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ABSTRACT 

Background 

Although the overall importance of ‘speaking-up’ has gained traction across healthcare, empirical 

research about the topic is relatively under-developed in radiography practice and in healthcare 

systems such as Ghana or other resource-constrained settings. Speaking-up policies in African 

countries have, to date, been targeted mainly at financial corruption in the public sector, with little 

evidence of their effectiveness in health systems. Consequently, this thesis explores the 

experiences of Ghanaian diagnostic radiographers in speaking-up about patient safety concerns 

with the potential benefit of improving patient outcomes. 

Study design 

A qualitative-exploratory approach was adopted for this study. Purposive sampling was employed 

for sites and participants to enhance maximum variation and national coverage. Data were 

gathered using one-to-one semi-structured interviews and analysed following Braun & Clarke’s 6-

step thematic analysis framework. 

Findings 

3 broad themes emerged: understanding and perceptions of speaking-up; workplace 

barriers/facilitators of speaking-up; current strategies in response to barriers/facilitators and 

future directions. Theme 1 demonstrated a lack of formal knowledge on speaking-up among 

Ghanaian radiographers and the profound influence of Ghanaian culture/beliefs on speaking-up 

perceptions. Workplace barriers such as the non-existence of a national policy/guidelines were 

noted. The study established the critical role of policy, education/training, and socio-cultural 

interventions in the promotion of a nationally recognised speaking-up framework for radiography 

in Ghana. 

Conclusion 

Ghana’s radiography workforce is challenged by factors such as increased workload due to 

workforce shortages, improper professional regulation, and more loudly, a lack of voice. A 

radiography and a healthcare workforce lacking in voice is poorly positioned to improve workers’ 

safety and patient safety. It is crucial for national and regional policymakers and individual 
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organisations to implement speaking-up interventions alongside staff training and monitoring 

while recognising Ghana’s unique contextual factors and speaking-up barriers as it could enhance 

Ghana’s ambitions to deliver a high-quality healthcare system and UHC in the future. 
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CHAPTER ONE 

BACKGROUND 

1.0 Introduction 

This study focussed on the experiences of Ghanaian radiographers in speaking-up about patient 

safety compromises. Chapter 1 provides a brief introduction to the study. It further offers a 

summarised background description of the study site Ghana, specifically the country profile, 

healthcare structure/systems, and radiography practice. Prior to the commencement of the study, I 

had the opportunity to visit a radiology department in Wales to have a better understanding of the 

UK radiography system and speaking-up structures, this is summarised in this chapter. The chapter 

also summarises what has already been explored regarding the topic globally and the Ghana 

situation while concluding with the research problem statement, importance of the current study, 

the research objectives and aims.  

Attaining universal health coverage (UHC) and the best possible healthcare delivery globally requires 

a focus on safety, one of the key aspects of healthcare quality (World Health Organisation (WHO) 

2019; 2021). Patient safety focuses on ensuring the avoidance of preventable harm from choices 

made in delivering care or actions either taken or left out. (Wallin et al. 2019). Approximately 421 

million people are hospitalised each year worldwide, with 43 million of such hospitalisations 

suffering safety compromises (Jha et al. 2013). More than 1 out of every 10 patients suffer from 

avoidable adverse health events in hospital (WHO 2023). The greatest weight of fatality and 

morbidity from adverse events falls on lower-to-middle income (LMIC) hospital settings, with 4 in 

100 people dying as a result (Slawomirsk and Klazinga 2020). Consequently, it has been indicated 

that unsafe care accounts for 2.6 million fatalities out of 134 million adverse events in these settings 

(ibid). Furthermore, the cost of patient harm to the world economy is significant. According to the 

WHO (2023), the growth of the world economy faces a potential annual reduction of 0.7 percent 

due to patient harm. Globally, patient harm also results in an annual indirect cost of trillions of US 

dollars (Slawomirsk and Klazinga 2020). In developed countries, a yearly amount of 606 billion US 

dollars is directly used to treat patients due to unsafe care, amounting to a little more than 1 percent 

of the joint economic output of the Organisation for Economic Co-operation and Development 

(OECD) countries (Slawomirsk and Klazinga 2020). 
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Patient safety compromises are inevitable in medical imaging (European Society of Radiology 2019), 

where a sizable and different patient population undertake a series of routine and unintended 

procedures and interventions in hospital settings that demand high communication levels between 

multidisciplinary systems and clients (Craciun 2015; Kruse et al. 2016). For example, infection control 

breaches, unjustified radiation exposure or overexposure, wrong patient identification, incorrect 

radiograph reporting, and contrast administration errors, just to mention a few. A Joint Commission 

in the USA established that poor communication is a major factor in about 80% of critical errors by 

healthcare professionals (Joint Commission 2012). Furthermore, recent research has also revealed 

that poor communication among radiology employees, patients, and other medical personnel poses 

a significant threat to the provision of effective and safe treatment (Wallin et al 2019). 

“Speaking-up” can considerably help improve patient outcomes and safety in healthcare 

environments (Lyndon et al. 2012; Okuyama et al. 2014; Schwappach and Gehring 2015). The term 

“speaking-up” is often substituted with similar terms, such as “internal whistleblowing” or “raising 

concerns” (Tetteh et al. 2022). Mannion et al (2018) explain whistleblowing as speaking-up or raising 

concerns about risky, unprofessional or substandard care by staff members to individuals in 

positions of authority in an effort to bring change. For the purposes of this thesis, “speaking-up” or 

“raising concerns” will be used except in cases where the reviewed documents categorically mention 

“whistleblowing”.  

According to Maxfield et al. (2010), the readiness of healthcare professionals to speak-up affects 

patient safety and the quality of care. It has been argued that it is not only the ability to speak-up 

which is necessary but also co- workers’ willingness to accept criticisms and feedback from other 

colleagues that is essential for the enhancement of safety in systems and healthcare work which are 

prone to hazard (Lyndon, 2006; Orasanu and Fischer, 2008). Organisational roles and culture 

influences speaking-up behaviours among healthcare workers (Rainer 2016). For example, the 

significance of individual managers in supporting or suppressing speaking-up has been stated in 

literature, however, the duty of the institution as a body is also of much significance (Hall, 2016). It 

has been argued that healthcare workers such as nurses require a sense of safety at the work 

environment, and an atmosphere that encourages them to speak freely without any form of 

victimisation from the institution (Wong and Cummings, 2009). Evidence suggests that the existence 

of concerned leaders, staff support, institutional dedication to harmless, open cultures, can advance 

speaking-up behaviours among healthcare professionals (Morrow, Gustavson & Jones, 2016). 
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Despite the fact that the overall value of speaking-up in healthcare has lately gained grounds, there 

is limited empirical healthcare research on the subject (Blenkinsopp et al. 2019). There is a dearth 

of literature about how and when healthcare workers speak-up on issues about patient safety 

(Lyndon et al., 2012; Blenkinsopp et al., 2019). Globally, the efficacy of speaking-up interventions 

and structures developed in various clinical settings have been variable, though the credibility of 

evaluative research carried out has not been without issues (Jones et al. 2021). Not many 

investigations have been done across radiography, and there is a paucity of studies from limited-

resource countries including Ghana or other healthcare sectors with comparable resource 

constraints, where excellent healthcare delivery is constantly handicapped by excessive workloads 

coupled with severe shortfalls in staffing levels (Martin, 2022). Existing speaking-up policies in 

African nations have primarily focused on financial malfeasance in the public sector, with not much 

proof of their efficacy (Nnadi, 2020). 

1.1 Ghana, Country Profile and Healthcare System 

Traversing a land mass of 238,535 km2 and situated along the Atlantic Ocean and the Gulf of Guinea, 

Ghana is a West-African country with bordering countries, Togo in the east, Ivory Coast in the west, 

Burkina Faso in the north and the Gulf of Guinea and Atlantic Ocean in the south (UN World 

Population Review, 2019). With a yearly growth rate of 2.15%, Ghana’s 31.2 million population 

comprises a variety of linguistic, ethnic and religious groups. The country is divided into 16 

administrative regions and further divided into 260 districts. 

“To improve access to quality, efficient and seamless health services that is gender and youth 

friendly and responsive to the needs of people of all ages in all parts of the country” is the stated 

goal of Ghana’s healthcare sector (GHS 1992: p2; MoH 2014). Hence presently, the Ministry of Health 

(MoH) and Ghana Health Service (GHS) are entrusted with supervision of health care delivery and 

structure in Ghana. The MoH devises policies and oversees healthcare delivery through the GHS 

(MoH 2004; Roberts et al. 2014). Functionally, Ghana’s healthcare sector has five levels of providers: 

with health posts being the lowest and tertiary hospitals at the highest. The other levels are health 

centres and clinics, district hospitals as well as regional hospitals (MoH 2014). However, it is 

organised at three levels administratively, national, regional and district levels (ibid). The primary 

objective of GHS is to supervise healthcare delivery to clients in accordance with Ghana’s health 

policy (GHS, 2004). The GHS has been indicated to oversee all health facilities except mission, 
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teaching and private hospitals in Ghana (MoH 2018). Figure 1.1 below illustrates the structure of 

Ghana’s healthcare structure. Aside policy creation, supervision and evaluation of healthcare 

delivery in Ghana, dispensation of resources for healthcare delivery, MOH also has the duty of 

establishing structures for the regulation of food, drugs and health service delivery (Robert et al 

2014; Pehr 2010). Presently, there are regional hospitals in ten of the 16 regions in Ghana, five 

teaching hospitals and 172 district hospitals in the 260 districts across the country. Nevertheless, 88 

new district hospitals and six regional hospitals are currently under construction to cater for the 

deprived districts and regions.  

 

Figure 1.1: Structure of Ghana’s healthcare system 
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1.2 Radiography Practice in Ghana 

Since its introduction in 1927, the radiography profession has seen some achievements such as a 

formal training school under the MoH in 1951, training of some Ghanaian radiographers in the UK 

and the progression from the diploma certificates to now bachelor’s degree in a number of 

universities in the country. Medical imaging units in Ghana have been instrumental in the realisation 

of the goal of the GHS through the provision of quality diagnostic imaging services (Antwi 2016). The 

installation of technologies such as interventional radiology catheterisation labs, computed 

tomography (CT) scanners, mammography, magnetic resonance imaging (MRI), digital X-ray 

machines, and ultrasound machines in hospitals across the country has enhanced medical imaging 

in Ghana imaging services over the past ninety years, although the staffing numbers are still severely 

deficient (King 2016; Antwi 2016). There are five teaching hospitals currently in Ghana and these 

hospitals are equipped with MRI scanners, CT scanners, modern digital x-ray equipment and 

ultrasound machines. While all the district hospitals have ultrasound and conventional x-ray units, 

there are modern digital x-ray equipment and CT scanners in nine of the ten regional hospitals in 

Ghana (Wuni et al., 2019). 

The attainment of positive health developments is greatly dependent on the availability of suitable 

health personnel with the anticipated capabilities to provide the necessary clinical care. (Antwi 

2016). Despite this, the radiography population has been chronically insufficient, (Antwi 2016; 

Society of Radiographers 2020) coupled with limited training institutions and subpar radiographer 

working conditions. According to the MOH (2010), the number of medical imaging professionals in 

the country was 256, with 154 working in urban regions, and the remainder in rural regions. In terms 

of work sector distribution, 207 radiographers were employed in public hospitals, while the rest (49) 

worked in private facilities (MOH 2010). However, Ghana currently has 350 registered radiographers 

serving a Ghanaian population of about 31.07 million (Wuni 2019). Whilst the radiography 

population of Ghana consists of diagnostic as well as therapy radiographers (who form less than 10 

percent of the population), this study focused on only diagnostic radiographers. Hence the term 

‘radiographer’ used throughout this thesis refers to diagnostic radiographers. It should also be noted 

that sonographers are not included in the radiography population stated here. 
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1.3 UK Radiology Department Visit that Contributed to My Understanding of the 
Problem 

On Tuesday, 25th February 2020 I had the opportunity to be taken on a tour of the Radiology 

Department of the University Hospital of Wales, Heath. We visited imaging rooms for CT, MR, 

general digital x-ray, dentals, fluoroscopy, interventional radiology, emergency or acute CTs and 

paediatrics. The Quality, Health & Safety Lead for the Radiology Unit gave me a briefing on the daily 

running of the unit and their protocols. The department consists of permanent radiographers and 

rotating radiographers with about a hundred and fifty (150) radiographers present on a daily basis 

at the Heath Hospital doing an average 12-hour shift. This is very different from the system in my 

home country, Ghana where the average shift for a radiographer in a public hospital is 8 hours. Also, 

the 150 radiographers working daily at the Heath Hospital alone is about half the total number of 

radiographers in the whole of Ghana as there are about 350 practising radiographers. Also, 

radiographers were assigned to specific modality rooms, and this was rotated over a period of time. 

From the differences in numbers, it could be inferred that speaking-up could be impacted in the 

sense that, when staffing levels are high and workload is low, people may be encouraged to raise 

concerns without having to worry about being identified easily. Unlike in Ghana where numbers are 

much lower, and workload is high, hence radiographers may be discouraged to speak-up and those 

who attempt to speak-up may have concerns about being easily identified. 

It was indicated that the department adheres to the WHO safety checklist and ensure correct patient 

identification by confirming patient identity before beginning any radiological procedure among 

other things such as seeking verbal consent from patients. Upon asking about mechanisms or 

protocols for raising concerns, she responded that there were online platforms for voicing out 

concerns if any radiographer had concerns or had any experiences there were unhappy about. The 

department also had a resuscitation unit for such emergencies. Contrast administration at their unit 

is also done using the power injector only and not by the radiographers themselves. Nevertheless, 

to ensure that contrast administration is safe for the patient, their creatinine levels are checked prior 

to the administration. For radiation safety, the department adheres to all the radiation protection 

principles and female patients of child-bearing ages are asked whether they are pregnant or not to 

avoid ionising radiation exposure to the foetus. In situations where there’s an uncertainty about a 

patient’s pregnancy status, proper radiation shield collimation is done, and lead shields are also 

incorporated to ensure underexposure to ionising radiation. In uncommon cases where a pregnant 
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patient who has undergone a radiological procedure is concerned about being overexposed to 

ionising radiation, a radiation safety team performs a radiation check on that patient and sends a 

report of their findings.  

The paediatric imaging unit had rooms for general x-rays, CT, MRI and fluoroscopy. The designs of 

the rooms were ‘child-friendly’ with decorative lights, toys and model scanners for children; making 

it easier to convince children to undergo radiological examinations. Ghana lacks a unit solely 

dedicated for paediatric imaging as all patients use the same imaging equipment (paediatrics, adults 

and geriatrics). Also, unlike the radiology units in Ghana, there was a CT unit solely dedicated for 

acute cases or emergencies. This was to ensure that such cases do not join the normal queue and 

the patients are attended to within the shortest possible time to save lives. With regards to 

radiological reports for the department, I was told that a good number of their reports are 

outsourced to image reporting agencies outside the hospital with the rest being done in-house. I 

also learnt that unlike in Ghana where the cost of radiological examinations is borne by the patients, 

radiological examinations in the United Kingdom is catered for by the government through taxations. 

