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ABSTRACT
This research plan highlights the contemporary quality and risk management issues and patient safety in a healthcare organisation. Hospitals and healthcare organisations are considered safe places. Healthcare organisations’ performance varies considerably and impacts quality and financial outcomes. 
The introductory chapter to this research plan has information on the research background, a brief synopsis of the key terms in the literature to quality and risk management, and patient safety, statement of the problem, research questions, research hypothesis, aim of the research, research objectives and the justification for the research.
The literature review chapter has narratives and figures from several authors on risk management, risk management processes, risk identification, risk assessment, risk treatment, risk mitigation, quality management in healthcare organisations, patient safety, medical errors in clinical practices, root cause analysis, incidence monitoring, and reporting, bias, and stakeholders in healthcare organisations.
The methodology chapter has narratives to the research philosophy, research paradigm, ontology, epistemology, research ethics, methodology, research design, cause and effect relationship, questionnaire, sample population, Measurement of scale, data collection, and software data analysis, 
And the concluding chapter has a reflective essay on the similarities and differences between the qualitative and quantitative methods of the research methodology, why and ease of use of the research method to the doctoral research.
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1.0 Introduction
It is crucial to identify the need to review, assess, and evaluate the risk appetite to an organisation, the risk the organisation is prepared to accept, and one which integrates with its’ strategic planning and day-to-day decision. Management and healthcare professionals constantly work on improving quality and safety in other to mitigate risk. Litigations, reputation, and competing demand are risk factors that could impact an organisation. Therefore having a good structure for managing risk would be very beneficial, supporting patient safety and good quality of care.
‘Risk is an essential part of everyday life, and risks are unavoidable in any complex program. Risk management has become one of the main objectives of individuals, organisations, and governments in pursuing their goals since there is the possibility that things do not go as planned.’ (Pascarella et al., 2021),
Healthcare organisations are high-risk and highly complex with multiple dimensions of mutual interdependence (professional, technological, organisational/managerial), and risk management is very important because even a low-risk event could have serious consequences affecting patients, personnel, costs, and the hospital’s reputation. Risk assessment and risk ranking tools have been developed in complex and high-reliability, and highly-resilient industries, such as nuclear power generation, manufacturing, and aviation, have recently been adopted. 
In the healthcare sector, to specifically address patient safety. The comparative simplicity and apparent ease of use in this approach likely contributed to widespread adoption, including a generic international standard for risk assessment techniques in support of risk management. 

In this context, hospital staff are often called upon to decide whether given risks are high or low; nevertheless, participants need clear definitions of what is considered “high” versus “low.” (Pascarella et al., 2021)
1.1     Research Background 
WHO (2019) states critical facts on patient safety and highlights its importance as adverse events due to unsafe care. One of the 10 leading causes of death and disability in the world is: (1). In high-income countries, it is estimated that 1 in every 10 patients is harmed while receiving hospital care (2). The harm can be caused by a range of adverse events, with nearly 50% of them being preventable (3). Each year, 134 million adverse events occur in hospitals in low-and middle-income countries (LMICs) due to unsafe care, resulting in 2.6 million deaths 
(4). Another study has estimated that around two-thirds of all adverse events resulting from unsafe care and the years lost to disability and death (known as disability-adjusted life years, or DALYs) occur in LMICs (5). Globally, as many as 4 in 10 patients are harmed in primary and outpatient health care. Up to 80% of harm is preventable. The most detrimental errors are related to diagnosis, prescription, and the use of medicines
 (6). In OECD countries, 15% of total hospital activity and expenditure is a direct result of adverse events (7). Investments in reducing patient harm can lead to significant financial savings, and more importantly, better patient outcomes and  (8). An example of prevention is engaging patients; if done well, it can reduce the burden of harm by up to 15% (6) (WHO, 2019).


1.2  A Brief Synopsis To Quality Management, Risk Management And Patient Safety In                         Healthcare Organisations.
    1.2.1  Quality Management 
The word “Quality” has different definitions. The American National Standards Institute (ANSI) and American Society for Quality (ASQ) define quality as the totality of features and characteristics of care or service that bears on its ability to satisfy given needs.
[bookmark: _Hlk89850855]Quality is a unitless value system interpreted as diverse viewpoints. It has been conceived as the superiority of excellence or lacing patient care and service defect or conformance to requirements, i.e., zero defects. The precise meaning of quality of care in HCO is ambiguous. It involves more than the earlier perception of ‘clinical quality. The technical component is also included. The content quality in health care is determined and evaluated by the expectations of the health care professionals. The delivery quality of the health care service is determined by patient satisfaction, is based on patient expectations, and is linked with training and human interpersonal relations. (Aggarwal et al.,2018)
1.2.2  Risk Management
It has been noted that risk management has been a subject of debate in recent times, a significant problem with most works of life. What we know about risk management,  mostly attributed to clinical risk within the hospitals and healthcare organisations, is primarily based on information extracted from literature and publications.
Risk management is routine in most industries and has traditionally been associated with limiting litigation costs. Many corporations try to avoid financial loss, fraud, or a failure to meet production expectations by implementing strategies to avoid such events. Hospitals and health organisations use a variety of methods for managing risks. The success of a risk management programme, however, depends on the creating and maintaining safe systems of care, designed to reduce adverse events and improve human performance.
Many hospitals have well-established systems in place for reporting patient falls, medication errors, retained swabs, and misidentification of patients. Nevertheless, they are only beginning to focus on all aspects of clinical care to see opportunities for reducing risks to patients. (WHO, 2021).
1.2.3  Patient Safety
According to Mitchell (2008), “patient safety practices have been defined as “those that reduce the risk of adverse events related to exposure to medical care across a range of diagnoses or conditions.” Patient safety is the cornerstone of high-quality healthcare. Much of the work defining patient safety and practices that prevent harm have focused on negative outcomes of care, such as mortality and morbidity. Nurses are critical to the surveillance and coordination that reduce such adverse outcomes. Much work remains to be done in evaluating the impact of nursing care on positive quality indicators, such as appropriate self-care and other measures of improved health status.
[image: Diagram
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[(Source: The Sullivan Group, 2021)]




