Integrated Network (LHIN). I agreed to these changes. Ethics approval 

was given in December 2010 with data collection to be complete by June 30, 2011. Consent was 

signed by the CEO for the hospital to be the study site. See Appendices D and E for specific 

consents.  Individual consents were signed by participants when they were interviewed and 

observed.  The researcher signed a hospital confidentiality form. Confidentiality and anonymity 

of the hospital and its staff participants and clients were maintained. The hospital board ethics 

committee asked for a presentation on my study.  This was completed on February 17, 2011.   
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An extension from the Queen’s University Health Sciences and Affiliated Teaching 

Hospitals Research Ethics Board was sought and given on September 28, 2011, September 28, 

2012 and September 28, 2013. The extension was needed to complete the analysis and writing of 

the dissertation. Please see appendix C for ethics approval. 

For hospital ethics, the CEO and the ethicist were asked for two extensions, one on April 

26, 2011 and again February 14, 2012 to complete my dissertation writing. The extensions were 

both granted.   

4.4.8 Data Management and Confidentiality. All data and information was kept 

confidential and anonymous. All consent forms were locked separately from the data.  The 

written material, including policies and job descriptions, with any identifying information were 

coded in the description and kept in a locked cupboard. The interviews were transcribed with the 

participants only being identified by pseudonyms, initials or numbers. The electronic transcripts 

were housed in a password protected computer.   

4.4.9 Compensation. Participants in studies can be compensated especially if the study 

takes their time and effort (Loiselle, Profetto-McGrath, Polit, & Tatano Beck, 2004).  For this 

study, a five hundred dollar donation was given to the hospital’s foundation after data collection 

was complete.  Participants were assigned a numbered ticket after their first formal interview.  

The corresponding ticket was placed in a draw for an iPod touch device.  

4.5 Data Collection 

The data collection process followed ethnographic procedures with special attention to 

the focused topic of patient safety culture.  This research is derived from field work undertaken 

in a small rural hospital in Ontario with less than thirty beds and less than one hundred full time 
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staff.  The hospital has inpatient and outpatient services, day surgery, an emergency department, 

tele-health services, diagnostic imaging, laboratory services and physiotherapy.  

Data collection occurred for over a year with a concentrated period of time in the first 

five months between January and May 2011.Please see appendices G and H for data collection 

and processes. During this time, I was in the hospital at least twice a week for a total of 34 days 

and with over 155 hours of observation and interviews.  The observations were mostly during the 

day on week days, but I also observed on nights, evenings and weekends.  I ensured that I was in 

the hospital every day of the week at least once. This was to observe different activities that may 

occur at different times during the week (Spradley, 1980).  The field work and observations 

started broadly, taking the “big net approach”, and then narrowed and became focused as the 

environment became more familiar (Fetterman, 2010, p 35).    

My key informants, the educator and Chief Nursing Officer (CNO), assisted by 

organizing my observation visits to different departments especially in the first few weeks. They 

ensured that staff consented to my presence and they introduced me to key staff members. I 

dressed in business casual attire similar to the other healthcare professionals out of uniform to 

assist with my acceptance into their environment (Hammersley & Atkinson, 1995). Once they 

were comfortable with me and I was more familiar with the hospital, I was able to organize my 

own interviews and observations.  

During my observations, my participation ranged from being passive, moderate or an 

active participant depending on the activities on the day (Spradley, 1980). Many times I was a 

passive participant in observation of the floor or during meetings. It would have been 

inappropriate in some of those circumstances to participate.   As moderate participant I would 
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engage in conversation with the staff but I would not help with care of the patient.  My role was 

not to be caring for patients, but rather to observe the staff as they gave care.   I was an active 

participant when I had to present to the board and assist the nurses with their research 

endeavours.  I helped develop abstracts, and research topics.  I also actively participated in their 

social activities in the cafeteria.  I became a more active participant as I became more familiar 

with the setting (Spradley, 1980). 

While I was in the hospital, I completed both formal and informal interviews with many 

different staff members.  I developed a set of questions for both the formal and informal 

interviews.  The format of the protocol followed the recommended structure described in the 

literature (Spradley, 1979; Fetterman, 2010). The formal protocol was reviewed and tested with 

two nursing colleagues for clarity and understanding prior to the start of the research study at a 

different site. Revisions were made as suggested by the nursing colleagues.  Examples of the 

questions specific to patient safety include: 

1. How do you describe patient safety in your area? 

2. Is there another term that is used instead of patient safety? 

3. Could you share an example of a patient safety activity? 

4. Can you walk me through your day and describe to me your activities that you think 

would be related to patient safety? 

Some of the questions used for the formal interview were reflected in the informal 

interviews.  Some participants did not want to be formally interviewed but consented to speak 

with me informally.   Thirty six formal interviews were completed with a variety of health 

professionals. Please see Appendix F for complete details. 
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Another source of data that gives a comprehensive view of an organization is documents 

(Fetterman, 2010).   Several documents were reviewed during my data collection period to 

understand their formal and informal processes that occur for patient safety. I was provided with 

their policies and procedures on my first visit.  I was able to review them before I started 

collecting data in the hospital.  My review included identifying different types of policies, their 

design and the content.  I looked for research references, specific patient safety content and 

overall written language.  During my fieldwork, I would observe how and if these formal 

processes were being demonstrated. 

While I was in the hospital, I reviewed job descriptions, committee meeting minutes, staff 

survey and operational plans.  From these documents, I was able to understand job roles, how 

meetings are managed, staff responses to the surveys and the priorities within the hospital. My 

analyses centered on how all these documents influence, or are part of, their patient safety 

culture. They shared their patient safety culture survey results.  These results provided empirical 

data to support a patient safety of their culture. 

While I was observing different departments, participants showed me different examples 

of their protocols, guidelines, worksheets, and patient charting documents that they use in their 

regular work.  They showed me communication tools they use at their unit desk, at the patient’s 

bedside or on the patient’s chart. Some participants showed me their emails that were related to 

their work.   

I reviewed their external documentation that the community can access.  This included 

their website, hospital newsletters and the local community paper.  The external documents 

provided some details on how the hospital interacts with the community. 
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The data collected through observation, interviews and documents assisted me in 

understanding their patient safety culture and how healthcare professionals articulate patient 

safety.  Ideas, themes and concepts could be verified from the different modes of data collection. 

4.6 Data Analysis 

Data analysis was guided using the processes described by Fetterman (2010) and 

Hammersley and Atkinson (2007).  The first phase of my data analysis started with my data 

collection.  I was in the hospital observing, interviewing and reviewing documents to generate 

and clarify developing ideas and concepts.  I was also transcribing interviews, completing field 

notes and carefully planning the next observations or interactions (Fetterman, 2010; Hammersley 

& Atkinson, 2007). 

I searched for cultural patterns of behaviour and thoughts for patient safety in different 

contexts within an organization. I attended different events, such as social gatherings or 

structured meetings to provide insight to the cultural behaviours. This information helped to 

build the concepts within their culture (Fetterman, 2010). 

I drew maps and structural pictures to understand the interplay between the newly 

generated ideas or concepts. I found a constant need to review transcripts, documents and field 

notes. I wanted to ensure I triangulated the generated ideas and concepts with the different 

sources of data (Fetterman, 2010). 

Cycles of analysis occurred within the study. Once I entered the data into NVIVO 9 

qualitative software, it became easier to analyze the data.  Basic codes were entered  that aligned 

with the concepts I wanted to study and that were reported in the literature including patient 

safety, roles, events, processes, repeated messages, activities, social structures and hospital and 
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culture (Roper & Shipira, 2000).  Codes were added to further delineate concepts. The software 

also provided a detailed audit trail of my actions. 

 After the initial coding, more descriptions on some of the topics were needed.  I 

developed more descriptions from my notes and observations in the hospital. I entered this data 

in the software and coded it appropriately. Once the data was coded, I developed stories or 

typologies on concepts within the nodes. After this process, I returned to the literature on patient 

safety to understand the concepts that came from the data and how they relate to existing patient 

safety literature.  Concepts were revised and redefined as the data was generated and clarified. I 

read and re-read the data to assist the development of concepts. Concept descriptions of their 

patient safety culture were further formulated from the coded data and written stories or 

typologies. Constant comparison analysis was used to inform or enhance the concepts 

(Hammersley &Atkinson, 2007).   

 The final analysis focused on the concepts that were part of the hospital culture.  The 

focus was on how their concepts fit with patient safety culture and how they describe their role in 

patient safety. The model was developed from the concept description and the literature. The raw 

data was reviewed and remapped to ensure that the concepts fit with the descriptions. 

 Through prolonged engagement over 12 months and persistent observation, I was able to 

observe the same processes often to understand them and the hospital culture, establishing 

credibility.  I continued to have access to the hospital to clarify or observe any processes that I 

felt needed to be reviewed. Some clarification was needed on logistics such as number of staff 

and if they were part time or full time.  I also clarified observations such as their medication 

administration practices. 
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The data was triangulated between findings from interviews, observations and 

documents. Word frequency and text frequency were checked for specific concepts described. 

An audit trail was documented in the software and in my notes. 

 For negative case analysis, I reviewed each of the themes for this to ensure there was no 

conflicting information. I constantly referred back to raw data to ensure I had captured all the 

necessary concepts to satisfy referential adequacy in reviewing.  Conflicting information was 

checked with participants. Some conflicting information was noted with the concept of security. 

My key informants answered questions and gave supporting information. After the formal 

interviews, I offered the participants their transcripts for review if they wanted.  One participant 

asked for the transcripts because we were interrupted in the middle of the interview. She 

reviewed it with no comments before we continued the last part of the interview.  

The analysis was continuous.  The findings were reviewed and rechecked to the original 

data to ensure accuracy of the findings.  Data analysis was guided by two ethnographic processes 

(Fetterman, 2010; Hammersley &Atkinson, 2007). Patterns and relationship were explored to 

develop the perspective of the healthcare staff and the underlying culture. Different data 

including documents, interviews and field notes were analysed for consistency and full 

development of the concepts (Fetterman, 2010).  The organization leaders were helpful to 

confirm or provide extra information if needed. Data analysis was an iterative process that took 

over a period of two years. Many concepts were discussed with my supervisor for final 

understanding and adoption into a cohesive description. 
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Chapter 5  

Study Findings 

Community and Hospital 

In chapter five and chapter six, I will present the study findings.  General descriptions of 

the community and hospital are presented in chapter five. Chapter five starts with a community 

description.  A description of the community emergency services is included as they are an 

active partner with the hospital. After the community description, a general hospital description 

is given focusing on some basic characteristics.  Chapter six focuses on the healthcare staff 

within the hospital.   

 5.1 Community Setting 

The setting of this study is a small hospital in a growing rural town in Ontario, with a 

population of less than 10,000 people with more than one percent annual growth rate.  The town 

supports a larger surrounding rural area encompassing more than 25, 000 people.  The main 

street is lined with lamp posts laden with hanging flower baskets, with barrels of flowers on the 

sidewalks in the summer and festive holiday lights in the winter. This street stretches through the 

town across a winding river and has century old stores and restaurants lining both sides and a 

mixture of new and century homes surrounding it.    

The police station and fire department are situated together in a newer building close to 

the main street. The fire department has two permanent firefighters and twenty-four volunteer 

firefighters.  Ontario Provincial Police (O.P.P) officers provide twenty-four hour policing in this 

town and surrounding area.  The twenty-four hour ambulance service buildings are located in the 

neighbouring town.  
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5.2 Organizations are a Place for Care to Happen 

The “H” signs for the hospital are located on all the main streets in town to make it easier 

to find the hospital which is hidden on a residential street. The hospital is set back and is difficult 

to see from the main road. The parking lots that surround the hospital are lined with mature trees 

and a picnic area for staff.   

The hospital has a confusing maze of halls, sitting areas and offices and patient care 

areas.  Bright signage is strategically placed to help patients and visitors.   On weekdays and 

evenings welcoming volunteers manage the entrance and gift shop.   

The whole hospital is clean and well maintained with shiny green and white tiled floors 

and cream coloured walls. A donation mural dominates a wall in the entrance to the main 

hospital. Other community donated pictures and past community member portraits, award 

certificates and bulletin boards can be found in various halls throughout the hospital.  The 

hallways, rooms and many of the departments are well lit with fluorescent lights to compensate 

for the lack of natural light from windows.  The furniture is simple and functional throughout the 

hospital.  New special beds with alarms and safety features are found in the inpatient units. 

Lounge chairs are used for patients in ambulatory care and surgical recovery. On the inpatient 

unit, there is a patient and family room with an overstuffed leather sofa and chair creating a 

welcoming atmosphere.   

The senior administration offices are in a back hallway where it is quiet.  The Chief 

Executive Officer (CEO) and Chief Nursing Officer (CNO) each have a small table and two 

simple metal chairs in their small windowless offices along with the standard furniture and a 

desktop computer.  The hallway has large metal shelving units that house documentation. The 

office doors are usually open unless the occupants are not in for the day.  
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 The inpatient unit has a variety of rooms including private, semi private and ward rooms 

with four bed areas. All the rooms have a window and are well lit with an overhead and over-the-

bed light. Select medical equipment including suction and oxygen are attached to the wall below 

the lights.  Cloth privacy curtains separate the patient’s bed and side table in the semi-private and 

four bed rooms.  The small washrooms in the rooms are difficult to manoeuvre especially with a 

wheelchair or walker. There is a small area in the hallway with a mini snack area for patients, a 

family room and a patient supply room. The main hallway is well lit and lined with patient 

equipment including linen baskets, a medication cart, intravenous pumps, and crash cart. 

The surgical care area is self-contained with central reprocessing, the operating room and 

the preoperative and postoperative care area within steps of each other. The newly renovated 

central processing has two rooms to separate clean and dirty instrumentation. It is right next to 

the operating room making it easier for cleaning and reprocess of the instruments.  

The post-operative area is beside the operating room as well.  Each stretcher bay has the 

equipment for recovering a patient from general anaesthetic. Nurses have a desk at which to sit 

and chart.  This area opens to another adjoining room where patients wait for surgery or wait for 

a ride home. This room has two lounge chairs as well as other chairs. 

The emergency department has different areas.  There are designated areas for triage, 

registration and patient and families waiting. Another area is the treatment rooms and central 

nursing desk. Patients first come to the nursing desk.  From there, a nurse takes the patient to the 

triage area for an initial assessment. After triage, the registration assistant registers the patient at 

the registration desk.  Patients or a family member bring the documentation back to the nursing 

desk. They will sit in the waiting room until the nurse shows them into a treatment room. 
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The hospital provides medical care including emergency outpatient and inpatient care.  

Elective day surgery occurs on weekdays.  No emergency surgery is performed.  Ambulatory 

clinics occur on weekdays with various physicians having scheduled outpatient appointments.  

Telehealth services are available on weekdays.  The clinical support services include a dietician, 

laboratory, diagnostic imaging including ultrasound, physiotherapy and an inpatient pharmacy.  

 Most of the staff, including nurses, volunteers, maintenance worker and housekeepers, 

wear uniforms.  Other healthcare professionals and administrative staff wear business casual 

clothes. The direct patient care professionals often wear a lab coat over their clothes. 

This hospital in this small rural town was ideal as a research setting.  It captured concepts 

in the literature including community relations.  My understanding of patient safety in rural 

hospitals was also expanded to include other concepts that will be discussed in the following 

chapters.  
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Chapter 6 

Study Findings 

Welcome to our family 

6.1 Background 

 Chapter 6 is the main focus of my study.  The study findings brought to life many of the 

concepts that were described in the literature especially with respect to rural hospitals.  Other 

descriptions and concepts were unexpected.  Some patterns and concepts that were developing 

about patient safety were different from those appearing in the literature. The disparity between 

the literature and the findings demanded that I revisit the model developed from the literature.  

Modifications were needed at different levels of the model. The modifications of the models are 

described at the beginning of this chapter. The rationale for the changes will be discussed 

throughout this chapter.  

 During my fieldwork, I became aware that two more partners needed to be added to the 

circle of partners including patients and support workers.  Based on my observations, I have 

moved them to the status of an equal partner for patient safety.  My original intent in this study 

was to focus on healthcare professionals.  During my field work, however, I recognized that I 

could not ignore support workers or patients.  They are vital to the overall understanding of the 

hospital functioning. Patients were often staff member’s family or friends. They actively 

participated in their healthcare choices making the patient and healthcare professional’s 

relationship more of a partnership in care. The support workers (maintenance, housekeeping, 

dietary aids, administrative staff and others) work influences many patient safety concerns 

including infection control, equipment maintenance and supplies.  They are an equal partner in 

patient safety.  
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Professionals from the Rural Hospital Model                         Proposed Partners from  the Study Findings

Leaders Physicians

NursesHealthcare 
Professionals

Leaders

Physicians

Nurses

Healthcare
Professionals

Support 
Workers

Patients 
and 

Families

 Figure 6.1. Depiction of the changes made for people involved in the model 

In addition, the major patient safety descriptors changed for rural hospitals. Error 

management is not the centre focus.  Patient safety culture is the focus and there are descriptors 

enhancing patient safety culture.  Error management, safeguarding, just and learning culture are 

part of the descriptor called patient safety systems.  Other descriptors that complete the patient 

culture descriptors include teamwork, fix it, confidentiality and communication.  Confidentiality 

and ‘Just fix it’ are specific to these study findings.  These modifications better describe patient 

safety in this rural hospital.  

 



IT’S EVERYTHING AND EVERYONE’S RESPONSIBILITY                                        114 
 

Model  Centre from the Rural Hospital Model                         Proposed Model Centre  from  the Study Findings          
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Figure 6.2. Depiction of the changes made to the centre components of the model 

6.2 Partners in Patient Safety Culture 

 This section is the description of health care professionals in the hospital including 

leaders, physicians clinical professionals, nurses, support workers, physicians and patients. The 

descriptions include details of the specific working environment and the hospital staff’s roles and 

responsibilities including how they articulate their roles in patient safety culture.  The findings 

will draw attention to why the new elements needed to be added to the model. 

The partners involved in patient safety culture in this rural hospital include the leaders, 

physicians, nurses, healthcare professionals and patients.  Patients are added as partner in care 

for the updated model for rural hospitals and will be discussed in relationship with the healthcare 

staff.  This section will focus on the roles of the healthcare staff and their description of patient 

safety.  
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6.2.1  Leadership Structure. The leadership structure is composed of four senior 

administrators and some frontline managers.  The senior leadership team reports to the board of 

directors. The four senior leaders include the Chief Executive Officer (CEO), Chief of Nursing 

(CNO), Chief Financial Officer (CFO) and the Chief of the Medical Staff. Each senior leader 

except for the Chief of the Medical Staff also has direct responsibility for some of the 

departments. Please see appendix I for the organizational structure. 

6.2.1.1 Being fully present in every moment. The CEO is responsible for the overall 

management of the hospital and several other departments.  During an informal interview, one of 

staff explained that there should be one more senior manager but in order to keep more frontline 

nurses, the CEO decided to directly manage some of the departments thus reallocating funds 

from management to direct care. The CEO also holds the quality improvement portfolio.  

The CEO’s days are filled with balancing external and internal commitments.  She 

describes her role as working with the governing board, municipality, and healthcare partners in 

the community and region.  Her focus is the goals, objective and strategic plan that are in place 

and in development for the hospital.  She was often seen speaking with staff in the hallways 

outside her office, by the cafeteria.  She attended and chaired some of the regular in-house 

meetings.  She stated that she likes to be part of the meetings to learn what day-to-day issues in 

the hospital are. 

I'm on a lot more operational committees, more than other CEOs and some of the 

frontline committees. This is where, you get an opportunity to hear things inside and pick up on 

the asides in the conversations about things that are not said. Things are hinted at but not said. 
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 When she took me for a tour of the hospital she knew everyone and most staff called her 

by her first name.  

 Welcome to our family.  These are the words that the CEO used at the new staff 

orientation.  It was further clarified that if any employee is unhappy in their job they will work 

something out to make it right. From my observations and interviews with staff, this is not an 

idle statement. For example the leaders change work hours and make the necessary 

accommodations to improve work-life balance for staff.  

  The CEO spoke about conscious steps to develop patient safety culture.   She describes 

her vision for patient safety as being vigilant – where we are being fully present in every 

moment.  She does not think that they are quite there yet but they have made progress. 

We had one standard tool about five years ago for capturing different types and all 

incidents. It was just like this catchall tool for all incidents. It was very much like, whose 

fault is it? Whose fault was that? So that's what we've come out of and it's been kind of a 

tough move because you still see the staff going I don't want to talk to you about this but 

and I really didn't mean to but you know it's my fault. So it's been a real concerted effort 

to try to move it from yes we have a problem how do we focus on solution instead of 

focusing on fault. How do we focus on making it better instead of focusing on whose fault 

it was?   

All of the policies and procedure for reporting are well established.  Staff are aware of the 

steps that need to be taken for incidents.  
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6.2.1.2 What would I want my mom to have? The CNO also has an open door policy 

except she is rarely in her office.  She can be found facilitating meetings, speaking with staff 

about issues, fixing equipment, helping with triage or reviewing patient files on the unit.   

When asked about patient safety and her role, she believes that it is an integral part of her role.  

She stated: 

I would say it's huge. Huge role in patient safety. I do policies. I put everything into place 

so that patients are safe and that's one of my main goals... Pretty well that drives my role 

it's patient safety. I don't always think about it in the trenches but I know that it's always 

in the back of my mind..... it's basically from a nursing perspective what I think makes 

patient safe. And it's kind of in the role it's just part of the embedded into the role. I don't 

know how to break out any further than that. 

 I observed many interactions between staff and the CNO.  She often asks for information 

and input on issues that she is working on at the time.  Staff indicated that she is “one of us.”  

The CNO defines her role as more than the basic patient safety. She views her role as doing the 

best for patient care.  She stated: 

I'm thinking, if I was a patient how would this come what kind of care would I want? 

What would I want my mom to have? What would I want my kids to have when they're 

here? So that's my overall view. 

6.2.1.3  Robbing Peter to pay Paul. The CFO is responsible for the hospital budget and 

finances as well as dietary services, patient registration, housekeeping, medical records, patient 

scheduling, building maintenance, materials management, information management, human 

resources, and occupational health and safety. Most days she is in her office located between the 
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CEO’s and CNO‘s offices.  Her door is usually slightly open if anyone would like to speak with 

her.  

 Balancing the budget is not easy for the CFO to manage.  The organization has had a 

surplus in the past as a result of careful financial management and this surplus is redistributed to 

hospitals in the region. The hospital leaders viewed the sharing as helping their neighbours so 

they have better services in the region. They are constantly meticulously reworking budgets 

based on their services. The CFO explains how they manage. 

I think we all do a really really good job here of doing what's best for the patient. That 

being said, it's always a juggling act with the finance right? Because where I really have 

a hard time is we all want to do the very best standards of care and whatnot but quite 

often to do that we're deciding what were not doing..... That's where I really struggle, is 

with robbing Peter to pay Paul... It’s that constant, constant balancing act that you do. 

Her concern extends to the staff complement and lack of redundancy.  There are few 

staff, especially in the support services.  She mentions that nurses can be replaced but some of 

the positions only have one person who knows the job.  She explains her concern about the risk 

of having few people. 

There is no excess there is nothing. In actual fact we are probably way too thin. Like I 

know we have just got way too many jobs where they're one person. That one person goes 

down and we are in deep trouble.  

 She is a strong advocate for the support staff and the importance of their role in the 

hospital.  When asked about her role in patient safety, she stated:  
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Oh yes, absolutely I have a role in patient safety and some of it is in terms of 

implementing new standards of care or new processes and some of that is finding the 

money to do that or figuring out how we’re going to do that... We find a way to support it 

because it is the culture here. 

