RESULTS: Significant findings included a weak to moderate correlation between patient safety
culture and attitude toward advocacy, and a moderate negative correlation between safety
culture, advocacy and years of experience as a nurse. No significant correlations were found
between safety culture and patient outcomes or advocacy and patient outcomes.
CONCLUSIONS: Perceptions of experienced medical / surgical nurses within the participant
hospitals were overall less positive about the patient safety culture and advocacy than their less
experienced peers. These results raised questions as to whether adequate leadership attention was
being given to the practice concerns of experienced medical/surgical nurses related to patient

safety and advocacy.
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Introduction

Nurses undeniably play an integral role in patient safety and advocacy as the care provider in
constant interaction with the patient and the clinical team. As such, nurses have the unique
opportunity and a professional obligation to advocate for patients to ensure their safety. Although
advocacy is a core tenet of our profession, the incidence of nurse sensitive hospital acquired
conditions remains at an unacceptably high rate in hospitals.(1) The negative ramifications of
substandard care are personal for patients and financial for hospitals, yet the issues continue to
exist.

The Institute of Medicine evaluated the state of patient safety in a landmark report To Err Is
Human.(2) The report was a call to action for the healthcare industry to examine and improve
poorly designed systems that were leading to errors in patient safety, and to promote a safety
culture in which all care givers would be comfortable to raise concerns and advocate for their
patients. The IOM cited the lack of administrative focus on safety culture as one of the primary
reasons for systemic hospital acquired conditions, which subsequently initiated wide-spread
concern at the hospital C-suite level. In an effort to encourage the health care industry to improve
quality, the federal government levied financial penalties on organizations that fell below the
expected levels of performance through the Affordable Care Act.(3) Aligning financial payment
to patient outcomes was the chosen strategy to expose the cost of poor quality and to lower the
overall cost of care by decreasing preventable injury to patients.

Attention to patient safety has undeniably increased since the IOM report was published,
however nurse sensitive hospital acquired conditions continue to occur at unacceptably high
rates.(1,4) If we as nurses consider advocacy as a professional obligation and have put

considerable efforts into safety culture, why have we not been more successful in the reduction

45



of these conditions? The purpose of this study was to examine safety culture, advocacy, nurse
demographic characteristics and nurse sensitive patient outcomes to determine if relationships

existed that could provide insight into this important issue.

Literature Review
A review of the literature demonstrated that as the safety culture improved, nurse sensitive
outcomes, specifically patient experience, hospital acquired pressure ulcers (HAPUs), and
incidence of falls, improved as well. The practice setting for the current study was
medical/surgical units so only those studies that included this type of unit are presented below.
Three cross-sectional studies were published that reported positive correlations between
higher safety culture ratings and patient experience scores. Gearhart studied 287 nurses and
physicians and 216 patients on three hospital medical/surgical units within three separate
hospitals in one city in the United States.(5) A significant relationship (p < .001) was reported
between increased safety culture ratings, (specifically the subscales related to overall perceptions
of safety, organizational learning, teamwork within units, non-punitive response to error,
staffing, management support and teamwork across units), and increases in the patients’ rating of
nurse communication, responsiveness of the staff and pain control. Effect sizes were calculated
using incident rate ratios (IRR) with organizational learning as the strongest predictor variable
(89-96% of the change in the patient experience ratings was predicted by the organizational
learning score) and the other statistically significant subscales between 36-84%. Abrahamson et
al. conducted another study with 135 units, of which 64 were medical/surgical within 45
hospitals throughout the United States. A significant positive relationship was found between

higher scores in nurse communication and higher scores in safety culture, in particular the
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subscale related to staffing p = .002.(6) Aiken et al. found a significant positive relationship
between patients’ perceptions of nurse communication and the nurses’ perceptions of safety as
reported by a hospital safety grade (odds ratio .94, confidence interval .9 to .98).(7) This very
large study included over 60,000 nurses and 130,000 patients from the United States and
Europe.(7) Across all studies, patient reported nurse communication scores increased when
nurses reported higher satisfaction with hospital safety culture.