1.2.4 Healthcare Organisations 
 From the works of Hertico and Marcinko, they have stated that “since the middle of the 1980s, hospitals and other health care organisations have operated in an extremely competitive environment. During this period, hospitals have been under increasing pressure to improve quality and reduce cost. Furthermore, health care has come to be viewed as less of a human service and more of a commercial service, especially as new trends open up different approaches to medicine in 2012 and beyond.
In responding to this dynamic situation, health care managers have adopted management techniques from other industries in an effort to improve quality and reduce costs. Perhaps this transfer of ideas is most apparent in the functional area of operations management that traditionally deals with facility location, capacity, supply chain management, inventory systems, scheduling, layout, and quality management.
Emerging managerial concepts and trends that show how hospitals and health care organisations can use operations management to improve their competitiveness by exhibiting greater flexibility and higher quality, and as a result achieve better performance and outcomes.
Several trends are affecting the healthcare industry, and these trends are, in turn, having an impact on financial performance. The ability of the industry to respond to these trends is determined by willingness to adapt, ability to retrain, and overall flexibility. Central, of course, is the level of leadership in making the changes.”(2012, p.4)



1.3                                 Statement Of The Research Problem
There have been growing concerns about patient safety, patient dissatisfaction, poor performance, medication errors, clinical malpractices, litigations, and negligence in treatment and procedures. Here, the knowledge to practice addresses how these issues are problematised, identified,  assessed, controlled, and evaluated.
1.4                                                Research Aim
This study aims to identify and explore patient safety, quality, and risk management areas. Testing and measuring of the hypothesis statements developed from the literature. Devising on case studies using statistical techniques as described in the methodology section of this proposal, answering questions that will benefit one's career development.
        Table 1                                         Research Objectives
	· Determine the autonomy of healthcare professionals for better performance

	· Assess the competitiveness of healthcare organisations

	· Investigate risk implications to healthcare professionals for patient safety

	· Investigate the impact of quality on performance and financial outcomes

	· Propose a practice framework for risk management in healthcare organisations that optimizes patient value, performance, and financial outcomes.


[bookmark: Hypothesis]
       Table 2                                      Research Questions
	RQ1.  
	How does increasing autonomy impact risk to clinical practices?

	RQ2.
	How does the quality of patients’ care lead to achieving better performance and financial outcomes?

	RQ3.
	How does improving the competitiveness of healthcare organisations through the flexibility of healthcare professionals result in better performance?

	RQ4.
	How does improving risk management in clinical practice result in better patient safety?








[bookmark: _Hlk89848508]       Table 3                              Research Hypothesis
	1.7.1.1                                                        
	Hypothesis1

	1.7.1.1.1      
	Null Hypothesis (H0)

	
	Establishing that increasing work autonomy has no effect with risk to clinical practices

	1.7.1.1.2     
	Alternative Hypothesis (H1)

	
	Establishing that increasing work autonomy has an effect with risk to clinical practices.

	1.7.1.2                                                            
	Hypothesis 2

	1.7.1.2.1        
	Null Hypothesis (H0)

	
	Establishing that patient care quality has no difference with financial outcomes.

	1.7.1.2.2      
	Alternative Hypothesis (H1)

	
	Establishing that patient care quality has a difference with financial outcomes.

	1.7.1.3                                              
	Hypothesis 3

	1.7.1.3.1       
	Null Hypothesis (Ho)

	
	Establishing that patient care quality has no difference from patient safety

	1.7.1.3.2
	Alternative Hypothesis (H1)

	
	Establishing that patient care quality has a difference from patient safety


   [(Source: Author, 2021)]











1.5                                          Justification To The Research 
Recent reports and publications of bad clinical malpractices have been the topic of debate; these recent reports and problem identification has motivated researchers to research these fields of patient care. The research is to Identify gaps and explore, as a matter of concern, issues on risk and quality management and patient safety in healthcare organisations. It will focus on the different health service delivery given to patients in healthcare organisations. I have the competence and capacity to conduct the research and to accomplish it within the stipulated time frame. The overall benefit is the additional knowledge to practice and self-actualization in research.
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2.0  Introduction 
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[(Source adapted from Wang, 2018)]


