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ABSTRACT

Objectives Open organisational culture in hospitals is
important, yet it remains unclear what it entails other

than its referral to ‘open communication’ in the context of
patient safety. This study aims to identify the elements of
an open hospital culture.

Methods In this group consensus study with a Delphi
technique, statements were constructed based on the
existing patient safety literature and input of 11 healthcare
professionals from different backgrounds. A final
framework consisting of 36 statements was reviewed on
inclusion and exclusion, in multiple rounds by 32 experts
and professionals working in healthcare. The feedback
was analysed and shared with the panel after the group
reached consensus on statements (>70% agreement).
Results The procedure resulted in 37 statements
representing tangible (ie, leadership, organisational
structures and processes, communication systems,
employee attitudes, training and development, and patient
orientation) and intangible themes (ie, psychological safety,
open communication, cohesion, power, blame and shame,
morals and ethics, and support and trust). The culture
themes’ teamwork and commitment were not specific

for an open culture, contradicting the patient safety
literature. Thereby, an open mind was shown to be a novel
characteristic.

Conclusions Open culture entails an open mind-set

and attitude of professionals beyond the scope of patient
safety in which there is mutual awareness of each other’s
(unyconscious biases, focus on team relationships and
professional well-being and a transparent system with
supervisors/leaders being role models and patients being
involved. Although it is generally acknowledged that
microlevel social processes necessary to enact patient
safety deserve more attention, research has largely
emphasised system-level structures and processes. This
study provides practical enablers for addressing system
and microlevel social processes to work towards an open
culture in and across teams.

INTRODUCTION

Organisational culture (OC) in health-
care is often characterised as being ‘unsafe’
for healthcare professionals to speak-up
and discuss errors, adverse events or

,! Martina Buljac-Samardzi¢,? lnsane Amajjar @ ,

Strengths and limitations of this study

» With this study, we have gained a better understand-
ing of what an open culture in hospitals entails.

» This study provides a statement set that facilitate
decision-makers with practical enablers on how
leaders can be supportive in an open culture, how
employees can contribute to an open culture and
how healthcare organisations can work towards an
open culture.

» The organisational culture concepts used are inter-
nationally recognised. Therefore, this study might be
relevant to other contexts and settings.

» The main limitation is that data were collected
from only one country; although this might limit the
transferability of our findings, the results are likely
generalisable to other countries with a similar health
system.

» Another limitation is the use of a dichotomous scale
in the questionnaire. To still allow for nuance in re-
spondents’ answers, respondents were given room
in open questions to elaborate on their choices.

unprofessional behaviour of peers or super-
visors.' A survey of nearly 8000 doctors from
the UK revealed that many doctors feel that
they work in a dangerous and toxic environ-
ment with a blame culture that jeopardises
patient safety and discourages learning and
reflection.! Healthcare organisations often
fail to uncover concerns’ and face increasing
pressure to enable professionals to critically
reflect on and improve practices that nega-
tively impact OC. Consequently, healthcare
organisations are aiming for a so called ‘open
culture’ (open OC) and emphasise its impor-
tance.”™® research to date has not yet defined
the elements of an open OC in healthcare.
In the past decades, OC research in health-
care was particularly conducted in the light
of patient safety culture, especially since the
report “To err is human’ by the Institute of
Medicine in 1999." In this respect, various
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efforts have been made to stimulate a more open culture
to ensure that patients receive safe and good quality care.”
Improvements regarding openness within patient safety
cultures are mainly focused on communication around
incidents. Within the patient safety literature, ‘communi-
cation’ covers structured communication processes (eg,
reporting, hand-offs, time-outs and transparency about
results) as well as the openness of communication in
terms of speaking-up.?” Although communication is a key
dimension in the majority of patient safety culture tools,”'
its openness is still underrepresented compared with
the structured processes” and speaking-up is difficult to
address.”” At the same time, openness in communication
has become an essential phenomenon in the light of an
open OC. This brings us to the questions of how cultural
dimensions related to openness relate to an open OC and
whether ‘open culture’ is reflected by ‘communication
openness’ or that it consists of an even bigger picture that
goes beyond the traditional patient safety scope.