 For example when the CNO came to ask to change the linen process in the operating 

room because it did not meet the best practice standards, the CFO found the finances to cover the 

new expenses. She states that she likes working in this small hospital because it does not take 

long to implement change.  She stated that in larger hospitals where she worked previously 

change took a long time.    

6.2.1.4 Learn together and pass stuff around. The Chief of the Medical Staff (0.25 FTE) 

oversees the physicians in the hospital and supports the hospital initiatives. He also works (0.25 

FTE) as a physician.  He has been working over 30 years in the hospital serving on different 

committees and providing medical care. 

He sees his role as assisting the senior team with the initiatives in the hospital and 

relaying information back to his colleagues.  This role includes working with the governing 

board and helping with the imposed legislation. He stated that by being in different roles over the 

years he has learned the importance of some hospital issues such as appropriate beds as it makes 

a difference in how nurses can provide care.  He shares his knowledge and experience with his 

colleagues and encourages them to participate in committees in the hospital. 

When asked about his role in patient safety, he states it is passing on information on 

safety issues to his colleagues by using the informal communication structures that are in place 
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in the hospital.  He gave the example of hand hygiene and getting physicians to wash their hands.  

He states that he reminds them about the C-difficile and MRSA that can occur.  He states: 

Well you know, as Chief of Staff, I think you have to pass it on to either meetings or just 

informal talks because we have coffee break. It makes a little bit easier on us because we 

can bitch and learn together and pass stuff around. Because most people don't like 

change.  

 The CEO and CNO speak fondly about the Chief of Staff.  They work well as a team. 

  6.2.1.5 Here our managers are good. The nurse manager for the inpatient unit is also the 

discharge planner.  Other managers work as clinicians as well as part time managers.  Diagnostic 

imaging and physiotherapy use this model. The pharmacy manager and the human resource 

manager are shared part-time positions with another hospital.  They work full time but their time 

is split between two locations.  

 The direct care managers are rarely outside their departments unless their other position 

warrants it.  They are visible and available to the staff to answer questions or deal with any 

concerns. The nurse manager on the unit will sit or stand in the back of the unit desk area every 

morning from 0745 until 0930.  This is the busiest time since the nurses are just starting the 

morning care and the doctors are visiting the patients. She will listen to the physicians’ 

conversation and will be available for any question that may arise from nursing, medicine or 

other healthcare specialists. The staff nurses have no hesitation asking questions. Nurses would 

ask questions such as how to use specific equipment or direct patient needs. She then will visit 

every patient and ask how they are doing. Similarly the pharmacy manager has the same 

practice.  She is available in the pharmacy in the early morning and makes her rounds to the 
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ward at 0900.  She stands in the background reviewing the kardex and listening to the 

conversations.  She stated that she likes to be available to answer any questions and to hear any 

changes to medications that may occur. 

The nurse manager also completes the discharge planning and arranges for the transfer to 

and from the larger city. She has to negotiate with the larger city hospital to ensure the patient 

can receive care in the small hospital. Some issues that she encounter and resolved while I was 

observing included ensuring they had the proper infusion pumps for the patient needs and 

negotiating return based on the acuity of the patient. The nurse manager has had to refuse a 

request for a transfer of patients because the acuity level is too much for the staff to manage.   

 The human resource manager, with other leaders, has holiday celebrations and draws 

during the year for staff.  They are working with Public Health on healthy lifestyle choices for 

staff.  They want to break down perceived silos between departments. 

 When asked about patient safety most of the managers see themselves as the overseers of 

care and ensure that policies and processes are developed and followed.  For example, the 

inpatient unit manager has review material, and corresponding tests on different high risk 

policies such as restraints, falls prevention or blood administration, to ensure that these policies 

are reviewed regularly and that practice is consistent.  Prizes are given as incentives to complete 

the packages in a timely manner. 

6.2.2 A good place to practice. Over fifteen core family physicians have privileges at the 

hospital. Speciality physicians also have clinics, perform surgery and are part of the telehealth 

program. Speciality services include surgery, cardiology, and endocrinology and are offered 

mainly during the day or by telemedicine technology services. Locum physicians take extra 
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shifts in the emergency department to cover the shifts that the core group of physicians cannot 

cover.  

 The core team of family physicians take on different roles that are needed in the 

community or in the hospital.  The family physicians cover emergency care, committee work, 

and leadership positions such as chief of staff, anaesthesiology, minor surgery and inpatient care, 

including weekend rotations to cover patients without a regular family physician. These 

physicians also maintain family practices in the community. In addition, physicians support 

healthcare services at long term care facilities or the neighbouring hospitals. One of the 

physicians describes his committee work and how roles change. 

From time to time I am on various committees in the hospital.... I've been in different 

roles. I have been Chief of Staff in the past and president of the medical staff in the past 

and, oh God, medical accreditation committee and various committees.  

Physicians in this hospital are engaged and active in the different committees and 

initiatives.  The policies and procedures that affect their care must be approved at the medical 

advisory committee (MAC).  I observed the process for implementing a cardiac protocol and the 

Venous Thrombo-embolism protocol required by Accreditation Canada (Accreditation Canada, 

2012).  The physicians provided the administrators with their comments and the protocols were 

passed with little concern.  The administrators and physicians collaborated throughout the 

process. 

The physicians were observed using hospital processes and protocols.  In the operating 

room the surgeons and physicians used both the surgical checklist and the surgical pause.  The 

surgical checklist is a surgical review list of required steps in the surgical procedure for the 
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surgical team to confirm before the surgery starts (Accreditation Canada, 2012). The surgical 

pause is when the surgical team stops and reviews the surgical checklist and procedure 

requirements before the surgical procedure begins (Accreditation Canada, 2012). Both are part of 

the Accreditation program as well as policies in the hospital.   Operating room nurses stated that 

the surgical pause and checklist were difficult to implement at first but now they are well 

accepted.  When I observed in the operating room, the surgeon led the surgical pause and 

checklist.  The physician anaesthetist stated they do it if the surgeon does not.  Other patient 

safety initiatives, that the surgeons often do, include initialling or marking the operative site with 

a marker before the patient enters the operating room. Markings along with the surgical pause 

and surgical checklist are part of patient safety initiatives (Accreditation Canada, 2012).  

When asked about their role in patient safety, the physicians identified and discussed 

some of the common themes in patient safety and some that are part of a rural hospital 

environment.  They recognized the need for double checks and systems to prevent errors that 

could happen. One physician discussed this need: 

Patient safety I would say is just quality control and making sure we minimize our errors 

because we can make errors. Just ensuring that we have systems in place to double check 

things and remind us that we need to do certain things. 

One physician stated their part of patient safety: 

Yes I mean, you know, it's making the right diagnoses, following up on the abnormalities 

and getting them into the correct part of the healthcare system whether it's home care, 

placement and balancing it with their wishes. 
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 Physicians did identify malfeasance as a concern for patient safety.  There was a 

recognition that errors can occur.  The CEO stated that the physicians have progressed with the  

just culture philosophy:   

...even in the physician committees it's kind of like let's discuss this incident not in terms 

of oh my God am I liable but in terms of what can we do to make sure, how much is this 

happening? What population is it happening to? Is there some way to address it? 

One physician captured the essence of what is needed for patient safety for physicians in a rural 

hospital. The physician stated three simple words and then qualified each for patient safety.  The 

three words were education, knowledge, communication. 

Education is very important. Continued training, like going for continuing medical 

education and making sure your skills are up to date in how you deal with certain 

things...I guess part of it is the knowledge of what our limitations are and what our skill 

set is and the skill set of people around us...communication, if you look at a lot of medical 

problems they deal from poor communication and inability for the patient to feel they are 

understood, inability of the physician to give information to the patient. 

 Physicians work together to provide care for the community.  They use each other as 

resources and maintain their education requirements. As a group they have donated money to the 

hospital for equipment and they give their time to charity fund raising.  They work together for 

the community and the hospital. 

 6.2.3 Giving everything. Healthcare professionals and nurses have suggested that nurses 

are responsible for patient safety in hospitals (Cook et al., 2004).    In this hospital, nurses care 

for patients from babies to frail elderly. This discussion will focus on the role of nurses within 
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the context of the areas in which they work in this hospital.  Nurses understanding of their role in 

patient safety will also be highlighted. 

There are two classes of nurses, Registered Nurses (RN) and Registered Practical Nurses 

(RPN), in Ontario and both work in this hospital. The nursing staff experience in the hospital 

ranged from one year to 40 years.  Most full time nurses had over ten years of experience.  

Nurses work in different departments including emergency, ambulatory care, operating room, 

surgical care and an inpatient unit. Appendix J displays the nursing staff mix in the hospital. 

Some nurses worked in almost all the departments before they got a full time position in one 

area. Nurses tended to work in separate departments with little overlap unless they were casual or 

part time.  Some have never worked outside this hospital. Along with their nursing duties, in 

some areas they have the added duties of a clerk, receptionist, cleaner, maintenance and security 

guard especially during the weekends and evenings. Nurses also work as educator, infection 

prevention and control nursing, and occupational health and safety.    

  6.2.3.1 Every day is different. The emergency department is staffed with a minimum of 

two registered nurses and one physician twenty-four hours a day. The nurses work twelve hour 

shifts.  A third nurse works a six hour shift on some weekdays. When it is too busy for two 

nurses, a third nurse is called in.   They have over 20,000 emergency visits a year and have the 

lowest wait time documented in the Local Health Integrated Network (LHIN) report. All of the 

nurses must have completed the emergency care course as well as the advanced cardiac life 

support training (ACLS).  

Nurses worked as a seamless team without defined assignments. They watched the 

physician and the patient leave and then they brought in another patient. They also complete an 



IT’S EVERYTHING AND EVERYONE’S RESPONSIBILITY                                        126 
 

equipment checklist during each shift. When they had a moment free from patient care, they 

would each be checking something different and signing the list. They are also responsible for 

cleaning the rooms between patients, answering the telephone, monitoring the security 

televisions, and registering patients after eleven at night.  This is different from larger hospitals 

where the nurses are assigned to different beds, teams or areas in an emergency department and 

there are cleaners, security and unit clerks. One nurse explains her day: 

Every day is different. That's what makes it fun. But you start in the morning; it usually 

doesn't start too bad. It's usually fairly quiet but our day moves in nice and gently and 

then we just get busy and just go. So every patient is different everything is different there 

is no typical day.  

Standard medical protocols and directives are used. Written directions for care are 

typically for certain common conditions such as asthma or acute cardiac syndrome. Nurses have 

colour coded children’s directives on pink paper and adult directives on white paper to avoid 

errors between the two. The protocols or directives are housed in the triage office so the nurse 

can immediately initiate the care needed. A nurse explains: 

We being a small emergency department, we tend to help the doctors do their job just to 

move things along faster so they give us a lot of leeway.  

 Standard protocols and directives help patient care progress faster.  The nurses are able to start 

the preliminary care before a physician sees the patient. 

 When asked about their role in patient safety the majority of the emergency nurses stated 

“Everything”.  One nurse summed it in this explanation: 
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Well everything is related to patient safety because you're dealing with the patient one on 

one so, you're always looking at you know, because you're giving medications, you're 

giving treatment you're giving everything, yet to make sure you're giving the right care to 

the right person, you know that you're getting the appropriate care to the person. 

 After they stated “everything”, many of them continued and specified the different ways they 

protect the patients.  Nurses described putting patients in appropriate rooms, assisting with 

mobility and one mentioned general protection of the patient.  Concerns raised by nurses include 

patient safety issues of confidentiality and security. Confidentiality during triage in the 

emergency department was identified.  One emergency nurse described this concern: 

They come in you're trying to keep them in triage and keep them quiet so that they have 

the confidentiality. So that they feel safe and comfortable talking about whatever they're 

doing.   

Security was a focus of safety for most of the nurses interviewed. Few people realize that 

minimum staff in a small rural hospital can mean less than three nurses and perhaps one 

physician.  They may be responsible for over twenty inpatients as well as emergency patients. 

One emergency nurse explained what it was like before they had two nurses in emergency: 

Because there was a time like when we only had one nurse on nights when there would be 

issues that came up. There are two nurses upstairs one nurse downstairs and a doctor 

sleeping so really only three people here and everyone is going to be compromised.  

The administrators had a security review of the hospital within the last seven years.  

Following the review, they locked the doors and installed cameras. Emergency nurses must buzz 

people into the hospital after eleven pm at night. Nurses have panic buttons in their pockets.  A 
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utility room in one of the emergency rooms has a telephone, a locked door and a hammer to 

break the window so nurses can get out in a crisis.  Nurses are responsible for monitoring the 

security screens from the emergency desk if they are not providing care.   

 Two emergency nurses now work nights not because of patient volume but because of 

security.  They tried to have a security guard and one nurse. The security guard is not able to 

touch patients and often not trained in crisis intervention. An additional nurse was more useful 

and cost effective.  The nurses seemed happy with the new changes.   

6.2.3.2 At our mercy. Surgical care includes central reprocessing, the operating room and 

the preoperative and postoperative care area. A multi-disciplinary team works together in the 

surgical department. The physicians and nurses describe themselves as a team. Only registered 

nurses work in this area but they welcome students in the operating room and surgical area. 

There are two full time registered nurses in the operating room and two part time registered 

nurses for preoperative and recovery room, as well as some casual staff.  The operating room 

staff are different from the recovery room staff, however, they share responsibilities and plan 

their activities together. One nurse describes how they share the team lead role and how they 

organize the staffing: 

We usually get it [Surgery list] Wednesday or Thursday for the following week. So we 

kind of know what work is doing for that week. At that point we sit down [Recovery nurse 

name] and I,[operating room nurse name]  does recovery room, so we do opposite weeks 

of team leader but we usually sit down together and decide how much stuff we need, 

whether we need a four-hour person to do relief or not.  

The nurses will relieve each other for their breaks if the surgeon does not break for morning tea 

and lunch.  A few nurses are cross-trained to work in both areas.  The full time operating room 
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nurses both have completed an operating room course. Some of the casual nurses in the 

preoperative and postoperative area also work in the emergency department. 

  Patients are seen in the preoperative clinic in the ambulatory care department a few 

weeks before their surgery to ensure the proper assessments and information is completed.  The 

preoperative and post-operative areas are the same room and the nurses are the same.  The nurses 

state that they must be careful to check the patient’s identification including their armband 

because there is a mix of surgical and emergency patients in the waiting room.  A patient safety 

problem had occurred with mixing up patients. Staff recounted that the patient stated that he did 

not think he needed surgery.  He just wanted to see the physician. The mistake was identified 

before the patient was injured.   

Nurses prepare the patients for surgery and check for the surgeon’s marking on the 

patient. Patients are escorted by an operating room nurse or physician to the operating room 

when it is time for their surgery.  The general practitioner physician anaesthetist managed the 

patient and the nurses organized the instruments and preparation for the surgery.  The circulating 

nurse reviewed the consent and patient information with the scrub nurse. Before anaesthesia was 

started a surgical pause and the surgical checklist was completed by the surgeon.  The general 

practitioner physician anaesthetist mentioned that if the surgeon doesn’t initiate the checklist she 

does it.   Each team member knew what needed to be done and they just completed it.   

The circulating nurse helped with the patient for the induction of anaesthesia and 

preparing the patient for surgery.  She spoke about this part of her role as her main focus for 

patient safety: 

I would think for us in the OR we are really the patient advocate because they are asleep. 

So really as far as using whether we you know, use egg crates [special padding for 
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joints] under their feet or arms or elbows, they are really at our mercy. So it really is our 

job to make sure that things are safe for them. So we take that very seriously. 

Once the patient’s surgery was complete they placed the patient on a stretcher and 

transferred the patient back to the surgical care area.  Nurses in the surgical area follow the 

standing physician orders for recovering patients after surgery.  The physician anaesthetist passes 

on specific information about the patient condition that may be outside of the standing orders.  

Once the patient is conscious and has stayed the required amount of time, the nurses discharge 

the patients to family members.  Nurses often escort the patients in a wheelchair to the front 

door. When asked about their role in patient safety, one surgical nurse gave this answer: 

It's kind of all-encompassing. Everything we do is huge and focuses on patient safety. No 

matter what you're doing. You know. Even something like starting an IV [intravenous] 

you don't want to give them a big bruise; you don't want negative outcomes so we are 

always thinking about it in the back of your mind. You know, whatever it is you're doing. 

Nurses in this area stressed environmental factors as a patient safety issue including having bed 

side rails up especially when the patient is coming out of anaesthesia and safety brakes on the 

wheel chairs.  They mentioned keeping patients safe by careful monitoring and assisting them 

when they first ambulate after surgery. They identified that everything they do is important 

especially being the patients’ advocate. 

 6.2.3.3 Always kind of watching.  Ambulatory care uses treatment rooms, a desk area 

and a lounge chair area where patients sit to receive blood transfusions.  Two registered nurses 

and two registered practical nurses work in this department.  One registered nurse works four 

days a week and another RN works one day a week.  There is one full time RPN and one part 
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time RPN.   The RN that works one day per week looks after patients for stress testing.  The 

registered nurse that works four days a week organizes the pre-operative patient clinic, blood 

transfusions and the teleheath patient care program. A variety of specialists utilize the telehealth 

network for patient care.  The RN organizes the telehealth appointments and required treatments 

for patients before their telehealth visit with the specialist. She also sees all the preoperative 

patients before their surgery date to ensure they have all the required tests and information.  The 

registered nurse starts the blood transfusions on scheduled patients.  

 When asked about her role in patient safety, the RN described confidentiality, client 

identifiers and education. Confidentiality for telehealth is about safe information transfer and 

negotiated privacy during the interview.  The RN has a confidential fax machine to transfer 

patient information to the specialists.  At the beginning of each telehealth appointment, to ensure 

privacy and confidentiality, she confirms with the specialist and patient the specific people in the 

telehealth rooms. She stressed the importance of checking and double checking client identifiers 

especially when she transfuses blood products.  

  For the preoperative clinic, this RN stated that assessment and education of the patient 

on the surgical process is part of her safety role.  She assesses the patient before surgery and 

provides the preoperative and postoperative instructions about the surgical process to the 

patients.  She sees this as ensuring safety.  She mentioned that patient safety is part of the 

hospital’s goals and identified many hospital initiatives for patient safety such as hand hygiene, 

occupational health and safety and incident reporting. She is a member of some of the 

committees for patient safety issues. 

  The RPNs manage various physician clinics and provide assistance to physicians and 

care for patients if needed.  Their role in patient safety is about constantly checking and 



IT’S EVERYTHING AND EVERYONE’S RESPONSIBILITY                                        132 
 

providing a safe environment. They described proper door handles, safety brakes on beds and 

labelling specimens as patient safety issues. One RPN described her role: 

I would have to say that it is always in the back of your mind so you're always kind of 

watching for obstacles in there if they're going to the bathroom... that kind of thing. It's 

just sort of something that you just kind of, always doing.  

These nurses knew many patients and family members. They smile and speak with them.  I 

noticed that they often provided direction to people in the halls for different departments. 

 6.2.3.4 So it’s just an ordinary day. The twenty bed inpatient unit is on another floor of 

the hospital. Both RNs and RPNs work on the unit and normally care for between sixteen to 

eighteen patients. The RNs usually work twelve hour shifts including days and nights.  The RPN 

usually works eight hours with no night shifts. For the day shift, two RNs and two RPNs work 

depending on the inpatient census.  On evenings and nights, one RPN works from three o’clock 

until eleven o’clock in the evening with two RNs working twelve hour shifts from seven to 

seven.  

 Their roles and patient assignments are structured by their specific professional 

responsibilities and competencies and acuity of the patients. Each nurse has assigned patients but 

they work in teams. The night team leader usually assigns the roles.  One of the RPNs describes 

their team system and how they work: 

So we have an RN who is our team person. So you have an RN and an RPN and you have 

two teams, team one and two. So that RN who gets your team does your IV meds. We get 

the more stable patients. If there are any cardiac's the RNs get them. Other than that we 

get pretty much the same patients as they do. 
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When the RNs and RPNs are present at the beginning of the day shift they start the taped 

or verbal report.  The night staff do not provide coverage during report especially if they are 

providing the verbal report.  One nurse explains the process for transition of care: 

You get a report from the night shift and it's usually taped, so that usually takes about 

half an hour. It just depends how many interruptions you get, how many bells and all 

that. And, before you get report so, you have a list, a workload list and it tells you what 

patients you have and what room number and what's wrong with them. And then as you 

get in and take report you add to that any specifics or any appointments they have that 

day, if they need any blood work that they need done for transfer for the next day. 

 After report, the nurses commence care that is needed for each patient. Each nurse has 

their own routine for patient care but each is often seen helping the other with different tasks.  

They do the assessments, medications, and morning care.  There are constant interruptions with 

call bells, meals, and patient requests. One of the nurses explains a typical day: 

We usually start with getting a.m. meds, addressing any situations with the doctor 

regarding their patients. Then you get them washed and set up for the day. You do your 

assessments, and whatever treatments are necessary, dressings, whatever. Prepare them 

for lunch and do more assessments after lunch. And then, usually we have change of shift 

at three o'clock for RPNs. Then we go down in staffing so we pick up extra patients at 

three o'clock. Then we do report again. More assessments, medications, suppertime and 

then you leave at seven. 

On the inpatient unit, some of the policies have specific procedures, protocols, checklists 

or pre-printed orders that are associated with them to help with implementation.  For example, 
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the falls program has a risk assessment portion. For the restraint policy there is a specific 

protocol and consent process that must be completed. Nurses must review these policies every 

year. The nurse manager has assisted this process with independent learning packages and 

contests with prizes to encourage and reward nurses for their efforts.    

When the nurses were asked their role in patient safety, the most common response was 

everything.  One nurse captured the thoughts of many of the nurses with her description: 

Yes but you're kind of like a part of every aspect and I don't mean that you really just 

consciously sit there and write it down but you're looking or doing an assessment or 

watching the patient. It's every part from physical to psychological to emotional. We deal 

with everything, the person as a whole.  

One nurse explains assessment as part of patient safety: 

Everything has to be considered. So, that to me is the number one patient safety, 

assessing their cognition and their physical ability and our abilities to assist that patient. 

Yes, so it's an ongoing assessment that we are doing in our heads at present but it's not 

something that we are documenting but that we will have to do. 

 Although “everything” was the common theme, the main themes for patient safety were 

assessment, environment and personal safety.  They listed many ways that they maintain patient 

safety. Some of them included monitoring patient’s medication, test results and intake and 

output.  Initiatives mentioned were hand hygiene and constant double checks. Many nurses 

mentioned that they were on different committees for patient initiatives.  They also work on 

education initiatives such as chart audits and research reviews for best practices.  Improving 

patient care seems to always be their main focus. 
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 6.2.3.5 Striving for the best practices. Two nurses have supportive roles in the hospital.  

One nurse works part time as the hospital educator as well as a casual employee in the inpatient 

unit and palliative care nurse. The other nurse works part time as an infection control nurse and 

occupational health nurse. Both have worked in the hospital for several years and contribute to 

hospital initiatives. 

  She will find out for you. The hospital educator is responsible for educating all staff 

including the nurses.  She often works in collaboration with the CNO to organize different 

learning events such as skills days where staff design posters and orally present topics on patient 

safety, new protocols and human resource items.  She also tracks and posts education 

opportunities for all staff on a regular basis. She was rarely in her office in the basement, rather, 

she could be frequently found on the inpatient unit helping nurses with care.  She works on this 

unit as well.  One nurse describes this relationship: 

Our staff educator was one of us on the floor so she is very very good at coming up and 

giving us a hand and explaining stuff that we have not come across and she will find out 

for you if she does not know and you don’t have time. 

 The educator organizes the orientation of  all new staff members and nursing education 

that is needed.  While I was observing I attended her orientation for nursing students.  Her 

orientation covered incident reporting, medication safety, hand hygiene and a special section on 

patient and staff safety. She stated to the students that “you’re it” in this hospital so you have to 

know your skills and protect yourself from harm a term used by a nurse researcher about the rural 

hospital environment in British Columbia (Macleod, 1999). 
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 Students are welcomed in this hospital including medical, nursing and dietary students. 

