Gender & Behaviour, 19 (2)June 2021 18134 -18140
Copyright 2021 © Ife Centre for Psychological Studies/Services, Nigeria ISSN: 1596-9231

THE REALITY OF WORKPLACE CULTURE IN CRITICAL CARE UNITS IN SOUTH AFRICA

Tanya Heyns', Brendan Mccormack’, Ilze van Eeden’, S eugnette Rossouw’, Celia Filmalter, Joanita de
Kock &Isabel Coetzee

Department of Nursing Science

University of Pretoria

Pretoria, South Africa
*Head of the Division of Nursing

Queen Margaret University
Edinburgh

Abstract
Healthcare services are expected to shift towards person-centredness, which is underpinned by the values of
respect for persons, individual right to self-determination, mutual respect and understanding. The workplace
culture in the South African critical care context have been reported as encompassing poor adherence to
routine and evidence-informed practices and decreased accountability and responsibility of nurses. A total of
230 hours of participants’ observation were undertaken in 11 critical care units, using the Workplace Culture
Critical Analysis Tool was used. Data analysis were collaborative analyses and participants reached
consensus on six themes, namely hierarchical care and caring, disconnected communication, impeded
learning environment, professional transgression, team ineffectiveness and demanding environment. The
poorqualityof care reportedin the South African critical care context is confirmed by the unfavourable
‘non-person-centred’ workplace culture observed in both private and public critical care units.
Key words: Acute care; critical care; person-centred care; research in practice; workplace culture

Introduction

Effective workplace cultures leads to the exponential increase in the motivation, commitment and efficiency
of healthcareprofessionals, implementation of evidence, patient safety, innovation uptake, and productivity
(Ng, Johnson, Nguyenand Groth 2014; McCormack 2011).The World Health Organization (WHO,2015)
expect all healthcare services to shift towards person-centredness. Person-centredness according to
McCormack and McCance (2017) is the ‘fostering of healthful relationships between all care providers,
service users and their significant others. Person-centredness is underpinned by the values of respect for
persons, individual right to self-determination, mutual respect and understanding. Person-centredness is
enabled by a culture of empowerment that foster continuous approaches to practice development.

Reportsrelating to poor adherence to routine and evidence-informed practices; decreased accountability and
responsibility of nurses; poor teamwork; and lack of involvement in care by family members and/or
significant others have beenreported in the South African critical care context (Coetzee, Klopper, Ellis and
Aiken, 2013; Langley, Schmollgruber, Fullbrook, Albarran and Latour, 2014). Moving towards a person -
centred workplace culture may address these concems. T he evaluation of the existing workplace culture in
eleven critical care units (CCUs) in South Africais the focus of this article, which was the first phase of a
larger study, where the aim was to evaluate the outcomes of a practice development programme to move
towards a person-centred workplace culture.

Methods

Study design

A qualitative descriptive observational study was conducted. The qualitative nature of the observations
allowed the researchers and the participants to make sense of ‘the way things are done around here’, thus
making sense of the current workplace culturein the selected CCUs (Allen,2017). The rationale for selecting
an observational study was that it is understood as a process of co-construction of knowledge between
researcher and participants (Shih, 2018)and, as such, is in line with the person-centred research and practice
development focus on principles that areinclusive, participative and collaborative(Mandley, McCormack and
Wilson, 2008).
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Participants

The populationincluded all the healthcare professionals (nurses, physicians and intensivists) working in the
CCUs. Convenience sampling was used for data collection. T he nurses of five CCUs from the public sector
(cardiac, surgical, neurological, trauma and multi-ICUs) six from the private sector volunteered to participate.

Data collection

Data were collected using the Workplace Culture Critical Analysis Tool (WCCAT), a semi-structured
observation tool, focusing on the physical environment, communication, privacy and dignity, patient
involvement, team effectiveness, learning culture, risk and safety, and organisation of care (Mandley,
McCormack and Wilson, 2008; Mandley, Sanders, Cardiffand Webster,2011). The pre-observation phase
included an information session in each of theparticipating units pertaining to the rationale for the study, the
expectations, observation procedures as well as obtaining informed consent from all healthcare professionals
from theparticipating CCUs. Due to the collaborative nature of the study, nurses who were permanently
employed in the CCUs were recruited to co-observe with one of the members of the research team. In
addition, reflective conversations following the observations creating an awareness among the nurses of the
existing workplace culture (O Leary,2017). T he workplace culture in participating CCUs was observed for a
total of 230 hours.