Two very large studies linked safety culture and HAPUs and falls. Taylor studied the
relationship between safety culture and HAPUs and safety culture and falls using a cross-
sectional design with a convenience sample of nurses working on 29 nursing units (including
ICU and medical/surgical) and 28,260 patients within one academic medical center.(8) The
results indicated a negative relationship between nurse perception of safety culture and HAPUs
(p < .01, odds ratio 0.383) meaning as safety culture scores increased, HAPUs decreased. Brown
and Wolosin examined safety culture and nurse sensitive outcomes (HAPUs and falls) in nine
hospitals in California on 37 nursing units.(1) The results indicated that as the overall perception
of patient safety improved the unit had fewer HAPUs, r=-.349 and as teamwork within the
nursing unit improved the number of falls decreased, r=-.327.

While the literature suggests that safety culture and patient outcomes are correlated, the
relationships among patient advocacy, culture, and patient outcomes are not as clear. The
published work has focused on the experience that nurses had when advocating for patients, the
cultural and organizational impediments to advocacy and the nurses perception of the impact to
patient outcomes.

In an effort to explore the impact of organizational culture on advocacy and patient

outcomes, Hanks conducted a large quantitative theme analysis (a subset of a larger study) on the
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narrative responses of 325 Texan medical / surgical nurses. Nurses reported various levels of
organizational support which directly impacted their ability to advocate for patients. The top
three types of advocacy were education of the patient or family, communication with the care
team, and questioning to ensure adequate care, with 15.6% of nurses reporting that their
advocacy efforts were performed to ensure the outcome of patient’s safety.(9)

In an effort to examine the relationship between advocacy and a specific safety outcome,
a descriptive quantitative study with a sample of 1,725 RNs was conducted following a hepatitis
exposure in Nevada due to the reuse of contaminated medication vials. One third of surveyed
nurses reported that they had witnessed practices that could cause harm to patients, however they
did not report these practices because of fear of retaliation or belief that there would be lack of
follow up on their concerns. These findings indicated that the organizational culture in Nevada
hospitals was not consistently conducive to safe patient care, resulting in the enactment of
whistleblower legislation in Nevada.(10)

Qualitative work has also been conducted, in an effort to gain a more in-depth
understanding of medical/surgical nurses’ perceptions of their experience when enacting
advocacy. O’Connor and Kelly (2005) studied 20 nurses in focus group interviews in Ireland of
which 7 were a focus group of medical/surgical nurses. Following a theme analysis they found
that nurses reported positive patient outcomes as a result of their advocacy efforts, and that the
advocacy role centered on the nurse-patient relationship within the context of the unit dynamics.
Unfortunately, they also frequently experienced conflict and confrontation when engaging in
patient advocacy activities, often at the detriment of their professional relationships, primarily
with physicians.(11) Another study examined the perceptions of 10 experienced nurses in

Iceland when caring for patients in pain. The researchers identified key themes that influenced
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the nurse’s experience: the patient, moral dilemmas, gatekeepers (physicians) and organizational
hindrances. Being able to bring the voice of the patient to the physician for a discussion on pain
management was seen as essential to a positive patient outcome. In addition, the organization’s
culture and policies related to palliative care often led to issues of moral distress for nurses.
Nurses reported the experience of pain management to be positive when the patient outcome was
relief of pain, and subsequently negative when pain control was not achieved.(12) Although the
state of research connecting patient safety culture and patient advocacy remains in its infancy,
the studies noted above indicate a connection between the organizational culture and other care
providers that act as gatekeepers, shaping the nurse’s ability to satisfactorily advocate for the

patient.

Theoretical Framework

The Husted theory of ethical decision-making (Figure 1)(13) provided the theoretical framework
for describing the complex interaction between nurse decision-making (specifically the decision
to advocate) and the environment or the culture in which the nurse cares for patients. Husted’s
model offers a theoretical basis for the relationship between advocacy and culture, with
particular emphasis on context and the bioethical standard autonomy.(13) The nurse’s decision to
act on behalf of the patient, thus preserving the patient’s autonomy, is made while weighing
cultural and personal ramifications of taking action. Each nursing unit has a unique culture that
provides the context for patient care on that unit, and that context includes the relationships
between nurses, physicians, and unit leadership. For example, a nursing action might be in the
best interest of the patient, but may not be supported by peers, members of the medical staff or

unit, and hospital leadership. It is not helpful to assess attitude toward advocacy without also
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considering the context of the nurse-patient interaction.(14,15) Nurses graduate their pre-
licensure programs having learned about the nursing code of ethics (16) and the role of the nurse
to advocate for vulnerable patients. However, the new nurse’s practice quickly becomes situated
within the cultural context of the organization and/or unit in which they practice, and the nurse-
patient relationship and attitude toward advocacy are directly impacted by the cultural
context.(17) Notably, one multi-hospital and country study found that cultural differences were
greater within hospitals than across hospitals or countries.(18) These differences directly impact
and shape the advocacy role of the new nurse, and emphasizes the importance of unit level
culture.(19)