The staff act as mentors and they enjoy teaching and supervising students.  The educator also 

supports the students. One inpatient nurse describes her mentorship role: 

 You're also teaching while you're working so it's a little bit more work put on to you but 

it's good for them and it's good for you. There’s always a thing that they bring to the 

table, new things and there are a lot of things that we know being older nurses that they 

don't know. 

 Ongoing nursing education that she organized was related to updating practice.  She 

taught the RPN nurses how to start intravenous infusions as this was a new competency for them. 

She also organized violence prevention training for nursing staff.  When she was not providing 

training she would be working or filling in for the inpatient manager. 

 When asked about her role in patient safety, she stated that it is a combination of personal 

safety and keeping patients safe.  As a nurse, she stated that it is important to keep current with 

new patient practices.  This will help to give the best care possible to the patients. 

 I'm always looking.  The infection control and occupational health nurse provides support 

in many initiatives and belongs to many different committees in the hospital.  Her days usually 

start with visiting the inpatient unit and reviewing the patient list, checking for those with 

infections and ensuring proper precautions are maintained.   She will educate and help nurses if 

they have questions about precautions. After the unit visit, she could be found in her office 

researching new initiatives or at various committee meetings. She researches leading topics and 

provides information and guides key people to put them into action, and states that it is not 

always done as quick or the way she thinks it should be done but she believes the key people 
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need to implement it their way to ensure best practices will be followed. 

  She belongs to external research groups to help glean new information.  She finds 

university or governmental research projects, applies to be part of them and takes part.  She 

submits abstracts for conferences and she helps others to do the same.  She works with leaders to 

have the education paid for staff.  She states why she works at education: 

You know I'm always looking for education for other people not just myself. It is better 

that each of us take it.  I find that if your coworkers are more educated then changes 

going to happen faster and it will be nicer and a happier place. That's just me, that's just 

how I am. 

After an incident, she searched for tools to implement the strategies that they had discussed.  She 

had identified this need before the incident occurred however there were not enough resources to 

implement the education she had suggested.  After the incident, she tenaciously continued to find 

resources to move forward with the project. When asked about patient safety, she stated: 

 Everyone has a piece of patient safety. I think there is somewhat of a patient safety piece 

in every role in the hospital. 

 She describes her role in patient safety: 

When I think of patient safety I think of striving for the best practices all the time and 

ensuring that there in place. And reviewing best practices and what is going to be the 

best for the patient I always think about that. 

 Nurses in this hospital do not discuss patient safety as error prevention.  Each of them 

looks to assess and protect patients.  The CNO spoke about the proactive attitude of the nurses in 
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the organization.   

They are curious about what things are happening, what's going to happen, they're all 

fairly interested in what's happening next. They are all fairly forward thinking most of the 

nurses around here seem to be a lot of forward thinkers. They're not really just stuck in 

their jobs they're just kind of looking to what's new what's better what can I do that's 

different? They are pretty good at change. 

 Nurses stated that they enjoy working in this hospital. Many nurses first worked in an 

urban centre before working in this rural hospital.  One nurse used the expression of “coming 

home”  as being able to practice the way she was taught to practice. Nurses that work in both the 

rural and urban setting stated that they prefer the rural hospital as there is more diversity and 

autonomy in their practice.  Rural nurses that worked in an urban centre stated that patients in the 

urban setting would comment on their friendly caring approach.   

6.2.4  We share information. Clinical support services provide specialized care for the 

patient.  These services include pharmacy, physiotherapy, dietician, diagnostic imaging and 

laboratory. Each clinical specialist has a role in patient care and safety.   

6.2.4.1 Follow the processes. The pharmacy department is not labelled or advertised as it 

is for the hospital only and not for retail. It is locked and closed at all times with a pass code 

lock. Inside, the pharmacy is divided into two areas.  One area houses the stock medication and 

the other area has a desk for more administrative tasks.  

There are two part-time pharmacists and four part-time pharmacy technicians.  One of the 

pharmacists is the part-time manager and is also employed in the same capacity in a 

neighbouring hospital.  There is a pharmacist in the hospital on weekdays for at least four hours.  
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The pharmacy technicians are in the hospital on weekdays. On weekends, nurses with pharmacy 

certification can access the pharmacy for medication if needed.  

The pharmacists and technicians have a set routine.  The technician comes in first and 

starts reviewing the orders and filling them to have them ready for the pharmacist to review a 

second time.  The pharmacist reviews the orders and filled prescriptions as a second check before 

the technicians take them to the unit for dispensing.   

The technicians have set roles.  There is little discussion between them as they are 

concentrating on their tasks.  While observing, I would often see the technicians in different 

areas of the hospital checking the medication baskets and stock and making sure everything was 

stocked and ready.  Other times, in the pharmacy, they would be packaging medication and 

tracking their medication stock.  One technician stated that they must concentrate on what they 

are doing all the time.  They do not want to make a medication error.  When I was observing, one 

stated that she will stop talking so she can concentrate on her task.  She believes that her role is 

to ensure that the nurses and doctors have the right medications for the patients.  The pharmacist 

stated that her role is to follow the processes.  

Day to day I think the role is to make sure that you follow the processes and things that 

are put in place that ensure patient safety that they are followed opposed to 

circumventing problems. 

 The manager of the pharmacy describes her role as developing safe processes and 

systems for medication. All medications are double checked before they leave the pharmacy.  

They have special flags to alert the pharmacist that it is a new patient’s medication or a new 

medication for an existing patient.  On the inpatient unit they have a basket where the nurses put 
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patient orders and refills.  The technicians check these baskets in the morning and periodically 

during the day. The pharmacy manager works with the physicians on the standardization of 

medication practices.  Some of the practices include standardized protocols for diabetic care, 

venous thromboembolism (VTE) prophylaxis and specific cardiac conditions. She also stated that 

her role is to ensure that the medications are safe.  Part of this review includes investigating any 

medication errors.  She tracks errors and reviews the reasons behind the errors as soon as 

possible after the reporting of the incident.   

I wonder what happened and look and see what I can find. And because we are small I 

can often hit everyone with one quick meeting. Often what we will do is as I am figuring 

out what is going on will problem solve a little and figure out what happened.   

She emphasized that they review the processes to ensure that the standard processes are 

responding to the needs and not contributing to the errors.  Process changes that occurred 

because of issues include timing of distribution of medication and communication failure with a 

change of practice.  

 6.2.4.2 Hands on treatment. The physiotherapy department is a large windowless room.  

The equipment is sectioned into different areas.  There are curtained areas to provide some 

privacy for assessment and treatment. 

There are two full time physiotherapists and one physiotherapy aide.  One of the 

physiotherapists is the manager of the department. They provide care during the day, Monday to 

Friday. The physiotherapists allocate two hours every weekday to the care of patients admitted to 

the hospital.  The rest of the day is spent providing outpatient care.  Every new patient is first 

assessed and a care plan is developed. The manager describes her day: 
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So that is pretty much how my day goes. It’s treating, assessing patients and in-between, 

when I am not doing hands on treatment or supervising, I am doing charting. 

  They have worked together for many years so their routine seems well organized. When 

I observed both carried on with the work and were always watching patients. A volunteer is part 

of this team as well.  Many volunteers have assisted for years including one who has been 

volunteering for over ten years. When patients leave, both the physiotherapy aide and volunteer 

were cleaning the equipment for the next patient. The volunteer also chauffeurs mobile patients 

from the inpatient unit to the physiotherapy department and makes tea at ten o’clock for the team 

to enjoy in between patients. The physiotherapists state that they completely trust the 

physiotherapy aide since they have worked together for years and the aide knows her scope of 

practice.    

When specifically discussing their role in patient safety, the physiotherapist talked about 

confidentiality, assessing and assisting with mobility.  They want the patients to be safe when 

they move and walk.  They talk about the balancing act of ensuring the patient is safe and 

pushing them to work to their capacity.  They are always thinking about the patient’s needs. 

6.2.4.3 It's just constantly you’re alert. The diagnostic imaging department seems larger 

and brighter than most of the areas in the hospital. Their services are offered twenty-four hours, 

seven days a week with evenings and nights as on call services. Appointments are made during 

the day but there is room for emergencies. They are able to perform ultrasound, X-ray, 

pacemaker checks, and ECG readings. The department is linked electronically with a network 

which includes a large hospital.  The images can be electronically reviewed and the results given 
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quickly.  The physicians can also access the images at different hospitals or clinic sites in the 

area.   

The part time manager in the diagnostic imaging area discussed all of the safety checks 

and stated that everything they do is related to safety or patient safety.  Examples include client 

identifiers, pregnancy checks for females, equipment checks and appropriate cleaning for beds 

and equipment.  The manager was faced with a technical concern about their imaging program as 

she was not able to access some regional patient information.  She took action right away to 

rectify it. 

 One of the technologists described her role: I think it's just constantly you’re alert. 

Her description continued about making sure the brakes are on the bed and helping someone if 

they are unsteady. She also stated that in all of their team meetings the manager asks about any 

safety issues that they encounter or needs to be reviewed.  Safety is part of their language; 

however, it is not always discussed within a patient safety context.  Much of the discussion is 

patient care and equipment safety. 

 6.2.4.4 The right diet. The dietician works part time and is also the part-time food service 

manager.  As a dietician she counsels inpatients and outpatients. As a dietician, she distributes 

her time between outpatients, inpatients and diabetic education. The outpatients are referred by 

physicians and have scheduled appointments in her office.  For inpatients, the nurses often ask 

for a dietician referral for patients.  As a food services manager she supervises the dietary aides 

and the kitchen including ordering and setting the menus. She finds that these roles are a good fit 

since she knows the specialized diets and the special meal replacements that need to be ordered. 

When I asked her about her role in patient safety she stated: Make sure they [patients] are on the 

right diet.. Another role she stated was confidentiality. Similar to the physiotherapist’s response, 
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she identified that many of the patients and staff are related or patients are neighbours. 

We are talking about a small community.  I see them at the grocery store as I am picking 

up the odd thing after work.  You know I take that pretty seriously.  They don’t have to 

know that I know them. 

   She mentioned that as a manager her role in patient safety is to ensure that her staff 

follow the policies.  She stated that her staff are good at not gossiping about patients especially if 

they are known in the community.  They are aware of the need to keep patient information 

confidential. Her main focus is the proper nutrition and education for patients. To her, patient 

safety is seen as proper nutrition for patients within her role as dietician and manger. 

  6.2.4.5 Lots of Crosschecking. Laboratory services are contracted from a regional 

hospital.   Staff in the laboratory are employees of the regional hospital although most of them 

have worked in this rural hospital over twenty years. They provide both inpatient and outpatient 

services.   

 One of the laboratory technicians explains the morning outpatient routine: 

In the morning seven o'clock to 1030 we have our patient we have our outpatient clinic, 

which is open to the community. So, it's very busy. We cover 60 patients. Our technician 

will draw this. We processed the samples. 

 Many safety checks are undertaken in the laboratory to ensure quality.  Some equipment 

requires quality checks three times a day.  The technicians do double checks on names and print 

outs.  The technician stressed that she does lots of crosschecking. While observing orientation of 

nursing students to the lab, the lab technician stressed that the laboratory will not release 
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information unless they have the proper identification.   

 Clinical professionals provide specialized care within their specific domain. They view 

patient safety in the context of their role.  Mobility is important for physiotherapists and proper 

diet is central to the dietician.  They also view their role within the context of the community 

emphasizing that confidentiality is part of patient safety as well. 

6.2.5  Our biggest frontline of defence. When the public thinks about a hospital they 

think of physicians and nurses giving care. They do not think of the support that is needed to 

continue the operation of the hospital. The support workers in hospitals can include workers in 

maintenance, supply, housekeeping, dietary, central reprocessing, and administration. These 

positions often require specialized training and in rural facilities, there may be few or only one 

person doing this job.  

 6.2.5 .1 Biggest frontline of defence. The maintenance manager or the three assistants 

were always present fixing or repairing on my observation days. I saw them doing everything 

from shovelling snow and salting the entrance to the hospital to getting extra chairs for 

emergency patients.  They also fixed tiles, installed sleep lab beds and a new humidity system in 

the operating room. 

I did not find nurses or any staff waiting long to have their equipment or maintenance 

needs met. When I asked staff about getting equipment fixed they looked at me strangely and 

said “they just fix it”. The staff rely on the maintenance workers.  One nurse stated: 

Maintenance tends to be our biggest frontline of defence because they are going to be able to 

assess the risk of plugs or leaks.  Another nurse describes how responsive they are if they have 

any maintenance issues. 
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And they come in, in the middle of the night or whatever. But things get fixed quick in the 

day. If we have a problem with the overhead light or the bed, if it's not working or it's 

broken or something's not right they come up right away. If you call them they're there. 

There's never a problem. 

 6.2.5.2 One of my own. There is only one supply manager for the hospital.  He is 

responsible for ordering and restocking the hospital with equipment and supplies. He replaces the 

supply carts on the inpatient unit and emergency unit twice a week.  If the staff need special 

supplies he works to find them and get them as quickly as possible.   When I asked him about his 

role in patient safety his response was: 

 Try to make sure they[patients] are safe and treat them as if they were one of me or one 

of my own.  

6.2.5 .3 Just have a chat with them. The housekeeping staff work day and evening shifts.  

Some of the housekeeping staff have over twenty years of experience and have specific roles in 

the hospital.  One housekeeper cleans the inpatient unit during the weekdays.  Another is 

responsible for the other departments and the operating room.  They have additional training on 

how to clean certain areas including the operating room.  They are mainly responsible for the 

overall cleaning of the surfaces and rooms except in the operating room and inpatient unit where 

they clean after every patient is discharged.  The nurses or clinical professionals clean the rooms 

between patients in diagnostic imaging, ambulatory care, and physiotherapy or patient rooms in 

emergency. These areas are thoroughly cleaned at least once a day.  The linen is removed more 

often during the day and evenings. One housekeeper is responsible for ordering and restocking of  

linen. The housekeeper for the operating room keeps a pager so the nurses can call her when they 



IT’S EVERYTHING AND EVERYONE’S RESPONSIBILITY                                        146 
 

need the room cleaned between cases.  Sometimes housekeepers hear issues that they cannot 

resolve.  They feel safe enough to quickly notify the proper person.  One of the managers 

describes how a housekeeper helped to resolve an issue quickly. 

I mean one time there was a cleaning staff who came to tell me that something was going 

on the floor and I should get up there. And this particular housekeeper said [first name of 

manager] you better go up. You better go up and just have a chat with them.  I mean 

that’s how great it is. Right? So it was dealt with and it was said off the cuff but I took it 

pretty seriously. 

In this case, the manager was not the housekeeping manager.  The housekeeper heard a 

patient and family complaining about food so she brought it to the attention of the manager to 

help resolve it quickly.  When asked about their contribution to patient safety they stated that 

their role is keeping the environment clean to prevent infections spreading.   

 6.2.5.4 They love our food. Many dietary workers are qualified cooks and have worked 

in the hospital for over ten years.  Most of the workers are part time, although there are two full 

time positions.  In the dietary department, the roles are designated by the time they start each 

day.  The person that starts early prepares breakfast, the person that starts later prepares lunch 

and the last person prepares dinner.  There are other tasks that are assigned to each of these 

times.  Each dietary worker knows her responsibilities and carries them out without discussion.  

The meals are on a four week rotation and there are healthy choices for staff and patients each 

day.  Some of the foods such as soup are pre-prepared and simply reheated.   
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 Within their routines, they do some extras.  The muffins are baked in the early morning 

because they want the hospital to smell of freshly baked muffins.  For lunch, the hospital staff 

must order by eleven.  The cooks accommodate special requests and half orders. 

  The dietary staff are considerate of the patients’ needs.  They have special cards for 

dietary restrictions and preferences.  They talk to the patients and ask how they liked their meal 

and what they would prefer for the next meal.  The cook made a special dish for one patient 

because he did not like what they were making for lunch. One dietary staff member talked about 

their high satisfaction rate from patients. 

People on the other hand give us notes saying they love our food. They leave us little 

messages on their cards. 

 When I was observing in the kitchen, a nurse from the inpatient unit called stating that a 

patient’s diet had changed and could they get a new tray.  The cook dropped everything, looked 

up the special diet and the patient’s preferences.  She made the new tray of food and took it to 

the patient within ten minutes of the request.  When she delivered the tray she knew the patient 

was blind so she set up the tray for the patient.  She stayed with the patient and explained what 

and where all the food items were on the tray.  

 When I observed the lunch trays being distributed by the cook, it was the same for all 

patients.  If they needed help she was there to help.  She said that she gets great satisfaction out 

of cooking the food and seeing the patients enjoy it. 

 6.2.5.6 In working order. The central reprocessing department has one full time central 

reprocessing technician.  She has specialized training and is responsible for the cleaning and 

sterilization of all the operating room instruments and linens. She only works weekdays while 
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the operating room is running. The technician was proud to show me this area as it was newly 

renovated and she had input into the design. She presented a poster on it at a conference and she 

received an award for it.   

 The technician efficiently works with a specific daily routine.  She also is responsible for 

testing the sterilizers to ensure they are running appropriately. She told me her role in patient 

safety was to ensure the instruments are in working order and they are appropriately sterilized for 

use. 

I asked her a question about their wrapping of sterile linen packs.  I had never seen them 

only single-wrapped before and I asked why they only single-wrapped them. She stated that they 

had always done it that way here because they thought the linen was double lined.  I was able to 

see a glimpse of her confidence, trust and ability to question and change practice. When I came 

back in four days the practice was changed to double wrapping.  The technician had talked to the 

CNO.  They had investigated the issue together using research on the standards and discussing it 

with the linen company.  The staff member was confident enough and psychologically safe to go 

to her manager with a recommendation. With a huge smile on her face, she told me that they 

changed the practice. 

 6.2.5.7 We have to take care of each other. Administrative positions are not commonly 

discussed in a hospital, however, administrative assistants are needed to complete some of the 

work in the hospital. Financial assistants are needed to send bills and pay common utility bills 

like water and hydro even in a hospital.  Administrative assistants are needed for the senior 

leaders and to take minutes, write policies and organize some events. Medical records personnel 

archive and manage the patient records.    A scheduler schedules all of the workers in the 

hospital for shifts. Unit clerks answer the phones and manage patient charts at the nursing station 
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on the inpatient unit. Registration and booking assistants register and schedule patients for their 

visit. Unit clerks and emergency registration assistants work evenings as well. Nurses cover all 

the other times. Patient care does not seem like part of an administrative role but the support 

workers are often the first person gathering vital information. 

Registering a patient for care is an important task.  The registration assistant takes the 

patient information and puts an armband on each patient.  This armband is used to verify the 

patient name and date of birth before they are given treatment.  In a rural hospital this may not 

seem as important especially if the patient is known to the hospital staff. Complacency can occur 

and this could lead to errors or patient safety issues (Wholley, Moscovice,  Hietpas, & Holtzman, 

2004).  If the name band is incorrect the patient may be misidentified and receive the wrong 

treatment.  The clinical support manager describes the recognition of this issue and their solution. 

I mean, if they're not going to label them properly, make sure, especially registration 

when you're calling up the person make sure you've got the right one. And we've had a 

couple, we've had incidences where the mother gave us the patient's card, registered the 

person, mother didn't catch it, registration clerk didn't catch it. The nurse didn't catch it 

and the doctor can't. It was a card for a son and it was actually for the daughter. So, I 

mean, we are really adamant that you do your three checks and stuff like that. You ask 

the patient the information; you don't spew it out to them. 

The registration assistant may not provide direct care but their role is important.  It is the first 

contact the patient may have to ensure their information is correct. 

The scheduler directly influences patient safety but it not always recognized.  She is 

responsible for staffing the hospital and to try to ensure they are happy. She must balance the 
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staffing needs with the hospital budget.  When asked about patient safety, she stated that her 

biggest concern is the nurses.  She doesn’t want them to be too tired.  She ensures that they have 

48 hours rest time between nights and days.   This is congruent with the patient safety literature. 

Fatigue and stress in healthcare professionals has been identified as a factor that may be 

associated with patient safety errors (Vincent, 2006).  When healthcare workers are tired or 

overly stressed they are more prone to make an error (Vincent, 2006). 

When I was shadowing the scheduler, it was not about patient safety that she was so 

concerned. She told me that we are a big family and we have to take care of each other.  Who 

else is going to look after the nurses?  They look after everyone else so I look after them. 

 Many support positions are staffed by one person when there could be more.  One senior 

leader stated that the support workers sometimes feel undervalued because they are not providing 

direct care so part of her job is to build them up for their role.  She stated during an interview: 

You know, the place would fall apart pretty fast if we weren't here as well. It takes more 

than doctors and nurses to look after patients. We don't give the needles or give their 

drugs or change their bandages but what we do is every bit as important as what they do. 

  The support workers may not articulate their role in patient safety in terms of patient care 

but they know their job and how it contributes to the hospital.  From my observations, the 

support workers are committed to doing their best and most times going beyond to help with 

patients in their capacity. 

6.2.6 Patients. Patients were moved from being identified within patient safety culture to 

being partners in care and patient safety. The relationship between the healthcare providers and 

patients is difficult to articulate from documents and conversations.    In my original model they 
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were merely an element of patient safety. After my analysis they are partners in care and patient 

safety.  

From observation, it was the touch, facial expressions and manner in which they 

interacted that spoke of this partnership. The healthcare providers knew the patients from the 

community. When I was observing they would know the patient’s name before they called them. 

Patients or family members would seek out a health care professional that they knew in the 

community.  If the conversation was about patient concerns, they were seen whispering to the 

other person. The closeness of the interaction, smiles and attentiveness the patient and families 

were different than what is typically observed for patient interactions.  

The physicians did not seem to have the hierarchical relationship with patients that are 

described in the literature (Longtin et al. 2010). When I was observing in the emergency 

department a physician called out to a person in the hallway and asked where he was going and if 

he needed help.  The physician gave him directions. The physician stated that the person was a 

member of his church.  Another time, when the physician saw the patient at the window with his 

dad, he called him by his name.  The physician asked about the health of both the father and the 

son. 

 The nurse manager knows details about many of the patients.  She often knew where 

patients live and their family situations. She understood their needs based on their environment. 

She took these issues into consideration when she organized their discharge. She spoke about her 

role as a discharge planner: 
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I've never had a problem getting anything people need. It may not be as timely as I 

wanted, but they still get it. And I think it is always, I think the patient is ultimately in 

control a lot of time over their safety.  

She works with the patient to ensure the patient is cared for appropriately.  She is careful to 

ensure that the patient is making the decision related to their care if they are able. 

 The nurses would negotiate with the patient about their care and when to provide it. One 

nurse explains how they approach and view patient care: 

And if you have a patient that is not a morning patient you kind of evaluate that and take 

care of that patient last. You know if they are not a morning people. They won’t eat their 

breakfast. Give them time and they will be fine. So it’s just an ordinary day. 

One of the healthcare professionals attended a specialist physician appointment with the 

patient to provide support to the patient and information to the specialist. This was not 

uncommon.   

The patients were recipients of care, participants in care and fellow community members. 

This combination seems to develop comprehensive care for patients and perhaps less likely for 

error (Wholey et al., 2004). 

  Staff members, including leaders, understood their role in patient safety within the 

context of their position. When they described their role in patient safety, it was both as a 

professional and their daily practice. The most common description of patient safety especially 

from the nurses was ‘everything” and the emphasis was on caring for the patient. Error was not 

commonly mentioned when discussing patient safety. 
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6.3 Patient Safety to Patient Safety Culture 

 Patient safety culture is the core of the new model based on the study findings.  Within 

patient safety culture, the descriptors are patient safety systems, teamwork, communication, 

confidentiality, and just fix it. Each descriptor will be discussed within the context of the study 

findings. 