Data analysis

Creative hermeneutic data analysis, a collaborative thematic data analysis method was used (Boomer and
McCormack, 2010). All nurses were invited to participate in the data analysis process, a total of thirty (30)
nurses voluntary participated in the collective data analysis process. One member of the research team who
had previous experience with the creative hermeneutic data analysis method facilitated the
process. Throughout the data analysis process three main principles of practice development were followed:
collaboration, inclusion, and participation (Manley, McCormack and Wilson, 2008).

Participants were randomly divided into six groups (five per group), and one researcher was allocated to each
group. The observation notes were distributed to each group, which were read by each member followed by
the creation of animage toillustrate the main impressions that emerged from the observational notes. The
group divided into pairs, sharing the meaning of his orher picture, and the other member listening actively
while noting down the meaning that unfolded. The paired groups shared their information with the small
group. Consensus was reached on the key aspects that emerged, which were used as themes. The notes
capturing the meaning was attached tothe back of the artwork as evidence. While keeping the identified
themes in mind, each team member marked quotes from the observation notes to support their identified
themes. The themes were portrayed in a value-freemanner and written on strips of paper. The six groups
rejoined and one representative ofeach small group presented their themes to the large group. The themes
were then grouped together based on consensus to portray the existing workplace culture in the CCUSs.
Following the data analysis, the findings were shared with all the nurses in all the ICUs for feedback.

Findings

Demographics of participants

A total of 28 nurses (19 from the public and nine fromthe private sector) representing the 11 CCUs and the
research team (seven academics) participated in the dataanalysis process. The experience ofthe participants
varied from 5 to 25 years in critical careand included four males. T hrough collaboration between academics
andnurses the existing workplace culture in 11 CCUs were explored. Participants reached consensus that the
six themes identified are interrelated, equally important and represented the existing workplace culture in
both the public and private CCUs.

Hierarchical care and caring

Authoritative behaviour of doctors and shift leaders were found prominent during care and caring as the
‘doctors only inform nurses of new orders/decisions about the patient. Nurses did not give inputs regarding
patient care duringdoctors’ rounds’. ‘Shift leaders decide on treatment and ‘no discussions with nurses
caring for patients were observed’. Furthermore, ‘doctors do not value input during rounds...only the shift
leaders’ input is valued and there are minimal discussions, mainly orders..." The authoritative behaviour of
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doctors and shift leaders was raised as a concern. The behaviour resulted in dissmpowerment of nurses
working at the bedside, who indicated that they ‘felt undervalued and insecure’.

Disconnected communication

In practice, individuals or groups of healthcare professionals, patients and/or families often ‘switchedto their
mothertongue’,thereby ‘excluding everyone who did not understand the language’. Inaddition, the ‘doctor
spoke to the shift leader in a languagethat the nurse caring for the patient did not understand’. Nurses ‘only
communicated with patients before performing a procedure’, but otherwise ‘ communication with patients are
limited’. Family members visiting patients ‘are mainly ignored’ and there were ‘no talking to families
standing at the bedside’. Nurses ‘rarely speak to the family’ and ‘often refer them to the doctor for questions
about patients’ progress’.Doctors were observed to enter the units ‘without communicating with nurses,
patients and/or familym embers’. When communication did take place, it was mostly directed at the unit
manager or shiftleaders. T he ‘toneand manner in which doctors communicated’ were found to vary from
‘normal’ to ‘rude’.

Impeded learning environment

Learning opportunities were observed in all the units, however, ‘attendance of in-service training sessions
was poor’. The nurses indicated that ‘.. .the in-service training programme topics are not applicable to them
and therefore they do not always attend’. In addition, thenurses indicated that ‘ the topics were decided by the
unit manager and clinical facilitator without consultation’. The training observed was ‘mainly done by
company representatives on new equipment and drugs. Handover became a missed opportunity for learning
as ‘hand over happens one-to-one and not used as a learning opportunity’.

