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Abstract In Australia and globally, developing a patient-centric workplace culture is an ongoing challenge. Nurse

managers must reflect on what a balanced functioning of patient-centric workplace culture entails and how to
develop it in a context constrained by rising healthcare costs. This study has investigated nurses’ perspective of the
association between a patient-centric workplace culture and practical issues such as nurse staffing and perceived
quality of nursing care. A mixed methods study design involved sequential (equal status and partially mixed) data
gathering from nurses in public hospitals in NSW, Australia. First, a survey questionnaire was employed and yielded
136 responses after adjustment for missing data. This data was analysed using descriptive analysis techniques in
SPSS. Then 21 self-nominated nurse managers were interviewed face to face. This qualitative data was transcribed
and analysed for recurring themes using a continuous comparative method (CCM). Correlations of patient-centric
workplace culture, with nurse staffing (rS = .655) and perceived quality of nursing care (rS = .593) were moderate.
Correlation between nurse staffing and perceived quality of nursing care (rS = .410) also existed. Analysis of the
interview data resulted in two major themes: the first theme confirmed the association between the three constructs
of patient-centric workplace culture, nurse staffing and perceived quality of nursing care. The second theme
identified gaps in embedding the espoused patient-centric workplace culture. The study revealed that a patientcentric workplace culture could facilitate positive relationships between nurse staffing and the perceived quality of
nursing care. This would happen when patient-centric workplace culture focuses on proactive change management,
teamwork and prioritises patient care and adequate nurse staffing. A critical need for nurse managers is to become
positive leaders, who can build and embed a patient-centric workplace culture in today’s resource constrained
environment.
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1. Introduction
When workplace culture is patient-centric, it allows
nurses to truly focus on patient care [1]. Healthcare
organisations operate on a patient-centric workplace
culture continuum, depending on how weak or strong
the organisation is at establishing, transmitting and
updating values and norms around patient care [2]. An
organisation’s location on that continuum influences
patients’ experience of quality care [3], nurses’ experience
of care delivery [4] and practices of patient centred care
[5]. As such, establishment of a patient- centric workplace
culture is a critical feature for both nurses and patients.
Patient-centric workplace culture is a phenomenon of
great importance in the current time, given the increased
acceptance of patient centered care globally [6,7,8].
However, nursing management is encountering several
issues in creating a patient-centric workplace. This include

rising healthcare costs [9], poor nurse staffing and nursing
skill mix [10,11], unmanageable nursing workload [12],
increased rate of delayed nursing tasks [13] and increased
practices of thin staffing for cost saving [14]. Therefore,
investigating how practical factors such as staffing,
resource adequacy, and quality of care are aligning with
espoused patient-centric workplace culture in the practice
environment is a worthy exercise. Moreover, existing
literature [5,15], advocates for frequently assessing a health
system’s readiness for patient-centric culture, amidst usual
situation of concurrent reforms in the health sector.
Previous literature [16,17,18] has provided symptoms
of positive relationship between patient-centric workplace
culture, adequate nurse staffing and quality of care. This
study extends the previous literature; aiming for empirical
insights into whether nurses recognize why and how to
balance patient-centric workplace culture, particularly
with the functioning of nurse staffing and perceived
quality of nursing care. Such insights are necessary to
communicate the practical challenges of practising
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patient-centric workplace culture in resource constrained
environments.

1.1. Research Question
This study explores nurses’ perception of the research
question: “How are the constructs of patient-centric
workplace culture, staffing and resource adequacy (from
this point identified as nurse staffing) and perceived
quality of nursing care associated in the Australian nursing
practice environment?”