Although research on patient safety culture dominates
the OCliterature in healthcare and there is a clear descrip-
tion of its elements, it remains unclear which factors are
components of an open OC that makes improving open
OC a difficult path. Therefore, the aim of this study is
to conceptualise what an open OC entails in healthcare
by taking various stakeholders’ perspectives into account.
With this study, we expect to enhance current under-
standing, point the way for future research and enable
effective strategies and solutions of future practices and
education.

METHODS

Setting and participants

As the literature has proven to be inconclusive on what an
open culture entails, a consensus study through a Delphi
technique was considered to be the best approach to
answer our research question. This study was conducted
between September 2019 and March 2020 in the Neth-
erlands. The Delphi technique allowed professionals
working in healthcare to anonymously participate
in this study, by assessing potential elements of open
culture, online. The absence of group dynamics required
careful consideration of individual input, but enabled
sharing anonymised group feedback, in each round. We
performed a modified Delphi technique, in which themes
and statements were generated through literature and
interviews; as opposed to a classical Delphi technique, in
which themes and statements are generated by an expert
panel.**

A purposeful sampling approach was used in the selec-
tion of study participants as we aimed to research a variety
of stakeholders. The included number of participants
within a Delphi technique does not rely on power but on
expertise and relevant knowledge. Studies using this tech-
nique typically have a panel of 10 to 20 participants.”?’
In line with this recommendation, we aimed at a panel of
12-18 experts combined with 12—18 professionals working

in practice to obtain diversity in stakeholders’ views.*®

Experts were defined as people with specific in-depth
knowledge on OC, patient safety and communication
openness in healthcare organisations.”” Professionals
were defined as people who are a daily part of the OC,
involved in patient safety, having first-hand experience
of communication openness in hospital departments in
specific, and therefore have a relevant say based on their
experience and not based on specific knowledge on these
subjects. The aim was to recruit OC experts in healthcare
from different fields and professionals of different profes-
sional groups, such as surgical and non-surgical groups.
Of the 19 experts that were invited, 18 participated and
1 declined, due to time constraints. All 14 professionals
agreed to participate. This resulted in a panel of 32 partic-
ipants (see table 1).

Patient and public involvement

Patients or the public were not involved in this study as
this research focused solely on employees of the health
setting.

Delphi group consensus technique

First, healthcare literature describing OC tools and their
dimensions was used to develop a set of opinion state-
ments.?! 2 The main researcher (RFM) developed a
first set of 100 statements to represent different perspec-
tives covering 16 OC themes in healthcare: 9 intangible
themes (ie, commitment, trust, psychological safety,
power, support, communication openness, blame and
shame, morals and valuing ethics, and cohesion) and 7
tangible themes (ie, leadership, communication system,
teamwork, training and development, organisational
structures and processes, employee and job attributes,
and patient orientation).”!

The statements were initially based on the statements of
three validated and most commonly used questionnaires
to measure organisational culture in healthcare: Hospital
Survey on Patient Safety Culture (HSOPSC), Safety Atti-
tudes Questionnaire (SAQ) and Patient Safety Climate
in Healthcare Organizations (PSCHO).*' Subsequently,
all statements were iteratively discussed by the research
team across five meetings. As the majority of statements in
these three questionnaires overlapped, the most appro-
priate wording of the statements was considered by the
research team, and the remaining overlapping state-
ments were removed. After the first meeting this resulted
in nine statements of HSOPSC, nine statements of SAQ),
four statements of PSCHO and one statement based on
all three questionnaires. As these statements only covered
part of the 16 OC themes, 9 statements on intangible
themes were extracted from a literature review on OC.”!
In the four other meetings, textual adjustments were
made to statements that did not directly seem to fit the
purpose of being an element for an open culture; this
was aimed at not losing potential important themes or
aspects of OC within these statements. The theme patient
orientation was the only theme that could not be fully
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Table 1 Subject characteristics