In conclusion, the visit offered an opportunity for me to have a sense of how a teaching hospital 

radiology unit in the UK is run; in terms of protocols and practices and it enabled me to appreciate 

the systemic differences and similarities with my home country, Ghana. 

1.4 Speaking-Up in Healthcare in Ghana  

Ghanaian health practitioners are compelled by law and professional ethics to place the patient first 

(Nsiah et al. 2019). According to the Patient Charter (1992), all health professionals have a duty to 

defend their patients' rights to receive treatment that is both effective and risk-free. However, there 

are no regulations in place to regulate practising radiographers in Ghana who choose to voice out 

against hazards to patient safety. In addition, neither the MoH nor the GHS have yet developed 

"Speak-Up" or whistleblowing policies. Neither the Allied Health Professions Council (AHPC), the 

regulator for radiographers in Ghana, nor the Ghana Society of Radiographers (GSR), the country's 

professional organisation for radiographers, have established protocols for reporting patient safety 

concerns. 

Nevertheless, in October 2006, Ghana's Parliament enacted anti-corruption measures such as Act 

720 (the Whistleblowing Act). Act violations include economic offence, waste thievery, 
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mismanagement of state resources, and endangering the health or wellbeing of a community or an 

individual (Ghana Anti-Corruption Coalition 2010). Before the passing of the Act, whistle-blowers in 

Ghana frequently endured work-related and personal repercussions, heightening the uncertainties 

and concerns of any potential future whistle-blowers (Ndebugri et al. 2018) The Act requires that 

whistle-blower disclosures be regarded as confidential due to their sensitive nature (Ghana Anti-

Corruption Coalition 2010). Since its passing nonetheless, the law has produced no appreciable 

advantages (Ndebugri et al. 2018). In November 2019, the Ghana National Commission on Civic 

Education (NCCE) and the European Union hosted the 4th National Dialogue on Whistleblowing. The 

Chairman of the NCCE thereby exhorted citizens to expose instances of fraud and corruption using 

the protections provided by the Whistle-blower Protection Act. Additionally, whistle-blowers were 

reminded that their identities should be protected by the institutions and individuals obligated to 

receive their information (Graphic online 2019). 

1.5 Statement of the problem 

Globally, speaking-up has gained considerable traction with time across many fields (Gagnon 2019). 

Nevertheless, speaking-up research in healthcare is not as well developed compared to other 

academic fields. (Leonard, Graham and Bonacum, 2004; Blenkinsopp et al. 2019). Such research is 

even rarer in fields like radiography and within Ghana as well as other African nations. While 

healthcare researchers outside Africa are making great efforts to address challenges related with 

speaking-up among healthcare professionals, there is paucity in literature from Africa and other low-

resource settings such as Ghana on the topic. Until the year 2022, the studies that existed in Ghana 

were mostly focussed on corruption and illegality in the finance sectors and not in healthcare 

(Ndebugri, 2018; Antwi-Bosiako, 2018), making it evident that the concept of speaking-up in 

healthcare Ghana remains unexplored, hence a clear rationale for the current study. 

Mawuena and Mannion (2022), using the Conservation of Resources theory investigated how a lack 

of resources and a heavy workload affect employees' willingness to raise concerns about potential 

patient safety issues in two teaching hospital surgical departments in Ghana. Their study revealed 

that chronic resource shortages and an excessive workload resulted in stress, which reduces staff 

willingness to report unsafe care. They indicated that managers in surgical units were more likely to 

dismiss issues brought up failing to take necessary corrective actions because of their focus on 

managing limited resources. The study further identified that employees who were dealing with 
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heavy workloads adopted silence as a coping mechanism to conserve energy and escape taking on 

more work. They therefore concluded that resource constraints and increased workload 

dramatically inhibit staff voice about patient safety compromises. While their study may have 

indicated the effect of resource constraints and workload on the willingness of surgical staff to 

speak-up about patient safety compromises, it failed to explore what other factors might influence 

their speaking-up behaviours. Also, the study sample focussed on surgical staff in 2 teaching 

hospitals in urban centres in Ghana, hence findings may not necessarily apply to other healthcare 

professionals such as radiographers or other hospitals in rural Ghana. It is therefore imperative that 

this current study explores the speaking-up experiences of Ghanaian radiographers across different 

hospitals without necessarily limiting these experiences to specific contextual factors such as 

resource constraints or workload.     

Anim-Sampong et al (2022), using questionnaires with scenarios evaluated the assertiveness of final 

year Ghanaian radiography students in speaking-up about patient safety compromises during clinical 

sessions and its effect on their learning. With a 96% response rate, the majority of participants gave 

varying reasons why they would not raise concerns regarding patient safety. The dichotomy 

between theory teachings and clinical practice was one of the limiting factors for withholding voice. 

They argued that students must be able to speak-up regardless of who they work with to contribute 

effectively to a clinical team and enhance patient safety. Their study also found that when 

confronted with scenarios that could potentially compromise patient safety, students were more 

drawn towards communicating nonverbally rather than speaking-up. They concluded that patient 

outcomes would be enhanced by fostering a culture of mutual respect and peace of mind to speak-

up in the department. While this study gave an insight into speaking-up behaviours of Ghanaian 

radiography students, the findings however cannot be generalised as the sample was limited to a 

small group of radiography students in a university. Again, this study did not offer any insight into 

speaking-up behaviours of qualified or practising radiographers in Ghana, buttressing the point that 

speaking-up in radiography in Ghana remains unexplored, a clear rationale for the current study. 

Globally, there are requirements for employees and healthcare professionals to speak-up. For 

example, In the UK, there are statutory requirements via regulatory bodies and specific acts to 

speak-up.  For instance, “the Duty of Candour’’ of the Health and Social Care Act 2008 (established 

in November 2014) and the introduction of Freedom to Speak-up Guardians in England are both 

policy interventions which aim to introduce and sustain a culture of openness. There is also “the 
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duty of care” which describes the obligations inherent in the roles of every health and social care 

worker to act towards patients/service users, colleagues, employers and themselves in a certain 

way, in accordance with certain standards. In some cases, there are employment contractual 

requirements to speak-up (for example, in between an employee/employer) which also advocates 

and/or requires speaking-up as part of duties and responsibilities etc. Additionally, there are also 

non-statutory workplace requirements as well as Standard Operating Procedures (SOPs), such as the 

WHO safety checklists which are predicated on professionals speaking-up when there is an issue 

(WHO 2008). Similarly, healthcare professionals in Ghana are ethically and legally accountable to the 

patient (Nsiah et al 2019). The Patient Charter (GHS 1992) mandates health practitioners and hence 

radiographers in Ghana to protect the rights of the patient to safe, competent and quality care. 

Nevertheless, specific guidelines to regulate practising radiographers in Ghana in their patient 

advocacy role and speaking-up is uncertain. Hence there is a need for the current study to generate 

findings that may inform policy, guidelines and educational development in order to facilitate raising 

concerns and support those who do in hospitals in Ghana. 

Furthermore, although ‘speaking-up’ has gained international interest, healthcare research on the 

topic seems to be highly focussed on nursing and medical practice (Gagnon 2019), almost 

overlooking the need for investigations in other healthcare professions such as radiography.  A 

paucity in radiography literature on the topic and is a clear rationale for further research within the 

professional group and within Ghana.  

Lastly, evidence suggests that speaking-up experiences and behaviours of a group of people is 

influenced by cultural factors. For example, a qualitative grounded theory study on whistleblowing 

among Japanese nurses reported significant influence of national culture on reporting malpractice 

(Ohnishi et al., 2008). Similarly, in a survey evaluating assertive communication among Japanese 

nurses found that the cultural barriers in Japan, where people might desist from publicly challenging 

other people, could make speaking-up assertively very problematic for health professionals, even 

when they witness patient safety compromises (Omura et al., 2017). Findings of a survey of 

whistleblowing perceptions among Chinese and British healthcare students reported that, 

compared to people from societies that are individualistic, those from cultural contexts that are 

collectivist have lower tendencies of whistleblowing and are also less approving of whistleblowing 

behaviours. (Cheng et al., 2015).  Hence it therefore cannot be assumed that speaking-up 

experiences documented in the literature are completely or readily transferable to the Ghanaian 
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cultural context. The current study seeks to fill these gaps by looking at the situation of speaking-up 

among radiographers in hospitals in Ghana. 

1.6 Significance of the Study 

The scope of this study will be novel in Ghana and would contribute a much-needed baseline 

understanding on the speaking-up experiences of radiographers in Ghana and thus, to improve 

speaking-up experiences and hence patient safety, inform future practice, education and policy 

making through the collaboration with key stakeholders and policy makers in the health sector of 

Ghana.  Accordingly, it would contribute to the realisation of the MOH’s objective to improve patient 

safety and care quality (MOH 2007a).  

The study aims to contribute to addressing the gap in knowledge on speaking-up in the health sector 

in Ghana and Africa as speaking-up experiences in the existing literature cannot be presumed to be 

completely or readily conveyable to other settings such as Ghana and West Africa. Hence the study 

will demonstrate the differences or similarities in speaking-up experiences in Ghana and the 

international literature with respect to Ghana’s cultural context and healthcare system. It also 

anticipates addressing the knowledge gap in speaking-up behaviours of radiographers in Ghana and 

globally. Furthermore, this thorough study will pave the way for future research in Ghana and other 

resource constrained settings with the goal of investigating speaking-up behaviours in healthcare. 

Finally, with the hope that raising concerns and speaking-up becomes part of the culture and/or 

policy of the radiography practice and healthcare practice in Ghana, this research will ultimately 

improve patient safety in radiography service delivery in Ghana by suggesting a framework for 

speaking up in radiography practise that can be incorporated into the academic curriculum. This 

study is therefore necessary to explore the experiences of Ghanaian diagnostic radiographers in the 

phenomenon of speaking-up for patient safety.  

1.6.1 Research question 

• What do diagnostic radiographers in Ghana understand by the concept of ‘speaking-up for 

patient safety’?  

• What is the willingness of Ghanaian diagnostic radiographers to speak-up about patient 

safety concerns? 
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• What are the factors affecting speaking-up behaviours of Ghanaian diagnostic 

radiographers? 

• What are the experiences of Ghanaian diagnostic radiographers with institutional culture 

and inter-professional relationships when speaking-up about patient safety? 

• Do Ghanaian diagnostic radiographers have speaking-up training needs? 

• Are there procedures, policy, and guidelines on speaking-up in hospitals in Ghana, and if so, 

are they usefully guiding diagnostic radiographers’ practices? 

1.6.2 Study aim 

This study aims at exploring the experiences of Ghanaian diagnostic radiographers in speaking-up 

on patient safety concerns, with the overall goal to improve practice, patient safety and to inform 

policy and education. 

1.6.3 Objectives 

Overall, the goal of this PhD study is to address the following objectives: 

• To identify diagnostic radiographers’ understanding of patient safety and speaking-up. 

• To determine the willingness of diagnostic radiographers to speak-up about patient safety 

concerns. 

• To establish the barriers and enablers affecting diagnostic radiographers’ speaking-up 

behavior.  

• To determine the experiences of diagnostic radiographers with institutional culture and 
inter-professional relationship on patient safety. 

• To identify the training needs of diagnostic radiographers in speaking-up which are culturally 
sensitive to the Ghanaian context. 

• To generate findings that may inform policy and educational development in order to 
facilitate raising concerns and support those who do.  
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CHAPTER TWO 

LITERATURE REVIEW 

2.0 Introduction 

This chapter critically reviews the existing literature about speaking-up. To explore the experiences 

of Ghanaian diagnostic radiographers in speaking-up for patient safety, it was prudent to gain an 

understanding of speaking-up; its historical perspective, and the policies governing the act of 

speaking-up in Ghana and across the world, as all of these have an impact on the perception of 

diagnostic radiographers about speaking-up. The preliminary stage of the research reviewed existing 

literature with reference to speaking-up. To achieve this, a thorough search was done to determine 

the available evidence on the ‘speaking-up’ phenomenon among radiographers globally; however, 

with special emphasis on Ghana. The literature review sought to describe speaking-up; its barriers 

and enablers, discuss the historical perspective and the policies governing the act of speaking-up in 

existing literature. The search sought to evaluate all existing evidence on speaking-up in radiography 

globally. Hence the review provided an overview of the studies that have been undertaken on 

speaking-up in radiography to date, and consequently helped shape the research work broadly and 

narrowed down to Africa and Ghana. 

The next sections of this chapter justify why undertaking a literature review was necessary and why 

a scoping review was the approach of choice. The remainder of the chapter details the process of 

the review and concludes by summarising the findings of the review.  

2.1 Why undertake a literature review? 

Generally, the purposes of a review of healthcare literature are to provide a summary of the 

information about a definite question or topic, or to make recommendations that will be useful to 

health professionals and institutions for decision making about specific interventions or care issues 

(Canadian Institute of Health Research 2008). Additionally, conducting a literature review may 

identify knowledge gaps that can guide future studies (Noble and Smith 2018). 

According to Paré et al. (2015), reviews illustrate the fundamental propositions backing the research 

questions and enables early researchers to demonstrate their knowledgeability and familiarity with 
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the "intellectual traditions" surrounding their proposed research work and to assure reviewers.  The 

authors further argued that the literature review not only offers the researcher a chance to find gaps 

in the existing literature but also and presents a logic for the impact of the proposed study on the 

documented literature, while helping the         researcher to clarify research questions and incorporate 

them into directing hypothesis that offer likely guidance for the researcher (Paré et al. 2015). 

McNabb (2002) asserted that a literature review is essential in focusing a research study by 

significantly narrowing the focus of a study through addressing speculative questions in an attempt 

to improve conceptual clarity. However, it has also been argued that one pitfall in reviewing 

literature is its tendency to stifle innovation as some researchers may impose their own preconceived 

knowledge and documented frameworks on the inquiry (Heath 2006). This occurrence results in an 

existing hypothesis negatively influencing the data collection process (Becker 1993). 

Hutchinson (1993) indicated that reviewing literature offers a chance for researchers to find 

‘knowledge gaps’; and hence making it easier to link a study to previous studies, to illustrate how 

theoretically significant a study may be, and to blend the developed theory with existing ones. 

Nevertheless, it has been argued that this usually creates a deficiency in cross-disciplinary 

comparisons (Ferlie et al. 2013). Bearfield & Eller (2007) suggested that a well-written review may 

provide the reader with a comprehensive understanding of the significance and scope of the 

research topic. However, Becker (1993) and Heath & Cowley (2004) have argued that in reviewing 

literature, a researcher is likely to miss social or cultural facts, or pertinent details, by concentrating 

fully on the matters that appear related with reference to the existing literature and hence leading 

to bias (Heath 2006).  