1.2. Definition of Variables
Patient-centricity is an inherent concept of nursing, as
to many nurses, nursing is a profession to help people [19].
Healthcare literature, including McCormack’s conceptual
framework for person centered care [20], the Picker
Institute’s domains for patient centered care [21] and
Kramer and Schmalenberg’s Magnet study extension [2]
have strongly endorsed the importance of being guided by
patient concerns in improving care environments. In this
study, patient-centric workplace culture is defined
according to Kramer and Schmalenberg’s conceptualization
of the construct and portrays shared and adaptive system
of values and goals that continuously balance concerns for
patients and costs [1,2]. Norms such as enthusiastic
teamwork, proactive change and productivity improvements
support patient- centric workplace culture [2].
The nurse staffing concept concerns the availability of
competent nurses to meet context-specific patient care
needs [22]. The construct can cover objective concepts of
availability of nurses such as nursing care hours per shift
for direct patient care [23], nurse to patient ratios [24] and
percentage of registered or professional nurses in the
total number of direct care nurses [25]. Besides objective
measures, researchers often assess the construct
subjectively, capturing nurses’ sense of support and
resources to deliver the required care [17,27]. In this study,
nurse staffing describes whether nursing staff perceive
they have the time, number of nurses and skill mix to
deliver quality care [25]. The construct also covers nurses’
perception about whether staffing decisions permit
spending time with patients and discuss patient care in the
workplace [25].
Perceived quality of nursing care in this study is
covering the process aspect of care, including the
effectiveness of nurses’ initiatives. Example of such
initiatives are technical care for daily living, informational
care for explaining care delivery to patients and providing
emotional care to individual patients [28]. This construct
reflects nurses’ perception rather than external measures
of nursing care. Readers can refer to an earlier published
work of the authors [29], for more information about this
construct.

2. Methods
2.1. Research Design
The authors were guided by pragmatism [30], to seek
practical and theoretically enriched answers to the
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research question: “How are patient-centric workplace
culture, nurse staffing and perceived quality of nursing
care associated in the Australian nursing practice
environment”. Each of these constructs and their
association with each other are measurable with existing
quantitative survey instruments, confirming the relevance
of a quantitative approach to the research question.
However, answers to the research question also have to be
pragmatic, leveraging the insight of on the ground nursing
experience. Such pragmatic query is beyond the capacity
of quantitative measures, making it necessary to conduct
this research with mixed methods. The research design
matches the mixed methods typology of partially mixed
sequential equal status [31]. Accordingly, data collection
in this study took place sequentially in 2009, with a survey
questionnaire preceding the semi-structured interviews.
Readers who are interested to learn about the
functioning of the overall domain of the Australian
nursing practice environment, rather than focusing on the
construct of patient-centric workplace culture, can refer to
an earlier publication of the authors [29]. Furthermore,
readers interested for details of the application of mixed
methods design in this study can refer to another earlier
work of the authors [32].

2.2. Survey Procedure, Participants and Data
Analysis
Authors received assistance from the New South Wales
Nursing and Midwifery Board (NMB) in the participant
selection process. The target was Registered Nurses
working primarily in an inpatient setting in NSW, with
minimum of two years of experience. The NMB’s
involvement ensured consistent application of the
screening criteria from the relevant nursing register. These
screening criteria also necessitated the use of purposive
sampling procedure [33] for the survey, guiding the
survey to reach nurses with sufficient experience to
answer the research question. This study provides an
example of mixed methods research that find it restrictive
to fix quantitative inquiry to probability sampling
procedures [34].
The survey received a return of 157 packs, from the
circulation of 2050 survey packs. The final sample size
was 136, after necessary adjustments for missing data.
Respondents of the survey were predominantly female
(92%), on average, 50 years of age, with an average 25
years of nursing experience, and working mostly in public
hospitals (74%). Please note that detailed information on
participants of this study have been published in an earlier
work [29].
The patient-centric workplace culture measure
employed in this study uses 12 items rated on a 1 to 7
Likert scale. These scales originated from the “cultural
values” sub-scale of the “Essential of Magnetism (EOM)”
instrument developed by Kramer and Schmalenberg [33].
The nurse staffing measure uses 4 of Lake’s “staffing &
resource availability” sub-scale of the Practice
Environment Scale-Nursing Work Index (PES-NWI) [25],
again rated 1 to 7 on Likert scales. The measure of
perceived quality of nursing care has 8 Likert scales, taken
from Greenslade and Jimmieson’s job performance
instrument [26].
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The Likert scales had ordinal measures; with scale
values of one (1), representing the most negative position
of “strongly disagree” and seven (7), representing the
most positive position of “strongly agree”. The score
calculation for each of the three constructs involved
averaging the mean values of each item within that construct.
This approach of calculation of the constructs, taking the
average value and providing equal weight to each item in
the construct, is consistent with the practise of previous
researchers [16,25]. Confirmatory factorial and reliability
analyses were conducted to ensure the three constructs had
acceptable factorial and reliability measures, reflecting
factor loadings of at least 0.5 [35] and Cronbach’s
standardized alpha (CSA) value of higher than 0.7 [33].
Table 1 below is presenting the factorial and reliability data.
Table 1. Validity and Reliability of the measures
Constructs
No. of items
Factor
Loadings
*KMO
Reliability
(Cronbach
Standardized
Alpha)