6.3.1 Patient Safety Systems. Patient safety systems are a new descriptor that 

encompasses some of the descriptors from the Rural Hospital model described in the literature as 

well as from study findings. Patient safety systems descriptors from my study findings include 

the concepts of error management, safeguarding, just and learning culture.  Each will be 

discussed with the context of the study findings. 

 6.3.1.1 Error Management. Part of patient safety culture and error management is the 

organizational framework that supports patient safety (Frank , & Brien, 2008).  Plans and 

frameworks such as quality, risk and patient safety have been created based on legislation and 

accreditation requirements. This includes conducting a patient safety culture survey every three 

years (Accreditation Canada, 2012). From their 2011 survey results, on the statements on 

perception of safety in the organization and whether safety was a priority in their organization, 

staff rated them over 90% in agreement. Their mission, vision and values have been created with 

the board and frontline staff.  The vision and values are lived in this hospital.  The hospital 

leaders pride themselves in being efficient.  The policies are adopted from the board to the 

frontline.  When I asked a board member about their role in patient safety, this person stated: 



IT’S EVERYTHING AND EVERYONE’S RESPONSIBILITY                                        154 
 

I see my role in terms of ensuring that there are adequate and relative policies in place 

to ensure that the safety practices are in place and that they are adhered to and followed 

and respected.  

 This hospital has reporting systems, for errors, in different documents.  The Chief 

Executive Officer (CEO) described changes in reporting in the last five years. They went from a 

single fault error reporting system to several different forms for reporting that focus on 

improving systems.  Now for incidents or complaints, there are forms for patient falls, patient 

complaints, medication errors and violent threats.  Staff are given prizes and formal recognition 

if they identify any near miss issues.  All of the data is tracked and analyzed to identify changes 

that are required.  

 6.3.1.2 Safeguarding.  Safeguarding is described as protecting and anticipating issues 

before they occur (McKinnon, 2011; Wynn, 2006). I observed nurses protecting and anticipating 

many issues.  Standardized protocols and processes helped to assess and anticipate and protect 

the needs for patients.  Specific rooms were designated in emergency and on the unit to protect 

patients depending on their diagnosis. Emergency nurses were empowered to initiate tests or 

standard care before physicians saw the patients.  Knowing limits was described by physicians 

and nurses.  This is part of safeguarding in a rural setting (McKinnon, 2011).  Knowing when to 

transfer the patient and when to keep them is part of safeguarding.    Knowing when it is safe to 

accept patients from the urban centers to ensure safety is also part of safeguarding (McKinnon, 

2011).  Often there is only one physician in the hospital to cover all the patients. One physician 

discussed how he deals with rural hospital realities: 
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Well, part of it is to be observant and part of it is to be vocal about and understand what 

is going on.  So one of the things to do is to realize what we can and cannot do. And, not 

try to do things that we are not equipped to do.  

 Transferring a patient from a rural setting involves more coordination and care than 

within an urban setting (Wholley et al., 2004). One evening, a physician needed to consult with a 

specialist and possibly transfer the patient to the city.  The physician had to call several times 

before the consult was made.  The specialist would not accept the patient until the next morning. 

This is a concern for optimal patient care. In this case, the patient improved and was discharged 

home the next morning. 

Many nurses effectively negotiated care with patients and physicians. Negotiation is also 

a descriptor for safeguarding (McKinnon, 2011).   They worked with the patients to logically 

change an unsafe pattern such as a scarf around a patient’s neck that could choke him.  Nurses 

also negotiated care with the physicians. For example, the nurses may not agree with the 

treatment that the physician has suggested based on her assessment and knowledge of the patient 

and family background. Sometimes the nurse may know the patient and family better than the 

physician.  They will negotiate how they will manage the care together. The support workers 

assisted with safeguarding work by anticipating needs of patients and staff.  The dietary aides 

ensured that patient’s had the correct food and they helped the patient with their individual 

needs.  The supply manager ensured that the supplies were double stocked for long weekends.  

The maintenance manager was always fixing and anticipating what needed to be done in the 

hospital. Safeguard or protection seems more suited to their idea of patient safety.  Patient care 

becomes a protection or safeguarding (Wynn, 2006).  
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 6.3.1.3 Just Culture. The CEO describes her personal role in developing a just culture. 

She stated: 

Certainly the framework that you create, the policy pieces important at the top but it 

doesn't often get translated down to staff. I think staff, they have to see you. You have to 

do a little walkabout. They have to be able to ask you questions. You have to thank them 

for the questions. You have to go back to the staff that would have made a change even if 

they perceive that is a small but you have to say thank you for the difference that you 

have made in patient care. 

There was congruence between her actions and statements. She does walkabouts and has 

general staff briefings.  She makes a point of having lunch in the cafeteria with staff. 

The CEO described how incidents should be addressed: 

One of the key things that I think has been how incidents have been addressed after they 

occurred. And the safety, they (staff) need to know they are safe and how it's been done 

and the perception of fairness. 

A major incident involving a patient and staff member occurred during my observation time. A 

confused patient pushed a nurse down the stairwell. Within days of the incident a debriefing and 

review of the incident was completed.  The CEO led the debriefing session and all staff were 

invited to participate. The purpose was to debrief and to conduct a root cause analysis and find 

solutions. A counsellor was available to all staff.  

After the review of the incident with the staff, some suggestions for improvement were 

discussed and the leaders began to make the suggested changes.  The staff suggested that a 
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violence screening tool be developed and implemented, violent patients be identified with a 

special armband and staff education on dealing with difficult patients be provided. The leaders 

developed the action plans for the suggestion. Staff were involved with the action plans.  

 Staff in all the areas stated that they would go to their manager if there were issues that 

they could not manage.  One nurse talks about the managers’ support: 

 Here our managers are good for that. You just have to say can I talk to you and their 

good they'll take you right into their office. ..or even [first name of CEO] you just ask. 

They're good. They're good that way. 

The managers also mentioned that some staff from other areas will approach them if there 

is an issue outside their area.  The staff seem to feel comfortable with all levels of staff including 

managers. Leaders seem to understand and listen to staff concerns.  Conversations were usually 

around concerns that staff had or processes that needed to be reviewed.  

6.3.1.4 Learning Culture. In the general orientation the CEO stated to all the staff “I love 

complaints.”  She continued by stating that is how we learn. From my observation, their culture 

of learning extends beyond complaints and errors. There is an infrastructure for learning. The 

CEO describes her vision for a learning culture: 

And another [patient safety initiative] has been staff trainers and peer mentors and 

sending people into town or wherever they need to go to have the training so that they 

can be the champion in that area. And having the expertise working shoulder to shoulder 

with you so that you can feel safe going to maybe a peer because you may not see a 

manager or you may not feel safe seeing a manager but you can ask a peer who feels 

responsible to that area. And they will bring it up at meetings. 
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 Education opportunities are available with a dedicated educator for everyone. They 

provide programs to ensure everyone is current with skills and knowledge. The leaders support 

formal education by providing extra time and assisting with grant and bursary applications. 

 The CNO has many patient care initiatives in progress with frontline nurses helping her.  

Several times I observed different frontline nurses auditing charts and researching topics using 

their databases. The CNO belongs to different networks of nurses in the area so she seeks out 

other practices to bring back to the hospital. Once the suggested practices are finalized they are 

vetted through the various committees and frontline staff before their final adoption. 

 Staff openly expressed their support for the leaders.  I often heard from staff that they 

were lucky to have her, “she is one of us” they would say. They trust that she will help and 

support them.  

 Patient safety systems are not exclusive to error management. Their just culture and 

learning culture influence their overall patient safety systems. 

  6.3.2 Teamwork. There are many different teams within the hospital.  Some of them are 

departmental teams such as the emergency department, surgical department, physiotherapy and 

dietary services. Others are interdepartmental or professional teams such as the care team and the 

physician or nursing group. The team membership varies between the departments from multi-

disciplinary to the same discipline. 

The common element that I noticed in all the teams was the flow.  There was little if any 

discussion about the tasks that had to be done.  Everyone was working independently on 

different tasks to accomplish the work. It did not matter if they were multi-disciplinary or simply 

departmental teams.  Everyone knew their roles and responsibilities.  
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The physicians work well with nurses and other clinical support staff. One of the 

physicians describes the communication and inter-collaboration: 

There is a really good team approach here. We don't have big walls between the different 

services. We just sit down and discuss whatever case. There is not a lot of posturing and 

butt- covering as far as I'm concerned.  

 Nurses concur that they have good working relations with the physicians.  One nurse 

described this culture shift during one of my observation experiences.  The shift occurred about 

ten years ago when they undertook educational training together and were all at the same level of 

expertise.  Each person had to learn the same skills and take the lead or follow.  Both physicians 

and nurses had to practice both roles. After this session they began to trust each other and even 

socialize together.  This extended into their everyday work. 

  The physicians view themselves as part of the team with their role being integral along 

with the other members.  One of the physicians describes this role well: 

I'd say I'm a participant in the team. Certainly in the operating room I feel that way. The 

nurses have well delineated roles as does the surgeon as do I. We couldn't work without 

all of us. So I would say I'm a participant on the team.  

Good working relationships between the physicians and the clinical staff, including 

nurses, were often observed.  They shared stories about the community events and hospital 

events.  In the emergency department, if a patient was waiting at the window and the nurse was 

not available the physician would respond to the patient’s request. 
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One physician mentioned two situations where collaborative communication made a 

difference in patient care: 

I'll give you an example...The x-ray tech said what you think about so-and-so? I said well 

the x-ray, the radiologist said the x-ray report was normal. She said I wasn't so sure 

about that. I said well let's have a look at it and said you're right that doesn't look right... 

sure enough that's what it was. It was just because we have that nice communication. 

Another one...the lab called up and said you know Mrs. so and so, we did her blood, and 

there's a lot of XXX... would you consider doing a serum XXXX? And so it's that type of 

easy communication, and sure enough the patient had XXXX.” 

The team of family physicians have been well established for over thirty years.  Some of 

the physicians have come to this community because of the team and many have stayed because 

of this group.  The older physicians mentioned that since they were more isolated from the city 

they often socialized at each other’s homes.  One physician mentioned that his mentor physician 

friend recommended this community to practice. This is what he was told. 

The doctors in [name of town] really made an effort to keep up-to-date and he was 

impressed with the doctors. He said that would be a good place to practice and that's 

why I came here. 

Every Monday between noon and one o’clock they hold education sessions on various 

medical topics with guest speakers.  They buy their lunch at the cafeteria and eat it in the board 

room. One of the physicians is responsible for organizing these sessions. When I observed this 

session, twelve physicians attended and they socialized and discussed family and friends. The 

presentation was on potential new technology to help with quicker diagnostic testing. The 
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presentation was over before one o’clock and the physicians all left by one o’clock.  The 

physician that organizes these sessions stated: 

Those groups are really really well attended. It's a lot of work but I get a lot out of it just 

judging by the attendance. People seem to enjoy coming to those. 

 On Monday afternoons, there is a care team meeting in the palliative family room. It is 

reserved for this timeframe.  A multi-disciplinary team meets to review all the patients on the 

unit.  The team consists of the nurse manager, physiotherapist, pharmacist, Community Care 

Access Centre (CCAC) case manager, dietician and the nurses that are providing the care to the 

patients. They close the door to maintain privacy when discussing patients.  The nurses come in 

and present their patients and their concerns.  The team then discusses the patient and makes 

recommendations for care.  This is documented in the patient’s chart.  If orders need to be 

changed, a note is left for the physician for the next day or the nurse manager will contact them 

directly. One member of the team spoke about the team.  

So it’s a way we can communicate as a team and it works really, really well. It’s one of 

my favourite parts of the week is that team. 

 6.3.3 Communication. Communication can be formal or informal. Common gathering 

places in the hospital are conducive to formal or informal communication. The CEO and CNO 

mentioned that they try to celebrate and have staff gatherings about once a month. They stated 

that food is usually involved. Formal gathering places include the cafeteria and boardroom.  

Informal gathering areas include the extra meeting room, the inpatient nursing station and 

hallways. 
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 6.3.3.1 Cafeteria. The cafeteria is where everyone gathers for weekday breaks and 

special events involving food. Staff, regardless of title or position, sit together.  The cafeteria is 

often decorated to suit a holiday or special occasion.   The conversation in the cafeteria was 

usually about family, friends, or community events.                                                                 

 6.3.3.2 Board room. The board room is a formal gathering place in the hospital.   The 

board room is used for formal communication including monthly board meetings committee 

meetings and learning events.  Meetings such as patient care, hand hygiene, occupational health 

and safety, accessibility and product evaluation are held there. Membership at the meetings 

usually consists of frontline staff managers, senior administrators and physicians. The meetings 

appear to run on time.  Agendas are developed and followed and minutes are taken.   Lunch and 

learns, orientation, and skills days are held in the board room.  The physicians use the room 

every Monday at lunch for their learning sessions. Booths and posters are displayed here for their 

biannual skills day for staff. 

 6.3.3.3 Meeting room.  Physicians book a smaller meeting room every weekday morning 

from 0730 until 0900 for their  informal breakfast meetings. Some committee meetings are held 

here especially if the board room is not available. 

 6.3.3.4 Nursing Unit. On the inpatient unit, there are two gathering places.  The nursing 

unit desk area is an informal meeting space.  Healthcare professionals including physicians, 

nurses, and the pharmacist are often seen gathered around the table behind the desk.   

 6.3.3.5 Hallways.  Hallway gatherings occur with staff, patients, families, community 

members and senior administrators. The administrators were often found in the hallways 

discussing hospital issues with frontline staff.  The CEO was often seen talking to the 
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maintenance manager in the hallway about maintenance concerns.  The CNO visited different 

care areas and often talked to the nurses in the hallway about care issues.  The conversations 

were not generally about personal issues but were often about equipment, staffing or hospital 

concerns. The staff she spoke with were busy providing care so she spoke with them as they 

were available. Staff did not seem to be anxious when they talked to any of the managers about 

concerns or needs.  Managers or senior leaders seem to listen and respond to staff needs. 

The CNO stated that the nurses are comfortable to come to her: 

You know what they'll say “you know what this is not safe for patients this is not safe”. 

You know, we are too overworked we have this amount of sick patients and guess what? 

It's not safe for them anymore. It should be one-on-one. It should be this.  

 Staff were often seen speaking with patients, families and community members in the 

hallway. Maintenance men stopped and talked to family members.  Nurses and physicians often 

stopped to talk to familiar people in the hallways.  Sometimes the conversation was related to 

patient care but often the conversations were about common community events. Many staff did 

not have access to private offices or rooms to gather and discuss issues.  They used the available 

space that they have within the buildings restrictions.  

6.3.3.6 Communication strategies .Communication strategies have been developed to 

enhance communication in different situations. Newsletters, email, and website information are 

common written strategies that they use.   In the emergency department, the communication 

strategy helps with patient care especially if they are in different rooms providing care. Some of 

the protocols have been made in collaboration with the referring hospital to ensure their 

processes are the same when they transfer the patient. The nurses devised a colour coding system 
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for communication.  Since there are only two nurses and one doctor, they are often in different 

rooms providing care.  The nurses have a coding system with different colour tags so they know 

the patient’s care needs. If the physician writes a new order, he puts a yellow tag with new order 

on the top of the chart.  A nurse can quickly see the new order when she comes out of the room 

and back to the desk.  There are also colour tags to indicate a patient is in the X-ray department.  

In order to avoid any confusion the colour tag also has words written on it that state X-ray or 

orders. This system allows quick communication even when the person is not right there. 

Several communication tools are used by nurses on the inpatient unit to help their 

memory and work systems.  The kardex holds all of the vital information about each patient to 

view at a glance. This is kept up to date by the nurses and the unit clerk.  The nurses are trained 

to use a specific communication strategy, SBAR (situation, background, assessment and 

recommendation) when talking to physicians. There are predesigned worksheets to track patients 

and care.  The worksheets have spaces for the patient’s name and vital information. The nurses 

were seen filling them out at the beginning of the shift with information they need for each 

patient.  This will help to avoid forgetting a treatment.  It can also help with their transition 

report to have all the information in front of them. 

They have designed a system for showing what kind of assistance each patient needs for 

mobility.  There are small cartoon pictures at every bedside and a corresponding code of ABC or 

D on the front of the chart that shows what kind of assistance they need.  This is helpful for 

everyday mobility and also in an emergency situation.  Everyone, including support staff, knows 

by looking at the code or picture what the patient needs. 
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Many systems for communication including formal and informal methods were observed.  

Staff often knew information before it was formally documented.  Informal methods were also 

effective within the organization. 

6.3.4 Just Fix it. An added descriptor of patient safety culture directly from the study 

findings is “fix it”. In the literature, equipment and maintenance were common issues 

(Edmondson, 2004; Tucker, 2004; Tucker, Edmondson, &Spears, 2002; Tucker, & Spears, 

2006).  Within this hospital, it was not a concern. I observed issues being dealt with quickly thus 

not allowing broken or malfunctioning equipment to affect care.  Within my interview questions, 

I asked staff how they address issues such as equipment or any concern.  The most common 

answer was “they just fix it”.  The staff would call the person responsible and have it fixed or 

they would bring it to their manager and it was fixed. 

The leaders try to deal with issues immediately. During lunch one day, a nurse stated that 

the ECG machine did not work.  The CNO overheard the conversation, finished her meal, then 

fixed the machine.  The issue was rectified within an hour. 

The staff seem to be empowered to speak up about issues and correct them as needed. One nurse 

describes her role in fixing issues. 

As a nurse I have a mandate from the hospital to correct any issue that I am capable of 

correcting.  If I find a wet spot on the floor I mop it up and then I identify where it came 

from and if it needs to be corrected by maintenance then it is directed to maintenance 

right away. 

If someone identified an issue, the maintenance manager or one of his staff immediately 

investigated it. The process for getting items fixed seems straight forward.  A staff member 
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identifies something that is broken, they direct it to the right person, usually the maintenance 

manager, and it gets fixed right away.  If it is not urgent or costly it will go to the necessary 

committee for approval. The longest wait time, I heard, was about four months before an issue 

was resolved. 

Staff also resolve issues that are within their control and contact someone if they are not 

able to handle it.  One nurse stated that she worked together with a housekeeper to order a 

smaller towel for their area.  The housekeeper was able to just order a different size for the 

nurses and it was cheaper because it was less weight.  The manager was notified about the 

suggested change and agreed.  

6.3.5 Confidentiality.  Confidentiality was identified as a major concern and suggested 

as a safety issue by several different staff in different departments.  One staff member talks about 

this issue as being part of a small town and the lack of privacy in their space: 

We look at safety I am not sure whether  it applies to whether a patient feels like they are 

safe in here that their information is safe for example from the point of view of 

confidentiality. That is another side of safety that I think is very important. It is difficult in 

a small town, in a small hospital where they aren’t barriers between patients.  When we 

are taking their history we are sitting in a room where everything is going on.  There is 

no private room for taking a history. So there is a lot of confidential information that is 

out there in the air. So we from the point of view of confidentiality we make sure that we 

don’t talk about anything about the patient outside the department.  We share the 

information as needed between us. 
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 Emergency nurses also face confidentiality concerns with other staff members.  When I 

was observing in the emergency department, a staff member from another department called to 

ask about a patient’s condition as they were a family friend.  The two emergency nurses 

discussed the appropriate answer as one nurse was not sure how to respond and maintain a 

working relationship. They did not provide any specific information other than the patient was 

no longer in the department. They were careful to protect any treatment information.   

 Confidentiality was identified in the rural health as an issue and the study finding 

confirms this concern within the context of patient safety (VanVorst et al., 2007). It is part of 

their patient safety culture description. 

 Patient safety culture from the study finding is viewed with a different lens than from the 

literature.  Patient safety systems, teamwork, communication, confidentiality and just fix it 

provides an understanding of the rural hospital view of patient safety culture. A revised model 

can be described from the study findings and the literature. The partners that influence patient 

safety culture include leaders, physicians, nurses, healthcare professionals, support workers and 

patients.  These study findings provided insight into different aspects of patient safety that were 

not captured in the literature.  One specific example is the role of support worker which was not 

highlighted in the literature.  Support workers, along with patients, are partners in the 

organization and in patient safety culture. 
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Chapter 7 

Discussion  

The focus of my dissertation was to explore the roles and responsibilities in patient safety 

culture of health care professionals in rural hospitals. The first part of my research involved 

understanding the literature around these topics. From the literature, I developed a model that 

represents the researched concepts of patient safety culture in rural hospitals. The systematic 

review highlighted common elements and gaps in the literature. 

 In the second phase, I explored healthcare professionals’ roles in patient safety culture in 

a rural hospital.  The findings both reinforced some concepts in the literature and unexpectedly 

changed some concepts as they did not reflect the literature. This discussion will focus on how 

the healthcare professionals describe patient safety and the process of change from the model in 

the literature to the model with the incorporated study findings. In the first part of the discussion 

I will focus on how patient safety is articulated and how their patient safety culture is manifested 

through the use of Schein’s model (Schein, 2004). In the final part of the discussion, I will 

concentrate on describing a revised model for this rural hospital based on the study findings. 

7.1 Articulating Patient Safety 

Everything we do was the most frequent response from staff when they were asked to 

describe patient safety.  Often, it was their first statement and they would continue to describe 

patient safety or processes they do for care of the patient. Nurses said everything was their role 

for patient safety in the formal interviews. Support workers in informal interviews mentioned 

everything as their role. Physicians were the only group that spoke about malfeasance and errors.  

The impression of safety culture from patient safety researchers is that organizational leaders and 
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staff must constantly be searching for failures in the systems and be preoccupied with error 

management in order to have a safety culture (Reason, 2000; Vincent, 2006).  Yet, in this rural 

hospital, few mentioned adverse events or errors.  Their preoccupation is patient care.   

 Safeguarding has been explained as actions that go beyond the described patient safety 

strategies (McKinnon, 2011; Wynn, 2006).  Safeguarding is described as protecting and caring 

for patients the way the patients want their care (Wynn, 2006).  I recognized and heard the same 

actions of anticipating problems, being prepared, careful watching, surveillance, vigilance and 

negotiating safety from the hospital staff which were described as safeguarding in another study 

(McKinnon, 2011, p. 123). In my study findings, healthcare professionals’ used assessment, 

protection and knowing limits when they started their description of patient safety.  The CEO 

used the term vigilance to describe her vision of patient safety. I observed nurses protecting and 

anticipating many issues.  Standardized protocols and processes helped staff to assess and 

anticipate and protect the needs for patients. Knowing limits was described by physicians and 

nurses.  Knowing when to transfer the patient and when to keep them is part of safeguarding.   

Negotiating care needs is also described as safeguarding (McKinnon, 2011).  Nurses 

know the physicians well so sometimes they negotiate patient care if they do not agree with the 

physician.  The support workers safeguard both patients and staff in their work by providing the 

support needed.  Safeguarding as a patient safety strategy suits this rural hospital view of patient 

safety as everything we do.  

  Patient safety culture corresponds with the hospital’s organizational culture.  The 

artifacts, espoused beliefs and values and underlying assumptions of the hospital are identified 

through a patient safety lens (Schein, 2004). 
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The artefacts identify that their priority is patient safety.  Safety beds for patients, security 

equipment to protect staff, and a newly renovated department for safer sterilization practices are 

more important than luxurious offices and furniture. Safety policies, protocols, checklists and 

communication strategies are all present and part of their everyday work. Their artefacts focus on 

patient safety or safe patient care. 

Everyone in the organization shares common beliefs and values that influence patient 

safety. Family and community is a compelling force in the hospital staff’s belief system.  From 

the CEO stating Welcome to our family to the inclusive statement of one of us, there is a shared 

belief of family.   