2.1  Risk Management 
Risk management within healthcare organisations seeks to establish the necessary framework and tools to proactively and systematically improve patients’ quality of care while reducing operational and financial risks. The current focus of healthcare risk management is shifting from a primarily reactive environment to a proactive approach through predictive modelling and risk stratification to address risk beyond patient safety and medical liability. This comprehensive framework for risk assessment encompasses eight risk domains which includes operational, clinical and patient safety, strategic, financial, human capital, legal and regulatory, technological and environmental- and infrastructural- based hazards.
The integrated risk assessment model utilized by the British United Provident Association (BUPA) included leadership support, risk assessment scores, and systematic processes to address the exposed risk. The potential clinical risks were assembled using the Joint Commission International (JCI) standards as a reference and applied to a hospital to identify the greatest risks based on impact and probability of occurrence in one year.
 This allowed the interdisciplinary health system leaders to prioritize the top (16%) risks and establish an action plan to monitor improvement.
Humans, and physicians specifically, are unable to appropriately assess the risks and benefits of health care tests and treatments. A standardized systems approach can assist frontline physicians and healthcare providers to identify areas of potential risk, improve diagnostic accuracy, and apply evidence-based treatments to improve patient outcomes and care efficiency. We have found the following key components to assist learning health systems to facilitate improvement: education, integrated decision support, measurement, and feedback. (Sharp and Park, 2019).
2.1.1   Risk Management Process
Risk management process is the establishing, identifying, analysing, evaluating, treating, monitoring, reviewing, communicating, and consulting to the context of risk.
[image: Diagram, schematic

Description automatically generated][(Source: Emslie and Hancock, 2008)]

Figure 3.  Risk Management Process






2.1.2  Risk Identification
“The objective of the risk identification element is to ensure that all significant risks are listed so that they can be analysed and evaluated.” (Hopkinson, 2001; Emslie, 2008; Hancock 2008)
There are many methods of risk identification available, but the process need to be simple if staff are to participate. Once risks are identified, action is taken to either prevent or control the risk. (Emslie and Hancock, 2008).A more disciplined process involves using checklists of potential risks and evaluating the likelihood that those events might happen on the project. Some companies and industries develop risk checklists based on experience from past projects. These checklists can be helpful to the project manager and project team in identifying both specific risks on the checklist and expanding the thinking of the team. The past experience of the project team, project experience within the company, and experts in the industry can be valuable resources for identifying potential risk on a project. (Watts, 2014)
Identifying the sources of risk by category is another method for exploring potential risk on a project. Some examples of categories for potential risks include the following:
Table 4                           Sources of Risk by Category

	Technical
	Client
	Financial

	Cost
	Contractual
	Political

	Schedule
	Weather
	Environmental

	People     (Source: extracted from Watts, 2014)

	
	





2.1.3  Risk Assessment 
Risk assessment is undertaken in many ways, through the incident reporting system, risk assessment process, Health and Safety Executive visits, Trust health and safety audit inspection, Clinical Negligence Scheme for Trusts(CNST) requirements and formerly, through the Department of Health’s Controls Assurance process (Department of Health, 1999; Emslie and Hancock, 2008, p.4). The data collected from the risk identification phase has to be analysed to ensure that decisions can be made about prioritising and treating the risks. 
2.1.4  Risk Treatment
The purpose of risk treatment is to determine what will be done to mitigate the risk, and who will be responsible for the treatment action(s). Risks are more likely to be acted upon if responsibility is allocated to an individual. Risk treatment options are evaluated in terms of feasibility, cost and benefits with the aim of choosing the most appropriate and practical way of reducing risk to a tolerable level. Risk action plans may seek to reduce the likelihood of occurrence, minimise the consequences, transfer or share the risk, or retain the risk. (Emslie and Hancock, 2008, P.5).
2.1.5   Risk Mitigation
 In an article written by Risk Mitigation Planning for Healthcare Organizations (2017), ‘mitigation is the process of prevention of harm by evaluating the data from the assessment of risk and data collected. Mitigation plan will give options for handling the potential threats.’ A risk mitigation plan is designed to eliminate or minimize the impact of the risk events—occurrences that have a negative impact on the project. Identifying risk is both a creative and a disciplined process. The creative process includes brainstorming sessions where the team is asked to create a list of everything that could go wrong. All ideas are welcome at this stage with the evaluation of the ideas coming later.


2.2    Quality Management In Healthcare Organisations 
Quality management in healthcare is a critical requirement in the health sector. The principles of quality have been implicit in health care. However, quality is not a physical attribute service. Use of the term ‘Health Care Service’ in place of ‘Medical Care’ further defines the field and puts it as an entity that can be assessed, monitored, and improved. Aggarwal et al. (2018) define a quality healthcare system as “one that is accessible, appropriate, available, affordable, effective, efficient, integrated, safe, and patient-related.” Health care is delivered by practitioners in allied health services, dentistry, midwifery, obstetrics, medicine, nursing, optometry, pharmacy, psychology, and other care providers.
Quality management in health care is a wide term. Initially, it was perceived as directing the healthcare personnel to what to do. However, its current interpretation is to manage the process of care. It refers to observing the organisational functions as an interaction of procedures and processes that can be addressed individually and collectively.
Quality management has emerged as the dire need more fiercely than ever in light of the new definition of quality with patient satisfaction as the outcome of service. The quality of services being provided to patients is highly crucial. The traditional view of quality control is aimed at defect detection, while the current concept aims at defect prevention, continuous process improvement, and an outcome-driven system guided by patients’ needs. Hence there is a crying need to bring about a paradigm shift in the quality of health care delivery. The authorities need to step forward to get involved in quality. Currently, the quality has been addressed more in the medical field than in the allied fields such as dentistry and nursing and also more in the developing country context. (Aggarwal et al., 2018).
Quality is value for money regardless of it being to patient care. Individuals measure their level of satisfaction based on the type of quality they receive from either a  particular service or product. Hence, an organisation should consider giving good quality of service to a patient; these help with efficiency and effectiveness.
2.3   Patient Safety
The whole idea of going into a hospital or a healthcare organization is to get treated and feel better. Hospitals and healthcare organisations are considered to be safe places. Unfortunately, it is not the case. Patient safety, quality management, and risk management sit tightly together.
[bookmark: _Hlk89056459]‘Risk managers leverage the links between risk management, patient safety, and quality improvement. Threats to patient safety are a key element of a broad array of risks that healthcare organisations need to consider. Quality improvement focuses on achieving best possible outcomes; this can be achieved through examining and managing risks to the healthcare organization. By fostering a culture where healthcare providers are empowered to speak up, risk managers can use incident reports and other sources of information to manage risk, influence key decision makers, and ultimately impact patient safety and quality care.’ (HIROC, 2017)
