The Husted Model also assimilates context in terms of the nurse’s knowledge and
awareness which includes the nurse’s experience and education level. Studies have established
the relationship between a higher percentage of baccalaureate-prepared nurses and patient
outcomes such as decreased length of stay in high risk patients (20), and lower mortality and

complications in surgical patients.(21)

Methods

The purpose of this study was to examine the relationships among safety culture, advocacy,
nurse demographic characteristics and nurse sensitive patient outcomes. Participants were all
staff RNs employed on a medical/surgical nursing unit in the health system of study who were
proficient in English.

Design and Approach

This correlational cross-sectional study utilized a sub-set of data collected by the health system

during a prior survey. The purpose of the parent study was to assess and provide areas for
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improvement of the current safety culture. The parent study’s potential sample consisted of
12,047 health system employees, of which 4,199 (35%) completed the patient safety culture and
advocacy surveys in the months of December 2015 and January 2016. The advocacy survey was
completed only by RNs within the system. Both surveys were launched using the Qualtrics
platform, ensuring anonymity to the respondents. The focus of this secondary data analysis was a
subsample of 1,045 staff RNs that practiced on one of 40 medical/surgical or telemetry units
throughout the 7 hospital system. The patient outcome data was available at the unit level only.
Patient experience data was obtained from a random sample of patients discharged from each
hospital who received a mailed survey which was completed by the patient or significant other
and mailed to Press Ganey. The data was entered into the Hospital Compare data-base by Press
Ganey, one of the approved venders by CMS. Press Ganey Corporation guaranteed the integrity
of the data. Patient falls and HAPU data were obtained from the hospital risk management
system.

Measurement

Patient safety culture was measured using The Hospital Survey on Patient Safety Culture
(HSOPSC). The HSOPSC was developed for the AHRQ by a contracted research group, Westat,
and made available in 2004 for hospital use.(22) A total of 42 questions on the scale have been
divided into 12 subcategories, and grouped into three dimensions: outcome measures, unit level
and hospital wide safety culture dimensions. The individual responses were on a 5-point Likert-
type scale ranging from strongly disagree to strongly agree. In addition, there were two single
item measures that do not have an alpha statistic reported: patient safety grade and number of
events reported. The 12 subscales were analyzed for internal consistency using data from the

AHRQ database on 331 hospitals and 50,513 individual respondents.
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Advocacy was measured using the APAS developed by Bu.(23) Unlike the HSOPSC,
the APAS had not been widely utilized. The APAS had a total of 64-items divided among three
subscales; safeguarding patient’s autonomy (SPA), acting on behalf of patients (ABP) and
championing social justice (CSJ). The three subscales corresponded to the three core attributes in
a mid-range theory developed by the author of the instrument and a colleague.(24) Only one of
the subscales (ABP) was used in this research as it best represented the type of advocacy used in
medical / surgical nursing practice. In addition, the use of all three scales would have been
onerous for the staff and costly for the institution. Responses were scored on a 6-point Likert-
scale ranging from strongly disagree (1) to strongly agree (6).

The choice of nurse sensitive patient outcome variables was determined following a
literature review that examined prior research on patient safety culture and patient outcomes. The
variables chosen for this study were selected due to significance in past studies involving
medical/surgical units (patient experience, HAPUs, and falls), or because variation was expected
across medical/surgical units. In the studies that included mixed ICU and medical/surgical units,
patient falls were not found to be a significant outcome measure most likely due to the low
number of falls that occur in the ICU setting.(25,26)