Subject characteristics n=32 Experts (n=18) Professionals (n=14)
Professional background Healthcare inspectorate Medical Internal medicine,
(n=3) specialists paediatrics, obstetrics
(n=4) and gynaecology,
orthopaedics
College of Medical Nurses (n=4) Acute care, intensive
Specialisms (n=3) care, orthopaedics,
surgery
Registration Committee for Residents Internal medicine,
Medical Specialists (n=3) (n=4) neurology, obstetrics
and gynaecology,
cardiothoracic surgery
Supervisory board (n=1) Hospital Plastic surgery,
management obstetrics and
(n=2) gynaecology
Board of Directors (n=2)
Organisational culture
researchers (n=3)
Human resource managers
(n=2)
Hospital management (n=1)
Male gender (%) 12 (37.5) 9 (50) 3(21.4)
Age mean (SD) 48.5 (13.8) 55.7 (10.1) range 30-69  39.3 (12.6) range 25-66
Years of experience in 20.3 (12.7) 25.9 (10.7) range 5-42 13.1 (11.5) range 1-40
care mean (SD)
Years of experience with  11.0 (11.6) 18.7 (10.6) range 3-40 3.7 (7.1) range 0-25

organisational culture
mean (SD)

covered through (reformulating) statements of the three
questionnaires. To cover this theme, the research team
thought of two statements that could fit an open culture.
This resulted in 34 remaining statements, of which only
11 were not modified as such so they could be traced back
to the statements of the questionnaires.

Second, this set of 34 statements was pilot-tested in an
individual interview setting by 11 professionals in the
healthcare setting. The pilot focused on inclusion and
exclusion, formulation and the need for adjustments or
additional statements. The diversity in perspectives was
ensured by including non-clinical as well as clinical partic-
ipants with equal surgical and non-surgical backgrounds
that is, a medical anthropologist, a medical educational
advisor, two medical specialists, two residents, two nurses
and three medical teachers. The pilot test resulted in
various (textual) adjustments and two new statements;
an element of open culture is one where (1) colleagues
with prestige also show their vulnerabilities and (2) we
approach each other positively, compliment each other
and show appreciation. The final set consisted of 36
statements.

Consensus and feedback
The participants of this study were asked to review 36
statements on inclusion and exclusion in an online

questionnaire. Additionally, they were asked whether
they would like to make adjustments or add other state-
ments. Substantially changed or new statements were
presented for group consensus in each following round.
As we used a dichotomous scale (inclusion or exclusion),
consensus was expressed in percentages and was a priori,
set on 70%, which is in accordance with other studies that
used a modified Delphi technique24 . once 70% of the
expert panel had come to an agreement of the inclusion
or exclusion of a statement, there was consensus. The
anonymous responses were discussed and aggregated by
the researchers, before they were shared with the partic-
ipants in each round. After consensus was reached on a
statement, participants were still given the opportunity to
re-evaluate these statements in each following round to
make adjustments and enhance Validity.45 When there was
a discrepancy in consensus between the experts and the
professionals, the statement was reformulated with the
help of the qualitative comments and presented in the
following round. The results of each round were itera-
tively discussed by the research group and the Informed
consent was obtained from all participants.

Analysis
The data were extracted anonymously and subsequently
processed by the research team. The online questionnaire
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Process Flow Diagram: Consensus rounds
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Figure 1 Process flow diagram of the Delphi procedure.

was developed with data management system Castor EDC.
Microsoft Excel (2010) was used to respectively analyse
the quantitative and qualitative data, and percentages
were calculated from the distributions of answers. Qualita-
tive comments were interpreted, discussed and processed
by the research team. Quantitative and qualitative data of
the experts and professionals were both analysed together
and separately.

The final statement set was thematically coded with the
tangible and intangible OC themes by the researchers.
Each statement was categorised under two of these themes
by a group consensus procedure among the researchers.

RESULTS
Three group consensus rounds were required to develop
a final set (figure 1).