Figure 4. A Diagram On Patient Safety Overlap Between Risk Management And Quality Management.
[image: Diagram
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Gaits’ states its purpose to patient safety in connection with risk management,’ is to provide safe and effective care to the patients by creating a safe environment. An organisational culture focused on safety and the prevention of errors; a staff that is aware of and educated about safety risks and error prevention; internal reporting of errors, near misses, and risks to safe care; focus on process improvement rather than aiming blame.’ (Gaits, 2006; Nursing Journal, 2020).
2.3.1    Medical Errors in Clinical Practices
Errors are preventable; however, if it occurs, it may go unnoticed. Errors between a healthcare professional and a larger system could constitute an active error. Error resulting from an adverse event or outcome such as medical or surgical treatment may be avoided. There are several types of errors such as: active, adverse, latent, and medical errors, negligence, near miss, never event, and root cause. Errors resulting from faulty installations, maintenance, and process design are classified as latent errors. This research plan highlights on some factors that could constitute errors resulting from bad clinical malpractices. Unsafe or wrong clinical malpractices occur daily, some of these errors get reported and actioned, and some go unnoticed. Questions could arise such as; why do errors occur in a clinic setting? What caused these errors? Can these errors be rectified? 
Some health organisations devise security measures to keep an eye on specific events such as a closed circuit system to capture events in the clinic setting. This keeps track of any wrongdoing that could damage the healthcare organization's reputation and helps resolve significant incidences. 
2.3.2   Bias
Bias relates to systematic sources of error which need to be considered. Why? The internal validity of a study depends greatly on the extent to which biases have been accounted for and necessary steps taken to diminish their impact.  Bias may preclude finding a true effect; it may lead to an inaccurate estimate (underestimate or overestimate) of the true association between exposure and an outcome. (Skelly et al., 2012). Table 5.                     Intuitive Biases of Risk Perception


	Biases
	Description

	Availability
	Events that come to people’s mind immediately are rated as more probable than events that are less mentally available.

	Anchoring Effect 
	Probabilities are adjusted to the information available or the perceived significance of the information.

	Representativeness 
	Singular events experienced in person or associate with properties of an event are regarded as more typical than information based on frequencies.

	Avoidance of cognitive dissonance 
	Information that challenges perceived probabilities that are already part of a belief system will either be ignored or downplayed


[(Renn, 1998)]



[image: sources of error and bias Kemshall]Figure 5.  Sources of Errors and Biases


[(Kemshall, 2021)]


2.3.3  Root Cause analysis
[bookmark: _Hlk89850921]The definition to ‘a root cause analysis’ given by Heather, in an article written titled ‘HOW TO CARRY OUT A ROOT CAUSE ANALYSIS, , defines it as a ‘Fault Tree or Event Tree Analysis, is a process to enable the user to readily identify the root causes of an incident/accident.’ 
The purpose of a root cause analysis is to ‘provide a swift and effective way to prevent incident/accident recurrence which can potentially be extremely damaging to a business. It can also provide great support, focusing attention away from individual blame or equipment failure and re-direct focus onto how the safety management system “allowed” these deficiencies to exist. If used well, it can provide an extremely useful method of learning from incidents/accidents and ensuring employees and the business are better protected in the future.’ (2011; p.1).
The importance of root cause analysis is paramount in an organisation, especially within the healthcare industry. Where known cases of clinical and medical incidences and malpractices exist. Summarising from the literature on the root cause analysis above, it can be said that problem does occur. 
Understanding why these problems occurred would be very beneficial in carrying out a root cause analysis., has the problem been reported/ documented? Has there been any precautionary measure or corrective action taken to rectify these problems? Has there been any pilot system or monitoring mechanism to access the state of progress to the solution?. These questions are fundamental when carrying out a root cause analysis. 
The diagram below gives a visual expression to the questions that need to be answered when carrying out a root cause analysis. (RCA)
[image: Diagram, radar chart
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Figure 6.   Diagram On A Root-Cause Analysis

.