Professional transgression

Nurses were observed not to ‘wear any distinguishing devices or nametags’, making it impossible to
recognize ‘whether she is a registered or enrolled nurse’ . Nurses were observed to ‘fold their arms and turn
their backs on people’, which included family members, patients and colleagues. The behavior was described
as ‘disrespectful.In addition, ‘nurses fwere] answering cellphone during care...and ...did not move away
from patient’s bedside to continue conversation .

Team ineffectiveness

Nurses were observedto work ‘mostly ona ratio of 1:1 ...[nurses] work on their own’, which contributed to
nurses focusingon ‘my patient’ andnot collaborating with othernurses in caring for ‘their patients’. There
was ‘no evidenceofteam work except when there is a crisis...nurses then help each other’. In addition, ‘no
collaboration or discussion of care was observed’ between nurses, between nurses and doctors or between
nurses, doctors and other allied healthcare professionals e.g. physiotherapists.

Demanding environment

The environment must be conducive for both patient and nurses. The noise levels were found to be high,
which created a unfavorable environment for patients as the ‘equipment was moved on squeaky wheels’,
‘monitor alarms were not silenced’, ‘people speak loud ...even shouting when speaking to one another’, and
‘telephones ring and ring without being answered’. The stressful critical care environment was further
exacerbated by vastly different breakaway spaces. Oneunit had ‘ a nice tearoom with nicefilter coffee’, whilst
the other units had ‘no dedicated area to drink a cup of tea...to break away and just rest for 10 minutes’.
Moreover, ‘nurses eat in the unit...they do not take a break over lunch’.

Discussion
The existing workplace culture was evaluated in orderto identify areas for improvement to move towards a
person-centred workplace culture, which have shown to contribute to the healthcare professionals’ well -
being, positive patient outcomes and organisational effectiveness (Ng, Johnson, Nguyen and Groth, 2014).

The identified hierarchical structures highlighted the inequalities present between physicians, intensivists,
unit managers, shift leaders and nurses. These structures created top-down lines of communication and
ineffective functioning teams (O Shea, Boaz and Chambers, 2019). T he dominance and control are protected
by power players, which leads to the dissmpowerment of the nurse working at the bedside (Fumeaux and
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Wehrli, 2017; O" Shea, Boaz and Chambers, 2019). Theunhealthy power relations that areingrained into the
workplace culture influence the staff wellbeing(Epstein,2014) and effects patient outcomes (Kutney -Lee,
Germack, Hatfield, Kelly, Maguire, Dierkes, Del, Guidice and Aitken, 2016; Du Pisane and Dixon, 2018).

The existing power relations manifested in not only disconnected communication between healthcare
professionals, but also with patients and family members. Nurses’ communication was mainly found to be
task driven, inconsistent and did not include the translation of knowledge (Kalocsai, Amaral, Piquette,
Walter, Def, Tailor, Downerand Conn, 201 8).Patients and family members are vulnerable in the critical care
environment, therefore clear communication is imperative to decrease stress and anxiety levels and promote
the wellbeing of family members (Beesley, Hopkins, Holt-Lunstad, Wilson, Butler, Kuttler, Orme, Brown
and Hirshberg, 2018). Nurses therefore have an important role to initiate and facilitate communication
between families and doctors (Jo, Song, Knafl, Beeber, Yoo and van Riper, 2019). The current practices were
focused on the biomedical perspective and thereformade it easy to forget the psychological needs of patients
andtheir loved ones (Bidabadi, Yazdannik and Zaghan-Boroujeni,2019).The disconnected communication
negatively affects patient safety, quality of care, patient and family satisfaction with care and the wellness of
healthcare professionals’(Kalocsai, Amaral, Piquette, Walter, Def, Tailor, Downer and Conn, 2018).

In order to deliver evidence-based patient care in the demanding environment, an enabling learning
environment is essential. The observed learning activities accentuated the dissmpowerment of nurses as
learning was directed by ‘outsiders’, such as the unit manager, clinical facilitators and medical company
representatives. The top-down approach decreases nurses’ ownership of learning, detaches them from the
learning opportunities and causes a barrier to excellence (Viljoen, Coetzee and Heyns, 2017). To deliver
quality patient care and a person-centred approach requires that all learning activities should take place
through collaboration, inclusion and participation ( Kean and Mitchell, 2014).