Patient Experience was measured by the Hospital Consumer Assessment of Healthcare
Providers and Systems (HCAHPS) survey (27) administered by Press Ganey Corporation on
behalf of the hospital system. The Center for Medicare and Medicaid Services (CMS) required
acute hospitals to contract with an approved vender and submit results to CMS. These results
were entered into the Hospital Compare database and were made available for health-care
consumers to access. The survey consisted of 32 items, however only three nurse sensitive

subscales comprising of a total of seven question were chosen for the purposes of this study:
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nurse communication (3), responsiveness of hospital staff (2), and pain management (2).(28) The
scale used in the items selected for this research was a 4-point Likert-type scale of 1 = never, 2 =
sometimes, 3 = usually, and 4 = always.(28) The CMS publicly reported data was the percentage
of “4s” or “always” answers called top box. The HCAHPS unit scores in this study were based
on top box scores from calendar year 2015. Internal consistency reliability was tested using
Cronbach’s alpha, which indicated that the three subscales used in this research had acceptable
reliability.(29) Rothman et al. (29) reported nurse communication at .85, nursing services
(responsiveness of nursing staff) .71 and pain control .81. Internal consistency was not tested in
the current study as the raw data was not available to the researcher.

A HAPU was defined as a pressure ulcer stage 11, III, IV, and unstageable deep tissue
injury which developed after admission to a hospital. The HAPU rate was the total number of
HAPUEs in calendar year 2015 per 1000 patient days. Data from the hospital risk management
database was used to determine the HAPU rate.(30)

A fall was defined as an unplanned descent to the floor (or extension of the floor if another object
was struck on that decent) which resulted from a physiological or environmental reason. Fall rate
was the total falls in calendar year 2015 per 1,000 patient days. Data from the hospital system
risk management database was used to determine the fall rate.(31)

Data Analysis

Only those units with a 20% or greater response rate were included in the study, with the final
sample consisting of 23 medical/surgical units and 211 nurses from the 7 hospitals. The number
of units was between 1 and 7 per hospital. The analysis also contained data sets at the individual
and unit levels, therefore it was necessary to account for the lack of independence between the

individual, unit, and hospital level data. Because individuals are nested within units and units
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within hospitals, the interclass correlation of the scores at the individual level within the units
and hospitals was examined. Interclass correlation (ICC) is the relationship between the Mean
Squares of the between and within variance therefore the closer to one, the more the variance is
due to differences from being within a group. The ICC can also be interpreted as the correlation
between any two randomly chosen individuals in the group.(32) The data was assessed by
variable and participant for the extent and pattern of missing data and outliers. There was no
missing data from the safety culture survey and 34 participants that did not complete the
advocacy survey in its entirety. Listwise deletion was used for the study participants with
missing data because the majority of the questions were left unanswered in these 34 surveys.
Statistical significance was defined as P<05. IBM SPSS (V.24.0) was used to perform the
statistical analysis.

The nurses’ responses to the safety culture survey were reported as the percentage of
positive responses (PPR) therefore respondents who rated the safety culture as either agree or
strongly agree were included in the PPR. An exploratory factor analysis (EFA) on the data from
this study was performed using R-Studio (ver 1.0143) with Psych Package (ver. 1.7.5) due to the
dichotomous data to determine if a total combined score of the 12 composite scales could be
used in the analysis.(33) The Cronbach’s alpha was .93 indicating strong internal consistency
within the 12 composite scales therefore the combined score was used in the analysis. (Technical
Appendix A).

The advocacy scale was scored on a 1 (mean score of 1-3) to 4 (strongly agree) scale due
to the propensity for positive responses. Because the raw data was severely skewed toward
positive responses, a Log 10 Reflect transformation (logR) was applied to the advocacy

responses.(34) The interpretation of results was in reverse, indicating that a low logR signified a

54



greater propensity towards advocacy. An exploratory factor analysis with weighted least squares
and oblique rotation was performed and the results indicate a dominant factor and yielded a
Cronbach’s alpha of .95. (Technical Appendix B)

The relationship between safety culture and advocacy was tested using a bivariate
correlation. Descriptive statistics for participant demographics were expressed in percentages
and means. The relationships between the demographic characteristics, safety culture and
advocacy were tested using a one-by-one best case scenario multiple regression approach.
Specifically, each demographic variable of interest, level of education, hospital unit, hospital,
employment length in unit, employment length in hospital, and length of time as a registered
nurse, was examined independently with advocacy scores as the outcome variable. The variables
were input in a backwards removal technique. This allowed for all variables to be included in the
first model, and then those variables not statistically significant related to the outcome were
removed in the second model.(34) Residuals, Cook’s Distance, Mahalanobis, and Leverege
values were tested and all were well within acceptable levels. Residuals had a mean of zero and a
standard deviation of one. Cook’s distances were all less than .07. The largets Mahalanobis
distance was 7.482 and well below critical values with 2 predictors and 177 cases. Finally,
Leverage values were all less than .05 based on using (3*(k+1)/n) where k is the number of
predictor variables and n is the sample size.(35)