Maintaining confidentiality of patient information was a shared belief and value.  Many 

staff mentioned confidentiality as a patient safety concern.  The healthcare professionals in 

several departments mentioned different confidentiality issues including interviewing patients, 

protecting confidential documents and not discussing patients with other inquiring community 

members. I observed countless times when staff diligently protected patient’s confidentiality. I 

also observed community members asking staff about patients.  The staff did not divulge any 

information about the patients. Staff shared the importance of confidentiality in their 

environment.   

  Staff, from support workers to the senior leaders, articulated that everything they do is 

patient safety.  This is the belief throughout the hospital. How it was manifested was through 

how they reviewed processes, selected improvements and viewed patient care.  Everything was 

viewed through the lens of patient safety.  Even the CFO valued patient safety as she found the 
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financial resources if the issue was related to patient safety.  The CNO stated that it’s embedded 

in my role. 

 Underlying assumptions are not easily observed however, patterns did emerge that 

provided an insight into their assumptions (Schein, 2004). Learning and just culture are 

underlying assumptions.  Learning happened everywhere and with everyone including leaders, 

physicians and staff. They were all engaged in learning activities including learning networks, 

formal training and education sessions both internal and external to the organization.  Having a 

dedicated educator in a small rural hospital shows a commitment to learning. Also supporting 

staff in formal learning at the university or college level shows a commitment to staff and their 

learning needs.  

 Just culture was an underlying assumption.  Staff did not seem to hesitate to discuss any 

issues with their direct manager or within meetings. They seemed to feel “psychologically safe” 

to speak up with everyone (Edmondson, 2002). Managers are good here staff stated. This 

suggests an underlying principle of just culture.  When major incidents occur, the CEO stated 

that a key factor to patient safety is the perception of fairness. There is an underlying assumption 

of just culture. 

 Another underlying assumption was they just fix it.  When I interviewed and asked about 

resolution of concerns, staff, leaders and physicians stated that they were fixed.  From leaders to 

support workers, they all demonstrated and articulated a personal responsibility to their jobs, to 

the patients and to patient safety. There is an understanding of reliance and co-dependency on 

each other to complete their jobs.  They feel personally responsible if something goes wrong and 

responsible to fix the issues. There was an underlying expectation and confidence that issues 
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would be fixed especially if they related them to patient safety. Researchers identified that 

healthcare workers would problem solve for individual issues but not share the issue or outcome 

with managers or other colleagues for a systemic review or resolution of problems (Edmondson, 

2004; Tucker et al., 2002). This was not the case in this rural hospital.  Staff dealt with or 

resolved the issues for everyone not just for their own needs. During my observations, I saw 

issues being resolved quickly for everyone’s safety and most times without formal reporting.  

Some issues took longer to resolve as they were not urgent and required resources, however they 

were resolved and staff were aware of the resolution. They hold the underlying assumption, as 

one staff member stated, it’s everything and everyone’s responsibility. 

 The artefacts, shared beliefs and values and the underlying assumptions reflect their 

hospital’s culture and more importantly their patient safety culture.  Building on the knowledge 

gained from the literature, and an analysis and information from the study findings, a new 

understanding of patient safety and patient safety culture in a rural hospital can be proposed.   

7.2 The Rural Hospital Affinity Model 

 In the model based on the literature, patient safety culture was defined by error 

management systems, learning culture, just culture, teamwork, communication, and patient 

involvement. The people involved included leaders, physicians, healthcare professionals and 

nurses.  The rural community influenced the rural hospital. From my study findings, some 

components remain the same and others are added or adjusted to fit the study findings.   Patient 

safety systems are a new descriptor that incorporates error management, safeguarding, just and 

learning culture. Confidentiality and just fix it are added descriptors and teamwork and 

communication remain as descriptors for patient safety culture in this hospital. The people that 
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influence and create the core patient safety culture are the leaders, physicians, healthcare 

professionals, nurses, patients and families and support workers. The foundation of this model is 

the rural community. 

7.2.1 The Rural Hospital Affinity Model structure. The model that represents the 

literature and the study findings is called the Rural Hospital Affinity Model (See Figure 7.1). 

“Affinity” is defined as a close relationship based on a common origin or structure (Soanes & 

Stevenson, 2006, p.22).  In my work with Accreditation Canada I have witnessed on many 

occasions the relationships that develop within a rural community.  In the study site I recognized 

that relationships were integral to living in this environment.  In my working life I have not 

always seen this type of integrated relationship between hospital employees and the community. 

The rural community permeates through all the layers of culture and care.  Since many of the 

people who work in the hospital live in the community, the basic community values are part of 

them.  

The model structure is fashioned after a round dinner table since many of the celebrations 

and meetings in this rural hospital were associated with everyone gathering and sharing food 

around a common table. The table itself is the foundation and represents the rural community 

similar to the understanding in the Patient Safety in Rural Hospital model.   
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The rural hospital is represented by the circles or table settings identifying partners in 

care at the table. The partners include leaders, healthcare professionals, physicians, nurses, 

support workers and patients.  It may look like it is designed in a hierarchical fashion but in 

reality it is meant as a circular table with everyone being equal partners.  No definitive 

boundaries are drawn to delineate the hospital. They are healthcare professionals, family, and 

friends inside and outside of the hospital. The building is simply a place where they work.  

During one of the interviews, one nurse clearly stated:  we are not just a building we are a 

community.  

7.2.2 Foundation of the Model. The community was highlighted as an important part of 

the rural life and rural healthcare (Kulig, Hegney, & Edge, 2010; Troughton, 1998). This concept 

was clear from the study findings. It is the foundation of the model in the literature and the 

model for this hospital.  

 The community was definitely part of the hospital.  The feeling of family and 

community spirit resonates through the hospital.  From the literature, I understood that the 

hospital could be a main employer but still a separate but interactive entity in the community.  

From my findings, I noticed little separation between community and hospital.  Hospital staff 

were community members first and then hospital workers.  Staff were often seen smiling and 

they were friendly to everyone.  When staff interacted with patients, the conversations were 

similar to conversations that would occur with family or intimate friends. In some cases the 

patients were friends and family. Patient care reflects the relationships.  The knowledge of where 

patients live and their social network personalize the care that is given. 
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The hospital staff would say she is one of us.  My first thought was that this statement 

was meant for the leaders in the hospital context.  It does reflect the leaders directly but on closer 

review of the findings, it applies to the community members and hospital workers.  Community 

members seek out specific healthcare workers in the hospital to discuss health issues even if they 

may not be their healthcare provider.  The same is true for healthcare workers. They seek out the 

community members that they know are ill and check on them.   Being one of us is being a 

partner in the community wherever the person works. 

7.2.3 Participants in the Model. The people that influence and participate in patient 

safety culture are the leaders, healthcare professionals including nurses, physicians, support 

workers, patients and families. This is a change from the model developed from the literature.  

Support workers and patients and families are added as partners in patient safety culture.  

Although patients were not the focus of my study, it became apparent that patients and 

families share part of this culture as they may have personal relationships with the healthcare 

professionals.  They are often family or friends of the healthcare professional.  Since patients 

were family and friends in the community, the relationship seemed to continue as a partnership. 

However in the literature patient involvement was seen as part of patient safety but the patient 

was not seen as a partner influencing patient safety culture (Longtin et al., 2010).   

Support workers were infrequently identified in the patient safety literature.  Originally, 

they were not part of the study. It quickly became apparent that they are part of patient safety. 

Nurses identified support workers as their biggest frontline of defence.  Support workers worked 

in partnership with all the hospital staff.  They are a partner in patient safety culture. 
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Each identified hospital staff group will be discussed as it pertains to the model and 

patient safety.  They each contribute to patient safety culture. 

7.2.3.1 Leaders.  Leaders have a major role in patient safety and culture.  Schien (2004) 

reports that one person, usually seen as the leader, can change the cultural beliefs. Nurses in this 

hospital occupied senior leadership positions including the CEO. Researchers report that nursing 

leaders have a direct influence on patient safety and quality improvement especially in rural 

hospitals (Newhouse et al., 2009; Paez et al., 2013).  Leadership support is needed to establish 

patient safety practices (Klingner et al., 2009).  

The CEO articulated her expectations of patient safety I love complaints at orientation.  

Before she spoke about patient safety in the orientation, she spoke about being part of family. 

“Welcome to our family” were her words. She welcomed new ideas especially from new staff.  

Researchers have consistently reported that leaders make the difference in the maintenance of a 

patient safety culture (Edmondson, 2004; Newhouse et al., 2009).  The hospital senior leaders 

seem to emulate the beliefs, values and underlying assumptions that are engrained in the hospital 

in my study.  From observations and interviews, they are seen as partners in patient safety.  Staff 

are comfortable speaking to any manager or even the CEO. The senior leaders were often seen 

all over the hospital casually speaking with staff or more formally in meetings.   Staff call the 

CEO by her first name.  Instead of seeing patient safety as an added responsibility, the CNO 

incorporated a patient safety lens for all of her work. As she stated it is embedded in her role. 

Engaging nurses in quality and safety initiatives as well as a “shared vision” can improve patient 

safety (Newhouse et al., 2009). Having nurse leaders set the vision may develop the patient 

safety culture that was apparent in this hospital. 



IT’S EVERYTHING AND EVERYONE’S RESPONSIBILITY                                        178 
 

7.2.3.2 Physicians. Physicians are part of the healthcare professionals identified in the 

Patient Safety in Rural Hospital Model.  Researchers suggest that rural physicians are isolated 

and often have difficulties maintaining their competencies (Campbell & Croskerry, 2003; 

Miedema et al., 2009).  The systems and support that the physicians have developed not only 

assist in meeting their needs but also the needs of the community and hospital. Their 

collaborative effort of providing physician care in other community agencies facilitates 

continuity of care in the area.  They are an active part of the decision making processes in the 

hospital.  The physicians have developed systems to assist in decreasing rural concerns and 

patient safety issues. Their collegial network of having coffee every morning, gathering on the 

unit to discuss care issues and their weekly education sessions assist in decreasing the isolation 

resulting from practicing in a rural community.   

The physicians did identify mitigating errors as their role in patient safety. They are 

actively involved in patient safety initiatives at the hospitals to assist with error management.   

They contribute during meetings and they assist in the development of safety protocols. The 

CEO commended physicians for their collaborative approach in their hospital initiatives. 

7.2.3.3 Nurses. Nurses are a partner in organizational culture and patient safety, 

especially in this rural hospital (Newhouse et al., 2009).  Nurses made up the majority of 

healthcare professionals in the hospital. Nursing care in the rural hospital does reflect the rural 

nursing literature and the model developed from the literature.  I even heard the classic statement 

of “We’re it” from one of the staff in my study which has been described by Martha MacLeod, 

(1999).  Autonomy in nursing practice and the variety in patient care were viewed as positive 

aspects of nursing in this rural hospital (Hunsberger et al., 2009).  Nurses must cope with fewer 
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resources in a rural hospital and often do not have housekeeping or maintenance services 

especially on the off hours (Hunsberger et al., 2009).  

Nurses saw their role in patient safety as everything, especially protecting and assessing 

the patients.  Since nurses are providing direct care they have the most opportunity to recognize 

patient safety issues and influence change (Hughes, 2008; Newhouse et al., 2009; Tucker, 2007). 

The nurses stated that they prefer working in the rural hospital because of the autonomy and 

environment.  One nurse described it as being able to provide the care I want to give and it is 

like coming home.  Since the leaders were nurses and the majority of staff are nurses, they 

influenced care and safety.  The nurses constantly sought ways to improve and make care safer.  

They often advocated for patients or for patient safety issues.   

 7.2.3.4  Healthcare Professionals. Pharmacists, physiotherapists, dietician and diagnostic 

imaging technicians are partners in care similar to how they are identified in the Patient Safety in 

Rural Hospital Model.  Their expertise in their fields enhances the care that patient’s receive.  

They are a valued part of the team.  The concerns of isolation and being a lone practitioner 

suggested in the literature are present, however, many have joined outside networks of 

colleagues that are in the same situation (Wielandt & Taylor, 2010). These network groups share 

best practices to help with education requirements. There are no concerns about physicians 

referring patients as their practices are busy enough.  

 For patient safety, the healthcare professionals ensure that they use their expertise in 

facilitating patient safety work to occur.  Pharmacists, the dietician, and physiotherapists are part 

of the collaborative team.   Individually, they review the patients’ files to ensure the medications 

are correct or whether they may need assistance with mobility.  They are all team members for 

patient safety. 
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 7.2.3.5 Support workers. Support workers were not identified in the Rural Hospital 

Patient Safety Model since few research articles were found on the role of support workers 

(Sokas et al., 2013).   I found from interviews and observations that their contribution is equally 

important to healthcare professionals and patients in the hospital. 

In a rural hospital, the support worker and administrative positions are at a minimum with 

maximum amount of responsibility in their role. They may not be as visible when it comes to 

patient care but they have an influence on patient safety.  Many of the patient safety issues 

identified in the literature were broken equipment and inadequate supplies (Tucker et al., 2008; 

Tucker et al., 2002). If supplies or equipment are not readily available when needed, patient 

safety will be affected (Tucker et al., 2008; Tucker et al., 2002). This directly relates to the work 

of support workers. In this rural hospital, it was the support workers who frequently mitigated 

this issue by scheduling staff appropriately or ensuring there were enough supplies.  It may not 

be direct care but it is necessary for care to happen. When they define their role in patient safety, 

they most often spoke about supporting the nurses and physicians to provide good patient care.  

They may not be recognized in direct care but they have a key role in patient safety. 

7.2.3.6 Patients and Families. In my Rural Hospital Patient Safety Model, patient involvement 

was part of patient safety culture.  In the Rural Hospital Affinity Model, they are partners. 

Patients in this rural hospital are viewed differently than in an urban setting since they are 

neighbours, friends and family.  The care delivered had a personal touch that was difficult to 

describe.  Researchers have suggested that the familiarity of patients and healthcare providers in 

rural hospital care may enhance or hinder patient safety (Wholey, et al., 2004).  The familiarity 

seems to enhance the care. 
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 Since many patients are family and friends, the barriers or hierarchical relationship 

between healthcare provider and patients that are described in the literature were minimized 

because of their existing relationships outside of the hospital (Longtin et al., 2010). During my 

observations and interviews, the patient was at the centre of everyone’s mind when making 

decisions. The healthcare staff included the patients in their care decisions.  Nurses spoke about 

negotiating times that are convenient for the patient.  The nurse manager speaks with patients 

everyday to discuss their needs in hospital and outside.  Since she knows the family backgrounds 

and often the neighbourhood the patients live in, she is able to negotiate the best of care for the 

patients. She stated patients are ultimately in control.  Patients are given the status of an equal 

partner as their needs may be more freely expressed, understood and valued by the healthcare 

team in this rural hospital.  

7.2.4 Patient Safety Culture. In the model patient safety culture description is in the 

centre as a shared treasure, sustaining food or affinity. Patient safety culture is described as 

patient safety systems, communication, teamwork, confidentiality and just fix it. Patient safety 

systems include error management, safeguarding, just and learning culture. Some are similar to 

other models and some are specific to the rural hospital. Each component will be described 

within the context of the model. 

7.2.4.1 Patient Safety Systems. Patient safety systems is a new descriptor that 

incorporates components including error management, safeguarding, just and learning culture 

described in the literature. Patient safety systems were deliberately added since the hospital 

viewed errors and processes differently than what has been described in the literature. Since the 

hospital staff rarely described patient safety in an error management manner, it was not suitable 

as a main descriptor for their model.  This does not negate the importance or the presence of 
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error management within the organization as described by safety researchers (Leape, 1994; 

Reason, 2000).  It is one component of their patient safety system.   Error management is about 

having structures, policies and processes to manage errors and incidents in the organization 

(Reason, 2000; Vincent, 2006). Policies and structures are in place in this hospital.  Many follow 

legislative and accreditation requirements. The error management system process was 

demonstrated many times with major and minor incidents.  This included the just and the 

learning processes that were a natural part of resolution of the issues. Just culture and learning 

culture are included in the patient safety system descriptor since they are needed for patient 

safety systems to be successful (Dekker & Laursen, 2007; Edmondson, 2004). A just culture is 

required for reporting of errors and a learning culture is essential in order to learn from errors 

(Edmondson, 2004).  Both were seen in the hospital.  Safeguarding is included as a component 

of patient safety systems as it corresponds with the hospital staff’s description of patient safety 

and their strategies for patient care. Learning more often transpired from proactive reviews and 

changes to protect and safeguard patients than from errors or adverse events.  The success of 

their patient safety culture can be partly responsible for their well developed patient safety 

systems.  

7.2.4.2 Teamwork. Researchers highlight teamwork in hospitals and the issues that 

surround them (Lingard et al., 2004; Nembhard & Edmondson, 2006). Teamwork exists in rural 

hospitals similar to large hospitals.  In my findings the rural teams were small compared to teams 

described in urban hospitals.  In emergency, two nurses and a physician made the team.  In the 

operating room the ratio of nurses and physicians are the same as for one operating in large 

hospital but the hospital has only one operating room whereas large hospitals have many 

operating rooms. There is a multi-disciplinary team on the unit that meets once a week.  The 
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operating room team and emergency department team seem to have a symbiotic relationship 

where everyone understands their role.  The multi-disciplinary team collaborates well although 

physicians and patients are not part of the regular team. Communication patterns and tension in 

teams are identified in the literature and could be seen in some teams or situations (Lingard et al., 

2004; Nembhard & Edmondson, 2006).   On the unit, only physicians interact in discussion of 

the patient care. The nurse manager and pharmacist passively sit behind the physicians without 

interacting with them when they review patient care. Perhaps a collaborative approach where 

everyone sits at the table would enhance teamwork (Lingard et al., 2012). When everyone is 

involved in care, and has an equal seat at the table, communication and collaboration may be 

enhanced thus improving patient care and safety. 

7.2.4.3 Communication. Researchers identified communication as a concern for patient 

safety.  The hospital has many tools to manage communication.  The tickets in emergency and 

patient mobility identifiers are examples. Internal communication among staff occurred most 

often by informal means in the cafeteria or hallways.  If staff did not receive the communication 

informally there were formal meetings and newsletters to complete the gap. Rural hospitals have 

more difficulty with communication with transfers to other facilities (MaKinnon, 2011; Wholley 

et al., 2004). Nurses identified that they are not sure of the care patients receive with the patient 

is transferred to other facilities for tests or treatment. Rural patients are at risk if communication 

and accountability of the facilities is not clear.  

7.2.4.4 Confidentiality. Confidentiality is an added descriptor specific to rural hospitals.  

Confidentiality is important in all healthcare organizations but it was not identified as a patient 

safety issue outside of the rural hospital setting (Van Vorst et al., 2007). Since rural communities 

are small and everyone is known, extra precautions for maintaining confidentiality is needed.  
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Bourke et al., (2004) reported that patients considered a breach of confidentiality a patient safety 

issue in rural setting. Several staff highlighted confidentiality as a patient safety issue. They 

highlighted that protecting confidentiality both in verbal and written information was needed and 

a patient safety concern.   

 7.2.4.5 Just fix it. Just fix it is an added descriptor for patient safety culture from the 

study findings. Some concepts that may partially explain this descriptor include personally 

responsible, psychologically safe, accountable, or trust. Not one of them complete just fix it. In 

this hospital each staff member seemed personally responsible and accountable to look after an 

issue that they could change.  They seemed to trust or feel psychologically safe to report and 

change the issue (Edmondson, 2002). Researchers have highlighted that missing equipment and 

failures are part of patient safety issues (Tucker, 2007).  Issues were resolved in this hospital. In 

the study findings, staff calls the person that is responsible depending on the issues. Usually the 

issue is at least reviewed right away. In this hospital, it was more than accountability and 

psychological safety (Edmondson, 2002; Wachter & Pronovost, 2009). They seemed personally 

responsible to look after an issue that they could change. Staff stated that they just fix it if it 

needs to be fixed. 

Patient safety culture in this hospital includes the descriptors of patient safety systems, 

teamwork, communication, confidentiality and  just fix it. The patient safety issues identified in 

the literature such as equipment failures, or lack of supplies were not a concern in this hospital.  

Each staff member seemed confident that everyone was responsible for their part of care. 

Researchers identified that ambiguity in job roles causes errors (Spears & Schmidhofer, 2005). 

Many staff members are solely responsible for areas with little ambiguity of their role so perhaps 

this assists with safe processes.  Also researchers identified that rural hospitals develop more 
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preventive measures and policies (Longo et al., 2007).  This may influence their safety practices 

and understanding of error management. Since many of these descriptors were well established 

within the hospital, patient safety culture seems to be an underlying assumption.  

The Rural Hospital Affinity Model reflects the components of the rural community, 

hospital staff and patients and families. The components are not meant to be static and can 

change with developing communities, new staff and processes. In families, relationships among 

the members can affect the overall dynamics of the family.  This is true with the Rural Hospital 

Affinity Model and patient safety culture. Each relationship and component affects the overall 

structure and patient safety culture.  This can be a positive effect with new processes or negative 

effect with staff refusing to cooperate with new processes. As with any culture, many elements 

can be changed (Schein, 2004). 

Patient safety culture in this rural hospital may be different than in other rural hospitals or 

in urban hospitals.  Patient safety culture in rural hospitals may have some of the main 

components of patient safety that are described in the literature but also the other components 

found in this investigation including confidentially and just fix it. Additional components may be 

found when studying other hospitals. 

This model may be a starting point for researchers to study patient safety culture in other 

rural hospitals.  From my experience with rural hospitals and my study findings as well as the 

rural literature, I believe that the hospital I studied is an excellent example to begin describing 

patient safety culture in a rural hospital. All staff had a common vision and belief of patient 

safety and patient care. With this shared vision, everything they did was tied to patient safety. 
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7.3 Key Implication.  The key implication from this study is that each staff member, 

professional or support worker is individually accountable and held responsible for their role. It 

is not just an expectation from the hospital; it is an expectation of the community.  The care they 

give in the hospital resonates throughout the community. When it comes to patient safety, it is 

part of their culture and embedded in their individual role.  Patient safety to them is everything 

they do.  

For Accreditation Canada, I would recommend criteria that focus on community 

engagement within the healthcare setting.  I would also review the need to identify new criteria 

that recognize the role of support workers especially in developing patient safety culture. 

7.4 Conclusion. In conclusion, I believe the most significant finding in my study is the 

role of the support worker in patient safety culture. From my experience in accreditation and in 

nursing practice, these roles are often undervalued and eliminated. In my study they were 

valuable members of the hospital staff and concerned with patient safety. They played a 

significant role in patient safety culture by simply doing their jobs. Hospital leaders have started 

to contract cleaning, reprocessing and food services to decrease costs. This may be cost effective 

but may not be wise when it comes to patient safety. More research is needed to understand and 

estimate the true value of these workers. 
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Chapter 8  

Conclusion 

 Chapter eight is the concluding chapter of the thesis.  In this chapter, future directions for 

the hospital, policy makers and researchers will be the focus. I will share findings that may assist 

the hospital leaders in their quality improvement but were not part of the patient safety 

discussion. I will also provide suggestions for government and Accreditation Canada to consider 

when decisions are made for small rural hospitals.  Finally, I will discuss limitations to the study, 

gaps in the literature and future directions for research.  

8.1 Considerations for the Hospital 

The staff at the hospital provided an excellent environment to study patient safety culture.  

They were open to my presence and willing to answer my questions.  Many positive examples of 

patient safety were observed and discussed.  My observations, interviews and document review 

revealed both positive examples of patient safety initiative and some areas that may need 

enhancement.   

Leaders and staff were engaged in different projects to improve services, policies, and 

information.  Staff completed comprehensive audits and evidence review before making the 

improvements.  Evaluations were part of the process. I would encourage leaders and staff to 

formally document their progress throughout the cycle (Berenholtz, Needham, Lubomski, & 

Goeschel, 2010; Berwick, 1996). Going forward, staff and leaders should have documented 

evidence of their progress and their success.  With this evidence, I would also encourage leaders 

and staff to submit articles to journals and communicate to their community about the number 

and progress of their projects.  Leaders and staff focus on improving processes, however, some 
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time needs to be spent reviewing all successes and celebrating them (Berenholtz et al., 2010; 

Berwick, 1996). 