2.3.4                      How are these mistakes prevented?
[bookmark: _Hlk89851098] According to (Rodziewicz et al. 2021), It is challenging to uncover a consistent cause of errors, and even if found, to provide a consistent, viable solution that minimizes the chances of a recurrent event. By recognizing untoward events occur, learning from them, and working toward preventing them, patient safety can be improved.
Recognizing safety in the workplace is a crucial work culture to which employees need to adhere in my opinion; employees and caregivers tend to blame one another on sudden clinical incidences. A safety measure should be set to mitigate against occurrences happening in the workplace; the prevention of such is the need for policies and guidelines to be adhered to by all healthcare employees.
2.3.5                          Incidence Monitoring and Reporting
2.3.5.1      What is a Serious Incident?
Serious incidents are events in health care where the learning potential is so great, or the consequences to patients, families, and carers, staff, or organisations are so significant, that they warrant using additional resources to mount a comprehensive response. Serious incidents can extend beyond incidents which affect patients directly and include incidents which may indirectly impact patient safety or an organisation’s ability to deliver ongoing healthcare (NHS England, 2015).
My opinion to serious incidents are matters which requires urgent attention. Most especially when it comes to hospitals and healthcare organisations, allowing a serious incident to go undocumented or unreported could constitute to risk. The risk implication for the healthcare organisation could be damaging and reputational. Hence, reporting these incidences are essential; it puts the severity level for safety of both the employee and patients at a low-risk and educates healthcare professionals about the importance of reporting serious incidents.
2.3.5.2                             How do we recognise serious clinical incidents?
Root cause analysis can be used to investigate any clinical or service incident or complaint but it is important to understand how to recognise a case that needs referral to regulators. It is also important that when we use the phrase ‘serious  incident’ we are using a technical term that may have different meanings to different people.
This is generally an incident of concern identified and investigated within a practice but not reported externally. It is likely that many ‘significant events’ analysed informally in practices actually reach the threshold for regulatory reporting but remain hidden from wider scrutiny by ignorance of the process.
Another important fact to bear in mind is that very few patients or patient representatives will be aware of what the tern ‘serious incident’ means. While many will be gratified to think that an incident is recognised as ‘serious’, they are not likely to be familiar with root cause analysis and the principle of seeking to identify learning rather than apportioning ‘blame’.
Patients will often expect a serious incident report to identify someone to blame for a failing in care and may expect to see someone disciplined for any harm that may have occurred as a result of the incident.
So, when we think about the recognition of a serious incident it is helpful to remember that this come with certain formal obligations in terms of reporting and investigation and potentially ‘duty of candour’, but also informal implications with regard to the need  to ensure that both your colleagues and any patients or their representatives involved understand the process that you are about to embark upon.

2.3.5.3      Stakeholders in a healthcare Organisation?
According to Kimberley (2021), ‘stakeholders in healthcare are an individual or organisation that has an interest in decisions made in the healthcare industry and its subsidiaries including health promotion organisations and health and social care.
They have a vested interest in planned changes and proposals within the healthcare sector.
 Stakeholders in healthcare can include but are not limited to, patients, caregivers, doctors, nurses, unions, employees, employers, government, insurance companies, communities, and pharmaceutical firms. (Kimberley, 2021).
Individuals termed to be stakeholders for a patient suddenly admitted into the hospital are the nurses, doctors, administrative staff, the paramedic, etc., that got involved with the care to the patient.
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3.0                                               Research Philosophy
The world and the phenomena are real and exist independent of perception. There is truth and objective knowledge about the world. It is possible to find universal laws and knowledge that are generalisable. Research should aim to discover general (generalisable) explanations for phenomena and to make generalisable predictions.
The kinds of objective knowledge and facts discovered by research are not dependent on the values and beliefs of particular researchers. Power relationships are not relevant to the truth. Research aims to develop and test hypotheses. Hypotheses must be clearly stated before a study can be designed to test them. The world is fundamentally mechanistic and deterministic, in which human behaviour is governed by general laws and is capable of manipulation. Phenomena can be understood by analysis of the parts(reductionist).
Causal laws exist, determine behaviour, and can be discovered by science (e.g., experiments). Construct must be operationalised to be used in research. Many constructs are to be used in research. Many constructs can be quantified and treated as having measurement properties. Characteristics such as validity and reliability are crucial. (Coe,2017)
3.1                                                 Research Paradigm 
“A paradigm represents a person’s conception of the world, its nature and their position in it, as well as a multitude of potential relationships with that world and its constituent parts.”- (Waring, 2017,p.17).
My philosophical standpoint to this research is of a pragmatic approach; Within the intended survey, the statements to the hypothesis will be tested and answered using statistical techniques and formulas.



3.2                                                  Ontology
Waring’s explanation on the terminology of ontology has ‘The first question that a researcher needs to ask which  relates to ‘Ontology.’ That is ‘ what is the nature or form of the social world?’ These assumptions will form the starting point for all research. Ontological positions can be seen to exist in a simplistic fashion along a continuum from left to right, from realism to constructivism.’ (2017,p.16). Ontology dictates the essential phenomena we can expect to find and thus may seek (e.g., natural laws and social rules), as well as that which we will never find, so need not look for (e.g., magical powers). A basic ontological questions in health research ask whether to consider the phenomena of research as comprised of our ideas about things (idealism) or the things in themselves, unmediated by ideas (realism). An important dimension of ontology includes beliefs about the nature of values and how they operate in relation to other phenomena.
(Giacomini, 2010,p.129)
From an organization's standpoint, the ontological view on patient safety, risk, and quality management is to increase performance effectively and efficiently.  Questions on these areas can be asked: Who are the individuals responsible for patient safety, risk, and quality management in an organisation? How is patient safety measured? How are risk and quality management measured in an organisation? Who is responsible for monitoring patient safety, risk, and quality management?. These trivial factors help establish relationships and concepts, which helps with strategic planning and decision-making.
The safety of a patient should be the top priority in a healthcare organisation; the personal information of a customer or patient should be kept confidential. Therefore, it is a significant area that an organisation should endeavour to protect and control against loss of information. Any loss of information could impact the healthcare organisation's reputation and value. 