Round 1

In the first round of this Delphi technique, 32 panellists
(100%) evaluated 36 statements (table 1). Qualitative
comments focused on textual shortcomings, redundan-
cies and omissions. Consensus was reached on 27 of the
36 statements (table 2). Fourteen of these 27 statements
were nuanced and/or textually adjusted, for example,
words as maybe were deleted, without the content of the
statement being changed. Seven of the nine statements
with no consensus were excluded. Panellists commented
that these seven statements that had aspects on the themes
of teamwork and commitment, not specifically character-
istic of an open culture; they argued that both themes
could also be present in a culture that is not open. The

following two statements were reformulated according
to the feedback given in the qualitative comments since
analysis showed a discrepancy in the consensus between
the expert (<70%) and professional group (>70%): (1)
we work together as a team when a lot of work needs to
be done quickly and (2) we pay sufficient attention to the
use of each other’s qualities in our daily routine. In addi-
tion, seven new statements were thought to be missing
and were, together with the two reformulated state-
ments, subject to evaluation in the second round of this
Delphi technique (table 2). These new statements mainly
focused on statements about communication openness,
leadership being open about self-development and inter-
professional collaboration.

Round 2

In the second round of this Delphi technique, 32 panel-
lists (100%) evaluated the total of nine statements. Six
of the nine statements were included, of which five
were subject to textual nuances and adjustments. The
three statements on which no group consensus was
reached were reformulated in response to the qualitative
comments (table 2). The following two statements were
reformulated because there was a discrepancy between
the experts (<70% consensus) and the professional-
group (>70% consensus): (1) we are ready to help each
other when work needs to be done and (2) managers
are part of the team, professions and institutions. One
statement was reformulated since panellists mentioned
that this statement would be fit for inclusion if it did not
focus on collaboration; that we work together in a broad
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network with, for example, other departments, profes-
sions and institutions. In addition, three new statements
were suggested by the participants in this round about
not being judgemental, valuing diversity and facing life
with enough humour. No adjustments were made to the
included statements in round 1, which resulted in a total
of 33 included statements after the second round.

Round 3

In the last round of this Delphi technique, 31 panellists
(96.9%) reviewed a total of 6 statements (ie, 3 reformu-
lated and 3 new) and included four of them. This resulted
in a final set of 37 statements (table 2). The statements
that were included were mostly about having an open
mind to others and their perspectives. The statements
that were excluded were as follows: (1) we are aware
of each other’s workload and we offer and/or ask each
other for help and (2) we face life with enough humour
and sense of perspective. The argument to exclude the

Emplayee and
job attributes

first statement was similar to the arguments on teamwork
in the first round.

Thematic analysis of the final set
Thematic analysis resulted in a connection graph
(figure 2) showing how the identified 37 statements are
related to themes and how these statements and themes
are interrelated. Overall, there were more statements
attached to intangible themes than to tangible themes.
Separately, themes covering the most statements were
psychological safety, leadership, organisational struc-
tures and processes, communication openness, and
employee and job attributes. The statements within the
employee and job attributes theme were more focused
on the subtheme employee attitude. Other themes that
were found important, but were not represented by many
statements, were cohesion, power, blame and shame,
communication system, morals and ethics, support, trust,
training and development, and patient orientation.

Patient
orientation

OpEnness
Legend: i

Intangible theme

Intangible new
thems

Intangible exluded
thems

Tangible theme

Number of
st 5
Table 1.

Tangible excluded
theme:

Communication

Teamwork

Training and

Psychaological
safety

Figure 2 Connection graph of open culture elements and themes.

8

Malik RF, et al. BMJ Open 2021;11:2045515. doi:10.1136/bmjopen-2020-045515



3

One new intangible theme was developed: open-
mindedness; while two themes were deleted from
the original theme set: commitment and teamwork.
Although stakeholders found teamwork and commit-
ment important themes, they argued that both could be
present in a non-open culture and that it was not specific
for the final set of themes of open culture.

DISCUSSION

This group consensus study conducted in the Nether-
lands, used a modified Delphi technique and identified
37 statements that together determine open OC within
hospitals. The set of statements provides guidance to
healthcare organisations that aim to work towards an
open culture. An open culture is mostly characterised by
intangible themes and less by tangible themes. It entails
a culture in which there is continuous learning because
employees (1) feel psychologically safe, (2) can commu-
nicate openly and (3) are open minded. In addition, an
open culture is characterised by (4) transparent organ-
isational structures and processes in which patients are
involved, (5) employees who stimulate diversity, trust
each other, approach each other positively, and have a
positive attitude towards open communication and (6)
supervisors/leaders who are supportive role models by
not abusing power, not blaming and shaming, and main-
taining high morals and ethics. Two themes that were
considered as an important element of OC in the liter-
ature but were not found specifically contributing to an
open culture were teamwork and commitment.