Confidentiality in this rural hospital was consistently identified as part of patient safety 

(Bourke et al., 2004; VanVorst et al., 2007).  The staff is diligent and aware of confidentiality, 

but some situations observed made it more difficult for staff.  An example of this occurred when 

a staff member called to check on a friend’s health condition. The staff member receiving the 

call was uncomfortable with the exchange as the staff member asked for specific medical 

information. Community members were often seen asking questions about other community 

members. Structurally, some of the patient areas are open and do not allow for confidential 

conversations. Education on confidentiality and a review of the patient areas to enhance 

confidentiality should be considered.  

Nurses identified security as a patient safety issue especially in emergency on evening 

and night shifts. Personal safety was reflected in the literature (Hunsberger et al., 2009).  

Security has been reviewed and enhanced in this hospital.  Many changes have been made 

including extra staffing, video cameras and panic buttons.  More enhancements could be 

considered.  Video monitors are located in the emergency department with the expectation that 

emergency staff monitor them.  Emergency staff members are often in rooms so no one monitors 

the cameras. Emergency nurses unlock the doors for patients or families that are visiting 

palliative patients after hours.  No verification processes are in place to confirm that they are 

patients or families. There seems to be a facade of safety and security yet there were two theft 

incidents and a violent patient incident within the hospital when I was completing my fieldwork. 

A comprehensive review of current security processes should be considered. 
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The value of support staff in this hospital was seen and highlighted.  More support 

workers would be helpful as many do not have replacements when they are away. This was 

stated as a major risk in an interview with one of the senior leaders. Nurses often cover support 

work such as housekeeping and administrative duties, but other positions cannot be replaced by 

nurses. Using nurses for support roles may not be the best use of resources. The support workers 

and managers are dedicated but they need to have additional support. Administrators should 

consider reviewing support workers’ roles and develop new roles for succession planning for 

support positions. 

Patient care is at the centre of their work.  The CEO asked how to incorporate patients 

into more activities in the hospital.  For the weekly care team meetings the patients and families 

are only invited for specific patient related issues. Staff should consider structuring these 

meetings differently to include patients.   One idea would be to have mobile team meetings in the 

patient’s rooms so the patients are actively involved in care (Trew, Nettleton, & Flemons, 2009). 

Confidentiality issues would have to be addressed if there is more than one patient in a room. 

Patients could be part of some regular internal meetings such as the patient care meeting.  

All levels of staff are part of most meetings. Researchers have identified adding patients to 

internal meetings especially for quality improvement as a strategy to ensure quality care.  

Guidelines and criteria have been established to assist leaders to implement this strategy (Trew, 

Nettleton, & Flemon, 2009). 

During my fieldwork, I observed change of shifts on the unit. Report occurred at the open 

desk area and the nurses were constantly interrupted by patient calls.  Two report styles were 

used: verbal and taped. The taped report was difficult to understand and it took over an hour for 
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the nurse to listen to it because of the interruptions.  For the verbal report, the nurse stayed 

overtime to provide the necessary information to the oncoming nurse.  No overlap in shifts exists 

therefore making it difficult for nurses to transfer the information. This is a definite patient safety 

risk since valuable patient information could easily be missed (Accreditation, 2012).  New ways 

to transfer information at shift change should be studied and tested. Bedside shift change is one 

example that may decrease time for report (Wakefiled et al., 2012)   

External transfer of patients to other healthcare facilities is a reality for most small rural 

hospitals (Hunsberger et al., 2009; MacKinnon, 2011).  Hospital staff has worked with external 

facilities to streamline practices and documentation.   Ambiguity exists in which facility has 

responsibility for providing patient care needs when a patient is transferred for tests and expected 

back at the hospital.  Communication and coordination of patient care is needed between both 

facilities and transport, or patient care could be compromised. 

The structured teams in the hospital seem to work well together. Opportunities exist to 

enhance collaborative team functioning. On the inpatient unit, there is an opportunity to function 

as a multi-disciplinary team on a regular basis. During my field work, physicians gathered 

around a table in the nursing unit to review their patient’s progress and visit the patients.  Nurses 

and other healthcare professionals watched and listened to the physician’s conversation in the 

background behind the seated physicians. Nurses and other healthcare professionals should 

consider sitting with the physicians as a collaborative partner (Hawryluck et al., 2002; Nembhard 

& Edmondson, 2006).  Nurses should also consider being with the physicians as they see the 

patients so they can collaborate in decisions with the patient as a team.   
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Some education functions could be more inclusive.  The physicians meet at lunch every 

Monday. These sessions seem closed to other healthcare professionals. Opening some of these 

sessions to other healthcare professionals may be beneficial since the topics are often relevant for 

everyone.  Also, leaders should consider inviting physicians to participate and present at the 

skills days and at other hospital educational opportunities. All can benefit from collaborative and 

shared learning. 

Individual healthcare professional behaviours are a challenge for any healthcare 

organization including this hospital (Wachter & Pronovost, 2009). I observed breaches in safety 

including inadequate hand hygiene, not gloving when in contact with body fluids, inadequate 

sterile technique practices and not checking name bands or using client identifiers. This was not 

surprising as all healthcare organizations still face this reality. I know from education sessions in 

the organization that these issues have been noticed and they are working to improve them.  For 

this hospital and other rural hospitals, I would caution staff to ensure they use client identifiers. 

This may not seem as necessary as everyone may know each other however; an example of the 

ease of a mistake is that extended families may all live in the rural community making it easy to 

confuse names and faces with cousins and siblings.  Extra caution should be taken especially 

when people apparently know each other. 

The hospital strived to provide the best care to their patients.  These recommendations are 

given to enhance and support their continued goal of excellence. 

8.2 Considerations for Policy Makers and Government 

 Even though the results from this study cannot be generalized, rural realities in the 

literature and from my study may facilitate policy understanding at the government level.  
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Rural hospital leaders are challenged to provide the services that rural communities 

demand (Paez, et al., 2013).  Recruitment of healthcare professionals can be difficult as well as 

maintaining their competencies in care.  Some specialities such as surgery may not be 

sustainable if they cannot attract surgeons even though the community needs it.  

 Patient transport for tests and for referrals was a concern in this study and can be a 

greater issue in other rural communities (Wholley et al., 2004; MacKinnon, 2011).  If rural 

hospitals cannot guarantee reasonable transfer time, patients are at risk. Politicians need to 

recognize these relationships if they want to sustain rural industries and communities.  Politicians 

need to advocate and allocate resources to ensure that healthcare services, including transfer 

services, are sustained. 

Rural hospitals provide a unique experience to offer healthcare students (MacLeod, et al, 

2008).  Encouraging more rural education programs and providing financial assistance to 

students and healthcare professionals may encourage recruitment to these rural and remote areas. 

8.3 Consideration for Accreditation 

Accreditation can provide rural hospitals with a process for quality improvement and an 

external review (Greenfield et al., 2008). An accreditation survey may be the only outside review 

that a rural hospital will receive.  Some accreditation programs are specific to the rural hospitals 

(Joint Commission, 2012). Researchers report that rural hospitals that are accredited have better 

outcomes than non-accredited hospitals (Lutfiyya, Sikka,  Mehta, & Lipsky,  2009). 

In Canada, Accreditation Canada is the accrediting organization for hospitals.  The 

hospital standards are not specific to rural hospitals. Standards are chosen based on the services 

provided. Rural hospitals can use the same number of standards as a large urban hospital 
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depending on their services. Large hospitals have programs with multiple people to implement 

the standards.  Rural hospitals may have two or three people implementing several program 

standards. 

The accreditation program could be enhanced to address the needs of rural hospitals.  

Specific standards or criteria that address rural hospital realities would be helpful.   If that is not 

possible, streamlining the content of the standards could decrease the redundancy that a small 

team faces when they have to address several standards. Some criteria in the clinical programs 

standards are similar.   Since the same rural clinical staff covers many clinical programs, 

streamlining similar criteria would allow them to address them all at once.  

The content of the standards should reflect some of the realities of rural hospitals.  

Content that could be enhanced includes security with limited staff, sensitivity to confidentiality 

issues and coordination of transfers and transport.  Rural hospitals use telemedicine services. The 

telemedicine standards reflect a large organization with a team.  Most rural hospitals have one 

person to manage this service. The standards should reflect this reality. The onsite visit strategy 

needs to be reviewed.  Many of the services are not reviewed because of the limited time. An 

urban hospital may have more surveyors to see all the services as they have more financial 

support.  Small rural hospitals have limited budgets for accreditation. 

Accreditation Canada’s product developers should enhance the content for all programs 

to recognize the work of support workers.  Equipment maintenance and supply access are criteria 

but timeliness and adequate supply of equipment and supplies are not.  Support staff has 

commented that they do not feel part of the accreditation process. The Joint Commission has 
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started researching support workers and their roles (Sokas et al., 2013).  This is an area that 

Accreditation Canada can target and recognize. 

Accreditation is an important process for rural hospitals (Lutfiyya, et al., 2009).  

Enhancing the standards to reflect the rural hospitals will help rural leaders develop their 

organization’s capacity and provide safer care. 

8.4 Limitations 

As with any study, there are limitations to my study.  The models described in both the 

literature section and the discussion sections are an illustrative method of demonstrating common 

elements in the literature and descriptions from my study. The models have not been formally 

tested. This could be the basis of another research study. 

This ethnographic study was undertaken in one small rural hospital.  The results may not 

be generalized to other settings as they may not be reflective of another similar environment.  

Culture is dependent on the specific environment (Schien, 2004). Some of the examples and 

components described may help other rural hospitals to develop their patient safety culture. 

Since I am a nurse and have worked extensively in an urban hospital environment, there 

may be bias.  When an environment is too familiar the researcher may have missed information 

that may be useful (Fetterman, 2010). Also in a familiar environment, the researcher may have a 

bias about an area and judge the situation according to personal bias (Hammersley & Atkinson, 

1995).  These issues were recognized during data collection and analysis; therefore, extra care 

was taken to review the outcomes to ensure they were from the participants and not the 

researcher’s point of view. 
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Since patients were not the focus of my study, I did not interview patients specifically.  I 

did observe some aspects of care but only from to view the healthcare provider role.  

Interviewing patients may have added to my findings. 

Another limitation is that I work for Accreditation Canada, the accrediting agency for this 

hospital (Fetterman, 2010).  Although I removed myself as their contact along with several 

hospitals in the area, participants asked questions about the process.  The employees knew where 

I worked and I am not sure if they changed their answers because of my affiliation.  I ensured 

that they knew that my study had no influence on their accreditation and that the accrediting 

agency did not know about the study site. One of the participants did tease me and call me “the 

spy”.  I was somewhat reassured that participants’ comments during interviews represented their 

own personal views as they did not describe patient safety as it is described in the literature.  

They openly shared some of their errors and safety issues. 

Finally, rewards were given although very small ones.  A donation will be given to the 

foundation and a draw for an iPod was given for participants in the interviews at the completion 

of my defence. This may have been perceived as coercion however, the minimal value of the 

compensation should mitigate this issue (Loiselle et al., 2004). 

8.5 Conclusion 

 8.5.1 Future Directions. The Rural Hospital Affinity Model was developed from 

research and the study findings. There are many unanswered questions to explore. The Rural 

Hospital Affinity Model needs to be tested in other rural hospitals.  Several of the components 

can be tested separately or together.  Some of the components may need refining or redefining 

with other data from rural hospitals. This model may not be reflective other rural hospitals. 
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  Replication of this current study could be done to explore other rural hospitals 

experience of patient safety culture. Building on this study by repeating it in other sites or further 

studying the healthcare roles in the other dimensions of the Canadian Patient Safety Institutes 

competencies could enhance the understanding of patient safety culture (Frank & Brien, 2008). 

Different rural cultures may result in dissimilar findings or confirm those found in this study. 

Research is needed on the role of support workers for patient safety in hospitals.   Little 

research has been completed about support workers.   Recognition of their value is beginning as 

new research is being published (Sokas et al., 2013).     

More studies are needed about patients and their effect of patient safety especially in the 

rural environment.  The community has a major influence on the hospital therefore this may 

change how patients interact with healthcare professionals (VanVorst et al., 2007). 

 This study had nurses as the leaders in senior positions.  The patient safety culture 

permeated the organization.  There are several research questions about nurses in executive roles 

that could be posed. For example, are nurse leaders more effective in senior leadership roles? 

Patient safety culture may have been positively influenced by the nursing leadership or by 

leadership style.  More research is required to understand the connection between nursing, 

leadership and patient safety.  

 8.5.2 Dissemination of Findings. The research will be disseminated through 

presentations and peer reviewed journals.  It will be shared with the organization for their 

understanding and comments. Since I work for Accreditation Canada, this information may help 

in the development of understanding rural hospital personnel, perspective and reality.  Since 
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many of my clientele are rural hospital workers, my understanding of their environment can help 

to better assist them. 

 Many of the findings are congruent with the literature of rural healthcare.  It is satisfying 

to realize that there are differences between urban and rural hospital environments.  Emphasizing 

these differences in policy writing and standards writing may assist rural hospitals to make 

patient safety real for their environment. 

8.5.3 Final comments. Witnessing patient safety culture in action is an awesome sight.  I 

believe I was able to experience this in my study of a small rural hospital.  The descriptions and 

outcomes from my study were surprising. Having a nurse as the CEO was an unexpected surprise 

for me but it provided interesting findings and further research questions to explore. 

My study findings were quite different than I expected. The most surprising findings are 

the healthcare professionals’ description of patient safety.  Most healthcare professionals did not 

describe patient safety from the perspective of error prevention.   Few mentioned errors.  All 

mentioned providing patient care as part of patient safety. Their descriptions were about doing 

everything for the patient.  Some of the healthcare professionals would speak about initiatives 

such as falls prevention or medication safety but mostly it would be about protection of the 

patient and everything they do for the patient.  Patient safety seemed to be entrenched in all their 

positions.  They internalize that they are personally responsible for their job and the patient. 

These characteristics seemed to follow the more ideal safety culture described in the literature 

(Vincent, 2006). MacKinnon (2011) also provides similar descriptions of patient safety in rural 

hospital using the term safeguarding. Another surprise for me was the support workers.  My 

original proposal did not include them but after being in the hospital, it was clear how important 
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they are to the patient safety culture. Support workers are unsung heroes.  The roles they play are 

undervalued and under researched.  They really did make a difference in care. 

The commitment of staff to their patients is wonderful to observe.  The care they provide 

seemed exemplary in most cases. Even though they did not articulate patient safety as it 

described in the literature, they described what it meant in patient care terms.   

Urban hospitals can learn from rural hospitals about patient safety culture.  Inherent ideas 

of community commitment and personal responsibility are needed for all patient safety culture 

and patient centered care. On a final note, I believe this rural hospital has it right.  I would just 

say that everybody has a role in patient safety. 
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Appendix A 

Research Models Reviewed 
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Framework Name 
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Cameron, K.S., & 
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Francisco: Jossey-
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Competing Values 
Framework. San 
Francisco: Jossey-
Bass. 
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control - do thing right, create- 
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Culture 

Carayon, P., Hundt, 
A.S., Karsh, B.T., 
Gurses, A.P., 
Alvarado, C.J., 
Smith, M., et al. 
(2006).Work system 
design for patient 
safety: the SEIPS 
model. Quality and 
Safety in Health 
Care. 15(Suppl 1), 
i50-i58. 

Systems 
Engineering 
Initiative for Patient 
Safety (SEIPS) 
model  

Based on Donabedian’s 
framework.The main focus of 
the model is work systems in a 
healthcare organization. The 
main three elements are work 
systems, process and outcomes.  
The work systems include 
technology, people, tasks and 
environment.  The processes are 
the care and the outcomes are 
patient outcomes.   

Patient Safety 

Chuang, Y-
T.,Ginsburg, L. & 
Berta, W.B. (2007). 
Learning from 
preventable adverse 
events in health care 
organizations: 
Development of a 
multilevel model of 
learning and 
proposition. Health 
Care Management 
Review, 32(4), 330-
340. 

Learning from 
preventable adverse 
events in health 
care organizations. 

Learning at the individual relates 
to personal behaviour level, 
group - group behaviour and 
organizational level leadership 
behaviours, safety culture 

Patient Safety 
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Deming, E. (2000). 
Out of crisis. 
Cambridge: M.I.T. 
Press. 

Total Quality 
Management 
Framework 

Deming is known as the founder 
of the total quality management 
(TQM) movement.  His fourteen 
step process was built for 
success in business management 
(Deming, 2000).   

Quality 

Donabedian, A. 
(1997). The quality 
of care: how can it be 
assessed? Archives of 
pathology 
&laboratory 
medicine, 121 (11), 
1145- 1150. 

Measurement for 
quality of care: 
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Emanuel, L., 
Berwick, D., 
Conway, J., Combes, 
J., Hatlie, M., Leape, 
L., et al. (2008). 
What exactly is 
patient safety?  
Retrieved from 
Agency for 
Healthcare Research 
and Quality: 
http://www.ahrq.gov/
downloads/pub/adva
nces2/vol1/Advances
-Emanuel-
Berwick_110.pdf.  

 Patient Safety 
Model of Health 
Care  

 “Overarching framework” for 
patient safety (Emanuel, 
Berwick,). There are four 
dimensions to the model.  They 
include “those who work in 
health care, those who receive 
health care, the infrastructure of 
systems… and the methods for 
feedback…” (Emanuel et al., 
2008).  This model is used in 
association with the Vincent’s 
seven elements of patient safety 
and with Donabedian’s model of 
structure process outcome.   

Patient Safety 
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safety across the 
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Retrieved from 
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http://www.patientsaf
etyinstitute.ca/Englis
h/toolsResources/safe
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uments/Safety%20Co
mpetencies.pdf 

The Safety 
Competencies: 
Enhancing patient 
safety across the 
health professions.  

The Canadian Patient Safety 
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patient safety competencies 
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professionals. The six domains 
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contribute to a culture of patient 
safety; work in teams for patient 
safety; communicate effectively 
for patient safety; manage safety 
risks; optimize human and 
environmental factors; and 
recognize, respond to and 
disclose adverse events. Each 
domain has specific enabling 
competencies, knowledge, skills 
and attitudes defined and 
described for a better 
understanding of the domain.  

Patient Safety 
and 
Competencies 

Kulig, J.C., Hegney, 
D., & Edge, D.S. 
(2010). Community 
Resiliency and Rural 
Nursing: Canadian 
and Australian 
Perspectives. In C.A. 
Winters & H.J. Lees 
(Ed.). Rural nursing, 
concepts, theory and 
practice. New York: 
Springer Publishing 
Company.  

Community 
Resiliency and 
Rural Nursing 
Model 

The components of community 
resiliency include leadership, 
togetherness, outlook, and ability 
to cope with divisions and 
change, networks and getting 
along (Kulig, Hegney, &Edge, 
2010).  These components lead 
to a sense of community and 
community action (Kulig, 
Hegney, &Edge, 2010).  The 
researchers suggest that rural 
nurses can advocate and 
influence the community in 
health issues and other 
community issues. 

Rural 
Community 
Resiliency  
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Lin, I.B., Beattie, N., 
Spitz, S., & Ellis, A. 
(2009). Developing 
competencies for 
remote and rural 
senior allied health 
professionals in 
Western Australia. 
Rural and Remote 
Health, 9, 1115. 
Retrieved from:  
http://www.rrh.org.au
. 

Competency 
framework for 
remote and rural 
senior allied health 
professionals 

  A competency framework has 
been developed for allied health 
care professionals in rural or 
remote areas (Lin, Beattie, Spitz, 
& Ellis, 2009).   This framework 
has quality and safety as one of 
the main competencies (Lin, et 
al., 2009). There is also a stress 
within the competencies of 
evidence based practice and 
awareness of the rural and 
remote context (Lin, et al., 2009) 

Competencies 

Lucero, R.J., Lake, 
E.T., & Aiken, L.H. 
(2009).  Variation in 
nursing care quality 
across hospitals.  
Journal of advanced 
nursing, 65,(11), 
2299–2310. 

The Quality Health 
outcomes model  

The Quality Health outcomes 
model includes reciprocal 
processes that occurs between 
the concepts of systems, 
intervention, client and 
outcomes (Mitchell, Ferketich, 
& Jennings,1998; Lucero, 
Lake,& Aiken, 2009). Systems 
concepts include the individual 
health care professionals and the 
written and structural processes 
within the organization.  The 
client is the person receiving 
care and interventions are the 
care that is The outcomes are 
related to the interventions.   

Quality 

Mitchell, P. H., 
Ferketich, S., & 
Jennings, B.M. 
(1998). Quality 
health outcomes 
model. Journal of 
nursing scholarship, 
30(1), 43- 46. 

The Quality Health 
outcomes model  

Same as above Quality 



IT’S EVERYTHING AND EVERYONE’S RESPONSIBILITY                                        230 
 

Authors and 
Reference 

Model or 
Framework Name 

Components of the Model Kind of Model 

Moscovice, I., 
Wholey, D.R., 
Klingner, J., & Knott, 
A. (2004). Measuring 
rural hospital quality. 
The Journal of Rural 
Health, 20(4), 383-
393. 

Conceptual Model 
for Measuring 
Rural Hospital 
Quality 

The Conceptual Model for 
Measuring Rural Hospital 
Quality has structure, process 
and outcomes as main 
components (Moscovice, 
Wholey, Klingner, & Knott, 
2004).  The organizational 
leaders can develop their 
indicators related to the services 
that they provide.   

Rural and 
quality 

Neal, A., Griffin, 
M.A., & Hart, P.M. 
(2000).The impact of 
organizational 
climate on safety 
climate and 
individual 
behaviours. Safety 
Science, 33, 99-109. 

Model of the 
relationship 
between 
organizational 
climate and 
behaviour 

This model demonstrates a 
relationship between 
organizational climate, safety 
climate and individual 
behaviour.  The main areas in 
climate include management and 
communication. 

Culture 

Parker, D. Kirk, S., 
Claridge, T., Esmail, 
A., & Marshall, M. 
(2006). Manchester 
Patient Safety 
Framework.  
Retrieved from: 
http://www.nrls.npsa.
nhs.uk/resources/?En
tryId45=59796 

Manchester Patient 
Safety Framework.  

Assessment framework for 
patient safety culture. Ten 
dimensions for patient safety 
culture.  They include: 
commitment to overall 
continuous improvement; 
priority given to safety; system 
errors and individual 
responsibility; recording 
incidents and best practice; 
evaluating incidents and best 
practices; learning and effecting 
change; communication about 
safety issues; and personnel 
management and safety issues; 
staff education and training; and 
team work. The healthcare 
professionals evaluate dimension 
using a rating system based on 
Westrum’s cultural elements.  

Patient Safety 
Culture 



IT’S EVERYTHING AND EVERYONE’S RESPONSIBILITY                                        231 
 

Authors and 
Reference 

Model or 
Framework Name 

Components of the Model Kind of Model 

Parker, D., Lawrie, 
M., & Hudson, P. 
(2006). A framework 
for understanding the 
development of 
organizational safety 
culture. Safety 
Science, 44, 551-562. 

A framework for of 
organizational 
safety culture.  

Parker, Lawrie and Hudson 
(2006) developed the cultural 
elements for healthcare from 
Westrums cultural model. Each 
element is well defined for the 
health care professional to 
evaluate patient safety culture in 
their organization.  

 

Reason, J. (2000). 
Human error: Models 
and management. 
British Medical 
Journal, 320(7237), 
768-770.  