Nurse
staffing
4
.909,
.901,
.874,
.870
.755

Perceived quality
of nursing care
8
.860, .838,
.814,.809,
.801, .752,
.674, .643
.845

Patient-centric
workplace culture
12
.789,.784, .784,
.771,.767,.760,
.751, .734,.704,
.671, .621, .480
.875

0.911

0.905

0.914

*Kaiser Myer Olkin measure of sampling adequacy

The initial data analyses were descriptive, comprising
mean and Spearman’s rank order correlations (SRC). The
mean analysis helped to examine for mean values below point
4, on a scale of 1 to 7, which will indicate respondent’s

disagreement that the inquired feature of the construct is
adequately present in the workplace. Analysis with SRC
happened at two different levels. The first level checked
for association between the three constructs i.e. nurse
staffing, patient-centric workplace culture and perceived
quality of nursing care. The second level assessed association
between the items of patient-centric workplace culture and
the constructs of nurse staffing and perceived quality of
nursing care. Analysis of patient-centric workplace culture,
needed to be presented as a total score (Table 3), to reflect
the overall presence of the construct in the practice
environment and then again, as single items (Table 4), for
insights around how individual components of this construct
are associated with the other two constructs. The association
can be assessed as low, moderate and high in cases where
the value of coefficient correlation (rS) is below 0.4,
between 0.4 to 0.7 and above 0.7 respectively [36].

2.3. Interview procedure, participants and
data analysis
Sixty-five nurses agreed to participate in semistructured interviews, by returning the interview consent
form with the survey pack. A review of the literature
[37,38], suggested that semi-structured interviews might
need sample sizes in the range of 5 to 25 to reach data
saturation. That is, the point when the information from
new participants provides little value addition to the
themes under study [36]. There is also acknowledgment
that understanding the point of data saturation is complex
as it is subjective, and influenced by factors such as
interviewing experience of the interviewer, data analysis
technique, structure of the interview and the interviewees’
familiarity with research topics [39].

Table 2. The profile of the 21 interviewees
SL.