3.3                                                 Epistemology
What is assumed to exist can be known about the research topic; my opinion on the research topic is pragmatic. According to Bellali et al. (2015), ‘knowledge management practices in healthcare are an intangible asset in organisations and provide a comparative advantage to those who possess it. Hospitals are complex organisations with unique characteristics because of the heterogeneity of health professionals' orientation, the composite networking, and the decision-making processes. A deeper understanding of knowledge management (KM) could streamline productivity and coordinate the use of resources more efficient.’
 3.4                                                  Research Ethics
According to Hammersley (2017), “Just as there is some ambiguity about what the term ‘ethics’  means, so too is the meaning of ‘research ethics’ can vary. One interpretation is that it refers to all of the values that ought to inform the work of researchers. We can divide these values into two categories: epistemic and practical. Epistemic values are concerned with knowledge: it can be argued that since the role of research is to produce knowledge, researchers must be committed to discovering the truth and disseminating knowledge. Therefore, the truth is the central epistemic value, but also under this heading would come a commitment to honesty in presenting evidence and providing information about how the research was carried out. (p.58)
‘Another is arguments which deny that the pursuit of knowledge is of value in itself, thus leading to the conclusion that researchers should aim their work at practical goals, whether this is ‘improving education,’ ‘serving public policy,’ ‘challenging inequality,’ or ‘empowering the oppressed.’ However, even those who insist that the production of knowledge can be the only legitimate goal of research recognise that researchers must take account of practical as well as epistemic value in doing their work.’(p.59)
As defined by Hammersley (2017),  research ethics “is a form of occupational ethics analogous to those found with other occupations, notably in the fields of healthcare, education, social work, law, and business. So the focus is on the specific ethical issues that arise in the context of research, though to a large extent this is done by drawing on the more general ideas discussed in the philosophical literature, which have just been briefly outlined.” (p.58)
The need to get ethical approval to commence this research will be consulted from the school department, mainly as it entails human participation.  The use of data will be discrete and confidential. Getting informed consent from the participants to begin the survey session will be exercised. Protecting the participants' privacy will be paramount to the research. The questions to be asked will only reflect on areas vital to the analysis and discussions, 
3.5                                                 Methodology
Methodological assumptions are a reflection of the ontological and epistemological assumptions. Methodology asks ‘what procedures or logic should be followed?’ Developing the notion of the continuum, to the left (under realist ontology/positivist epistemology), the answer ‘is nomothetic and experimental. (Waring, 2017, p.18).
3.6                                                Research Design
Hedges (2017) defines research design as the “organisation of data collection so that the data collected support unambiguous conclusions about the problem being studied.” Furthermore, Hedges describes that this definition “focuses on empirical studies. (p.25).











3.7   Investigating The Cause And Effect Relationship To The Research Questions
According to Malim and Birch, the systematic manipulation of the independent variable  (IV) to observe the effect of that manipulation on the dependent variable (DV) makes it possible to establish a link between cause and effect. (1997, p.20).
Table 6                                         Cause  and Effect Variables

	Variables
	Cause
Independent Variable
	Effect
Dependent Variable

	Clinical Practices
	
	DV

	Financial Outcomes
	
	DV

	Better Performances
	
	DV

	Work Autonomy
	IV
	

	Patient Care Quality
	IV
	

	Patient Safety
	DV
	


[(Source: Author,2021)]
3.8                                                Questionnaire
Questionnaires are tools for collecting information, as defined by (Tymms, 2017, p.223). The reason for using a questionnaire can be divided into four categories (1) It can be used as an exploratory method, (2) To describe a population, (3) To control an outcome, and lastly to gain relevant feedback. The questionnaire will be used to gather valid and reliable data in a cost-effective and affordable manner. The format of the questions will range from being a Likert scale type of response to multiple-choice or closed-ended. The questionnaire will serve as a practical way to collect data from participants through a paper-based and face-to-face method. For the length of time spent with the participant, it will be assumed that the participant should exercise answering the question within 5-10 minutes in a normal and suitable environment. Overall, it will be assumed to take approximately 10 minutes of the participant's time to participate in the survey.  Participants' privacy will be protected if they decide to participate in the study, fulfilling all codes of conduct. The survey will be a short and easy process to understand the participant's views on the research questions.
3.9                                              Questionnaire Design
The questionnaire will be designed using survey design tools, establishing specific measures such as its aim and objective, straightforward use of language, specific content to the research questions, identical and precise questions. The method of administration will be self-administered delivered to the participants in a pen and paper format.
3.10                                              Sample Population
The representative sample to the population of interest will range from healthcare classifications of acute and primary care settings, residential and nursing care homes. The reason for this is to generalise the findings. For this survey, numbers will be assigned to all participants, and a random number generator will select randomly from the corresponding population to be members of the sample.
3.11                                              Measurement of Scale
The level of measurement is determined based on the outcome of the study; however, at the simplest level, there are four different scales of measurements known by theoretical definition such as nominal, ordinal, interval, and ratio
3.12                                               Data Collection and Analysis
Data can be collected through participant and non-participant methods. This research study will collect both primary and secondary data for analysis. It will be collected through the physical administration of the research questionnaire. At the same time, the secondary data will consist of data from empirical findings to the research such as census data, UK government surveys, longitudinal studies, administrative data, international surveys, and open data sources.