There are numerous styles of reviewing literature in qualitative studies, some of which will now be 

further discussed in light of the decision to undertake a scoping review. Narrative reviews generally 

attempt to summarise prior knowledge without generalising the reviewed literature (Green et al. 

2006), while descriptive reviews anticipate identifying explicable patterns and literature gaps with 

reference to prior postulations or theories (King & He 2005; Paré et al. 2015). Systematic reviews 

use structured procedures in collecting secondary data, evaluating and critiquing research papers, 

and summarising qualitative or quantitative results to satisfy eligibility requirements and a well 

formulated research question (Borenstein et al. 2009; Higgins & Green 2008), while the purpose 

of a scoping review is to draw the existing literature on a specific subject or topic in order to point 
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out significant theories, research gaps, and implications for policy and practice (Arksey & O’Malley 

2005). Critical reviews are aimed at critically evaluating and analysing (interpretively) prior literature 

on a specific research area to bring out strengths, shortcomings, arguments and other concerns with 

reference to theories, postulations and results (Kirkevold 1997; Paré et al. 2015), while realist 

reviews seek to inform, amplify and broaden traditional systematic reviews by the inclusion of 

information from qualitative and quantitative research work of composite interventions utilised in 

various settings to guide policy (Pawson 2006; Whitlock et al. 2008).  

A scoping review was most suitable for this study because, unlike the other types of review that 

answer relatively definite set of questions, scoping reviews may be utilised to not only outline the 

main ideas buttressing a study topic, but also to refine accepted definitions, as well as margins 

surrounding concepts of a research area (Arksey & O’Malley 2005). Unlike descriptive and narrative 

reviews, the main idea of scoping a field is to be as extensive as possible, with the inclusion of grey 

literature (Arksey & O’Malley 2005). Furthermore, when a researcher is uncertain about which 

specific questions can be addressed and answered, a scoping review can assist in identifying the 

most promising lines of inquiry (Tricco et al. 2016). This review sought to identify voids in the 

‘speaking-up’ literature, provide an overview of the topic, and define key concepts and terminology. 

Consequently, a scoping review was more suitable for this research.  

Although there are some overlapping indications in both systematic and scoping review designs, 

Munn et al. (2018) further argued that a systematic review is relevant when the researcher desires 

using their review results to address a clinically significant question or present valid facts to guide 

practice. In the sense that, if a researcher has questions concerning the feasibility, suitability, 

significance or efficacy of a particular practice or treatment, then the most well-founded approach 

is likely to be a systematic review (Pearson 2004 & Pearson et al. 2005). Nevertheless, in a study 

such as this one, where the researcher’s main interest was identifying certain features/concepts in 

research studies or documents, and in mapping, presenting or evaluation of these features/ 

concepts, the more appropriate review was a scoping review (Munn et al. 2018). 

Baumeister & Leary (1997) argued that in narrative reviews, the review team usually takes on the 

task of gathering and synthesizing the evidence to reveal the usefulness of a specific viewpoint. 

Hence reviewers may discriminatively ignore or restrict the attention given to particular studies to 

be able to prove a point (Paré & Kitsiou 2017). Green et al. (2006) also argued that the narrative 
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style of review tends to be unsystematic as a result of the subjectivity of the selection of documents 

from main articles and the lack of clear-cut inclusion criteria; leading to likely biased inferences or 

analysis. It has been noted that there are several narrative reviews in particularly health fields and 

other fields as well, which conform to such unsystematic techniques (Silva et al. 2015; Paul et al. 

2015); hence its inappropriateness for this study. 

Kirkevoid (1997) argued that unlike other types of review, a critical review aims at presenting a 

reflective report of a research study conducted on a particular topic and evaluating its reliability by 

employing appraisal techniques. Hence, this type of review seeks to constructively notify other 

researchers about the shortcomings of earlier studies and build up knowledge expansion by 

providing a sense of direction and guidance to studies for further development. 

In conclusion, the goal of a scoping review is generating a synopsis of the existing literature without 

necessarily always providing a summary solution to a distinct research problem (Arksey & O’Malley 

2005). This approach is typically valuable when what is known about a topic of interest is yet to be 

extensively reviewed or is diversified and complex (Peters et al. 2015). The goal of scoping literature 

reviews is answering exploratory research questions through a comprehensive search and 

integration of literature (Colquhoun et al. 2014). Scoping reviews are suitable for finding gaps in a 

specific literature, explaining definitions, and exploring characteristics of a concept (Munn et al. 

2018). They are also beneficial for exploring developing new insights when there is an uncertainty 

of what other more precise questions could possibly be suitably answered. (Anderson et al. 2008). 

The significance of a scoping review in evidence-based practice relies on the assessment of a broad-

ranging topic to detect knowledge gaps in existing literature (Crilly et al. 2010), refine main ideas (de 

Chavez et al. 2005), as well as describe the aspects of data that challenge and guide practice (Decaria 

et al. 2012). Scoping reviews may also be utilised in the development of “policy maps” through the 

detection and charting of findings from policy files to inform practice in a given context (Anderson 

et al. 2008). Based on the above, a scoping review was considered to be the best option for the 

present study as it helped the researcher achieve the purpose of the review. 

2.2 The Scoping Review 

To find relevant evidence on speaking-up, a scoping literature review method was followed. Arksey 

& O’Malley (2005) have defined a scoping review as a review that aims to map evidence base or 
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existing literature in a specific area. This type of review anticipates answering exploratory research 

questions by performing a systematic search of literature (Colquhoun et al. 2014). 

The PRISMA checklist and the six-stages framework of Arksey and O’Malley (2005) were adhered to 

in this review to enhance quality. The Preferred Reporting Items for Systematic Reviews and Meta-

Analyses (PRISMA) checklist was introduced to ensure rigour, replicability and generalisation of 

findings of scoping reviews (Tricco et al. 2018). 

The Arksey and O’Malley framework is indicated in table 2.1 below: 

Arksey & O’Malley (2005) Scoping review framework 

1. Identifying the research question 

2. Identifying relevant studies 

3. Study selection 

4. Charting the data 

5. Collating, summarizing and reporting results 

6. Consultation 

 

Table 2.1: Framework for literature review 

2.2.1 Framework Stage 1: Identifying the research question. 

The whistleblowing concept, after its emergence in the 1970s has with time become momentously 

popular in fields such as public administration, law, psychology, management, sociology and health 

sciences (Mannion et al. 2018, p. 7). Mannion et al. (2018, p 6) asserts that although the publication 

of the Pentagon Papers in 1971 was debatably the first to be extensively known, it was not the 

foremost case of whistleblowing. The initial work in the field widely highlighted definitional debates 

which undeniably still persist even as the field develops (Blenkinsopp et al. 2019). One of the 

earliest relevant papers published in the 1980s was the Near and Miceli (1985: p4) paper which 

explained whistleblowing as “the disclosure by organisation members (former or current) of illegal, 

immoral, or illegitimate practices under the control of their employers, to persons or organisations 

that may be able to effect action”. Research into healthcare whistleblowing commenced in the late 

1990s and by that time the whistleblowing definition by Near and Miceli (1985) was widely used 

(Blenkinsopp et al. 2019).    
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Over the years, many researchers and academicians have described the term in similar ways. Kelly 

and Jones (2013: p 182) termed whistleblowing as “an imposed, rather than a chosen, situation” 

people who blow the whistle are everyday people who, on knowledge of a bad situation, are 

compelled to choose to either raise concerns or keep silent. Blenkinsopp et al. (2019: p1) defined 

healthcare whistleblowing as “the raising of concerns about unsafe, unethical or poor-quality care 

to persons able to effect action”. The authors explain that this definition is focussed on issues that 

relate largely to healthcare delivery. Francis (2015) found that many healthcare staff expressed 

dissatisfaction with the term whistleblowing, resulting in the recommendation of terms such as 

“speaking-up” and raising concerns” that tend to be preferred. Nevertheless, Mannion et al., (2018, 

p.7) argue that it is suitable to consider “raising concerns”, “speaking-up” and “whistleblowing” as a 

continuity although debatably, all can be incorporated in the academic meaning of whistleblowing. 

Furthermore, Mannion et al. (2018, p.7) state that the terms “raising concerns” “speaking-up” and 

“whistleblowing” are sometimes used interchangeably in healthcare, and that is apparent in this 

review. Speaking-up or whistleblowing in healthcare contributes greatly to detecting and eliminating 

preventable patient harm (Francis, 2015). Nevertheless, speaking-up or whistleblowing research in 

healthcare is not as well developed compared to other academic fields. (Blenkinsopp et al., 2019). 

Such research is even rarer in fields like radiography and within Ghana as well as other African 

nations.  

This study aimed at exploring the experiences of Ghanaian diagnostic radiographers in speaking-up. 

Hence the aim of this literature review is to explore the relevant literature in speaking-up for patient 

safety among radiographers globally and in Ghana. Initially, the review sought to answer the 

question “What are the experiences of radiographers in speaking-up about safety concerns?” 

However, there was the need to extend this to cover speaking-up among other healthcare 

practitioners as an earlier literature scope showed a paucity in radiography literature on the topic. 

There was a further broadening of the scope to cover speaking-up in other areas outside healthcare 

in Africa as a result of extremely low numbers in African healthcare literature. Due to the paucity of 

research work and in accordance with the principles of conducting a scoping review, all research 

work on speaking-up was included in the review irrespective of the quality of the research.  

2.2.2 Framework Stage 2: Identifying relevant literature. 

Scientific and grey literature were scanned for relevance. Databases namely: SCOPUS, Medline via 

Ovid, CINAHHL and Web of Science were searched thoroughly and systematically. These search 
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databases were selected according to their importance in the research area. References from 

academic journals and retrieved articles as well as government policy documents provided 

additional literature. Time was not a limiting factor in the search. This decision was taken to allow 

the retrieval of enough historical evidence about speaking-up and hence provide a historical 

perspective to the literature review. No geographical restriction was applied to the search; 

nevertheless, only English-published documents were considered. The search was thorough to 

encompass all the likely terms that are significant to the overarching study aim. The search included 

the appropriate alternative word and terms significant to the study aim. These keywords are 

illustrated in Table 2.2 below: 

 

KEYWORD SEARCH TERMS 

1. “Speak-up” OR "Speaking-up" 

2. Whistle-blow*ing" 

3. “Patient safety” 

4. "Raising concerns" OR "raise concerns" 

5. “Radiograph*y” OR “Radiograph*er” OR “Medical Imaging Technologist” OR 

“Radiologic Technologist” OR “Radiology” 

6. "Voice concerns" OR "voicing concerns" 

 

Table 2.2: Keywords for electronic base search 

Boolean operators were used during this search such that the keywords or terms were combined 

using the Boolean OR and the Boolean AND across all databases. 

2.2.3 Framework Stage 3: Study Selection   

The inclusion and exclusion criteria for the literature search are as follows:  

Inclusion criteria:  

• Documents on speaking-up in radiography 

• Documents on the barriers and enablers of speaking-up 
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• English language documents  

Exclusion criteria: 

• Documents published in any other language apart from English. 

• Studies where a comprehensive description of research design is unavailable. 

• Literature/research that investigates “employee voice” such as quality improvement. 

             ideas rather than employee concerns.  

In this stage, various articles were evaluated, and decisions were taken in relation to their final 

inclusion in the review. The process of sifting and selecting studies commenced with the       titles and 

abstracts of all articles being retrieved and read independently by the researcher and supervisors 

and a “yes”, “no” or “maybe” decision was made on them depending on how relevant they were to 

the objectives and inclusion/exclusion criteria of the study. Papers which were found in the ‘maybe’ 

group, or as a result of a disagreement between the reviewers, were read again by each reviewer 

with the eligibility criteria as a guide for making a final decision. The full text of all “yes” selected 

papers were acquired and read to confirm whether they properly related to the research questions 

(Roncarolo et al. 2017). This decision was based on Badger et al.’s (2000) assertion that it cannot be 

assumed that abstracts are representatives of the entire article or that they show the entire scope 

of the article. Hence according to Arksey & O’Malley’s (2005) scoping review methodology, the final 

studies selected was based on their ability to answer the review questions rather than only the study 

quality. 

The criteria governing eligibility included literature about the understanding of patient safety 

concerns and speaking-up by radiographers, the willingness to speak-up about concerns, the factors 

affecting speaking-up behaviours, institutional cultures and inter-professional relationship on 

speaking-up and training needs of radiographers in speaking-up. The goal of conducting this review 

was to have a sense of the existing literature in this area, recognise gaps in the literature, probe 

further and perhaps fill the existing gap. 

References of all articles acquired were examined for papers that may be eligible but might have not 

been picked up in the preliminary search. After reading all chosen articles, their findings were 

categorised into themes which eventually served as a guide for the literature review. For articles 

that were found in more than one database, de-duplication was done. 
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2.2.4 Framework Stage 4: Charting the data 

A total of 756 documents were identified through the searches and a further 23 citations identified 

by searches of reference lists. After deduplication, the title and abstracts of 707 articles were 

scanned and 518 papers were ruled out as a result of not meeting the inclusion criteria. This left a 

total of 189 papers to be screened resulting in 92 articles for full text scanning. A total of 26 articles 

did not meet the inclusion criteria and hence were excluded from the review. 66 papers were 

selected and incorporated in the review after reading the full texts. Charting the outcome of a 

literature search is best practice as it enhances transparency in the review process (Peter et al. 

2015). 

Hence the following were collated on a chart (see Appendix 1) according to the details below: 

• The name(s) of the author(s), publication year, country of origin 

• The study type and population 

• Aims of study 

• Methodology 

• Outcome measures and results 

Relevant Critical Appraisal Skills CASP) templates were employed during this phase of the review to 

assess the quality of the research papers.
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Figure 2.1: PRISMA Flowchart Diagram 
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2.2.5 Framework Stage 5: Collating, summarising and reporting the results 

In a scoping review, after concluding on the final selection of documents, it is essential to proceed 

to analysing and summarising the findings. Levac et al. (2010) recommends the use of qualitative 

thematic analysis or descriptive statistics based on the nature of the collated data. This review 

employed a basic thematic framework to analyse the results. This was done by grouping common 

themes and evaluating similarities between them. Relevant CASP templates were employed again 

at this stage of the review to aid appraisal and assess the quality of the research papers. This section 

illustrates the results of the scoping review. 

This review included studies from a range of countries. The publication years of included citations 

ranged from 1985 to 2022. Whilst the majority (17) of the included papers originated from the USA, 

13 were published in the United Kingdom, six from Switzerland, five from Australia, four each from 

Canada and Ghana, three each from Japan and China and the rest being published from countries 

including Sweden, Turkey/Ethiopia, Austria, Finland, Korea, UAE, The Netherlands, New Zealand, 

Singapore and Nigeria. This dispersion of included studies among various countries demonstrates 

that the concept of speaking-up has obtained substantial interest internationally with 

representation of American, European, Australia and Asian countries. Several publications 

originated from the ‘western world’, with paucity of literature from Africa on the topic. There were 

only 4 papers from Ghana and one each from Nigeria and Ethiopia. 