Name

Nursing classifications

Practice Area

Age

Gender

1

MG

Registered nurse

Paediatric

41

Female

Nursing Experience
20

2

HE

Registered nurse

Aged Care

55

Female

25

3

AD

Registered nurse

Critical Care

39

Female

4*

4

ER

Registered nurse

Critical Care

42

Female

17

5

MC

Registered nurse

Midwifery

51

Female

30

6

HH

Registered nurse

Palliative

57

Female

37

7

RS

Registered nurse

Mixed Medical

52

Female

23

8

SD

Nurse unit manager

Peri-operative

54

Female

30
32

9

JK

Nurse unit manager

Critical Care

51

Female

10

BLP

Nurse unit manager

Mixed Medical

59

Male

20

11

BLF

Nurse unit manager

Critical Care

63

Female

40

12

CD

Nurse unit manager

Critical Care

47

Male

21

13

BC

Nurse unit manager

Palliative

62

Female

41

14

DN

Nurse unit manager

Critical Care

50

Female

32

15

RM

Clinical nurse specialist

Mental Health

60

Female

30

16

KD

Clinical nurse specialist

Midwifery

43

Female

18

17

SL

Clinical nurse educator

Midwifery

45

Female

6*

18

BM

Clinical nurse educator

Medical Nursing

43

Female

23

19

MD

Clinical nurse consultant

Paediatrics

44

Female

23

20

MP

Clinical nurse consultant

Infection control

53

Female

33

21

JC

Clinical nurse consultant

Post- Acute

60

Female

34

Note: * British graduate nurses and the reported years of experience is relevant to Australian nursing practice environment only.
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The authors recruited twenty-one interviewees, with
purposive sampling, from the pool of sixty-five, to select
nurses with various clinical practice areas and nursing
classifications, as shown in Table 2. In light of the
interviewees’ extensive work experience, as shown in
Table 2, authors deemed the recruited number of
participants was adequate to arrive at meaningful themes
for the research question. Interviews were conducted one
to one basis, each having duration of about forty- five
minutes. Interviews took place by phone or at premises,
other than their workplace, as preferred by the
interviewees. Readers may read an earlier work of the
authors [29], for more information on the semi- structured
interviews conducted in this study.
The overarching interview question based on the
previously stated research question was “how do you
think things are currently functioning in the nursing
practice environment, regarding matters such as concern
for patients and the support you receive to deliver quality
care”. This interview question was prepared using cues
from the survey data, which revealed the existence of
significant correlations between patient-centric workplace
culture, nurse staffing, and quality of care in the nursing
practice environment.
Analysing the semi structured interviews involved two
stages: first, provisional coding of individual interviews
and the secondly, development of themes. The first stage
included tasks such as identification of patterns, labelling
the patterns into codes, and organising relevant quotes of
interviewees into provisional codes. The development of
themes occurred in the next stage, using a continuous
comparative method (CCM), studying the provisional
codes for commonality and differences among the twentyone interviewees. Therefore, each theme reflected
finalised codes and represented intense patterns that could
be either recurring or uncommon [40]. Table 5 lists the
finalised codes relevant for the two themes generated from
the interview data. For the first theme, data saturation
happened with analysis of eighteen interviews, as data
from them added meaningful insights to the codes in this
theme [36]. In the second theme, data saturation happened
with twenty interviews. This indicates that twenty-one
interviews were sufficient to fulfil the purpose of this
research.

2.4. Ethical considerations
Human Research Ethics Committee of the university,
with which the authors were associated with at the time of
the study, had approved the original and amended ethical
protocol of this study.
As per the approved protocol, both the survey and the
interview ensured voluntary participation for participants.
The first author returned the transcript of the interview to
individual interviewees by email, allowing them the
option to confirm, amend, challenge or add new
information to the transcript. Participant information sheet
had explained the process of transcript confirmation,
stating that the transcripts deemed confirmed, if
interviewees did not reply within two weeks from the date
of the email. Fifteen of the interviewees replied with
confirmation and the remaining six did not reply at all.
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The first author maintained a reflective journal to
reflect on the experience with individual interviewees,
including remarks about intense feelings from
interviewees. The first author also shared the coding
process with the second author, to enhance the credibility
of the research process [41].

3. Results
This section contains two parts: the survey and the
interview results.

3.1. Survey Result
The Table 3 reports the descriptive data such as the
mean value of the individual constructs, along with the
correlation co-efficient values of the relationship between
the three constructs.
Table 3. Association between patient-centric workplace culture,
nursing staffing and perceived quality of care
Construct
1. Patient-centric workplace
culture