3.15                                              Software Data Analysis       
The statistical software for this mixed-method research will be SPSS and NVivo. Benefits to the study will be for processing data and decision making.
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4.0         The Selection Of The Research Approach Relevant To My Doctoral Research                           Journey
Summary
 Reflecting on the research journey, my approach for selection is due to the nature of questions to be asked from the participants. The research study has elements that I suggest could be analysed through a mixed-method approach termed pragmatic. Cathain defines mixed-method as “integrating quantitative and qualitative data collection and analysis in a single study or a program of inquiry. (Creswell et al., 2004 cited in Cathain, 2010).  The survey will entail a semi-structured interview with senior management that proves to be a qualitative method and hypotheses statements that have cause and effect relationships of variables,  which can be termed a quantitative method.  
According to Price (2018), “Social sciences are dominated by two different and partly contradicting research approaches usually referred to as qualitative and quantitative research. Both approaches differ in their conception of social reality, how knowledge is gained, and how research is conducted. Often the distinction between qualitative and quantitative research is framed in terms of using words(qualitative) rather than numbers (quantitative) or using closed-ended questions (quantitative hypotheses) rather than open-ended questions (qualitative interview questions).”
Also, by Price, “Qualitative research embraces subjectivity, asks for "how do things happen" and relies on case studies, focus groups and semi-structured interviews. In contrast, quantitative research uses pre-determined measurement systems such as close-ended surveys and psychometrical tests and asks for "what happens and why do things happen."



“Social scientists are tasked with the difficult job of examining something as mutable, idiosyncratic, and subjective as human experience and distilling their findings in a systematic, unbiased manner. The field has been shaped by controversies over how best to accomplish this. Early psychologists such as Wilhem Wundt, Sigmund Friend, and Carl Jung believed that the study of human psychology required personalized, florid descriptions of individual experience; however, the data this yielded was often difficult to analyse in an objective, organised way (Hatfield, 1997 cited in Price, 2018).”
Making a critical comparison to the research method will suffice upon completing the survey exercise, which gives a better overview of the method relevant to the research journey. 
At this stage, my opinion and assumption are based on the theoretical and previous experience of the research method been; the quantitative research method module in term 1 of the DBA programme. Going by my experience, my opinion leans toward finding the quantitative methods better to work with.
Quantitative research defined by Creswell (2014), is “an approach for testing objective theories by examining the relationship among variables. These variables in turn, can be measured, typically on instruments, so that numbered data can be analysed using statistical procedures. Like qualitative researchers, those who engage in this form of inquiry have assumptions about testing theories deductively, building in protections against bias, controlling for alternative explanations, and being able to generate and replicate the findings.” (p.4)
“In contrast, behaviorists such as B.F. Skinner and cognitivists such as Norbert Weiner (1948) believed that humans’ thoughts, feelings, and actions should be recorded in a close-ended fashion, and analysed mathematically (Delprato & Midgley, 1992; cited in Price 2018). The data yielded by this approach was often straightforward to analyse, but more difficult to meaningfully interpret. These two schools of thought led to the formation of two different research philosophies usually referred to as quantitative and qualitative approach to research.” (Price, 2018)
Qualitative and quantitative approaches are still frequently seen as competing. This also applies to their application in the area of evidence-based management. The distinct advantages and disadvantages of each, as well as the research questions that are best suited to each, are explored below. In addition, this CQ Dossier describes mixed-methods approaches, which incorporate elements of both quantitative methods and qualitative methods.
4.1                Qualitative research approaches: Searching for the "How"
Qualitative research is descriptive, open-ended, and adaptable. The philosophy behind qualitative methods is that a researcher cannot anticipate participants’ responses or reactions prior to collecting data from them, and that every scientific study is biased by researchers’ own background and viewpoint (Kelly, 2008; cited in Price 2018). According to this perspective, a researcher should not attempt to obscure the personal reactions and impressions of either the researcher or participants; rather, the researcher should document them and reflect upon them. In a qualitative study, a researcher accepts and embraces subjectivity, letting the participants’ feedback guide the study process, and exploring topics and themes the researcher may not have anticipated being relevant initially.
4.2  Qualitative research design: Case studies, focus groups, semi-structured interviews
Qualitative research usually entails collecting large amounts of detailed information that is either narrative (story-based) or impressionistic (subjective-reaction-based). In qualitative designs such as focus groups, semi-structured interviews, or phenomenological studies, the participant provides a great deal of information in their own words; this information is later coded by the researcher, or analysed for prevailing themes (Ayers, 2008; cited in Price, 2018). In designs such as case studies, workplace observations, or field notes, the researcher themselves contributes a great deal of information, indicating their impressions of what has occurred and how the participant appears to think, feel, and behave (Maxwell, 2008 cited in Price, 2018).
4.3                                   Advantages Of Qualitative Research
Because of their in-depth, open-ended nature, qualitative approaches typically leave the researcher with a large amount of data that can be carefully read and analysed in a variety of ways. Since participants’ responses are not restricted by close-ended survey options or pre-determined definitions of variables, a qualitative approach can yield data that challenges the researcher’s assumptions or expands their understanding of the topic being explored (Cassell & Symon, 2004; cited in Price 2018).
Qualitative data collection also allows participants to be expressive and emotive. Many readers find quotes from qualitative data to be especially compelling; a participant’s own words can be used to illustrate a larger trend the researcher noticed in the data. Qualitative methods are best suited to research questions that are descriptive and exploratory in nature – if a researcher is striving to document what a phenomenon looks like in the real world, or wants to learn more about what a group of people perceives or believes, a qualitative approach is ideal.
4.4                                 Disadvantages of qualitative research
Qualitative research does not provide straightforward answers to research questions. Qualitative data, by its very nature, is subjective; a participant’s perceptions of reality may not line up with the facts, or with the perceptions of other people. Furthermore, a researcher’s interpretation of qualitative data is subjective; often multiple competing narratives can be crafted from the same set of responses. If a researcher seeks a clear-cut comparison between groups or an objective test of an intervention, a qualitative approach is not a good fit.