The included citations comprised 50 research papers, nine literature review papers and seven 

commentaries. Of the 50 research papers, nine were studies involving multiple healthcare 

professionals including doctors, nurses, pharmacists and allied health professionals; 19 involved 

practising nurses and nursing students; two studies involved public sector administrative workers, 

ten involved practising doctors, residents and medical students; seven studies involved nurses and 

doctors only; and three studies focussed on radiography. Of the radiography studies, one of the 

investigations was about therapy radiographers, the other focussed upon diagnostic radiographers 

and the last focussed on student radiographers. The majority of the included literature represented 

nurses, followed by doctors, with a paucity in radiography literature on the topic. 

With regards to study designs of the included research papers, a total of 28 studies employed a 

quantitative approach, including:
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• Cross-sectional surveys on speaking-up barriers (Landgren et al., 2016; Edrees et 

al., 2017), predictors (Lyndon et al., 2012) and speaking-up behaviours among 

healthcare professionals (Bolderston, 2016; Martinez et al., 2015; Martinez et al., 

2017; Lee, Hahm and Lee, 2018; Okuyama et al. 2019; Schwappach and Richard, 

2018). 

• Cross-sectional surveys of psychometric evaluation of speaking-up about patient 

safety (Martinez et al., 2015; Schwappach et al. 2017) and moral courage (Martinez 

et al., 2016). 

• A randomised control experiment of simulation-based speaking-up intervention 

(Raemer et al., 2016). 

• A quasi-experiment of assertiveness communication training for students (Omura 

et al. 2019). 

• Descriptive cross-sectional surveys focussed on whistleblowing (Pohjanoksa et al., 

2019) and organizational culture in whistleblowing (Yurtkoru and Wozir, 2017). 

• Vignette cross-sectional studies focussed on predictors of speaking-up about 

safety concerns (Schwappach and Gehring, 2014; Schwappach, 2018). 

• An experiment focussed on reporting peer wrongdoing using Formal Inference-

Based Recursive Modelling (Beckstead, 2005). 

A qualitative approach was used for a total of 20 studies, and they were centred on: 

• Perception of workplace communication among nurses using focus group 

interviews (Garon, 2012). 

• Descriptive study using semi-structured interviews to investigate experiences of 

speaking-up (Sur et al., 2016; Jones et al. 2016; Schwappach and Gehring, 2014) 

and risk of patient safety incidents (Wallin et al., 2019). 

• Description of speaking-up experiences in the ICU using interviews and 

ethnographic observations (Tarrant et al., 2017). 

•  A grounded theory study of factors affecting speaking-up decisions using semi- 

structured interviews (Attree, 2007). 

• Using semi-structured interviews to investigate cultural influences on assertive 

communication (Omura et al. 2018), assertiveness intervention (Hanson et al., 
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2020) and speaking-up challenges (Martin et al., 2018). 

• Phenomenological investigation of lived experiences of speaking-up using 

individual interviews (Fisher and Kiernan, 2019). 

• Using individual interviews to investigate moral courage (Bickhoff, Levett-Jones 

and Sinclair, 2016) and speaking-up about patient safety (Szymczak, 2016). 

• Case studies of whistleblowing (Ndebugri and Tweneboah Senzu, 2018) and 

employee voice improvement intervention using confidential interviews (Dixon-

Woods et al., 2019). 

• Narrative enquiry about whistleblowing using in-depth semi-structured interviews 

(Jackson et al., 2010). 

Three mixed methods design consisted of studies such as: 

• A phenomenological exploration of how to improve speaking-up using employee 

engagement survey and semi-structured interviews (Hall et al., 2018). 

• Barriers to speaking-up about patient safety using open-ended questions and 

an electronic survey (Etchegaray et al., 2017). 

• Exploring communication openness perceptions using a cross-sectional survey 

and qualitative interviews. 

Studies were also themed according to their main focus: 

• Barriers and Enablers of speaking-up; investigating factors that influence speaking-

up decisions. For example, among doctors, residents and medical students 

(Landgren et al. 2016; Sur et al. 2016; Szymczak, 2016; Weller and Long, 2019; Lee 

et al.  2018; Martinez et al. 2017; Martinez et al. 2016), nurses and doctors 8. 

(Lyndon et al. 2012; Schwappach and Gehring, 2014; Schwappach and Gehring, 

2014; Schwappach and Richard, 2018; Tarrant et al. 2017; Okuyama et al. 2019; Ng 

et al. 2019; Edrees et al. 2017; Ng et al. 2017) nurses, nursing students and 

executive nurses (Beckstead, 2005; Attree, 2007; Hall et al. 2018; Jones et al. 2016; 

Omura et al. 2018; Garon, 2012; Huang et al. 2020; Fisher and Kiernan, 2019; Alingh 

et al. 2019; Jackson et al. 2010; Schwappach et al. 2017; Lukewich et al. 2015;  

Bickhoff et al. 2016) radiographers (Bolderston et al. 2014; Siewert et al., 2018) 

healthcare professionals (Etchegaray et al. 2017; Martin et al. 2018; Schwappach, 

2018; Schwappach et al. 2018) and public sector employees (Yurtkoru and Wozir, 
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2017). 

• Speaking-up trainings and interventions; investigating its effectiveness in 

improving voice, assertive communication or speaking-up. For example: among 

doctors (Raemer et al. 2016), nursing students (Omura et al. 2019; Hanson et al. 

2020), nurses (Law and Chan, 2015). It was noted that the literature on speak-up 

interventions or training seemed to be focussed on nurses, nursing students and 

doctors. None of the trainings or interventions were done on radiographers. 

The findings of the review are discussed and analysed in the section below. The findings are 

discussed under two broad themes, which also consist of sub-themes, namely: barriers and 

enablers of speaking-up (sub themes: individual factors, contextual factors, cultural factors, 

perceived efficacy of speaking-up, perceived safety of speaking-up, situational and clinical 

factors) and the effectiveness of speaking-up training or interventions. 

2.3 Barriers and Enablers of Speaking-up 

Several studies in the reviewed literature demonstrated the factors influencing speaking-up 

among healthcare professionals. These factors can be divided into barriers and/or facilitators of 

speaking-up in some cases. The following sections provides an overview of research findings 

which further explain barriers and facilitators in addition to critically appraising the quality of 

the research in this area. Most of the reviewed literature in this section examined the barriers 

and enablers of speaking-up among nurses and nursing students, with very few studies on 

radiographers. While the publications reviewed in this section were from     a wide range of 

countries, majority of them were from the USA. Hence the studies will be discussed under the 

following themes: individual factors, contextual factors, cultural factors, situational and clinical 

factors. The next section discusses these themes in the reviewed literature. 

2.3.1 Contextual Factors 

Contextual factors in this review refer to characteristics peculiar to an organisation where an act 

of speaking-up is    expected to occur. 

Studies reviewed suggest that the possibility of speaking-up is highly dependent on contextual 

factors (Lyndon et al. 2012; Schwappach and Gehring 2015; Landgren 2016). This section discusses 

the various studies investigating contextual factors identified in the literature. Some of the 

contextual factors affecting speaking-up behaviours as barriers or facilitators were work policy, 
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teamwork and communication, managerial support, hierarchy, reporting mechanisms 

(infrastructure and technical challenges), staffing issues and workload, organisational support, 

leadership, blame culture, culture of safety (Blanco et al. 2009; Garon, 2012; Jones  & Kelly 2014; 

Szymczak 2015; Schwappach & Gehring 2015; Rainer 2015; Sur et al., 2016; Landgren et al., 2016; 

Edrees et al., 2017; Lee et al. 2018; Mawuena and Mannion 2022). This section discusses these 

factors and their effects on speaking-up behaviours as stated by various authors. For example, 

the results of Landgren et al. (2016)’s cross-sectional survey on challenges faced by paediatric 

residents in speaking-up about patient safety at an academic hospital in the USA indicated that 

one of the commonest inhibitors of speaking-up was work-related factors (excessive workload). 

Their study also tested a deductive hypothesis of relationships between types of inhibitors of 

speaking-up and views of safety and teamwork culture. They further concluded that the 

effectiveness of speaking-up and the fears about safety of speaking-up were correlated with 

positive safety culture and teamwork respectively (Landgren et al., 2016). 

The previous paragraph mentions that safety culture and teamwork are relevant contextual 

factors to consider, and the studies discussed in this paragraph provide more examples of this, 

demonstrating that managerial support is a crucial factor in speaking-up behaviours. For 

example, Schwappach and Gehring (2014) undertook a vignette study to evaluate likelihood of 

speaking-up about safety concerns and explain the impact of situational and clinical contextual 

factors among oncology staff (doctors and nurses) in Switzerland (Schwappach and Gehring, 

2014). Their results indicated that healthcare practitioners who lacked managerial support 

provided considerably higher scores of decision trouble and disconcertion to speak-up. They 

concluded that the readiness of clinicians to speak-up in the face of patient safety compromises 

is significantly influenced by contextual factors. They further concluded that doctors and nurses 

who lack managerial support have significant disconcertion with speaking-up (Schwappach and 

Gehring 2014). A similar cross-sectional survey by Schwappach and Gehring (2015) on the 

prevalence of withholding voice on safety concerns among the same professional group 

(oncology staff) built on their earlier findings by further demonstrating that levels of 

psychological safety and organisational support are remarkable predictors of the likelihood of 

speaking-up about safety concerns. 

Furthermore, a published review on organisational and safety culture asserted that creating a 

workplace culture that recognises speaking-up is essential to enhancing patient safety (Rainer, 

2015). Jones and Kelly (2014) similarly argued that organisational disregard for staff who voice 
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concerns can pose a barrier to speaking-up and may eventually result in an overwhelming burden 

on individual workers as they may feel restricted and dissatisfied with their ability to cause 

change in their work. Lockett et al. (2015)’s grounded theory study on peer reporting among 

nurses reported that organisations with negative culture of safety in the sense of practicing 

blame culture and punitive actions such as bullying, harassment and intimidation of those 

speaking-up are likely to discourage speaking-up among nurses. Similar findings were reported in 

Landgren et al.’s (2016) survey with the paediatric residents as some residents expressed their 

unwillingness to speak-up as a result of the practice of blame culture at the hospital. 

A review of literature by Okuyama et al. (2014) on factors influencing speaking-up behaviours of 

healthcare professionals revealed that speaking-up behaviours are promoted by visible and 

strong organisational support. They further reported that healthcare professionals were likely to 

speak-up in situations where there is the existence of hospital policies that openly support and 

inspire them to speak-up about concerns (Okuyama et al. 2014). Nevertheless, hierarchy seems 

unavoidable within healthcare organisations and can unfortunately inhibit speaking-up. 

Two surveys comparing error reporting among radiation therapists in Canada and the United 

States reported poor communication and hierarchy as barriers to error reporting in both 

countries (Bolderston et al. 2014). Hierarchy as a barrier to speaking-up is common to many 

professional groups, workplaces and settings (Richard, Pfeiffer and Schwappach, 2017; Siewert 

et al., 2018; Schwappach, 2018; Fisher and Kiernan, 2019; Landgren et al., 2016; Lyndon et al., 

2012; Omura et al., 2018). Schwappach (2018)’s cross-sectional survey to explore psychological 

safety for speaking-up among healthcare professionals in an Austrian university hospital 

reported that less influential staff, such as younger healthcare professionals who lacked 

managerial functions, were more unlikely to speak-up about their concerns. A retrospective 

survey involving all staff of a radiology department of an academic hospital in the United States 

reported authority gradient as a barrier to speaking-up among staff of the department (Siewert 

et al., 2018). 

Furthermore, Lyndon et al. (2012)’s scenario-based exploratory study on predictors of voice 

among maternity staff reported that teamwork and an individual’s relationships with other 

colleagues or team members affect speaking-up behaviours. Similar findings were reported in a 

cross-sectional survey investigating the prevalence of withholding voice among oncology staff in 

Switzerland (Schwappach & Gehring 2015). 
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From West Africa, Onakoya and Moses’s (2016) conceptual perspective on factors influencing 

whistleblowing attitudes of Nigerian bank employees reported absence of work policies and lack 

of support from management and/or colleagues as part of barriers to the practice of 

whistleblowing or raising concerns in Nigeria. 

Very recently from Ghana, Mawuena and Mannion’s (2022), conservation of resources theory 

investigation into how a lack of resources and a heavy workload affect employees' willingness to 

raise concerns about patient safety issues revealed that chronic resource shortages and an 

excessive workload resulted in stress, which reduced staff willingness to report unsafe care. They 

indicated that managers in surgical units were more likely to dismiss issues brought up failing to 

take necessary corrective actions because of their focus on managing limited resources. In order 

to overcome issues with subpar infrastructure and faulty machinery, resource limitations force 

rationing and improvisation, eventually creating a hostile environment for employees to speak-

up. The study further identified that employees who were dealing with heavy workloads adopted 

silence as a coping mechanism to conserve energy and escape taking on more work. They 

therefore concluded that resource constraints and increased workload dramatically inhibit staff 

voice about patient safety compromises.  

Overall, findings of studies in this section demonstrate that speaking-up behaviours are 

challenged or enabled by contextual factors. Factors such as excessive workload, poor 

communication skills, lack of confidence, authority gradients or hierarchy, organisational 

disregard, blame culture, lack of management support, among others tend to hinder speaking-up 

behaviours (Schwappach and Gehring, 2014; Jones and Kelly, 2014; Landgren et al., 2016; Edrees 

et al., 2017, Etchegaray et al., 2017). Absence of work policies as a speaking-up barrier was 

reported by the only study from West Africa reviewed in this section (Onakoya and Moses, 2016). 

Although research designs used by authors were appropriate and studies reviewed had clear 

study objectives and aims, some studies failed to observe speaking-up, but rather required 

participants to describe their predicted behaviours (Schwappach and Gehring, 2014; Landgren 

et al. 2016). As a result, their speaking-up scores could be subject to social desirability bias 

and hypotheticality. Grimm (2010) describes social desirability in research as a form of bias 

relating to the propensity of study participants to give answers that are socially acceptable 

rather than ones that accurately reflect their genuine views is known as social desirability. In 

some of the studies, participants were free to make judgments in view of the likely advantages 

and risks of speaking-up. Affective forecasting studies have indicated that participants are 
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usually unable to foresee their emotional reaction to future experiences and normally 

overemphasise the power and extent of their emotional reaction as a result of impact bias 

(Wilson and Gilbert 2005). Hence, there is a good chance that respondents in those studies over 

or underemphasized their own readiness to speak-up and the correlation between the 

hypothetical behaviours and actual behaviours of participants is also unknown (Schwappach and 

Gehring, 2014). 