Four exploratory multiple regression models were run to test the relationship between
perceptions of safety culture, advocacy and the patient outcomes. The patient outcome data was
aggregated down from the unit-level to the nurse respondent level. This has been shown to shrink
the standard errors thus increasing the t-values and indicating more statistically significant results

than should be. To compensate for this increase in power, the cut off for the p was set at .01.
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IRB approval

IRB approval was obtained from the health system as well as the university in which the
researcher was a doctoral student. This study was granted exempt status by both IRBs.

Results

Descriptive Statistics

The majority of the participants worked in the hospital for 5 years or less (51.7 %), on their unit
5 years or less (60.7%), had an associate’s degree as their highest level of education (38.9%) and
were female

(77.3%) (Tablel). The mean and standard deviation of the safety culture scale were 20.67 and
9.88. There were 211 completed surveys and none incomplete. The mean and standard deviation
of the advocacy scale were 88.94 and 12.59, with scores ranging between 17 and 102. There
were 177 completed surveys and 34 incomplete. See table 2 for complete descriptive data of
scales and subscales. The mean (standard deviation) of the five patient outcomes variables were;
nurse communication 76.0%(4.2), call light response 59.8%(7.1), pain management 66.1%(5.3),
fall rate 3.5(1.3), and HAPU rate 1.2(.8).

Perceptions of safety culture and advocacy

To examine the relationship between safety culture and advocacy, two bi-variate Pearson
correlations were run between the composite of the 42-item safety culture scores and both a
composite of the advocacy scores and the log transformation of the composite of advocacy
scores. The Person correlation before the log transformation was p=.333 and the Pearson
correlation after the log transformation was = -.29. Following the log transformation higher
scores on the advocacy scale indicated lower advocacy values. The correlation between the two

was small to moderate, approximately 9% shared variance. The correlations between advocacy
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and the total safety culture score as well as each of the safety culture 12 subscales are provided in
Table 3.

Relationships among nurse demographic characteristics, safety culture and advocacy

To examine the relationship among nurse demographic characteristics, safety culture and
advocacy a one-by-one best case scenario approach was utilized. Education level, a categorical
variable, did not vary statistically significantly by advocacy scores (F(3,170) = 2.24, p=.09). On
a technical note, we do acknowledge an inter-class correlation (ICC) of .31, indicating some of
the variance noted was due to the nurse being within a specific educational level category
(associates degree, diploma, BSN or MSN).

Length of tenure in the unit, in the hospital, and as a nurse were statistically significantly
associated with advocacy scores (F(5,171) = 2.26, p = .05), (F(5,171) =2.69, p = .02) and
(F(5,168) = 2.83, p = .02), respectively, which indicated that longer tenure was associated with
lower advocacy scores. Again, due to the nested nature of the data, the ICC scores were quite
high in the unit and hospital analysis at .40 and .41, which indicated a nesting effect of the scores
based on the length of time a nurse worked in a specific unit and hospital. The nesting effect may
have been present because the data was gathered at the nurse level, and rolled up into unit and
hospital levels; therefore the nurse level data is nested in the unit level data and then within the
hospital level data.

Based on those results, a multiple linear regression model with safety culture scores,
tenure in the hospital and tenure as a nurse as independent variables and log of the advocacy
scores as the outcome variable was examined. Length of tenure in the unit was not included
because it is highly correlated with the time in the hospital and was the weakest association to be

statistically significant. The significance level for the p value was set at .025 as two linear
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regressions were run on the same data. Both models were statistically significant at the p <0.025
level (Table 4). For every unit increase in the safety culture score there was a -.23 drop in the
advocacy scores. For every one unit increase in length as a registered nurse (a one category
move), there was a .18 increase in the advocacy scores indicating length of time as a nurse was
predictive of a less positive attitude towards patient advocacy. Both models accounted for 11%
of the variance in advocacy scores.

Relationships among perceptions of safety culture, attitudes toward advocacy and patient
outcomes.