4.5   Quantitative Research Approaches: Searching For The "What" And "Why"
Quantitative research quantifies human experience in numerical terms. Quantitative researchers believe that the best way to circumvent human error in the sciences is to strive for objective, concrete methods of manipulating and recording variables (Allison, 2002). Most quantitative researchers also believe that any subjective human experience can be measured in a numerical fashion. This perspective is exemplified by the words of social psychologist Hans Eysenck: “If it cannot be measured, it does not exist” (Gibson, 1981 cited in Price, 2018).
4.6   Quantitative research design: Close-ended surveys, statistical tests, meta-analysis 
Using pre-determined systems of measurement such as close-ended surveys and tests, a quantitative researcher collects numerical data on participants’ feelings, thoughts, and behaviours. This numerical data can be analysed statistically – allowing the researcher to compare distinct groups, examine overall trends, and explore linear and non-linear relationships between recorded variables. When beginning a quantitative study, the researcher already has a firm idea of the information they will be collecting and how that data will be analysed to answer their research questions (Neuman, 2002 cited in Price, 2018).
4.7                           Advantages of quantitative research
Quantitative research relies on measures that have been validated and tested for reliability. Because instruments and response options are developed and tested prior to data collection, it is very easy for a researcher or group of researchers to use consistent methods from study to study. This consistency allows researchers to carefully reproduce one another’s results, often in new settings with new samples.
The systematic nature of quantitative research lends itself to research questions that require relatively clear-cut answers. For example, if an organization seeks to determine which of three offices is highest in productivity, a quantitative researcher can collect standardized data on productivity from all three locations and compare their averages in a manner that is both efficient and easy to interpret. Quantitative results can describe how two variables relate to one another, document changes or trends over time, and indicate how groups differ from one another in measured terms (Bernard & Bernard, 2012). The results of quantitative studies are typically easily to graphically depict, and conclusions are guided by pre-determined statistical standards.
4.8                       Disadvantages of quantitative research
A quantitative researcher’s conclusions are only as good as their measurement instruments. If a survey question offers a limited range of response options and a participant is left unsure how to respond, the resulting data may be randomly distributed and useless. Data can be further jeopardized if a participant doesn’t understand what they are being asked, or if they disagree with the underlying premises implied by the questions (Presser et al, 2004). It is also easy for participants to respond dishonestly to close-ended surveys and tests, or to complete them as quickly as possible, without carefully reading them. None of these issues can be detected in the final data. Quantitative methods also cannot adapt throughout the duration of the study – a researcher is not able to ask follow-up questions or adjust their data collection strategy once the research has begun.
Quantitative data also suffers from a built-in false positive rate. Most quantitative studies are analysed with a Type I error rate (false positive rate) of .05, or 5%. This means that, as famously noted by Ioannidis (2005), at least 5% of all published research results are false. Quantitative approaches also come with an embedded risk of Type II errors (false negatives) – an existing effect or meaningful trend may not show up in the data if the sample is too small or insufficiently diverse. These restrictions are inherent to the statistical procedures used in quantitative research, and can be viewed as an acknowledged limitation, rather than a flaw.


4.9   Mixed-methods approaches: Combining qualitative and quantitative research
The dichotomy between quantitative and qualitative approaches is a false one. Many researchers elect to use a mixed-methods approach, collecting some data in a quantitative fashion but asking follow-up questions that are more open-ended and qualitative in nature (Jick, 1979). Social scientists can also combine a quantitative design – such as an experiment or a survey – with a more qualitative one, such as a focus group or interview, to help triangulate their findings.
A mixed-method approach can allow a researcher to document straightforward statistical phenomena while also giving participants the space to describe their subjective experience in their own words. While it can be more time-consuming to collect and analyze both sets of data, it allows a researcher to harness the advantages of both approaches (Hussein, 2015).
Key take-aways
Qualitative and quantitative approaches both attempt to accurately render subjective human experiences.
Qualitative research is open-ended, highly detailed, and subjective, but complicated to analyze
Quantitative research uses validated methods to measure and describe data, but it can miss deeper subjective truths
Whether a researcher should employ a quantitative or qualitative approach depends on the researcher’s goals and questions
A mixed-methods approach involves combining close-ended, quantitative questions with open-ended, qualitative ones
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