In recent years, evidence on the relationship between
patient safety and healthcare worker safety culture
continued to increase.*™™ In response, research has
focused on related (sub)cultures or climates that take
healthcare workers’ psychological safety into account,
such as just cultures,49 learning cultures® and speak-
ing-up cultures.”’™ These cultures are often related to
subthemes of patient safety culture. A just culture, for
example, has emerged as an imperative for improving the
quality and safety of patient care. The concept is related
to systems thinking in which incidents are approached as
a systems and OC problem, rather than blaming individ-
uals forit. It aims at creating an environment supportive of
open dialogue to facilitate safer practice.* > Other than
in an open culture, the themes teamwork and commit-
ment are specific for just and patient safety cultures.*’ o

The National Health Service recently published a just
culture guide with the aim to treat staff fairly and support
a culture of fairness, openness and learning by making
the staff feel confident to speak-up when things go wrong,
rather than fearing blame.” Kirkup®® argues that the
execution of this guide is lamentable. In their positive
attempt to move from a blame culture to a just culture,
it still remains unclear what a culture of openness entails
and what attitude and mind-set is needed from health-
care professionals to get to that point.

Organisational structures,
processes, and systems

Leadership

Conditions

Psychological safety

“J

Open
Communication

Open Mind

Employee Attitudes

Figure 3 Core and conditions of open organisational
culture.

Research on safety culture has been focussing mainly
on the patient safety context while today’s complex
healthcare systems require increased focus on cultures
that result in sustainable organisations, which includes
retaining healthcare personnel. The current COVID-19
pandemic and its impact on the health workforce has
again proven that this should be of utmost importance.

With exploring what open culture entails we have
provided guidelines for social processes beyond the
patient safety scope that need attention. This includes
employees’ thoughts, emotions, attitudes, safety and
well-being, as well as the organisational conditions that
need to be met. The major tangible themes of leadership,
organisational structures and processes, and employee
attitudes seem to form the conditional layer that need to
be facilitated before the intangible core layer of values
influencing psychosocial dynamics and relationships can
exist (figure 3).

The tangible themes 'leadership' together with 'organ-
isational structures and processes', and the intangible
themes 'psychological safety' in addition to 'open commu-
nication' play an important role in open culture, just like
in other OGCs, and are already extensively discussed in
the patient safety literature. An interesting result of this
study however, is a clear focus on engaging patients as
part of OC and an increased responsibility of employees
for the way they behave and think; their attitude and
mind-set eventually determine the openness of OC. In
the following sections, we will address the themes patient
orientation, employee attitude and open-mindedness.
Moreover, we will introduce how the statement set can be
used as a practical tool that facilitates dialogue.

First thing that was notable in our results is the
patient orientation theme as derivative of organisational
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procedures. Although patients’ interests are represented
by patient councils in most hospitals on an executive level,
daily practice policies still lack patient involvement in
the middle and lower management. As policies on these
levels involve direct patient care, we believe that working
towards an open culture might be an advantage within
the developments of patient involvement. Recent initia-
tives of involving patients in not only multidisciplinary
meetings about their treatment plan, but also as partners
in learning from unexpected events, and involvement in
quality improvement and research already show positive
results.”

Second, employee attitudes, one of the tangible preset
conditions for open culture, was interesting. Open
cultures are focused on the attitudes that employees take
towards each other; it about showing interest, respecting,
supporting, trusting, accepting and stimulating feedback
and other perspectives, and approaching each other
positively. Although employee attitudes reflect intrinsic
human nature more than learnt behaviour, employees go
through a process of professional socialisation in which
they are socially constructed and largely shaped into
conformity.?’ In this process, they selectively acquire the
values and attitudes, the interests, skills and knowledge—
in short, the culture—current in groups of which they are,
or seek to become, a member. Attention should therefore
be given to the role employees have in contributing to an
open culture to generate a coherent pattern of employee
behaviours that may encourage an open culture. A focus
on self-critical analysis, human growth and development
can contribute to and result in a shared understanding
of assumptions, values and belief. Integrating concepts as
interpersonal skills, an open attitude, an open mind-set
and socialisation into medical education might positively
shape professional identity and empower professionals
in continuously improving the environment rather than
getting moulded into a dysfunctional closed culture.