Four exploratory multiple regression models were run with safety culture and advocacy as the
predictor variables and a nurse sensitive patient outcome as the outcome. Each analysis included
one of the outcome variables (nurse communication, call light response, pain management, falls
or HAPUs) as well as patient safety and advocacy. None of the exploratory models yielded
statistically significant results. Specifically, the model results were, for nurse communication
F(2,174) = 0.927, p = 0.398, call light response F(2,174) = 1.087, p = 0.341, pain management
F(2,174) = 0.187 p + .830, falls F(2,174) = .32 p = 0.396 and HAPUs F(2,174) = 1.086, p =

0.346.

Discussion

This study was one of the first to examine the relationship between safety culture, advocacy and
patient outcomes. While a positive relationship was found between safety culture and advocacy,
a more notable relationship was found between the tenure of the nurse and their perception of

both safety culture and advocacy. Although the relationship between safety culture and advocacy
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was significant, the results including patient outcomes were not significant in this study, which is
contrary to the published literature.(1,5,6,7,8)

The correlation found between patient safety culture and nurses’ attitudes toward
advocacy indicated that there was a relationship between the context of the nurses’ work
environment, the safety culture, and their attitudes toward advocacy. In addition, the following
subscales were also statistically significant; teamwork within units, hospital management
support, feedback and communication about errors, communication openness, teamwork across
units and hospital handoffs and transitions. The results of this study were consistent with several
research studies that have linked advocacy and culture.(9,10,11,12) Given the low shared
variance between safety culture and advocacy, it is probable that there were other forces, such as
the tenure of the nurse that played a more significant role in the positive findings.

In this study, moderate negative correlations were found between safety culture,
advocacy and tenure as a nurse, both within the hospital and within the unit. This finding was
unexpected, therefore a review of the literature was conducted to situate the findings. Although
no studies were found directly linking these specific concepts (culture, advocacy and tenure of
the nurse), there have been studies in the work environment satisfaction literature comparing the
experience level of the nurse and satisfaction with the work environment. The focus of this study
was medical/surgical nurses; therefore it’s important review previous work regarding senior
medical/surgical nurses that may explain the findings. When considering the current study within
the context of the available literature on senior medical/surgical nurses and medical/surgical
nursing in general, the results are more understandable. The key contributor found in the
literature was the additional workload pressure faced by senior medical/surgical nurses that in

turn led to patient safety concerns. A nurse’s perceived ability to deliver high quality care has
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been found to be directly related to workload, staffing and the nurse to patient ratio.(6,7,36)
Research has shown that high quality care is perceived as more important by senior nurses and
therefore these nurses place a higher emphasis on quality of care than younger nurses.(37,38) It
has been documented that more senior nurses reported quality of care issues related to workload
pressure as they cared for patients while they served as resources to younger nurses.(36) In
addition, 60.7% of the nurses had five or less years of experience in the current study. This ratio
would place senior medical/surgical nurses in an adverse situation, as noted in the literature,
where they are often charge nurses responsible for the overall quality of patient care provided by
their less experienced colleagues while also caring for their own patients.(36)

The non-significant results in the comparisons between patient safety culture, advocacy,
and patient outcomes were also not anticipated, as previous studies had reported significant
results in the medical/surgical patient population related to patient safety culture.(1,4,7) The lack
of variation on unit falls, HAPUs and patient experience data might have explained the non-
significant results between patient safety culture, attitude toward advocacy and patient outcomes.
All of these units were part of one network system that had targeted quality improvement
initiatives surrounding these unit measures during the timeframe of the study. The study
inclusion criteria of units that had 20% or greater respondents to the safety culture survey could
also have contributed to the non-significant results because smaller units were included that had
only a few respondents. Therefore, the study could be under-powered for the unit level analysis
of patient outcomes.

The non-significant results in the comparison between education level, safety culture,
advocacy and patient outcomes was also not expected, as previous studies reported significant

results related to education level and patient outcomes.(20, 21) One study compared the nurse’s
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perception of the nursing work environment (nurse perceptions of manager, unit and peer
support) with the educational preparation of the nurse.(39) The results indicated that nurses with
greater than 15 years of experience and prepared at the baccalaureate level had statistically
significantly greater nurse satisfaction and perceived greater support than did their colleagues
who were prepared at the associates degree level. In the current study, the majority of nurses
were prepared at the associate and diploma degree level which could help to explain why tenured
nurses perceived less teamwork and support in the work environment than younger nurses.