The Swiss Cheese 
Model  

The Swiss cheese model is an 
example from the literature that 
influenced patient safety 
frameworks (Reason, 2000).  
This model provided an 
understanding of error 
identification in organization 
structures and processes 
(Reason, 2000). 

Patient Safety 

Runciman, W.B., 
Baker, G. R., Michel, 
P., Jauregui, I.L., 
Lilford, R.J., 
Annermann, A., et al. 
(2008). The 
epistemology of 
patient safety 
research.  
International Journal 
of Evidence Based 
Healthcare, 6, 476-
466. 

Generic Reference 
Model  

 The Generic Reference Model 
identifies the incident in the 
center and the hazards and 
contributing factors are at the top 
and the outcomes are below the 
incident section. This framework 
would be helpful when exploring 
an incident or potential incident. 

Patient Safety 
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Sammer, C.E., 
Lykens, K., Singh, 
K.P., Mains, D.A.,& 
Lackan, N.A. (2010). 
What is patient safety 
culture? A review of 
the literature. Journal 
of Nursing 
Scholarship, 42(2), 
156-165. 

Patient Safety 
Culture Model 
using a fish-bone 
diagram 

From the literature, the 
researchers developed concepts 
and a fishbone diagram for 
patient safety culture.  The main 
concepts included teamwork, 
communication, learning, 
evidence-based, just, leadership, 
patient-centered.  From these 
concepts there are several 
underlying ideas (Sammer et al., 
2010).  The researchers help to 
conceptualize patient safety 
culture. 

Patient Safety 
Culture 

Schein, E. (2004). 
Organizational 
culture and 
leadership (3rd ed.). 
San Francisco: John 
Wiley & sons 

Culture Model Schein’s (2004) cultural model. 
The focus of the model is the 
three levels of culture.  The 
levels include artifacts, values 
and assumptions.  The artifacts 
are the visible environment 
items like people and buildings, 
the values are the written 
missions and values of the 
organization and the 
assumptions are the underlying 
operations of the organization.   

Culture 

Sherman, H., Castro, 
G., Fletcher, M., 
Hatlie, M., Hibbert, 
P., Jakob, R., et al. 
(2009). Toward an 
International 
classification for 
patient safety: the 
conceptual 
framework. 
International Journal 
for Quality in Health 
Care, 21(1), 2-8. 

International 
Classification for 
Patient Safety 
(ICPS) framework  

International Classification for 
Patient Safety (ICPS) framework 
(Sherman et al., 2009 was 
developed to provide a 
consistent language and 
description of concepts about 
patient safety internationally.  
The model includes over six 
hundred concepts that are within 
ten classes.  The framework is 
built on error detection and 
mitigation.  

Patient Safety 
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Troughton, M. J. 
(1999).  Redefining 
“Rural” for the 
twenty-first century. 
In W. Ramp, J. 
Kulig, I. Townshend 
& V. McGown (Eds). 
Health in rural 
settings: context for 
action. Lethbridge: 
University of 
Lethbridge. 

Community 
Sustainability  
Model 

Criteria for community 
sustainability include economic 
structure, social services, 
distribution of goods and 
services, community self-
determination and quality of life. 
(Troughton, 1998, p. 34). 
Distribution of goods includes a 
viable population and 
sustainable economic base. 
Community self-determination 
relates to independent 
governance and decision making 
(Troughton, 1998). The 
researcher advises that all of 
these criteria must be considered 
for rural health.  

Rural 

Verma, S., Paterson, 
M., & Medves, J. 
(2006). Core 
competencies for 
healthcare 
professionals: What 
medicine, nursing, 
occupational therapy, 
and physiotherapy 
share? Journal of 
Allied Health 35, 
109-115. 

Harmonized 
Competency 
Framework 

Verma, Patterson, and Medves 
(2006) developed a harmonized 
competency framework.  They 
demonstrate how physicians, 
nurses and physiotherapist have 
similar but slightly varied 
competencies with six “units of 
competency” (Verma, Patterson, 
& Medves, 2006).  The six units 
of competency include 
“professional, expert, scholar, 
manger, communicator and 
collaborator” (Verma, Patterson, 
& Medves, 2006).  . 

Competencies 
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Vincent, C. (2006). 
Patient safety. 
Edinburgh: 
Churchill, 
Livingstone, 
Elsevier. 

 Seven Patient 
Safety Elements 
Framework 

Building on Reason’s work, 
Vincent (2006) identified seven 
patient safety elements: 
Organization and management 
factors; Work environment 
factors; Team factors; Task 
factors; Individual factors; 
Patient characteristics; External 
environment factors. These 
elements are also part of many 
of the health care frameworks. 

Patient Safety  

Wakefield, J & Jorm 
C. (2009). Patient 
safety-a balanced 
measurement 
framework. Austalian 
Health 
Review,33(3),382-
389 

Patient safety-a 
balanced 
measurement 
framework. 

Dimensions for measurement are 
safety learning, patient 
experience, staff attitudes and 
behaviour,  safety performance 
and safety action 

Patient Safety 

Wakefield, D.S., 
Ward, M.M., 
&Wakefield, B.J., 
(2007). A 10-rights 
framework for 
patient care quality 
and safety. American 
Journal of Medical 
Quality, 22(2), 103-
111. 

A 10-rights 
framework for 
patient care quality 
and safety.  

The framework is based on 
Donabedian’s structure, process, 
and outcome model for quality.   
The ten rights include Right 
Information, Right Setting, Right 
Technology, and Right 
Personnel Right Time, Right 
Site, Right Amount, Right Care, 
Right Fit, and Right Patient 
(Wakefield, Ward, & Wakefield, 
2009). This framework is linked 
with the Joint Commission 
accreditation program and 
national patient safety goals. It is 
designed to help healthcare 
leaders understand and prioritize 
patient safety initiatives. 

Patient Safety 
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Westrum, R.(2004). 
A typology of 
organizational 
cultures. Quality and 
Safety in Health 
Care, 13, 22-27 

A typology of 
organizational 
cultures.  

Westrum (2004), describes a 
culture model using three 
dimensions.  The dimensions are 
pathological, bureaucratic and 
generative.  Pathological culture 
has internal conflict and people 
hid information.  Bureaucratic 
has rules that are not usually 
followed.  Generative is where 
there is good flow of 
information.  

Culture 
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Appendix 1: Search strategy and search terms. 

Below are outlines of search strategies utilized for identifying studies in each database and the date the search was 

last updated.  The initial Medline search strategy was based on a hedge developed by Linda Slater at University of 

Alberta in consultation with Morgan Truax at the Canadian Patient Safety Institute.  Consideration was also given to 

searches developed by AA Tanon et al at Universite de Montreal.40 The search was then verified using the PRESS 

(Peer Review of Electronic Search Strategy) mode.41 

Subject Heading Based Searches 

Medline (2000 to present).  Search current as of: October 10, 2011. 

1. Medical Errors/ 

2. Diagnostic Errors/ 

3. Medication Errors/ 

4. Accidental Falls/ 

5. Safety Management/ 

6. Safety/ 

7. Risk Management/ 

8. Pressure Ulcer/ 

9. Accident Prevention/ 

10. risk/ 

11. risk factors/ 

12. Risk Assessment/ 

13. Foreign Bodies/ 

14. Embolism, Air/ 

15. exp Cross Infection/ 

16. (adverse adj3 event$).ab,ti. 

17. (health care adj3 error$).ab,ti. 

18. (medic$ adj3 error$).ab,ti. 

19. (nurs$ adj3 error$).ab,ti. 
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20. (patient$ adj3 safe$).ab,ti. 

21. (physician$ adj3 error$).ab,ti. 

22. (safety adj3 climate$).ab,ti. 

23. (safety adj3 culture$).ab,ti. 

24. (human adj3 error$).ab,ti. 

25. "root cause analysis".ab,ti. 

26. "near miss".ab,ti. 

27. human factor$.ab,ti. 

28. organizational culture/ 

29. hospital culture.mp. 

30. Hospitals, Rural/ 

31. Hospital Bed Capacity, under 100/ 

32. remote hospital$.mp. 

33. outpost.mp. 

34. small community.mp. 

35. Rural Health/ 

36. Rural Population/ 

37. exp hospitals/ 

38. 1 or 2 or 3 or 4 or 5 or 6 or or 7 or 8 or 9 or 10 or 11 or 12 or 13 or 14 or15 or 16 or 17 or 18 or 19 or 20 or 21 or 
22 or 23 or 24 or 25 or 26 or 27  

39. 28 or 29 

40. (35 or 36) and 37 

41. 30 or 31 or 32 or 33 or 34 or 40 

42. 38 and 39 and 41 

43. limit 42 to English 

CINAHL (2000 to present).  Search updated October 10, 2011 

S1  (MH "Home Health Care+")  

S2  (MH "Community Health Services") 

S3  (MH "Community Health Nursing+") 
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S4  (MH "Residence Characteristics")  

S5  (MH "Housing for the Elderly")  

S6  (MH "Home Health Agencies")  

S7  (MH "Home Health Aides") 

S8  AB community dwell*  

S9  TI community dwell*  

S10  AB "living in the community" 

S11  TI "living in the community"  

S12  AB home dwell* 

S13  TI home dwell*  

S14  AB "living at home" 

S15  TI "living at home"  

S16  AB home base*  

S17  TI home base*  

S18  AB "care at home" 

S19  TI "care at home"  

S20  (MH "Treatment Errors") 

S21  (MH "Medication Errors") 

S22  (MH "Health Care Errors") 

S23  (MH "Adverse Health Care Event") 

S24  (MH "Diagnostic Errors") 

S25  (MH "Failure to Diagnose") 

S26  (MH "Patient Safety")  

S27  (MH "Adverse Drug Event") 

S28  (MH "Sentinel Event")  

S29  (MH "Root Cause Analysis") 

S30  AB near miss  

S31  TI near miss  

S32  (MH "Human Error") 
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S33  TI human factor*  

S34  AB human factor*  

S35  TI mistake*  

S36  AB mistake* 

S37  TI misadventure* 

S38  AB misadventure* 

S39  TI mishap* 

S40  AB mishap* 

S41  TI malpractice* 

S42  AB malpractice* 

S43 (S1 OR S2 OR S3 OR S4 OR S5 OR S6 OR S7 OR S8 OR S9 OR S10 OR S11 OR S12 OR S13 OR S14 
OR S15 OR S16 OR S17 OR S18 OR S19) 

S43 (S20 OR S21 OR S22 OR S23 OR S24 OR S25 OR S26 OR S27 OR S28 OR S29 OR S30 OR S31 OR 
S32 OR S33 OR S34 OR S35 OR S36 OR S37 OR S38 OR S39 OR S40 OR S41 OR S42) 

S44 S43 AND S44 

Embase (2000 to present). Search current as of: October 10, 2011 

1. patient safety/ 

2. safety/ 

3. accident prevention/ 

4. medical error/ 

5. diagnostic error/ 

6. medication error/ 

7. therapeutic error/ 

8. falling/ 

9. cross infection/ 

10. deep vein thrombosis/ 

11. risk/ or attributable risk/ or fall risk/ or fall risk assessment/ or infection risk/ or risk assessment/ or risk benefit 
analysis/ or risk factor/ or risk management/ or risk reduction/ or sentinel event/ 

12. rural hospital$.mp. 

13. rural area/ 
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14. exp hospital/ 

15. organizational culture.mp. 

16. hospital culture.mp. 

17. remote hospital$.mp. 

18. outpost.mp. 

19. small community.mp. 

20. 12 or 17 or 18 or 19 

21. 13 and 14 

22. 20 or 21 

23. 1 or 2 or 3 or 4 or 5 or 6 or 7 or 8 or 9 or 10 or 11 

24. 22 and 23 

25. limit 24 to (english language and yr="2000 -Current") 

26. limit 25 to (conference abstract or conference paper or "conference review" or proceeding) 

27. 25 not 26 

PsycInfo (2000 to present)  Search current as of October 10, 2011. 

1. errors/ or "error of measurement"/ or exp prediction errors/ or error analysis/ 

2. misdiagnosis/ 

3. accidents/ or falls/ or accident prevention/ 

4. risk management/ 

5. risk assessment/ or risk factors/ 

6. "quality of care"/ 

7. human factors engineering/ 

8. 1 or 2 or 3 or 4 or 5 or 6 or 7 

9. rural environments/ 

10. hospital environment/ 

11. remote.mp. 

12. outpost.mp. 

13. small community.mp. 

14. rural.mp. 
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15. exp Hospitals/ 

16. 9 or 11 or 12 or 13 or 14 

17. 10 or 15 

18. 16 and 17 

19. 8 and 18 

20. limit 19 to (english language and yr="2000 -Current") 

Keyword based searches.   

In each instance, only the abstract and title fields were searched.  Databases searched using a keyword only strategy 
include: AMED, Cochrane, Dissertation Abstracts, GlobalHealth, Mednar, Scirus, Web of Science.  Searches 
updated October 10, 2011 

1. (patient$ adj3 safe$) 

2. (adverse adj3 event$) 

3. (medic$ adj3 error$) 

4. (diagnos$ adj3 error$) 

5. (health care adj3 error$) 

6. (nurs$ adj3 error$) 

7. safety 

8. (physician$ adj3 error$) 

9. (human adj3 error$) 

10. cause analysis 

11. near miss 

12. accident$ 

13. risk manag$ 

14. truth disclosure 

15. mishap$ 

16. misadventure$ 

17. malpractice$ 

18. mistake$ 

19. 1 or 2 or 3 or 4 or 5 or 6 or 7 or 8 or 9 or 10 or 11 or 12 or 13 or 14 or 15 or 16 or 17 or 18 
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20. rural$ 

21. 19 and 20 
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Appendix 2: Grey Literature Search 

Key words – Patient safety, hospital, rural, critical assess hospitals, culture and a combination of these terms. 
 
Organizations Items Not 

suitable 
Suitable  Comments 

Canadian Patient Safety Institute 21 21   

Canadian Nursing Association 10 10   

Registered Nurses of Ontario 1 1   

Canadian Health Research Foundation 
(CHSRF) 

6 5 1 commentary 
only 

 

Health Canada 1 1   

Public Health Agency of Canada 1 1  Lots of 
information 
on Falls and 
the elderly 

Canadian Centre for Health and Safety 
in Agriculture 

5 5   

Canadian Medical Association 0 0   

Accreditation Standards 15 13 Two 
accreditation 
programs for 
patient  safety 

 

National Patient Safety Agency 0 0 Good 
information- not 
specific to rural 
hospital and 
patient safety 
culture 

Lots of 
indicator data 

Institute for Health & Social Care 
Research (IHSCR) 

9 5  4 duplicates 

National Library of Health (NLH) 5 5   

The Open University 25 25   

World Health Organization Library 
(WHOLIT) 

63 63  Research 
topic 

Canadian Institute for Health Information 
CIHI 

28 28   
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Organizations Items Not 
suitable 

Suitable  Comments 

Agency for Healthcare Research and 
Quality (AHRQ) 

45 35 6 suitable  4 repeats 

Australian Patient Safety Foundation 0 Not able 
to search 

  

Hong Kong Hospital Authority 1 1   

Health Information and Quality Authority  0 0   

Grey net 65 65   

New York Academy 30 30   

University of Nebraska Rural health 
program 

24 4 4 suitable 16 repeats 

The Fraser Institute  5 5   

Institute of Medicine (IOM) 3 3   

Institute for Healthcare Improvement 
(IHI) 

46 46   

EUNetPaS- European Union network for 
Patient safety 

0 0   

Safer Healthcare Now 19 19   
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Appendix 3: Accreditation Standards Review 

Accreditation body Rural hospital 
program 

Patient Safety 
component 

Patient safety 
culture specific 
standards and 
survey for rural 

hospitals 

Rural hospital 
name 

Joint Commission on 
the Accreditation of 
Healthcare 
Organizations 
(JCAHO). United 
States 29,30 

Yes for Critical 
Access Hospitals 

There are 
specific patient 
safety goals for 
Critical access 
hospitals 

There are specific 
standards identified 
for culture.  This 
includes using a 
culture survey and 
involving staff. 

Critical Access 
hospital 

National Integrated 
Accreditation for 
Healthcare(NIAHO) 
United States42 

Yes, specific to 
Critical Access 
Hospitals 

Yes, within the 
standards 

Not specific to 
culture 

Critical Access 
hospital 

Accreditation 
Canada14 

Hospital standards - 
Not specific to rural 
hospitals.  Program 
for Aboriginal and 
rural and remote 
nursing 

Yes for the 
regular program 
but not specific 
to rural hospitals 

Patient safety 
culture survey but 
not specific to rural 
hospitals 

Rural hospital 

The Australian 
Council on Healthcare 
Standards ACHS43 

No specific 
standards for rural 
hospitals only day 
hospitals 

Yes, but part of 
the program  

Nothing specifically 
noted 

Rural hospital 

Australian General 
Practice Accreditation 
Limited / Quality in 
Practice - 
QIP/AGPA44 

For general practice Not able to 
assess 

Not able to assess Rural hospital 

Council for Health 
Service Accreditation 
of Southern Africa – 
COHSASA45 

Hospital 
accreditation-Not 
specific to rural 
hospitals 

Part of the 
standards 

Not able to assess District hospital 

Malaysian Society for 
Quality in Health – 
MSQH46 

Hospital 
accreditation-Not 
specific to rural 
hospitals 

Part of the 
standards 

Not able to assess Rural hospital 
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Accreditation body Rural hospital 
program 

Patient Safety 
component 

Patient safety 
culture specific 
standards and 
survey for rural 

hospitals 

Rural hospital 
name 

Netherlands Institute 
for Accreditation in 
Healthcare – NIAZ47 

Hospital 
accreditation-Not 
specific to rural 
hospitals 

Part of the 
standards 

Not specified Rural hospital 

Quality Improvement 
Council and the QIC 
Accreditation 
Program, Australia – 
QIC48 

Community 
standards 

Not able to 
assess 

Not able to assess Rural hospital 

Taiwan Joint 
Commission on 
Healthcare 
Accreditation – 
TJCHA49 

Hospital 
accreditation-Not 
specific to rural 
hospitals 

Part of the 
standards and 
specific 
indicators 

Yes, there is a 
patient safety 
culture survey that 
reflects different 
characteristics of 
the healthcare 
organization 

Rural hospital 

Health Care 
Accreditation Council 
of Jordan - HCAC 50 

Hospital 
accreditation-Not 
specific to rural 
hospitals 

Part of the 
standards 

Not able to assess Not specified 

Haute Autorité de 
santé, France – HAS51 

Hospital 
accreditation-Not 
specific to rural 
hospitals. Disease 
process standards 

Not able to 
assess 

Not able to assess Not able to 
assess 

The Danish Institute 
for Quality and 
Accreditation in 
Healthcare – IKAS52 

Hospital 
accreditation-Not 
specific to rural 
hospitals 

Part of the 
standards 

Not able to assess Not specified 

Accreditation Canada 
International53 

Hospital 
accreditation-Not 
specific to rural 
hospitals 

Part of the 
standards 

Not specific to 
patient safety 
culture 

Rural hospital 
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Accreditation body Rural hospital 
program 

Patient Safety 
component 

Patient safety 
culture specific 
standards and 
survey for rural 

hospitals 

Rural hospital 
name 

Joint Commission 
International, USA – 
JCI54 

Hospital 
accreditation-Not 
specific to rural 
hospitals 

Part of the 
standards 

Not able to assess Not specified 

National Accreditation 
Board for Hospitals 
and Healthcare 
Providers (NABH), 
India 55 

Standards of Small 
healthcare 
organizations which 
seems to include 
small rural 
hospitals. Hospital 
program as well 

Part of the 
standards 

Not specific to 
patient safety 
culture 

Not specified 

Healthcare 
Accreditation and 
Quality Unit (CHKS-
HAQU), UK 56 

Standards for 
community 
organizations 

Part of the 
standards 

Not able to assess Not specified 

Japan Council for 
Quality Health Care 
(JCQHC), Japan57 

Not able to assess 
because of 
language 

Many patient 
safety indicator 
reports in 
English 

Not able to assess Not specified 

Health Information 
and Quality Authority- 
Ireland58 

Not specific to rural 
hospitals 

Part of the 
standards 

Part of the 
standards 

Not specified 
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Proquest 

Dissertations 

20 

Web of 

Science  38 

PsycInfo    

21

AMED         

40

Embase   

355 

Medline   
277 

CINAHL   
146 

Total combined 
[1055]  Removed: 158 

Discarded: [28]              
Not meeting inclusion 

criteria  

Final combined total 

[897]

Full studies read to determine match 

with inclusion criteria [34] 

Final total included in review                   

[10]

Excluded: [28] 

Not meeting methodological criteria 

Discarded: [863] 

Hand and grey literature searching  

[32] 
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Appendix 5: Critical Appraisal for Observational Studies20 

 

Reviewer _________________________________  Date _____________________ 
 

 Yes No Unclear N/A 

1. Is the study based on a random or pseudo-random 
sample? 

    

2. Are the criteria for inclusion in the sample clearly 
defined? 

    

3. Were outcomes assessed using objective criteria?     

4. If comparisons are being made, was there a 
description of groups? 

    

5. Was an appropriate statistical analysis used?      

 

Overall appraisal:  Include        Exclude    Seek further info    

Comments (including reasons for exclusion):        
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Appendix 6: JBI Critical Appraisal Checklist for Narrative, Expert Opinion & Text 20 

Reviewer _________________________________  Date __________________ 

 Yes No Unclear 

1. Is the source of the opinion clearly identified?     

2. Does the source of the opinion have standing in the field of 
expertise? 

   

3. Are the interests of patients/clients the central focus of the opinion?    

4.  Is the opinion's basis in logic/experience clearly argued?    

5. Is the argument developed analytically?    

6. Is there reference to the extant literature/evidence and any 
incongruence with it logically defended? 

   

7. Is the opinion supported by peers?    

 

Overall appraisal:  Include       Exclude    Seek further info    

 

Comments (including reasons for exclusion):        
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Appendix 7: Critical Appraisal for Observational Studies20 

Criteria Studies 

Cook et al.26    

(2004) 
Demiris et al.27 

(2004) 

Jones et al.23 

(2008) 

Is the study based on a random or pseudo-
random sample? 

Convenience 
sample 

Convenience 
sample 

Convenience 
sample 

Are the criteria for inclusion in the sample 
clearly defined? 

Yes Yes Yes 

Were outcomes assessed using objective 
criteria? 

Yes Yes Yes 

If comparisons are being made, was there a 
description of groups? 

Yes yes N/A 

Was an appropriate statistical analysis used?  Yes N/A Yes 

 

 

Criteria Studies 

Jones et al. 22 

(2011) 

Klinger et 
al.8 (2009) 

Rudman et al.24 
(2006) 

Fogarty et 
al.25 (2006) 

Is the study based on a random or 
pseudo-random sample? 

Convenience 
sample 

Convenience 
sample 

Convenience 
sample 

Pseudo 
random 

Are the criteria for inclusion in the sample 
clearly defined? 

Yes Yes Yes Yes 

Were outcomes assessed using objective 
criteria? 

Yes Yes Yes Yes 

If comparisons are being made, was 
there a description of groups? 

N/A N/A N/A N/A 

Was an appropriate statistical analysis 
used? 

Yes Yes Yes Yes 
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Appendix 8: JBI Critical Appraisal Checklist for Narrative, Expert Opinion & Text 20 

Criteria Studies 

Wholey et al.7 

(2004) 

Godkin et al.28 
(2008) 

Joint Commission29,30 

(2012) 

  Is the source of the opinion clearly 
identified? 

Yes No Yes 

 Does the source of the opinion have 
standing in the field of expertise? 

Yes Yes Yes 

Are the interests of patients/clients the 
central focus of the opinion? 

Yes Yes Yes 

Is the opinion's basis in logic/experience 
clearly argued? 

Yes Yes N/A 

  Is the argument developed analytically? Yes Yes N/A 

  Is there reference to the extant 
literature/evidence and any incongruence 
with it logically defended? 