At last, an open mind is a new theme that was derived
from our thematic analysis and is very much related to
being aware of (un)conscious biases and its resulting atti-
tudes. Open mind entails that the team recognises, values
and stimulates diversity; that they are open to perspec-
tives from a wide network by listening and watching
others without judging immediately, and by discussing
difficult topics that stand in the way of openness, such
as shame, fear, power, distrust and dysfunction. Mitchell
and Boyle®" combined different perspectives on open-
mindedness and described it as collective views on how
members should respond to the divergentideas and opin-
ions of other members, a willingness to examine and chal-
lenge assumptions, and the perception that all members
should be able to voice their different views without
restriction. Open-mindedness as a concept can be related
to the concept of ‘critical thinking’ in the context of
education and stimulating creativity. In 1910, Dewey®
defined critical thinking as ‘reflective thought’, that is, to
suspend judgement, maintain a healthy scepticism, and
exercise an open mind; Dewey’s definition suggests that

critical thinking has both an intellectual and an emotional
component. It refers to characteristics of the individual,
personality traits or habits of the mind. Although open-
mindedness is researched in the context of learning,
there is little research about open-mindedness in the
light of patient safety culture. Long et al”® found that
open-mindedness is one of the least important and least
trainable skills that contributes to patient safety. However,
Royce et al’* argue that explicit instruction in metacog-
nition in medical education, including awareness of
cognitive biases, has the potential to reduce diagnostic
errors and thus improve patient safety. Other research
showed that open-minded healthcare professionals are
necessary in the context of healthcare innovation.” Just
as the competence of open communication, we believe
that open-mindedness deserves attention within health-
care professional education. Attention should specifi-
cally be given to group maturity; the more the group has
shared emotionally intensive experiences, the stronger
the culture of that group will be to inevitably reinforce its
assumptions about itself and its environment.” Creativity
and member differences are therefore seen as threat and
the group may lose the ability to adapt, innovate and
grow. In addition, we should focus on the stereotyping
mentality that healthcare professionals develop when
they gain expertise.”® Shortcuts in our ways of seeing
and understanding the world can be extremely powerful
and pleasing ways of categorising and dealing with new
situations by treating them like the things that we have
encountered before (yet, wrongly over generalised, these
become the raw ingredient of prejudice and bigotry).®
Rushmer and Davies® argue that open-mindedness is a
vital ingredient of successful unlearning of these mental
shortcuts.

A practical tool to facilitate dialogue

The statement set in table 2 in conjunction with the
themes in figure 2 has been considered as a useful tool in
practice to facilitate dialogue and help decision-makers
to focus on the social processes next to the system level.
However, further research is required to evaluate the list
of statements, and how it could be developed into a valid
and reliable tool.

LIMITATIONS

The main limitation is that data were collected from
only one country. Although this might limit the trans-
ferability of our findings, the results are likely generalis-
able to other countries with a similar health system. Also,
we think we can justify the assumption that our findings
will have some relevance and potential transferability to
other contexts and settings since the OC concepts used
are internationally recognised. Another limitation is the
use of a dichotomous scale in the questionnaire. To still
allow for nuance in respondents’ answers, respondents
were given room in open questions to elaborate on their
choices.
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CONCLUSION

With this study, we have gained a better understanding
about what an open culture in hospitals entails from a
stakeholder’s perspective, and how it relates to patient
safety culture and other similar concepts. An open
culture encompasses much more than ‘open communica-
tion’ in the context of patient safety. Open culture refers
to transparency and openness on system and microlevel.
Open culture entails social processes in broad daylight
beyond the culture literature, such as patient safety
culture, by including an open attitude and open mind-set
of employees and leaders, as well as other organisational
conditions that need to be met. The statement set facil-
itates healthcare organisations to address these social
processes beyond the patient safety context and work
towards an open culture.
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