1

2

3

Mean: 4.83
SD: 1.10

1.0

n = 136
Mean: 3.72

2. Nurse staffing

SD: 1.59

.655

1.0

.593

.410

n = 135
3. Perceived quality of
nursing care

Mean: 5.19
SD: 1.04

1.0

n = 135

All correlations are significant at p <0.001

Data in Table 3 addressed the research question,
confirming association between patient-centric workplace
culture, nurse staffing and perceived quality of care, with
evidence of significant correlation when any two of the
three constructs paired. Correlations of patient-centric
workplace culture, with nurse staffing (rS = .655), and
perceived quality of nursing care (rS = .593), were
moderate. The correlation between nurse staffing and
perceived quality of nursing care was also at moderate
level (rS = .410). The other point to note in Table 3 is that
nurse staffing was an area of concern with a mean value of
3.72, which is below the neutral point. In fact, 3 of the 4
items in nurse staffing, covering concepts of adequacy of
number of nurses and levels of appropriately skilled
nursing staff, received mean values below the neutral
point.
Table 4 further details the association between the three
constructs, including correlations between each item of
patient-centric workplace culture and the two other
constructs i.e. nurse staffing and perceived quality of
nursing care. Patient-centric workplace culture had
moderate correlations with both nurse staffing and
perceived quality of nursing care when looking at
prioritization of patient concern (i.e. items 3 and 6 in
italics in Table 4), pro-activeness in change management
(item 5 in italics in Table 4) and teamwork and enthusiasm
(items 4, 7, 9, 10 in italics in Table 4). Therefore, these
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items reflect aspects through which patient-centric
workplace culture influences nurse staffing and perceived
quality of nursing care in the Australian nursing practice
environment.
Item 1 in Table 4, expectations for high performance
and productivity in the workplace, deserves more attention,
since it showed little or no association with nurse staffing.
However, this item had a mean value of 6.1 (on a
Likert scale of 1 to 7), which indicates nurses face
high expectations for performance and productivity in
the workplace. Then again, the item had significant
correlation with perceived quality of nursing care. This
was an interesting finding, indicating that certain aspect of
patient-centric workplace culture, that had association to
quality of care, was still not functioning in alignment to
the existing nurse staffing. Another additional information
that can be useful here is that survey respondents’
opinions differed regarding prioritizing patient concern
versus cost control (i.e. items 3 versus 6 in Table 4) within
the construct of patient-centric workplace culture. For
example, 70% of survey respondents agreed that patient
concern is important in workplace, but only 51% of the
respondents agreed that patient concern is a priority over
cost consciousness.
Table 4. Correlations between items of workplace culture and
constructs of nurse staffing and perceived quality of nursing care
Workplace Culture items
1. High performance &
productivity are expected
2. Cultural values are known
& shared
3. Concern for patients is
paramount
4. Contributions of all (e.g.
team members; doctors,
nurses) are valued
5. Changes are proactively
anticipated
6. Cost is important, but the
patient comes first
7. People are enthusiastic
8. Swift actions are taken
9. Inter disciplinary
teamwork is present
10. Intra-disciplinary
teamwork is present
11. Cultural values are
transmitted to new team
members
12. New things are tried

Mean: 6.10
SD: 0.98
Mean: 5.3
SD: 1.26
Mean: 5.6
SD: 1.55
Mean: 5.2
SD:1.46
Mean: 4.39
SD: 1.47
Mean: 4.23
SD: 1.86
Mean:4.29
SD: 1.54
Mean:4.3
SD:1.58
Mean:5.26
SD:1.31
Mean:5.01
SD:1.44
Mean:4.82
SD:1.32
Mean: 4.76
SD: 1.47

Nurse
Staffing

Perceived
Quality of
nursing care

0.163

0.364**

0.228**

0.435**

0.415**

0.503**

0.510**

0.403**

0.537**

0.487**

0.491**

0.402**

0.638**

0.527**

0.530**

0.329**

0.393**

0.531**

0.405**

0.536**

0.357**

0.504**

0.469**

0.294**

***Correlation is significant at p <0.001;
**Correlation is significant at p< 0.05

3.2. Interview Result
The analysis of the interview data, in regards to the
research question, resulted in two major themes. During
the interviews, as nurses were describing how things