Yes Yes N/A 

  Is the opinion supported by peers? Yes Yes Yes 
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Appendix 9: Data Extraction for the Studies20 

Study Country Methods Setting Setting and 
Sample 

Measures Outcomes  

Cook et al.26 

(2004) 

 

Western 
United 
States 

Mix Methods - 
Observational 
study 

29 rural 
hospitals 
across 9 
states.            
22 hospitals 
had 
fewer than 50 
acute care 
beds. 20 
hospitals were 
 acute care 
facilities   
 9 were a 
combination of 
acute care and 
long-term care 
facilities 

 Teams of 3-4 
members at 
each site 
(physician, 
nurse and 
administrator). 
Hospital 
employees to 
complete the 
patient safety 
survey (485 
responses) 

Hospital data 
summary. Close 
Call Pilot Culture 
Assessments (65 
responses). 
Questionnaire on 
Adverse events 
recording (62 
responses). Case 
studies and 
questionnaires. 
Telephone 
interviews with 
team members.  
Researcher 
designed patient 
safety culture 
survey of hospital 
employees (485 
responses) 

Close Call Pilot Culture Assessments- 
team members believe that their 
hospitals support patient safety (71%) 
and that there is no punishment for 
reporting (71%).                                  
Questionnaire on Adverse events- The 
most commonly reported incidents were 
medication errors and patient falls.             
Telephone interviews and 
questionnaires - For the case studies 
about errors in diagnosis and treatment, 
physicians did not identify them as 
errors but instead identified them as a 
difference in clinical judgment. Nurses 
were reluctant to identify them as errors 
but the rationale for not is concerning.  
The nurses did not want to question the 
physicians and they were concerned 
with maintaining the relationship. The 
nurses that did question the clinical 
judgment were met with resistance by 
the physicians.  The administrators did 
not comment as they did not have the 
clinical knowledge.  When the case 
study identified errors done by nurses, 
the majority of respondents agreed they 
were errors and reported them. 
Physicians rarely considered nurses 
part of the decision making team. 
Patient Safety culture survey with 
employee responses -Respondents 
from the larger patient safety culture 
survey identified the same types of 
errors that the team identified in their 
interviews and in the error reporting 
survey.  in the larger survey (53%), the 
respondents agreed that they could 
make care safer. 

Demiris et al. 27 
(2004) 

Missouri 
(United 
States) 

Pilot study 8 Missouri 
rural hospitals. 
The median 
number of 
beds was 72 

 16 
administrators 
and 14 
healthcare 
workers 

Telephone 
interviews using 
a structured 
protocol for 
questions. Many 
were yes and no 
answers or 
choose the most 
correct answer. 
There was one 
designed for the 
administrators 
and one for 
healthcare 
workers. The 
focus was error 

Percentages -21% of health care 
workers that rated their reporting system 
as adequate.50% of the administrators 
rated it as adequate.  The follow up to 
the reporting was rated as low (81%). 
Both the administrators and the 
healthcare workers stated that adverse 
events are under reported (75% and 
93%). The administrators agreed that 
they need data to prevent errors(88%) 
however they also state that an 
electronic system may be too costly. 
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Study Country Methods Setting Setting and 
Sample 

Measures Outcomes  

reporting 

Jones et al. 22 

(2008) 
Midwestern 
United 
States.  

Action Research 
- Before and 
after study 

35 rural 
hospitals in 
three 
Midwestern 
United States. 
Group 1-14 
Critical Access 
hospitals-13 in 
Nebraska and 
1 in Wyoming. 
Group 2-11 
critical assess 
hospitals in 
Nebraska. 
Group 3 were 
10 critical 
assess 
hospitals in 
North Dakota 

35 rural 
hospitals in 
three 
Midwestern 
United States.  

Questionnaire 
about medication 
error reporting. 
Number of 
medication errors 
reported. Number 
of new 
medication 
processes 
implemented. 
ARHQ Patient 
safety culture 
results from 2005 
and 2007.  
Interview at the 
end of the project 
with key 
participants in 
each hospital. 

Questionnaire showed differences in 
definition and identification of 
medication errors.  The information was 
not able to be compared because of the 
differences. Medication errors reported 
The amount of errors reported 
depended on the amount of pharmacy 
support.  The hospitals (53%) with little 
pharmacy support (less than 15 hours) 
reported less errors (2,586 errors) and 
the other hospitals (47%)reported 5,501 
errors.  This was three fold higher than 
at the beginning of the project.                    
Medication Processes Implementation 
 Group 1 and 2 implemented half the 
process. Group 3 implemented one third 
of the process. Implementation of other 
safety initiative after the receiving the 
patient safety culture survey results also 
occurred in less than half the hospitals.  
Results of the Patient safety survey are 
given in accompanying study.        
Interviews at the end of the project. 
Validated usefulness of the reporting 
systems.  Software assisted their review 
and understanding the errors and the 
severity.  It also provided a common 
language to discuss errors. 

Jones et al 23  
(2011) 

Midwest 
United 
States.  

Before and after 
study -
Observational 
study 

24 rural 
hospitals on 
three 
Midwestern 
United states 

2005- 1995 
responses 
(70.4%) in 21 
hospitals               
2007 - 1963 
responses 
(70.0%) in 21 
hospitals 

 AHRQ HSOPSC 
surveyed 
modified for rural 
hospitals 

Similar results both years in teamwork 
(80%and 81%), hospital management 
support (73% and 74%) and in 
organization learning and expectation of 
managers (72% and 75%).  The least 
positive were communication (58% and 
62%) and feedback on errors (59% and 
62%).                                               
Significant difference.                                  
In 2007, the question “mistake that is 
caught and corrected before affecting 
the patient” was 1.3 times the odds of 
the responses in 2005.                                
“worry that mistakes they make are kept 
in their personal file” (1.24 time odds 
“they feel free to question the decisions 
or actions of those with more authority” 
(1.23 times the odds). 



IT’S EVERYTHING AND EVERYONE’S RESPONSIBILITY                                        261 
 

Study Country Methods Setting Setting and 
Sample 

Measures Outcomes  

Klingner et al. 8 

(2009) 
Midwest 
United 
States.  

 Before and after 
study - 
Observational 
study 

8 rural 
hospitals in 
Tennessee 
United States - 
Hospital 
beds were 15 
to 65, with an 
average of 38 
beds. 

8 rural hospitals 
in Tennessee 
United States 

Education and 
survey on PDA 
use. Number of 
emergency 
protocols 
implemented. 
Healthcare 
Research and 
Quality(AHRQ) 
patient safety 
culture survey in 
2005 and 2006. 
(747 responses 
in 2005 and 855 
responses in 
2006) 

Survey of PDA users -  177 respondents 
reported an 83.2% increase in 
knowledge and an over 80% 
(81.4%inpatient, 87.4 outpatients) 
increase in practice efficiency. The 
users reported that they rarely looked 
paper based information since they 
started using the PDA.                                
Emergency room protocols -Six 
hospitals implemented 24 protocols.           
Agency for Healthcare Research and 
Quality (AHRQ) patient safety culture 
survey - The response rates averaged 
to 72% for all the hospitals. The overall 
response rate was 747 in 2005 and 855 
in 2006. The authors reported a 
statistical significant difference in nine of 
the twelve dimensions of the culture 
between the two surveys. This included 
the overall perception of safety (56%and  
69%).  

Rudman et al. 24 

(2006) 
Mississippi.  Observational 

study 
8 rural 
hospitals in 
Mississippi- 
The bed 
number ranged 
from 9 to 82.  6 
of the 8 were 
less than 25 
beds. 

8 rural hospitals 
192 
respondents out 
of 219. 

The short version 
of the teamwork 
and safety 
climate attitude 
questionnaire 

The researchers used ANOVA to 
calculate the differences. Significant 
differences were demonstrated between 
physicians and nurses about teamwork 
(p=0.008). After statistical adjustments, 
physicians had a more positive attitude 
toward teamwork than nurses. There 
were positive responses toward the 
value of teamwork and management 
creating a culture of safety 

Fogarty et al. 25 
(2006) 

Queensland 
Australia 

Observational 
study 

11 hospitals in 
2 health 
regions in 
Queensland, 
Australia. 
Hospital beds 
ranging from 
11 to 100. 

176 nurses 
working in 11 
rural hospitals 

Queensland 
Public Agency 
Staff survey 
(QPASS) and a 
violation and 
error scale 
developed by the 
researchers.  

The results suggest that the violations 
are negatively correlated with Quality of 
worklife (R=-0.25) Organizational 
climate (R=-0.25). The authors suggest 
that organizational culture measures 
may not be sensitive enough to use in 
specific interventions such as violations.  
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Study Country Methods Setting Setting and 
Sample 

Measures Outcomes  

Wholey et al.7 
(2004) 

Minnesota 
and 
Wisconsin, 
United 
States 

Opinion paper Mercy hospital 
in Minnesota - 
25 beds. 
Myrtle Werth 
hospital in 
Wisconsin - 43 
beds 

2 rural hospitals interviews done 
in two rural 
hospitals and on 
academic 
literature 

Different than urban hospitals - Rural 
hospitals are smaller and the community 
is small, the culture of the hospital has 
fewer subcultures and is integrated into 
the community. The patients and 
hospital employees work and live in the 
community.  Hospital employees may 
have difficulty in questioning processes 
or reporting errors since everyone is 
often acquainted with each other. Rural 
hospital management is advised to 
ensure questioning of the systems and 
supporting employees. The discernment 
of adopting patient safety technologies 
and systems is more difficult in rural 
hospitals.  The administrators have 
limited resources therefore the 
incorporation of new systems must be 
examined carefully.  It is difficult for rural 
hospitals to measure required needs or 
processes because of low volumes to 
measure or systems that work even if 
best practices dictates differently. 

Godkin et al. 28 

(2008) 
Texas. 
United 
States 

Opinion Paper None  Rural hospitals are well suited to 
absorbing patient safety knowledge 
because of less formality in 
administration. Decreased the 
communication and dissemination time. 
Networks- The rural professional may 
adopt the processes that have been 
developed by the group thus limiting the 
expansion of that knowledge.   
Management- . Since rural hospitals 
have few administrators, the adoption 
and innovation of patient safety is based 
on this limited ability.  Patient safety 
knowledge adoption is suggested to be 
based on management’s ability to 
incorporate into the organization.  

Joint 
Commission 29,30 

(2012) 

United 
States 

Patient safety 
goals for 
Accreditation 
Standards for 
Rural hospitals 

For all Critical 
Access 
Hospitals in 
United States 

1,327 CAHs in 
the United 
States 

Patient Safety 
goals that 
organizations 
must meet for 
Accreditation 

The goals do not specify patient safety 
culture but they are a means to develop 
a culture of safety.  They are part of the 
Accreditation program. The 
accreditation standards specifically 
outline what is needed for the culture of 
safety 
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Appendix 10: Excluded studies with justification for exclusion 

Author Title  Reason for Exclusion 

Armstrong et al. 59 

(2006) 
Structural empowerment, magnet 
hospital characteristics, and patient 
safety culture: Making the link.  

This study was excluded because the authors did 
not specify that it was a rural hospital and did not 
state the approximate bed number.  It was 
described as a community hospital.   

Hooper et al. 67 (2005) Creation of a safety culture: 
Reducing workplace injuries in a 
rural hospital setting. 

This study did not provide an outcome measures 
for their interventions. There was no data to 
confirm the improvements. 

Longo et al. 68 (2007) Rural hospital patient safety systems 
implementation in two States. 

This study was not specific to patient safety 
culture.  It was about implementing a medication 
system in both rural and urban hospitals. 

Jones et al. 34 (2007) Engineering a culture of safety This is a website of toolkits to help create cultures 
of safety.  This website is part of a larger study. 

National Integrated 
Accreditation for 
Healthcare42 (2012) 

National Integrated Accreditation for 
Healthcare (NIAHOSM) 

Accreditation Requirements for 
Critical Access Hospitals 

REV 6 

Content covers aspects of patient safety culture 
but not specifically patient safety culture.  I was 
not able to access the most current version. 

Thornlow17 (2008) Nursing patient safety research in 
rural health care settings 

After critical appraisal this systematic review was 
excluded. Many of the criteria were unclear or not 
met.  For example, there is only one reviewer. 

Tupper et al.72 (2008) Strategies for improving patient 
safety in small rural hospitals  

This report is similar to other studies in a peer 
reviewed journal by the same authors. The peer 
review studies were chosen instead of this paper. 

Vartak et al.3 (2010) Patient safety outcomes in small 
urban and small rural hospitals. 

Excellent comparisons of urban and rural 
hospitals with specific indicators.  It is not specific 
to patient safety culture 

Weinstock75 (2002) Driving out errors. This is a commentary of the perspective of a CEO 
of a health system of rural hospitals on developing 
a safety culture. Size and structure of the 
hospitals were not discussed. 

Westfall et al76 (2004) Applied strategies for improving 
patient safety: a comprehensive 
process to improve care in rural and 
frontier communities 

This studies was not specific to rural hospitals 
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Appendix D 

Consent for the CEO 

Exploring Patient Safety Culture in a Rural Hospital 

Information and Consent for the Hospital 

(Name of Hospital) is being invited to take part in a research study. The researcher 

will be Julie Langlois, a Ph.D. nursing student from Queen’s university. The role of health 

care worker in patient safety will be explored. The setting is a rural hospital.  The Queen’s 

University Health Sciences and Affiliated Teaching Hospitals Research Ethics Board (date 

of review and append to proposal)  has reviewed this study.   

Details of the study 

The study purpose is to explore roles of health care workers in patient safety.  The setting is 

a rural hospital.  The researcher will visit the hospital to collect data about patient safety and 

health care workers.  The researcher will need: 

o to observe different staff while they are working; 

o shadow staff while they are working; 

o review hospital documents on patient safety.  A hospital person will suggest a list of 

documents.  

o to interview staff.  Written consent will be obtained. 

The researcher would be in to the hospital for 3-12 hours per day 3 times a week. The period 

would be up to six months.  
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Confidentiality 

All information collected in for this study is strictly confidential. The hospital’s anonymity 

will be protected at all times.  Number or pseudonym will only identify the staff 

participating in the study. All of the formal interviews will be taped and transcribed with 

only number identifiers.  Data will be stored in locked files. It will be available only to the 

principal researcher. The signed consent with the names will be kept locked separately from 

the data. The hospital will not be identified in any publications or reports.  

Risks 

There are no known risks with this study. 

 

Benefits 

The information gained from the research on staff roles in patient safety will be shared with 

the hopsital. This information can be used to assist the hospital. The research will help 

generate more knowledge specific to rural hospitals.    

Freedom to withdraw 

The hospital’s participation and the staff’s participation in this study are voluntary.  You 

may withdraw from this study at any time and your withdrawal will not affect any future 

relationship. 

Payment 

Upon completion of the Ph.D. thesis, a five hundred dollar donation will be given to the 

hospital. 
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How will the research be used? 

The data from this research will be used for: 

1. Ph.D. thesis 

2. Academic research papers and presentations 

3. A summary report or presentation to be given to all interested participants 
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Consent 

I have read and understand the consent form for this study. I have had the of this study 

explained to me. I have been given enough time to consider the above information. I can 

seek advice if I chose to do so. I have had the chance to ask questions. The questions have 

been answered to my satisfaction. I am voluntarily signing this form. I will receive a copy of 

this consent form for my information.  

If at any time I have further questions, problems or adverse events, I can contact  

Julie Langlois at 613-254-8873   

or  

Jennifer Medves at 613- 533-2669 

If I have questions regarding my rights as a research subject I can contact  

Dr. Albert Clark, Chair, Queen’s University Health Sciences and Affiliated Teaching 

Hospitals Research Ethics Board at 533-6081  

By signing this consent form, I am indicating that I have authority to bind the corporation 

and that I authorized the hospital to participate in this study.  

_______________________ _________________  

Signature of Chief Executive Officer   Date  

_______________________ _________________  

Signature of Witness Date  

STATEMENT OF INVESTIGATOR:  

I, or one of my colleagues, have carefully explained to the hospital representative the nature 

of the above research study. I certify that, to the best of my knowledge, the subject 
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understands clearly the nature of the study and demands, benefits, and risks involved to 

participants in this study.  

____________________________ _________________  

Signature of Principal Investigator Date  
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Appendix E 

Consent for the Participants 

Exploring Patient Safety Culture in a Rural Hospital 

Information and Consent for the Participant 

  (Name of person) is being invited to participate in a research study directed by Julie 

Langlois, a PhD nursing student from Queen’s University. The study will be to understand 

the roles of health care workers in a patient safety.  Julie Langlois can describe the study in 

more detail and answer any of your questions.  The Queen’s University Health Sciences and 

Affiliated Teaching Hospitals Research Ethics have reviewed this study for ethical 

compliance. (date of review and append to proposal) 

Details of the study 

The purpose of this study is to explore roles of health care workers in patient safety. The 

setting is a rural hospital. 

As a participant in this study, (name) will asked to be: 

 interviewed individually by the researcher. There may be up to three interviews. The 

extra interviews may be needed to understand your role better. 

 shadowed by the researcher while you do your work. The researcher will not be 

judging your work, only observing what you do. 
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Confidentiality 

All information obtained during the course of this study is strictly confidential. Your 

anonymity will be protected at all times.  A number or pseudonym will only identify your 

information in the study. All of the formal interviews will be taped and transcribed with only 

number identifiers.  Data will be stored in a password protected laptop. It will be available 

only to principle investigator. If files need to be transfer, there will be no identifiers. The 

data will be encrypted. The signed consent with the names will be kept locked separately 

from the data. You will not be identified in any publications or reports. 

Risk 

There are no known risks with this study. 

Benefit 

The information you provide will be part of the research. The overall research will be shared 

with the  staff. This information can be used to assist  the hospital. The hospital will help 

generate more knowledge specific to rural hospitals.    

Payment 

At your first interview, you will be given a ticket with a number.  The ticket will be placed in 

a draw for an Ipod touch.  The draw will be made after the collection of information is 

complete. 

Freedom  
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Your participation in this study is voluntary.  You may withdraw from this study at any time.  

Your withdrawal will not affect any future relationship. 

How will the research be used? 

The data from this research will be used for: 

1. PhD thesis 

2. Academic research papers and presentations 

3. A summary report or presentation can be given to all interested participants. 
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Consent 

I have read the consent and information for this study. I understand the consent form for this 

study. I have had the purposes, procedures and technical language of this study explained to 

me. I have been given sufficient time to consider the above information and to seek advice if 

I chose to do so. I have had the opportunity to ask questions which have been answered to 

my satisfaction. I am voluntarily signing this form. I will receive a copy of this consent form 

for my information.  

If at any time I have further questions, problems or adverse events, I can contact  

Julie Langlois at 613-254-8873 

or  

Jennifer Medves at 613- 533-2669 

If I have questions regarding my rights as a research subject I can contact  

Dr. Albert Clark, Chair, Queen’s University Health Sciences and Affiliated Teaching 

Hospitals Research Ethics Board at 533-6081  

By signing this consent form, I am indicating that I agree to participate in this study.  

_______________________ _________________  

Signature of Participant          Date  

_______________________ _________________  

Signature of Witness               Date  

STATEMENT OF INVESTIGATOR:  

I, or one of my colleagues, have carefully explained to the participant the nature of the above 

research study. I certify that, to the best of my knowledge, the subject understands clearly 

the nature of the study and demands, benefits, and risks involved to participants in this study.  



IT’S EVERYTHING AND EVERYONE’S RESPONSIBILITY                                        277 
 

____________________________ _________________  

Signature of Principal Investigator Date  
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Appendix F 

Formal Question Guide 

This guide is a sample of questions that were asked during the formal participant 

interview.  Generally, the interview lasted thirty minutes to one hour and specific 

information that I wanted to understand was the focus. The structure of the interview 

followed the same format of greeting, explanation of the study and the specific information I 

would be exploring, questions (general, in-depth and closing) and a closing of the session.  

These sessions were recorded with the permission of the participant (Spradley, 1979). 

Greeting 

Explanation 

I am exploring roles and responsibilities in your hospital.  Part of my research is to explore 

patient safety. Today I would like to talk to you about patient safety. 

Demographic questions including how long they worked in the hospital and profession. 

General work questions about their normal day. 

1) Can you walk me through your typical day? 

2) Have you heard of the term patient safety before? 

3) Is this term commonly used in your workplace? 

4) Can you give me an example of a time when you have heard this term used? 

5) When people talk about patient safety what other things do they talk about with it? 

6) How do you describe patient safety in your area? 

7) Is there another term that is used instead of patient safety? 
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8) Could you share an example of a patient safety activity? 

9) Can you walk me through your day and describe to me your activities that you think 

would be related to patient safety? 

10) If someone asked you what your role in patient safety is, how would you respond? 

11) If a piece of equipment is not working, what usually happens? 

12) Let’s say someone in your department makes a medication error what happens? 

13) Is there anything you would like to add? 

Thank you for your time today.  I have some notebooks if you want to take one and jot down 

any notes or comments that you may have forgotten and you would like to share with me, 

please feel free to take one. 

Can I meet with you again to discuss another topic?   
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Appendix G 

Data Collection 

 In total, over 5 months my data collection included: 

1. 34 days with over 155 hours  of participant observation  in the hospital  

 Six board meetings including three ethics meetings 

 Observation of different care areas in the hospital 

 Attended  seven  different committee meetings 

 Many social gatherings for coffee, lunch and dinners 

2. 36 formal interviews 

 15 Registered Nurses 

 6 Registered Practical Nurses 

 6 other health professional including a physiotherapist, dietician, 

pharmacist. 

 5 Physicians 

 3 Clinical support workers 

 3 Senior leaders 

3. 26 Informal interviews 

 9 Registered Nurses 

 3 Other health professionals 

 9 Clinical support workers 

 3  Managers 

 2 Physicians 

4. Over 162 documents reviewed 

 87 policies and procedures 

 48 job descriptions 

 10 meeting minutes 

 17 website items 

 Various protocol, worksheets, newspapers, newsletters, calendars 
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Appendix H 

Data Collection Process 

Time frame   Place of Observation Activities 

Month 1 Hospital tour Document review 

Month 2 Hospital overall 40.85 hours OBS 

Ambulatory care 9 interviews 

Educator 

Emergency Document review 

Orientation 

Physiotherapy 

Pharmacy 

Operating Room 

Month 3 Hospital overall 48.5 hours OBS 

Diagnostic imaging 8 interviews 

Kitchen 

Emergency nights Document review 

Inpatient unit nights 

Supply 

Infection control 

Administration offices 

Month 4 Hospital overall 
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CNO day 30 hours OBS 

CEO day 9 interviews 

Central supply 

Inpatient unit Document review 

Physician group 

Month 5 Hospital overall 

Nurse Manager day 31 hours OBS 

Pharmacy 10 interviews 

Evening inpatient transition 

Evening emergency Document review 

General orientation 

Month 6-12 Board meeting 9 hours OBS 

Lunch dates 

Email contacts Document review 

Telephone calls 

Meetings 

 

 

 

 

 

 

 

 



IT’S 
 

 

 

 

 

 

EVERYTHHING AND E

H

EVERYONE

Hospital Or

E’S RESPON

Appendix I

rganizationa

 

 

NSIBILITY

I 

al Structure

Y                   

e 

                    283 

 



IT’S EVERYTHING AND EVERYONE’S RESPONSIBILITY                                        284 
 

Appendix J 

Nursing Staff mix in the Rural Hospital 

 

Nurses Full time Part time
Emergency 
RN 5 8
Ambulatory care 
RN 1 1
RPN 1 1
Inpatient Unit 
RN 5 8
RPN 2 4
Surgical care 
RN 2
Operating room 
RN 2

Note. RN is Registered Nurse. RPN is Registered Practical Nurse 

 

 

 

 

 