Furthermore, in some studies, appraising the representativeness of samples was not possible as 

they indicated that they had no data about the classification of characteristics in the whole 

population or data concerning non-responders (Bolderston et al., 2014; Schwappach and 

Gehring, 2014). Landgren et al.'s (2016) investigation was the first to gain a thorough viewpoint 

of speaking-up inhibitors among paediatric residents, but their investigation was done in the 

same population in two years and hence it is possible that the participants may have given 

responses in the different years at varied training levels. Most of the citations reviewed here had 

limited generalisability in the sense that they involved only one professional group (Okuyama et 

al. 2014; Lockett 2015; Rainer 2015; Landgren 2016, Mawuena and Mannion 2022). The majority 

of the studies included in the review originated from western countries hence some of the 

speaking-up factors may vary in other countries and national cultures. Nevertheless, findings 

reported under this theme are generally consistent with African literature. The next section 

discusses individual factors which play a role, or not in speaking-up, as identified in the reviewed 

literature. 

2.3.2 Individual factors 

A wide range of individual factors influencing speaking-up regarding safety events have been 

identified in the literature. These include interpersonal skills, confidence in clinical skills, 

knowledge gap, gender, cultural background, language, personal values and beliefs, situation 

awareness, job satisfaction, educational background, communication skills, personal decision 

making, personal speaking-up experiences, assertiveness, bravery, to mention but a few (Garon 

2012; Schwappach & Gehring 2014; Okuyama et al. 2014). This section discusses these factors 

and their effects on speaking-up behaviours as stated by various authors. 

In Landgren et al. (2016)’s investigation of speaking-up barriers among paediatric residents, it 

was reported that the decision to either speak-up or withhold voice is partly influenced by the 

lack of individual’s knowledge on how to speak-up and a lack of confidence in clinical skills. 

Similarly, Okuyama et al. (2014)’s review of speaking-up behaviours of healthcare professionals 
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reported perceived lack of adequate knowledge as an inhibitor to speaking-up, stating that 

health professionals often hesitate to speak-up when they feel a sense of inadequacy in 

knowledge or information or uncertainty about a concern. In the same vein, Siewert et al. (2018)’s 

retrospective survey involving radiology staff stated their commonest error-reporting barrier as 

a high reporting threshold (reported by 69% of their respondents); explained as ‘uncertainty 

about a person’s observation’. Nevertheless, Lyndon et al. (2012)’s study on maternity staff 

noted that speaking-up behaviours among healthcare professionals were not only improved by 

high confidence but also prior positive speaking-up experiences. These findings are congruent 

with findings reported by Schwappach (2018) handwashing failures vignette which stated that 

past speaking-up experiences of a healthcare professional could be a barrier and/or enabler of 

speaking-up.  

Several studies reported individuals who raised their concerns in a constructive manner were 

typically more content with their employment and hence made more open attempts to speak-up 

(Morrison and Milliken, 2003; Tangirala & Ramanujam 2008; Okuyama et al. 2014). Lyndon et  al., 

(2012)’s study also showed that healthcare staff who felt responsible for their patients and 

service users demonstrated a higher likelihood of speaking-up on their behalf. A review of 

literature demonstrated that employees who did not withhold voice on concerns generally did 

so as they felt that their actions created a much safer working space for others (Okuyama et al. 

2014). Findings of Lyndon et al.’s study (2012) demonstrated that the extent to which healthcare 

workers view themselves as professionals influences their propensity to speak-up. 

In addition to an individual’s knowledge deficits a lack of skills was also a factor. For example, 

Landgren et al. (2016)’s investigation reported a deficit in interpersonal skills as the commonest 

limiting factor to speaking-up among paediatric residents. Their study revealed that a deficit in 

interpersonal skills was reported as a major reason for withholding voice at the various 

paediatric residency levels, indicating also that interpersonal skills may not necessarily increase 

as clinical experiences increases (Landgren et al., 2016). 

Furthermore, Maxfield et al. (2011) indicated that the ability of healthcare practitioners to be 

critical and assertive in communication impacted their confidence and hence willingness to 

speak-up. Findings of a literature review on speaking-up among healthcare practitioners 

indicated that the educational background of a healthcare professional cannot be entirely 

ignored in understanding his/her speaking-up behaviour (Okuyama et al. 2014). They asserted 

that healthcare professionals who were more educated exhibited a higher likelihood of the use 
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of safety voice. Similarly, a conceptual perspective on the practice of whistleblowing among bank 

employees in Nigeria reported educational background as a barrier to the practice of whistle 

blowing (Onakoya and Moses 2016).  

Anim-Sampong et al (2022), using questionnaires with scenarios evaluated the assertiveness of 

final year Ghanaian radiography students in speaking-up about patient safety concerns during 

clinical sessions and its effect on their learning. With a 96% response rate, the majority of 

participants gave varying reasons why they would not raise concerns regarding patient safety. 

They indicated that the students revealed that the disparity between theory lessons and clinical 

practice created confusion in some cases and impacted their confidence to speak-up about 

safety compromises. Their study also found that when confronted with scenarios that could 

potentially compromise patient safety, students were more drawn towards communicating 

nonverbally rather than speaking-up.  

With respect to gender, Schwappach and Gehring (2015) reported in their study about 

predictors for withholding voice that the males were more unlikely to speak-up about safety 

concerns, while also cautioning overly interpreting their findings as they acknowledged that the 

number of men who participated in their study was relatively low. 

Overall, findings of the studies reviewed under this theme suggests that speaking-up behaviours 

are promoted or hindered by individual factors such as role identification, job satisfaction, duty 

of care, self-confidence, prior speaking-up experiences, assertiveness, level of education, moral 

beliefs among others (Lyndon et al., 2012; Okuyama et al. 2014; Schwappach and Gehring, 2015; 

Landgren et al., 2016; Martinez et al., 2016, 2017; Schwappach et al., 2018; Anim-Sampong et al. 

2022). 

Studies reviewed under this theme were from a range of countries and their findings were 

generally consistent with African literature. Research designs used in studies reviewed in this 

section were appropriate with clear aims and objectives. However, in some studies, there is a 

good chance that the likelihood of voicing out concerns was over-reported as a result of social 

desirability bias (Lyndon et al., 2012). Other studies failed to pilot-test questions, hence 

presenting some risk of questions being misinterpreted by participants, however, they reported 

that none of them voiced any confusing responses (Landgren et al., 2016). It cannot be disputed 

that studies that used one- on-one interviews to collect data in their study gained a deeper 

understanding of the speaking-up barriers. Nevertheless, there could be the risk of 

misconstruing the responses of the participants during coding particularly because the 
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responses were in brief comments. The next section discusses cultural factors influencing 

speaking-up behaviours as identified in the reviewed literature. 

2.3.3 Cultural factors 

Cultural factors are generally beliefs, languages, values, laws and traditions shared by a 

determined group of people (Kang et al., 2019). In this review, these factors are referred to as 

‘workplace culture’ when they pertain to an organisation or workplace, ‘professional-group 

culture’ when they pertain to a specific professional group and ‘national culture’ when they 

pertain to a nation. Cultural differences play a significant role in speaking-up behaviours. This 

section will discuss workplace culture, professional group culture and national culture and their 

influences on speaking-up behaviours as identified in the reviewed literature. 

2.3.3.1. Workplace culture 

Workplace cultural issues affecting speaking-up are observable in many behaviours including 

blaming, retribution, bullying, harassments and intimidation (Attree, 2007; Yurtkoru and Wozir, 

2017; Etchegaray et al. 2017; Hughes, 2019; Francis, 2015). Studies reviewed under this theme 

suggest that workplace culture such as blaming, bullying, intimidation and harassment are likely 

barriers to speaking-up. 

For example: Attree (2007)’s qualitative grounded theory investigation comprising 142 

interviews with registered nurses and nursing students in the UK reported fear of repercussions, 

blame and fear of retribution as reasons for withholding voice. 

According to the Mid Staffordshire NHS Foundation Trust Report, the 2013 NHS Staff survey 

showed that 22% of NHS workers had been victims of abuse, bullying or harassment either from 

their co-workers or from manager (Department of Health, 2015). Although this percentage 

virtually did not change from the 23% recorded in 2012, it is an increase from the 14% recorded 

between 2010 and 2011. According to the 2013 Royal College of Nursing (RCN) survey, 30.5% of 

9,754 nurses admitted to personal experiencing harassment or bullying in the last 12 months 

from either a colleague or manager (Department of Health, 2015). A UK survey of about 8,000 

doctors revealed that 20% experienced victimisation for being a whistle-blower for managerial 

or clinical malfunction (Bourne et al. 2015). Francis (2015)’s ‘freedom to speak-up’ report 

indicated that there seems to be a link between trusts with a culture of bullying and those where 

staff get punished for raising a concern (Francis 2015). 

Furthermore, other forms of work cultural issues in the reviewed literature are discussed under 
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the sub-theme below. 

2.3.3.1.1. Perceived safety of speaking-up 

The perceived safety of speaking-up refers to an individual’s view about the likelihood of possible 

harm or negative results following an act of speaking-up (Okuyama et al. 2014). This section 

discusses how perceptions about the safety of speaking-up influences speaking-up behaviours 

as identified in the reviewed studies. 

Several studies reported that perceived response from the person addressed, such as fear of 

retaliation, anxieties about seeming incompetent) were significant factors that can predict the 

likelihood of raising concerns among healthcare practitioners (Attree 2007; Lyndon et al., 2012; 

Schwappach and Gehring 2014; Raemer et al., 2016; Landgren 2016; Hall et al., 2018; Etchegaray 

et al.,2017). For example, Schwappach and Gehring (2014)’s vignette on speaking-up behaviours 

among oncology nurses and doctors reported that fear of marring good working relationships, 

generating conflicts and punishment were key reasons for withholding voice. Similarly, in Edrees 

et al., (2017)’s survey examining factors affecting speaking-up behaviours among ICU staff in 

United Arab Emirates reported that 126 of their total 639 respondents stated the fear of losing 

their job as a hindrance to voicing their concerns. Some other respondents stated the fear of 

facing disciplinary action, job performance evaluation, withdrawal of license and legal liability. 

Several other studies also reported the fear of being punished as a limiting factor for raising 

concerns (Bolderston et al., 2014; Siewert et al., 2018; Jackson et al., 2010). 

From the African literature, findings of the qualitative case study involving staff of public 

institutions in Ghana on barriers to whistleblowing reported the fear of personal detriment (job 

loss, unfair treatment at work and spiritual attacks among others) as a barrier to speaking-up 

about fraudulent dealings and malpractice in institutions in Ghana (Antwi-Boasiako, 2018). 

Similarly, Onakoya and Moses (2016)’s conceptual perspective on whistleblowing practices in 

Nigerian banks reported the fear of reprisal, job loss and stigmatisation as barriers to the practice 

among bank employees. 

In conclusion, studies reviewed in this section demonstrate the perception that an act of 

speaking-up may not always yield its intended response as it may have unpleasant repercussions 

and this poses a barrier to speaking-up in future. Studies reviewed under this theme involved 

healthcare professionals (nurses, nursing students, doctors, residents, radiographers) and non-

healthcare fields such as finance and administration. The findings in studies from the 
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westernised cultures were similar to those reported from Africa although they involved different 

professional groups. Hence it suggests some generalisability of the findings. 

2.3.3.2 Professional group culture 

Organisations, whether healthcare or otherwise, consist of diverse professional groups or 

occupations. Some studies reviewed under this theme suggest that the speaking-up behaviour 

of a healthcare practitioner may be influenced by the culture of their professional group 

(Blenkinsopp et al. 2019). 

For example, a qualitative analysis of raising concerns via incident reporting attitudes involving 

14 medical staff and 19 nurses from some hospitals in Australia reported that while medical 

culture generally promotes tackling incidents through informal channels and “off-the-record”, 

nursing culture promotes adherence to formal channels and protocols for error reporting 

(Kingston et al. 2004). 

Findings of a descriptive survey examining beliefs of nurses involved in whistleblowing in 

Australia revealed that while nurses who remained silent about errors felt the same sense of 

duty towards their clients, fellow staff and their employer, those who spoke-up about 

wrongdoing believed that they served a role as “patient advocates” (Ahern and McDonald 2002). 

Multiple studies identified the existence of professional norms and standards of procedure as a 

significant predictor of behaviours such as speaking up (Jackson et al., 2010; Kingston et al., 

2004).  

2.3.3.3 National Culture 

There have been assertions that speaking-up behaviours may be affected by national culture 

(King, 2000). Blenkinsopp et al., (2019) argued that in light of the significant studies highlighting 

the relevance of national cultures in understanding speak-up decisions, (for example Park et al., 

2008), and taking into account the multiculturality of the population of healthcare professionals 

in many nations, it is imperative for leaders in health sector management to recognise that health 

professionals originating from different nations may share diverse perceptions on speaking-up. 

Studies reviewed in this section demonstrate how speaking-up behaviours may be influenced by 

national culture in the literature. 

For example, a qualitative grounded theory study on whistleblowing among Japanese nurses 

reported significant influence of national culture on reporting malpractice (Ohnishi et al., 2008). 
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Similarly, in a survey evaluating assertive communication among Japanese nurses found that the 

cultural barriers in Japan, where people might desist from publicly from challenging people, could 

negatively affect the willingness of health professionals to speak-up even in the face of patient 

harm (Omura et al., 2017). Findings of a survey of whistleblowing perceptions among Chinese and 

British healthcare student reported that, compared to people from societies that are 

individualistic, those from cultural contexts that are collectivist have lower tendencies of 

whistleblowing and are also less approving of whistleblowing behaviours (Cheng et al., 2015). 

From West Africa, findings of a qualitative case study involving staff of public institutions in 

Ghana on barriers to whistleblowing reported the fear of spiritual attacks as a barrier of 

speaking-up about fraudulent dealings and malpractice (Antwi-Boasiako, 2018). A spiritual attack 

can be explained as the use of supernatural powers such as gods, deities and demons to harm a 

target individual. These attacks may come in several forms such as unexplained illnesses, 

misfortunes among others. For example, Antwi-Boasiako (2018) mentioned that in the July 2013 

Ghana News Agency story on withholding voice, Opanin Attah uttered that although a 

whistleblower may be physically protected, he/she could still be identified spiritually and harmed 

after an act of whistleblowing on wrongdoing. He further reiterated that “I prefer to 

accommodate corrupt officials in my community and have my peace than to report them and 

go through hell on earth” (Antwi-Bosiako, 2018: p 4). This suggests that cultural and 

superstitious beliefs of a country negatively affect willingness to speak-up about wrongdoing. 

Furthermore, Ng et al. (2019)’s cultural intelligence study pointed out that even though 

multiculturality in the workplace may be beneficial with regards to diversity in views of 

employees, the variances in culture may be a limiting factor to raising concerns in the workplace 

as it may be more challenging to establish and comprehend norms for speaking-up. 