function in their workplaces, the first theme of association
between the three constructs (i.e. patient-centric
workplace culture, nurse staffing and perceived quality of
nursing care) had emerged. In most cases, the association
was apparent when they described their concern for how
things are becoming more challenging at work. Some
nurses shared a view that delivering the best quality of
care is too difficult nowadays. As a nurse manager stated:
Often, the best quality of care for the patient is not
possible, but it is what resources and work environment
will allow. That is what really works and has become the
norm. Unfortunately, that is also how we are losing our
enthusiasm for doing great things at work. (JK)
The above statement shows the nurse manager accepted
that, nursing care only match the quality of the available
resources. In this acceptance, the authors notice support
for the notion of association between the three constructs
i.e. patient-centric workplace culture, nurse staffing and
perceived quality of nursing care. The nurse manager’s
statement endorsed that quality of care is not achievable
on its own, but with the support of resources and norms of
work practices in the nursing practice environment. The
term “resource” here, as further explained by this manager,
referred to the number of beds, nursing numbers, and skill
mix to support patient acuity levels (i.e. the level of
nursing care required for each patient). The mention of
“loss of enthusiasm” and “norm” is important, as these
words signal how nurse staffing and the usual standard of
care may influence nurses’ enthusiasm for the cultural
value of patient care in their daily work.
Furthermore, some nurses perceived nursing leaders
(e.g. Director of Nursing) as not proactive, not engaging
with nurses at bedside, and failing to negotiate the
resources necessary to deliver quality care. Such responses
from nurses reflected how components of patient-centric
workplace culture i.e. teamwork and proactive change
management, impact perceived quality of care. These
insights, as shown in Table 5, generated the code
“Reciprocity between the constructs”, and supported the
theme of association between patient-centric workplace
culture, nurse staffing, and perceived quality of care.
Table 5 provides summary of all of the finalized codes,
along with the relevant frequency of the codes, for the two
themes in this study.
Table 5. Themes and the corresponding codes
Theme
Theme 1
Association between patientcentric workplace culture,
nurse staffing and perceived
quality of nursing care
Theme 2
Gaps in embedding patientcentric workplace culture.

Finalized codes and frequency
Codes & (frequency):
Change Implementation & teamwork
(15); Support from Director of Nursing
(10); Reciprocity between the constructs
(18)
Codes & (frequency):
High expectations (17); Poor Staffing
(20); Prioritizing money over patient
care (16)

Analysis of the interview result generated another
major theme: gaps in embedding patient-centric
workplace culture. One of the distinct patterns that
supported this theme is high expectation versus inadequate
staffing and resources in the nursing practice environment.
Quite a few nurses expressed a distinct feeling of lack of
support, to meet high expectations in their workplaces.
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Their accounts describe a management, which on one
hand, is full of expectations about financial and patient
care targets, but on the other, cannot afford to provide the
resources required to meet those expectations. Nurses
understood that financial targets are necessary, as there is
huge pressure to contain cost in health. Furthermore, some
nurses provided the rationale that, due to the current
knowledge explosion in medical science and technology,
almost everybody in health, including patients and
families, have higher expectations of hospitals. However,
nurses still felt grievances against such high expectations
as disclosed in the following quote from a nurse manager:
Oh, so much is expected from us by the nursing
administrators… it’s about KPIs, it’s about the treasury
basically asking the hospitals to justify the amount of
money that they are putting into hospitals, as of course the
benchmarks aren’t being met because the staffing are not
just there, but they are not interested in that. This is not
fair and definitely no way to prioritise for patient care.
(DN)
Nurses’ concerns with the demonstrated approach to
prioritizing patient care, as revealed in the above
statement, signals that there is a mismatch between the
espoused patient-centric workplace culture and the way
nurse staffing is functioning in the nursing practice
environment. The signal of mismatch seems quite genuine,
when nurses revealed a perception that their leaders, in
reality, are prioritizing financial KPIs over patient care.
Authors noticed the same perception when another nurse
manager talked about how the nursing leaders often seem
more conscious about concern for money than patient care:
We don’t see the Director of Nursing as a nurse; sadly
because a lot of their decisions are not always in the
interest of the patients. Often it is just political and it is
expedient and it is money. (BLF)
The next section provides an integrated view of the
survey and interview results, articulating richer answers to
the research question; which is, “How are the constructs
of patient-centric workplace culture, nurse staffing and
perceived quality of nursing care associated in the
Australian nursing practice environment?”