While the theoretical relationship between safety culture, advocacy and tenure of the
nurse seems to be supported, other relationships were not. Culture did not vary significantly
between units and hospitals, as was expected. Therefore, although there was a relationship
between patient safety culture and advocacy, the variation was more likely due to the tenure of
the nurse and not as strongly related to the practice environment. The convenience sample used
in this study may have been too homogeneous, and a larger more diverse population of units
would potentially have yielded more varied results. The number of staff members who

participated in the study on each unit also varied widely which could have affected the results.

Implications for Practice, Education and Research

This research has implications for nurse leader practice and future inquiry. As nurse leaders, it is
imperative that within our practice we educate our teams and colleagues on the advocacy role of
the nurse and the real possibility of negative patient consequences when this role is not
respected. The correlation between safety culture and advocacy provides a starting point for a
conversation among nursing and medical staff leadership. Providers count on nurses to keep their

patients safe, however they often don’t understand their own role in setting a positive culture in
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which nurses can freely advocate. Nurse leaders are in the position to improve the safety culture
of all nursing units and in specific medical/surgical units in ways that enable nurse advocacy.
The findings of this study have indicated that a focus on teamwork, communication,
management support and staffing could assist to improve the environment so that nurses are able
to better advocate in the medical/surgical setting.

Additionally, the findings of this study indicate that nurse leaders must work towards
bridging the academic preparation of the nurse with the organizational culture the nurse works
within. New nurses are expected to adapt to the organizational culture therefore nurse leaders
must ensure that the culture is one that preserves the ideals on which nursing practice is founded.
Encouraging tenured nurses to continue with academic inquiry by obtaining baccalaureate level
education and beyond may serve to reconnect tenured nurses to those ideals so they may serve as
role models in the connection of academe and service.

Finally, the results of this research indicate that several opportunities exist for additional
inquiry particularly in the relationship between safety culture and advocacy, safety culture and
nurse tenure, and safety culture and patient outcomes. Further investigation of the relationship
between safety culture and advocacy in critical care and perioperative departments is warranted
as these clinical areas care for some of the most vulnerable patients who are in the greatest need
for advocacy. Interventional research related to strategies to improve safety culture and the work
environment for medical/surgical nurses and the associated financial and clinical outcomes
achieved would benefit nurses and the organizations in which they practice. Additional research
is also necessary to better understand the complex relationship between the safety culture,

advocacy and the patient outcomes achieved.
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Limitations

Units with 20% or greater participation were included in the study meaning smaller units could
have had a low number of participants which could have influenced the non-significant findings
between safety culture, advocacy and the patient outcomes included in the study. The nesting
effect of the data (nurses within units) resulted in the data being used at multiple levels which
could have an impact on the power of the study. This study is limited in generalizability due to
the use of a convenience sample within one hospital system in one area of the USA. Nurses in
this study self-reported their perception of safety culture and advocacy which can be influenced
by many factors outside of the variables under study.

Although there were several limitations to the study, there were also strengths. The cross-
sectional design using data from the same time period and the availability of advocacy data
provided the opportunity to study some variables that had not been studied in the past. Also the
availability of a large number of medical/surgical units offered the opportunity to study some
associations that have not been in the literature prior to this research.

Conclusions

The intent of this study was to investigate the impact of patient safety culture on advocacy and
patient outcomes on medical/surgical units. This was unexplored territory and therefore the study
yielded some expected and unexpected findings. The most important findings include the
relationship between patient safety culture and advocacy and the impact of the tenure of the
nurse. The findings serve to open dialogue surrounding the desired advocacy role of the nurse
and the environment in which they practice as well as the importance of focus on the more senior

medical/surgical nurses.
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Figure 1. Husted Ethical Decision Making Model

tof A
Go“te—x- —e _“:al'en
P r ~
. Health Care Professional/ o
P Patient Agreement ..
&,
&, -
Y | o
S AUTONOMY . 2
D . P . Y
§. :' . “ ‘I -
O ., Objectivity Freedom ‘o
< . d . o
]
1 : 1 1 5
“5 1 ' ' 1 @D
";2 '| Beneficence Self-Assertion ,' _f{J
[b) “ ‘\ I- o E'.
da “ ‘s " " ,9:
o . - -* ri
O FIDELITY

Decision

Husted and Husted, 2008

68