Overall, the findings of studies under this theme suggest that speaking-up behaviours are hindered 

or facilitated by cultural issues such as workplace culture, professional-group culture and 

national culture. 

2.3.4 Perceived efficacy of speaking up 

The perceived efficacy of speaking-up refers to the individual’s assessment about whether the act 

is going to be effective (Okuyama et al. 2014). This section discusses how perceptions about the 

efficacy of speaking-up influences speaking-up behaviours as identified in the reviewed studies. 

For example, a meta synthesis review of literature on safety voice representative of 504 health 
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professionals of which 354 were nurses concluded that the reluctance to speak-up was as 

prevalent among the nursing workforce as little self-efficacy associated with voicing concerns 

about safety issues (Morrow et al. 2016). 

Similar findings were reported by Attree (2007) and Tangirala (2008). In Attree (2007)’s 

qualitative grounded theory study on practicing nurses, she reported that nurses’ prediction that 

their raised concerns will not be addressed results in a feeling of powerlessness and poses a 

barrier to speaking-up among the professionals. Tangirala and Ramanujam (2008)’s survey on 

perceptions of impact and workplace autonomy involving 586 nurses and nurse managers from 

a healthcare facility in the United States also reported that personal control influences speaking-

up behaviours of nurses in a positive way. 

The above findings are echoed in Jones and Kelly (2014)’s argument that organisational disregard 

for staff who voice concerns can pose a barrier to speaking-up and may eventually result in an 

overwhelming burden on individual workers as they may feel restricted and dissatisfied with 

their ability to cause change in their workplace (Jones and Kelly, 2014). 

Moving on to African literature, Antwi-Boasiako (2018)’s qualitative case study involving staff of 

public institutions in Ghana on barriers to whistleblowing reported fear of inaction as one of the 

reasons why employees of Ghanaian public institutions are hesitant to blow the whistle on 

malpractice. 

Overall, the studies reviewed under this theme suggest that speaking-up behaviours are 

influenced by the perception of the efficacy of the acts of voicing concerns; in that individuals are 

likely to withhold voice when they feel their concerns will be ignored; hence a barrier. However, 

they are more likely to voice concerns if they feel it will make an impact or cause a change. 

2.3.5 Clinical and Situational factors 

Clinical and situational factors here refer to factors that are peculiar to a particular clinical 

situation. This section discusses how these factors influence speaking-up behaviours as identified 

in the reviewed studies. 

Studies reviewed under this theme suggest that clinical factors such as harm ratings and 

situational factors such as forms of mistake and presence of an audience may affect speaking-up 

behaviours among health professionals (Okuyama et al. 2014; Schwappach & Gehring 2015; 

Schwappach & Gehring 2014). For example, In Lyndon et al. (2012)’s qualitative study on 

maternity nurses and doctors, clinicians graded potential harm in routine clinical scenarios much 
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lower than nursing officers did, and these harm ratings were strong speaking-up predictors. 

Similarly, Schwappach and Gehring (2014) undertook a vignette study focussed on the impact of 

situational and clinical factors on speaking-up behaviours of oncology staff (doctors and nurses) 

in Switzerland. Their results indicated that although the respondents described a high probability 

of speaking-up in the face of patient safety concerns, the disparity between and within forms of 

mistakes and protocol violations was significant. For example, they reported that some 

respondents demonstrated more hesitance to notify colleagues about hand hygiene failures than 

prescription errors. Although mean harm ratings for prescription errors and hand hygiene 

failures were similar (5.67 and 5.68), the likelihood of speaking-up in both situations was 

significantly different (89% and 68%), buttressing the aforementioned argument. 

2.4 The Effectiveness of Speaking-up Interventions 

Few studies in the reviewed literature were speaking-up interventions designed to address 

identified barriers and hence improve speaking-up behaviours. Interventions reviewed under this 

theme involved health professional groups such as doctors (Raemer et al., 2016), nursing students 

(Omura, Levett-Jones and Stone, 2019; Hanson et al., 2020) and practising nurses (Law and Chan, 

2015). It was noted that the literature on speak-up interventions or training seemed to be 

focussed on nurses, nursing students and doctors. No studies on radiographers were identified 

under this theme. Studies under this theme were from a range of countries, United States, United 

Kingdom, Australia, and Japan. This section discusses the effectiveness of speaking-up 

interventions as in the reviewed studies. 

Some interventions were ineffective in enhancing speaking-up behaviours. For example, Raemer 

et al. (2016)’s simulated intervention on anesthesiologists was designed with the focus of 

enhancing speaking-up behaviours. According to their results, in all their events, none yielded 

any statistically significant differences between the control and the intervention group. They 

concluded that relying only on education was not sufficient to change speaking-up behaviours. 

Other interventions were both effective and ineffective, in that they increased produced positive 

impacts on speaking-up. For example, Omura, Levett-Jones and Stone (2019)’s intervention 

which used a quasi-experimental design was focused on examining ‘assertive communication’ 

among Japanese nursing students. In their study, they conducted a 90- minute communication 

training comprising pre-readings, interactive presentations, discussions, videos, and role-playing 

exercises. Although there were no statistically significant differences between the control and 
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intervention groups, they reported that the intervention group exhibited increased assertiveness 

levels and a greater percentage of that group also presented speaking-up intentions. Similarly, 

the findings of other interventions suggested that they boosted confidence to nursing students 

to voice concerns (Law and Chan 2015; Hanson et al., 2020). 

2.5 Summary of Discussion 

To summarise, the aim of the scoping review was to explore the speaking-up experiences of 

radiographers globally and then narrow down to Africa and then Ghana specifically. 

Although a lot of publications originated from the western world, there seems to be a dearth in 

literature from Africa on the topic, with very few publications (4) from Ghana and one from 

Ethiopia and another from Nigeria. This seems to support the assertion that whistleblowing or 

‘speaking-up’ studies investigations are seldom done in non-western   cultures (Yurtkoru and 

Wozir, 2017). 

Most papers (4 out of 6) from Africa were focused on whistleblowing in non-healthcare areas. 

Two out of the four papers from Ghana tackled whistleblowing in combatting 

corruption/illegality in the public administrative sectors. The other two were focused on 

speaking-up among surgical staff and assertiveness of radiography students. No literature 

exploring whistleblowing or speaking-up in among practising radiographers was identified from 

Ghana. Although, the review sought to explore speaking-up experiences of radiographers, most 

of the existing ‘speak-up’ literature was published within nursing literature which has 

documented the experiences of registered nurses and nursing students. Only three papers 

included in the review were radiography-specific; with one involving radiation therapists 

(Bolderston, 2016), the other involving all staff of a radiology department (Siewert et al., 2018), 

and radiography students (Anim-Sampong et al 2022). Hence this demonstrates paucity in 

radiography literature on the topic and a clear rationale for further research within thus 

professional group and within Ghana.  

A majority of the studies included in the review were focused on factors influencing speaking-

up behaviours, which were grouped into barriers and enablers of speaking-up. The barriers and 

enablers identified in the reviewed literature were sub-themed into contextual factors, 

individual factors, cultural factors (workplace culture, perceived personal safety of speaking-up, 

profession-specific culture, national culture), perceived efficacy of speaking-up, and 

situational/clinical factors. Several international studies reported that speaking-up behaviours 
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were dependent on contextual factors such as work policy, leadership, psychological safety, 

organisational support, work policies, hierarchy and authority gradients, teamwork, and 

communication etc. (Schwappach and Gehring, 2014; Etchegaray et al., 2017; Jones and Kelly, 

2014; Landgren et al., 2016; Martinez et al., 2017; Schwappach and Gehring, 2015; Rainer 2015; 

Okuyama et al. 2014). However contextual factors identified in the African literature discussed 

the absence of work policies and procedures on speaking-up and support from management or 

colleagues (Onakoya and Moses 2016). Whilst the majority of the international studies reviewed 

are focused on healthcare sciences, the African literature is focused on business and finance 

sector. Hence, as a result of undertaking this review significant questions exist about the extent 

to which contextual factors stated in international literature can be transferable and/or 

generalizable to the African context. 

Another theme that emerged as an indicator to speaking-up was the perceived safety of 

speaking-up. In comparing the international literature with African literature under this some 

differences and similarities are evident. For example, in the (Antwi-Boasiako, (2018) case study 

from Ghana, three main speaking-up barriers the speaking-up barriers were reported. These 

were: fear of personal detriment (dismissal, undue leave, unfair treatment at workplace and 

spiritual attacks among others), lack of confidence in protection of whistleblowers and the 

perception of inaction after reporting a wrongdoing. Onakoya and Moses, (2016)’s conceptual 

perspective in Nigeria found fear of retaliation, social stigma, cost of reporting, fear of job loss, 

absence of company policies, lack of education and absence of support as barriers to 

whistleblowing in financial institutions in Nigeria. Most of these barriers were consistent with 

what the international literature presented in the studies reviewed. Nevertheless, the ‘fear of 

spiritual attacks’ is a clear outlier as this is not a concept discussed in literature from non-African 

countries. “Spiritual attacks reflect belief and fear of deep superstitions in Africa, including the 

belief in witchcraft; specifically, juju, suspicions, ghost, sorcery, ancestors, necromancy, gods 

and black magic” (Ofori 2014; Tetteh et al. 2022: p 921). This belief precedent has woefully led 

to a great deal of Africans experiencing unending apprehension about reporting wrongdoing 

(though not limited to this) (Ofori 2014). 

One of the themes that is worth considering is that of cultural issues, specifically national culture. 

Several studies demonstrated that speaking-up decisions are affected by national cultures. It has 

been argued that the national culture of nations like Japan, where individuals may desist from 

publicly confronting other people, could result in healthcare practitioners facing difficultly in 
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communicating assertively or raising concerns in the face of patient harm (Omura et al., 2017). 

Hence all of the work that has been done in other countries and health systems will be 

considered in relation to my own study, Ghana’s cultural context and health system. Although 

speaking-up barriers and reported in investigations undertaken on radiographers and radiation 

therapists (Siewert et al., 2018; Bolderston et al., 2014) were generally consistent with barriers 

identified in studies focussed on other healthcare professionals in literature, there were 

differences in barriers reported among different groups of radiography populations. For 

example, in the Bolderston et al., (2014) study, speaking-up barriers reported by Canadian and 

United States respondents ranking from highest to lowest comprised fear of punishment, poor 

communication, hierarchy within radiology unit, lack of reporting systems and personal beliefs. 

However, in the (Siewert et al., 2018) survey which involved (365 respondents) staff members 

of the radiology unit, including administrative staff, attending radiologists, residents or fellow, 

nursing staff, imaging technologists, transport personnels and, the barriers reported ranking 

from highest to lowest were: “high reporting threshold, authority gradient, fear of disrespect, 

lack of listening, witnessed disrespect, fear of retribution, responsibility in the team, toxic 

captain, shy personality and lack of language training”. While ‘fear of punishment’ was the 

commonest barrier reported in the Bolderston et al. (2014) study, ‘high reporting threshold’; 

explained as uncertainty about a person’s observation was the commonest barrier reported in 

the Siewert et al., (2018) survey. These differences may be as a result of the different 

professional groups involved in Siewert et al., (2018).  

Finally, the effectiveness of speaking-up interventions was demonstrated in a few included 

studies (Omura et al., 2019; Raemer 2016; Hanson 2020; Law and Chan 2015). While some 

interventions reviewed did not yield the expected results, which was improving speaking-up 

(Raemer 2016), others contributed positively towards boosting confidence and assertiveness. 

This suggests that educational interventions and trainings may contribute towards improving 

speaking-up behaviours. A recent review by Jones et al. (2021) however identified that attempts 

by various health delivery systems to encourage speaking-up among staff using interventions 

have had various degrees of success, though the evaluation of these programmes has been of 

questionable quality. 

2.6 Conclusion 

To recap, the subject of ‘speaking-up’ has garnered international interest. It is also evident that 
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while healthcare researchers outside Africa are making great efforts to address challenges 

related to speaking-up among healthcare professionals, there is a dearth of studies from Africa 

on the topic. Most of the studies that do exist are focused on corruption and illegality in the 

finance sectors and not on healthcare. Hence, it is evident that the speaking-up as a concept in 

healthcare in Ghana and Africa remains unexplored. This suggests a gap that is hoped to be 

addressed in my study. The studies also demonstrate that although, ‘speaking-up’ has garnered 

international recognition, healthcare research on the topic seems to be highly focused on 

medical and nursing practice, almost neglecting the need for investigations in other healthcare 

professions such as radiography. This suggested a gap that my study sought to address. 

Furthermore, the studies provide evidence that it is not possible to accurately investigate the 

subject of speaking-up in a population without considering the cultural background of the 

population being studied. This suggests that the international practice of speaking-up and 

culture may vary greatly from the culture, societal norms and belief system in other African 

nations like Ghana. For example, the fear of spiritual attacks was found as a limiting factor to 

speaking-up in a case study on whistleblowing on corruption and illegality in Ghana (Antwi-

Boasiako, 2018). My study sought to explore the experiences of Ghanaian radiographers in 

speaking-up. There was therefore the need to consider all the work that has been done on the 

topic internationally in relation to Ghana’s cultural context and healthcare system. 

It is worth mentioning that this review has several limitations. To begin with, although the review 

was not limited by time or location, most of the studies identified were from the western 

countries. Very few studies from Africa were identified and included in this review and hence 

there may be a chance that not all the findings of this review may travel well across all cultures. 

Secondly, the review was broadly focused on speaking-up experiences involving healthcare 

professionals, their colleagues, and organisations. Hence, findings reported may not generalise 

to speaking-up experiences of patients. Finally, because of the heterogeneous nature of research 

designs, study populations, and methods, the findings of the studies reviewed were reported in 

a narrative manner, which is believed to be appropriate for a scoping review. 

Notwithstanding, the findings of this review offer a good understanding of the practice and 

speaking-up and experiences of healthcare professionals and radiographers globally. It also 

enforces the need to explore speaking-up experiences of healthcare professionals in areas that 

remain unexplored to date. The array of research designs and methods which informed the 

studies reviewed informed my choice of an appropriate research design and methods for my 
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study. 

2.7 Framework Stage 6: Consultation 

Based on the recommendations of Levac et al. (2010), the performance of this review was 

examined by the supervisory team to conclude on the accuracy of the results. 
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CHAPTER THREE 

METHODS 

3.0 Introduction 

This chapter discusses the factors that were considered in selecting a qualitative-exploratory 

approach as the design of choice for this research. It briefly describes the study setting, 

population, sample identification and selection, as well as the recruitment strategy. The chapter 

further discusses chosen approach for data collection and the how the data was gathered was 

analysed. The later sections of the chapter demonstrate how issues of research quality were 

addressed in this study. Ethical considerations and data management concerns are also discussed 

in this chapter.  