4. Discussion
The quantitative survey, as well as the qualitative
interviews in this study, detail how certain aspects of
patient-centric workplace culture such as concern for
patients, proactive change management, and teamwork
function interdependently with nurse staffing and
perceived quality of care. Furthermore, the study found
that Australian nurses feel current nursing leaders are
focusing on financial control rather than patient care;
compromising the foundation of patient- centric
workplace culture, that is, establishment of value of
patient care in daily work [2]. A consequence of such
compromise is the undermining of the possible positive
relationship between patient-centric workplace culture,
nurse staffing and perceived quality of care. Given the
breakdown of the relationship between these three
important constructs, as revealed in this study, it is not
surprising that a recent literature [13] has reported
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deteriorating conditions in the nursing practice
environment.
An important insight from this study is the poor state of
nurse staffing in practice environments. Except for a few
papers, including Walker et al.’s report on a private
hospital [42], examples of inadequate levels of staffing are
not uncommon in Australia and abroad [11,43,44].
However, the practical implications of inadequate nurse
staffing become clearer when the relationships between
nurse staffing, patient-centric workplace culture and
perceived quality of nursing are considered. Inadequate
numbers and skill-mix of nurse staffing can jeopardize the
patient-centric workplace culture and create compounded
negative impacts on quality of nursing care. In the absence
of adequate nurse staffing, it is difficult for nurses to
spend time with patients, which is again a common factor
supporting the cultural process of establishing patient
concern in the workplace [2] and delivery of quality care
[45].
Another crucial insight from the interview in this study
is that nurses are experiencing gaps between espoused
patient-centric workplace culture and the way resources,
including nurse staffing is functioning to deliver care. This
notion may have resonated with the quantitative survey
findings, which reported insignificant correlation between
the expectation of high performance from nurses, and the
construct of nurse staffing. These findings raise a concern
that while the theme of patient-centered care is
increasingly professed in nursing management [46], the
required support of nurse staffing to deliver patient
centered care is not being provided. Such concern is in
line with the talk of lip-service for patient centered care,
as discussed in previous literature [47], and well supported
by the grievance of nurses against their leaders, as
disclosed during the interviews in this study. It is high
time for nurse leaders to realize that advocacy of patient
concern without the necessary support of nursing staff will
fail the purpose, and put unrealistic expectation on nurses
[48].
The findings in this study endorse the view that
development of positive nurse leaders is crucial for
practices of patient-centric workplace culture [49]. A
required attribute of this positive nurse leader is the
capacity to balance practices of patient centric workplace
culture, nurse staffing and delivery of quality care. While
there is no easy solution to align the practices of the three
constructs, a direction for changed nursing leadership
seems evident. That is, nurse managers are to become
positive leaders, advocating patient centric workplace
culture, nurse staffing as one, and unified agenda. When
these two constructs become one agenda, nursing leaders
can set staffing as per the required patient centric culture.
Success in the proposed advocacy is likely to assist quality
care and professional nursing, as evidenced in magnet
hospitals [50,51].
In line with the findings of this study, a positive nurse
leader will need to exhibit appreciation for true teamwork
[52]. Without such appreciation, there will always be the
danger of continuing the misaligned practices of patientcentric workplace culture, nurse staffing and perceived quality
of care. Example of probable approaches in this avenue
include long-term measures like transformational leadership
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for shared governance models [53,54], as well as, immediate
measures like holding ward events for greater engagement
between nursing leaders and bedside nurses [27].
This study had the limitation of a small sample size and
low response rate in the survey. However, the addition of
21 interviews may have mitigated the concern for data
quality, out of the identified limitations in the survey. The
semi-structured interviews of the study were open to
responder bias [55]. The authors attempted to counter
responder bias, by briefing interviewees that the aim of the
study was to capture their perceptions of what is actually
happening in their workplaces. Readers should draw
learning from this study cautiously, as the data collection
happened during a global financial crisis. Notwithstanding,
the time of the data was crucial to capture the functioning
of the patient centric workplace culture in resource
constrained environment.

[10] Dawson AJ, Stasa H, Roche MA, Homer CSE, Duffield C.

[11]

[12]
[13]
[14]

[15]
[16]

5. Conclusion

[17]

The study has provided empirical evidence of nurses’
perspective of why and how patient centric workplace
culture, nurse staffing and perceived quality of care should
function in association. Drawing on the evidences, the
authors initiated a discussion about the need for positive
nursing leaders, who can advocate for patient-centric
workplace culture and appropriate nurse staffing as one
and unified agenda. It would be valuable to assess, in
future studies, if advocacy of such unified agenda by
nursing leadership could also be financially beneficial.

[18]
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