Professional transgression by nurses was observed and evident by nurses omitted wearing distinguishing
devices, displayed disrespectful behaviour towards patients and disregarded unit policies relating the use of
cell phones. Accordingto the South African Nursing Council, nurses are obligated to wear distinguishing
devices in all areas of clinical practice, including CCUs.(SANC 2005). Using cell phones for personal
communicationnot only leads to an increase risk of hospital associated infection(Malhotra, Saini, Kaur,
Rawat, Bhatia, Chauhan and Duggal, 2018), but also demonstrates disrespect towards patients, families and
other members of the healthcare team.

T eamwork was observed as a challenge in CCUs. T eamwork is a core competence for effective healthcare
delivery and a predictor ofthe well-being of healthcare professionals(Welp and Manser, 2016), the quality
care delivered to patients(Ng, Johnson, Nguyen and Groth, 2014) and patient outcomes (Donovan, Aldrich,
Gross Barchas, T hornton, Schell-Chaple, Gropper and Lipshutz, 2018).T eamwork in the CCUs may have
been affected by the hierarchical differences in which those with a lower status (nurses at the bedside) may
find it more difficult to speak up or feel that their input is not valued, causing stress (Welp and Manser,
2016).

The CCU as a stressful environment place high demands on nurses. In the study excessive noise levels were
observed and has been proven to cause negative physical and emotional side-effects in both patients and
healthcare professionals (Donovan, Aldrich, Gross Barchas, Thomton, Schell-Chaple, Gropperand Lipshutz,
2018). These authors further report that noise increases the secretion of stress hormones that results in chronic
diseases, such as hypertension. A reductionin noise has been found to decrease stress and increase energy
levels during working hours (Hodges, Riley, Dickson and Mitchell,2018). Working in the demanding
environment for 12-hour shifts at a time requires a break away. Our data revealed inconsistencies in the
breakaway spaces. T he majority of breakaway spaces were situated in the participating ICUs, which may
negatively affect the nurse’ well-being (Cordoza, Ulrich, Manulik, Gardiner, Fitzpatric, Hazen, Mirka and
Perkins, 2018).

Conclusion
The poor quality of care reported in the South African context is mirrored and confirmed by theunfavourable
existing workplace culture observed in both private and public CCUs. Theobserved way of working was not
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person-centred, which is underpinned by the way people interact with each otheras healthcare professionals
and with patients and their families. The findings of the study are interrelated and interconnected to
communication that is influenced by the hierarchal structures that impedes the development of healthful
relationships. The existing workplace culture may directly contribute to disengagement of nurses, job
dissatisfaction and burnout. While changing workplace culture may be difficult, person-centred workplace
cultures foster healthful relationships among healthcare professionals, and effectiveteamwork in CCUs that
are recognised as essential to delivering quality patient care.

Recommendations

Nurses working in CCUs should be enabled to critically evaluate their workplace culture and collaboratively
plan and implement strategies for change. Practice development may be an effective intervention to move
towards a person-centred workplace cultures that is underpinned by the principles of collaboration, inclusion
and participation. Transparent communication between healthcare providers will enhance teamwork and
collaborative decision-making regarding patients care and management can improvethe quality of careand in
turn improve patient outcomes. Learning opportunities should be created and include cognitive, psychomotor
and affective competencies of healthcare providers (DeGrande, Liu, Greene and Stankus, 2018). Based on the
findings, researchers should explore ways in working with the nurses to change the workplace culture to
being person-centred. T he influence of the workplace culture on the well-being of nurses should be further
investigated. Thebiomedical model currently in practice is unsustainable, therefore there is global movement
to collaborative integrated person-centred care(WHO,2016) and move towards person-centred workplace
cultures to ensure human flourishing.

Limitations
The research was contextual as it was done in ICUs in Gauteng, South Africa where workplace culture was
raisedas a concern. The datais not generalisable, but may be transferable as we gave a dense description of

the research findings.
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