3.1 Study Design 

Given the dearth of research on this topic in Ghana, there was a clear rationale to begin by 

exploring the speaking-up experiences of those who work in this area and therefore not assume 

that speaking-up experiences reported in the literature can be completely or readily transferred 

to the Ghanaian setting. The positivist and constructivist research paradigms are linked with two 

core methodologies, namely qualitative and quantitative designs (Silverman 2006). 

Nevertheless, an additional methodology has also emerged which utilises a combination of both 

quantitative and qualitative methods, known as mixed methods (Siddiqui and Fitzgerald 2014). 

This method echoes the arguments that although qualitative and quantitative research 

methodologies are bordered by distinct beliefs, it is possible to combine them to an added gain 

(Glaser and Strauss, 1967; Denzin and Lincoln, 1994). While it has been debated that research is 

not tied to either method (Sandelowski 2000), there have been counter arguments that each 

research area is best explored with the most suitable method that will aid in addressing the 

research aims and objectives (Bell 2010).    

Quantitative research designs generally deal with explaining occurrences by the accumulation of 

numbers that are analysed using mathematical techniques like statistics, while qualitative 

research designs focus on answering questions regarding human behaviour through the 

provision of in-depth knowledge about why and how people do the things they do (Bryman 

2006). Although there are no set rules in research design orientation, it has been argued that 
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quantitative study designs tend to follow deductive approaches, aimed at testing pre-existing 

theories and hypotheses while qualitative research designs are generally associated with 

inductive approaches with the goal of generating new theories from the data (Gabriel 2013). 

Qualitative design is focuses primarily on participant’s actual or recounted experiences, which 

are investigated through conversations with the principal investigator. This approach is mostly 

used when not much is known about a subject, while additional research employing other 

techniques can then be carried out (Silverman, 2001). In this study, a qualitative methodology 

was employed to allow for an in-depth exploration of the experiences of Ghanaian radiographers 

for the first time. Exploratory research investigates a problem which is not clearly defined (Jaeger 

and Halliday, 1998) and is carried out when the problem is at a preliminary stage of 

understanding. As the name implies, it intends to explore with varying levels of depth, rather 

than offering final and conclusive solutions to existing problems. Brown (2006) asserts that 

exploratory research often investigates new topics   with no or little previous research evidence 

and this was the case for the current study as no previous had been done in the study setting. 

Like this study, this type of investigation is carried out to ascertain the nature of an issue and 

provide more insight of it (Singh, 2007).  Some authors argue that researchers who conduct 

exploratory studies must be open to altering course in response to the discovery of new findings 

and insights (Saunders, Lewis and Thornhill, 2012) and this mindset was adopted by the 

researcher in this study.  

A few qualitative approaches were considered when seeking the most relevant research design 

for this investigation, including grounded theory and ethnography. According to Angrosino 

(2007), the purpose of ethnography is to help investigators identify probable trends in people's 

daily lives. This is achieved by having the investigator participating fully in the activities and 

cultural experiences of the individuals in the study sample or group. Ethnography was not chosen 

because of the appropriateness of a purely cultural lens for this particular study and the fact that   

this study aimed at exploring speaking-up experiences by discussing these experiences rather 

than observing the act of speaking-up. Phenomenology generally examines ways in which the 

world is conceived and interpreted by those who experience it. Systematic, although adaptable, 

grounded theory is an approach to research approach often used when only few facts are known 

about an occurrence. This method is employed to formulate a hypothesis to account for this 

occurrence. This study did not employ grounded theory because it was not intended to generate 

a single theory from the collected data. It should be noted however that each of the other 
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methodologies   discussed here could have been chosen and would have led to the addition of 

useful new knowledge. However, the exploratory nature of qualitative exploratory study designs 

and the significant knowledge gap in understanding led to my decision of choice. 

Qualitative-exploratory research studies assume the broad features of qualitative methodology, 

and not centred especially on culture such as in ethnography, the generation of theory in 

grounded theory methodology or a participant’s lived experience in phenomenology (Bradshaw 

et al. 2017). Qualitative-exploratory research seeks to gain insight and comprehend an event, a 

course of action, or the differing points of view of the participants (Caelli, Ray, & Mill, 2003; 

Merriam, 1998). The use of a qualitative-exploratory approach is more appropriate when 

evidence is needed first-hand from the individuals experiencing the occurrence being 

investigated and when the available resources and time are constrained (Neergaard et al., 2009). 

This study sought to explore and gain an understanding of speaking-up experiences of 

radiographers drawing on the general principles of qualitative research, which are further 

discussed in later sections, and hence qualitative-exploratory design was the most fitting 

approach for the study. 

3.2 Study Setting  

The study was conducted in Ghana, West Africa. The earlier background chapter provides an 

overview of the country profile. As mentioned earlier, administratively, Ghana is divided into 16 

regions as shown in figure 3.1 below with five teaching hospitals namely, the Korle-Bu Teaching 

Hospital in the Greater Accra Region (Accra), the Komfo-Anokye Teaching Hospital in the Ashanti 

Region (Kumasi), the Tamale Teaching Hospital in the Northern Region (Tamale), the Cape-Coast 

Teaching Hospital in the Central Region (Cape-Coast) and the Ho Teaching Hospital in the Volta 

Region (Ho). Data collection was undertaken in all the teaching hospitals, as they serve as clinical 

training centres for radiographers and model hospitals for all other hospitals in the country. They 

are also staffed with radiographers at the different rankings in radiography practice. Other public 

and private hospitals located in these regions were also sites for data collection. It should be 

noted here that the public hospitals mentioned here are hospitals owned by the state while the 

private hospitals are ones with private ownership. The decision to include these hospitals was to 

enable the researcher compare speaking-up experiences of radiographers in these hospitals with 

those of radiographers in the teaching hospitals. The study covered large swathes of the country, 

reaching from the north, which is the poorer, attracting fewer healthcare professionals including 
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radiographers, through to the much wealthier south which generally has more favourable 

conditions of living and hence attracts more professionals, including radiographers. Key 

stakeholders such as officials from the AHPC, GSR and the MoH who are based in the capital, 

Accra, located in the south, were also interviewed.  

 

Figure 3.1: The map of Ghana showing all 16 regions 

3.3 Radiography Population Overview 

The target population for this study was diagnostic radiographers in Ghana. According to the 

GSR, at the time of the study, there were 350 registered radiographers practising in Ghana with 

about 75% of the entire workforce in urban areas (Ghana Society of Radiographers 2020). The 

male to female ratio of this population stands at approximately 3:1 (Ashong et al., 2016; Anim-

Sampong et al., 2018). 
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Generally, the southern parts of Ghana are highly concentrated with health professionals 

including radiographers as compared to the northern parts which are more deprived. The 

researcher aimed to recruit a study sample that offers a good reflection of the general population 

of radiographers in Ghana and this approach is discussed in detail in the sections below. 

3.4 Sample identification and Sampling Technique 

Although a variety of non-probability sampling techniques such as purposive, snowball and quota 

(Bowling, 2005) are relevant for qualitative studies and specifically in qualitative exploratory 

research designs, purposive sampling was the most appropriate for this study (Parahoo, 2014). 

Purposive sampling involves the integration of precise criteria met by the participants at the 

instant of their selection (Padilla-Díaz, 2015). In purposive sampling, the researcher chooses 

what needs to be known and seeks to find individuals who are available and ready to share the 

information by merit of experience or knowledge (Bernard 2002; Lewis and Sheppard 2006). This 

sampling strategy employs available participants, but also offers the added benefit of facilitating 

the selection of study participants whose experiences or significant characteristics are needed 

for the study (Bradshaw et al. 2017).  

Identification of participants was done purposively from a list of all radiographers that were 

accessed following permission from the Ghana Society of Radiographers (GSR). The GSR is the 

professional body of the study participants with the mandate to approve and coordinate 

research and events pertaining to radiographers in Ghana (Ghana Society of Radiographers 

2019). The goal of this sampling approach was to create an extensive range of views and also an 

opportunity to select participants with the ability to provide rich information to the study. The 

target population were Ghanaian diagnostic radiographers who were in active clinical practice in 

the proposed locations selected based on their gender, professional ranking and availability. The 

aim was to achieve an even spread across these different factors and recruit a sample that 

reflects as much as possible the population of radiographers working in Ghana. The sample 

population was any diagnostic radiographer working in any of the selected regions who desired 

to participate in the study provided the professional was within the inclusion criteria. For 

example, senior radiographers, junior radiographers, and intern radiographers in all the teaching 

hospitals, other public and private hospitals as well as key stakeholders and regulators. A 

representative from the regulatory body, AHPC, the professional society (GSR), and a policy 

maker from the MoH were also be included in the study. Their perceptions were with regards to 
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their understanding, experiences, challenges, and needs regarding the topic of speaking-up for 

patient safety. 

3.5 Sample Size and Data Saturation  

The research question, study objectives and consequently design or approach predominantly 

determines the sample size (Onwuegbuzie and Collins, 2007). Kirkman (2002) asserts that as 

compared to quantitative studies, qualitative research tends to have smaller sample sizes as they 

produce in-depth data which is utilised to appreciate the experiences of participants and 

commonly generates large volumes of data for transcription and analysis. Furthermore, in 

qualitative studies, samples are mostly smaller due to the emphasis on in-depth interaction with 

study participants which enable the findings to be transferable rather than generalisable 

(Bradshaw et al. 2017).  

In this study, 25 participants were recruited, comprising 13 radiographers from the teaching 

hospitals, nine diagnostic radiographers from other public and private hospitals, a policy maker 

from the MoH, a representative from the GSR and a representative from the AHPC. However, 

one radiographer from the Ashanti region withdrew his consent at the last minute and so in total, 

24 participants were included in the study. The sample was as integrated as possible with 

participants from different professional rankings, gender and geographical locations. This 

decision was informed by the maximum variation approach in purposive sampling. A breakdown 

of the sample distribution in the various regions and their key characteristics is attached in 

Appendix 2. 

One of the issues of debate in qualitative research is the sample size (Bradsahw et al. 2017). 

Owing to the lack of expectation of generalisability of the results, and the focus on close 

interaction with study participants, qualitative samples are often small (ibid). In qualitative 

research designs, the notion of “data saturation” has been recognised as a standard in deciding 

on sample sizes (Saunders et al. 2018). Nevertheless, there have been arguments on the 

problems associated with the idea of “data saturation” (Malterud et al. 2015; Fusch and Ness, 

2015). The idea was originally coined from a feature of the grounded theory methodological 

approach known as “theoretical saturation” (Glaser and Strauss, 1967). Various qualitative 

research methodologies however explain “data saturation” in several ways and it is hardly clearly 

defined in research literature (O’Reilly and Parker, 2013). A researcher can argue to have 

attained data saturation during the process of collecting data, when no fresh information is 
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obtained from research participants (Coyne 1997) or when further coding is no more possible as 

no added information can be obtained (Guest et al., 2006). Walker (2012) also argues that when 

adequate information is collected to reproduce a research project, then data saturation can be 

said to have occurred.  

Nevertheless, data saturation is commonly interpreted practically as a sign that data collection 

has been concluded (Bradshaw et al., 2017). Some qualitative research approaches including 

interpretative phenomenology (Smith et al., 2009) and hermeneutic phenomenology (Ironside, 

2006) challenge the notion of data saturation. Ironside (2006) highlights that these research 

approaches emphasise the unique experiences of each participant, hence contending that it may 

be impossible to fully attain saturation of data. Congruent with this, it has been proposed that 

determining an acceptable sample size in qualitative study designs should not be subjected to a 

set rule, but rather a variety of factors such as the study design and sampling technique should 

be taken into account (LoBiondo-Wood and Haber, 2014). Hence, a sample size is ample if it 

satisfactorily meets the key objectives of the study, the aim being to gather cases considered to 

have a wealth of information. (Fawcett and Garity, 2009). In this study, the sample size of 24 was 

determined by not just the study design and sampling strategy, but also a combination of factors 

such as data saturation and other pragmatic factors such as the time allocated for data collection. 

For example, theories around the influence of the Ghanaian culture on speaking-up behaviours 

of radiographers became apparent quite early in the data collection and kept reoccurring in the 

subsequent interviews. The data collection process came to an end once it became clear that no 

new information was being obtained. 

 

3.6 Inclusion and exclusion criteria  

The inclusion criteria were as follows: senior diagnostic radiographers, junior diagnostic 

radiographers, intern diagnostic radiographers who work in the teaching hospitals and other 

public and private hospitals in Accra, Kumasi, Cape-Coast, Ho and Tamale. It also included 

stakeholders such as a representative each from the regulatory body (AHPC), the professional 

society (GSR) and the MoH who are practising in Accra. Those who were excluded are senior 

diagnostic radiographers, junior diagnostic radiographers, intern diagnostic radiographers not 

practising in the Accra, Kumasi, Cape-Coast, Ho and Tamale or those not willing to give consent. 
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3.7 Recruitment  

Upon being granted ethical approval from the School of Healthcare Sciences of Cardiff University 

(see Appendix 3a) and The Ghana Society of Radiographers (GSR) (see Appendix 3b), invitation 

emails were sent to all potential study participants in the selected study regions based on the 

GSR list mentioned earlier. It should be noted that the GSR list has been used for similar research 

purposes in previous studies (Wuni et al. 2019) and those who are named in the list are aware 

and permit the list to be used for research purposes. It was ensured that the acquired list was 

used only for the purposes of this research work with no copies being kept after the study.  

The invitation emails sent to potential participants were accompanied by information sheets (See 

Appendix 4a and 4b). These sheets described the purpose of the study and various rights and 

related actions which participants could take, including the right to withdraw at any instance 

even after consenting to participate. Individuals were given five days to decide whether or not 

to participate in the study. Those interested in participating informed the researcher via phone 

or email, following which they were contacted by the researcher via telephone for more 

deliberations to address any questions or concerns. During these discussions, a convenient date, 

time, and venue for the interview were agreed with each of the participants. A lot more males 

were interested in participating in the study than females. However, females were considered 

more for gender representation. For example, in study site A, a total of 15 diagnostic 

radiographers were interested in participating, of which 14 were males and only one female. A 

total of eight diagnostic radiographers were selected in this study site. Selection of study 

participants here was based on gender, availability and professional ranks. This selection criteria 

were applied in all the study sites. The interviews covered a period of four months commencing 

from October 2020 to February 2021. Informed consent was taken before each interview 

commenced (see Appendix 5). Generally, the response rate was enough, and so there was no 

need to send follow-up reminders via the GSR to participants.  

3.8 Method of Data Collection 

In qualitative exploratory studies, the main data collection sources are commonly one-to-one 

semi-structured in-depth interviews (Stanley, 2015). Employing one-to-one interviews allows the 

investigator to explore issues with individual study participants by way of promoting depth and 

rigour and hence fostering the development of new theories/ideas (Doody & Noonan, 2013; 

Fetterman, 1998) while promoting the “richness of data” required in qualitative-exploratory 
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studies (Bradshaw et al., 2017). Fetterman (1998: p 40) asserted that interviews take the 

investigator into the ‘heart of the phenomenon classifying and organising an individual’s 

perception of reality’. 

One-to-one face-to-face interviews were considered ideal instead of telephone interviews and 

focus groups for several reasons. For instance, the research necessitated detailed knowledge and 

deliberate explications based on personal tales and experiences Typically, these are collected 

through in-depth interviews with a select group of individuals to obtain their perspectives on a 

particular topic, plan, or circumstance (Boyce & Neale, 2006). Boyce and Neale (2006) assert 

that conducting detailed interviews is advantageous when attempting to learn as much as 

possible about a person's values and habits or when attempting to find every aspect of novel 

issues. Individuals may also feel more comfortable conversing with the researcher during an in-

depth interview, creating an ideal setting for data capture (Boyce & Neale, 2006). Due to the 

relaxed environment of one-to-one interviews, the researcher was able to probe thoroughly into 

the personal challenges of the participants, a component that is frequently impossible in 

focus group interviews (Rubin & Rubin 2005; Johnson 2002).  

The semi-structured component of the interviews was essential to this study because it 

permitted the study participants, as opposed to the researcher, to direct the process. This 

enabled the participants to provide more detailed and personal information regarding their 

experiences (Barbour 2014). This is further discussed in the following section. 

3.9 Semi-structured Interviews 

The adaptability of semi-structured interviews lies in the fact that they allow participants to 

elucidate difficulties while also allowing the researcher to delve deeper into perspectives that 

may have been expressed. "A conversation with a purpose," according to Burgess (1984: p 102), 

and this conversation ought to be structured as Kvale (1996) explains. There is always a plan in 

place when gathering data, but that plan can vary greatly depending on the epistemological 

stance of the investigator. In contrast to conventional semi-structured interviews in which the 

researcher leads and directs the respondent more, exploratory interviews frequently employ 

open-ended queries in which the respondent is given the opportunity to steer their conversation 

(Arthur and Nazroo, 2003). When leading respondents, the researchers ensure that all 

respondents cover the same regions based on their prior knowledge of the regions they intend 

to question (ibid). This research employed a strategy of asking participants open-ended 
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questions which offered respondents the opportunity to steer the conversation. These types of 

broad questions were included in an interview guide. To ensure that the objectives of the study 

were met and to further investigate the highlighted issues, follow-up questions and prompts 

were utilised throughout the process. 

Interviews were used as the data collection tool because the researcher intended to gain detailed 

insights about the topic from the participants. The researcher conducted interviews to acquire 

sufficient data to address the study question. Weiss (1994) argues that researchers should 

abandon the requirement that all participants be asked the same set of questions in the same 

way if they wish to explore for additional explication or dialogue. Due to the adaptability of the 

semi-structured interview method, new topics that surfaced during interviews were readily 

incorporated into the analysis. 

Riessman (1993) and Patton (1997), who emphasise the necessity for research interview 

questions to be impartial, thoughtful, open-ended, and explicit, bring up the utilisation of an 

interview guide that encompasses a variety of areas depending on the research question. A semi-

structured and open-ended interview guide were employed to avert limiting replies or answers 

and to urge study participants to communicate freely (Sandelowski, 2000). This was based on the 

research objectives, review of literature, discussions with supervisors and drawing from my 

professional and cultural insights into working as a radiographer in Ghana. The interview guide 

used was different for each category of participants, specifically radiographers (see Appendix 6) 

and stakeholders (see Appendix 7a, 7b and 7c).  The interview guide and probes were piloted 

with my supervisor and some diagnostic radiographers in Ghana, in line with Janesick’s (2000) 

recommendation to ensure clarity and the best possible understanding of the interview 

questions by participants. Some of the questions in the guide were revised following the findings 

from the pilot study. For example, a question that sought to inquire about speak-up systems 

within their workplace had to be changed from “Does your hospital have systems and protocols 

that support raising concerns or ‘speaking-up’ about patient safety issues?” to “Please describe 

any systems and protocols that support raising concerns or ‘speaking-up’ about patient safety 

issues in your workplace/s”. Hence, the pilot study offered me an opportunity to better construct 

some of the questions. None of the radiographers that participated in the pilot study were 

recruited into the actual study.  

All participants had the option to select a location for the interviews. The face-to-face interviews 

were conducted in a quiet office at the participant’s place of employment and lasted between 
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thirty to forty-five minutes. All interviews were audio recorded with the participant’s approval, 

using a digital recorder that was as inconspicuous as possible. Interviews were then later 

transcribed by the researcher.  

3.10 Data Analysis 

The rigour with which data analysis is conducted determines whether a study yields novel 

insights into a phenomenon (Pope et al., 2000). To ensure rigour during data analysis, verbatim 

transcripts were initially re-read repeatedly as the recordings were being listened to for errors 

and spelling mistakes. Software (NVivo 12 pro) was utilised to store data and during structured 

coding, analysis, and interpretation of the anonymised transcripts.  

Thematic analysis was employed in analysing the data. Braun and Clarke (2006) argue that 

although qualitative study designs are numerous and diverse, the ‘foundational method’ in 

qualitative data analysis is thematic analysis. Thematic analysis typically offers a vivid, intricate, 

and rich account of data. It is comparatively flexible; not restricted by epistemology or theory, 

and hence making it a highly essential tool for research (Braun and Clarke, 2006). Thematic 

analysis can be deductive (theory-driven), or inductive. Nevertheless, it should be noted that it 

is not possible for researchers to entirely exempt themselves of their epistemological and 

theoretical beliefs, even in their conduct of inductive thematic analysis (Braun and Clarke, 2006). 

Choosing between inductive and deductive thematic analysis is reliant on why and how the data 

coding is done. According to Braun and Clarke (2006), the approach to coding can be inductive, 

that is for questions that emerge from the coding or deductive. This study’s data underwent an 

inductive thematic analysis because the process of analysing the data was not foreshadowed by 

pre-conceived theories. The coding of data included interview data, my reflections.  and some 

observations from the interviewing process.  The same level of importance was assigned to all 

sources of data. The following section describes the specific process of data analysis undertaken 

in this study, based on Braun and Clarke (2006) six-phase guide for the thematic analysing, 

comprising of data familiarisation, generation of initial codes, searching for themes, reviewing 

themes, defining, and naming themes and producing report.  

3.10.1 Data familiarisation  

Braun and Clarke (2006) assert that when the researcher collects data personally especially 

through interactions, there is a good chance that the researcher approaches the analysis with 

some previous knowledge. Nevertheless, they further argue that in qualitative analysis, it is 
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imperative that the researcher becomes very familiar with the data by immersing themselves in 

the data (Braun and Clarke, 2006). Familiarisation with the data was required to comprehend the 

participants' daily lives in the study. This goal was reached by listening to the digital recordings 

and transcribing them as soon as it was possible following the interviews. The transcriptions were 

done by the researcher and undertaken within 14 days. The transcribed texts were read and 

reread multiple times to gain an in-depth understanding of the data. In this study, there were 24 

interviews summing up to about 17 hours. I have attached a sample of the interview transcripts 

as Appendix 8. This stage also involved the researcher reading and thinking about the diary 

entries such as fieldnotes and the observations of the interviews. This was necessary as they 

were sources of data. 

3.10.2 Generating initial codes 

After achieving data familiarisation, the next step was to generate early codes. This was possible 

because I had gained a good idea and understanding of what the data looked like entirely and 

aspects that may be significant to the research. During this phase, initial codes were created. 

Whether the themes are motivated by data or theory determines the approach for developing 

the codes. In this study, the codes were driven by the data and not by any theory as the analysis 

process was inductive and not foreshadowed by any predetermined theories. The most 

fundamental state of unprocessed data that can be evaluated meaningfully about an occurrence 

are codes, and codes denote a portion of data that seems significant to the data analysts 

(Boyatzis, 1998).  

Software such as NVivo could be used for coding although it can be done manually as well. This 

study used a combination of both ways. NVIVO is a qualitative data analysis software that helps 

to organise, store and analyse unstructured data. In this study, the researcher had a fairly large 

data set to work with and the software was beneficial in organising and analysing the data. It is 

important to bear in mind that in contrast to other analysis software, this software only aids in 

the analysis process and does not carry out the analysis (Yin 2009). Nevertheless, using the 

software is beneficial in ways such as enhancing rigour and saving time particularly with 

significant data volumes (Silverman, 2010). 

In this study, the coding was done in a systematic line by line way, while giving each set of data 

the same attention and then assigning codes to parts of the data that were relevant to the study 

(Braun and Clarke, 2006).  



56 
 

3.10.3 Searching for patterns 

After initial codes had been assigned to all the data, the codes were grouped into categories. The 

search for themes began after this. This process started with sorting the codes and aligning each 

code in a likely main theme. The next step was to then organise of all the data under each of the 

codes grouped under the likely main theme. Some of the codes were then organised to form 

early themes and early mind maps were made for these themes. This was important as it helped 

to establish relationships between generated codes and sub-themes and eventually, broad 

themes. In doing this, some codes developed into themes and sub-themes while others were 

rejected.  An initial list of categories from the coding is attached as Appendix 9. Figure 3.2 below 

also illustrates an initial mid map for barriers and facilitators of speaking-up among diagnostic 

radiographers in Ghana. 

 

 

Figure 3.2. Initial mind map for barriers and facilitators of speaking-up 
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3.10.4 Reviewing themes 

During this phase, the themes formed in the preceding phase were reviewed to ascertain their 

homogeneity internally and externally. Patton (1990) defines external homogeneity of a theme 

as when there is a clear distinction between the theme and others, while internal homogeneity 

of a theme determines if the data within the theme is coherently meaningful. The researcher 

that internal and external homogeneity were achieved during this phase. While some themes 

were merged, others had to be broken up. For example, there was a broad theme named barriers 

and facilitators of speaking-up which included the Ghanaian culture and African belief system 

but upon review, it became apparent that the Ghanaian culture and African belief system is 

broad on its own and hence can be broken up as another theme. There was also a theme for 

modes of raising concerns which was reviewed and combined as modes and response strategies 

for raising concerns. At the conclusion of this phase, it became evident how the many themes 

connect together and what kind of data story each theme presented. Some excerpts of this 

analysis process are attached below in figures 3.3 and 3.4 below. Other excerpts are also 

attached as Appendix 10. The early themes and sub-themes generated from the analysis are 

attached as Appendix 11. 

 

Figure 3.3: Excerpt 1 of thematic analysis 
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Figure 3.4: Excerpt 2 of thematic analysis  

3.10.5 Defining and naming themes 

The themes that were utilised in the analysis were further defined and refined during this stage. 

In order to determine the component of the data that each theme represents, the themes were 

characterised in terms of content, pertinence, or significance. Each theme's narrative was 

examined and integrated into the overall narrative of the data to make it cohesive. To guarantee 

that there is a flow to each theme structure, these are further improved. This stage also involved 

reviewing the theme names to make sure they were clear and gave the reader a sense of the 

topic. For example, theme 1 was previously “the divergence in understanding and perceptions 

of speaking-up and patient safety”. However, upon further refinement based on the content and 

data it captures, the theme name was changed to “the understanding and perceptions of 

speaking-up and patient safety”. 

3.10.6 Producing the report 

This is the last stage of the thematic analysis process. Braun and Clarke (2006) argue that not 

only should a report be cogent and contain examples with graphic data extracts, but it should 

also convey a compelling story about what the data means in a non-monotonous, reasonable 

and rationale manner. During this stage of writing, extracts that showed the themes' existence 

in the data in a clear and concise manner were included. Nevertheless, these extracts were 

critically analysed and not just included. Throughout this writing phase, my reflections on the 
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extracts within various themes were put together into memos to put certain remarks in 

perspective. Also, similarities were drawn across themes and put together for a discussion. 

3.11 Rigour 

Ensuring quality in the research process is imperative for all research approaches although 

qualitative research cannot be evaluated using the same measures as quantitative research 

(Bradshaw et al. 2017). Over the years, rigour has been linked with reliability and validity of 

research findings. Demonstrating the ‘truth’ of a person’s experience and making sure that the 

researcher presents a transparent and representative account of the study participant’s 

experiences and responses are basic requirements in qualitative research (Bradshaw et al. 2017). 

Bradshaw et al (2017) further indicates that in demonstrating quality in qualitative research, the 

main concerns of researchers are issues of trustworthiness encompassing principles of 

credibility, confirmability, transferability, and dependability. Lincoln and Guba (1985) first 

introduced and established these principles to simplify the demonstration of rigour in qualitative 

studies. 

Some ways of demonstrating credibility include creating a trusting relationship with the 

interviewee, member checking and prolonged engagement (Bradshaw et al., 2017). Secondly, 

confirmability can be demonstrated by recording notes in a reflective diary, describing 

demography of study participants, utilising an audit trail for capturing data collection and 

analysis process and including direct quotations from study participants to show that findings 

are representative of the data collected and are not biased by the investigator (Bradshaw et al., 

2017). Demonstrating dependability can be ensured by accounting for any change that may have 

occurred during the study (Bradshaw et al., 2017). Finally, maintaining a reflexive journal, 

purposive sampling, provision of sufficient study details to enhance a rich description of data are 

helpful in demonstrating transferability (Bradshaw et al., 2017). The proposed ways described 

above were adopted in this study to ensure quality and are further discussed below.  

3.11.1 Credibility 

Research credibility is said be associated with the degree to which the research account is 

believable and appropriate, specifically the extent of agreement between the investigator and 

the study participants (Lincoln and Guba 1986). It has been contended that this can be 

demonstrated by creating a trusting relationship with the interviewee, member checking and 

prolonged engagement and triangulation of data (Lincoln and Guba 1986; Bradshaw et al., 2017). 
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In this study, member checking was carried out by sending the transcripts back to the 

interviewees for confirmation of accuracy, however none of them responded. The interview 

approach initially focussed on settling the interviewee and creating rapport to enhance 

credibility. The study involved different range of participants i.e., radiographers and stakeholders 

hence the need for data triangulation. Data triangulation in this study enabled the researcher to 

analyse data from a range of perspectives and this in effect, enhanced the credibility of the study. 

Furthermore, to enhance credibility, peer debriefing which involved discussing findings and 

analyses with my supervisory team was adopted throughout the study.  

3.11.2 Transferability  

Transferability in qualitative research has been simply described as how well research results 

may be applied to new contexts or participant groups (Polit 1999). Researchers aid the 

transferability by generating ‘thick descriptions’ (Lincoln and Guba 1986; Korstjens and Moser 

2018). For example, it has been argued that to ensure transferability, researchers should go 

beyond reporting just experiences and behaviours of study participants, but the context as well, 

as this in effect gives more meaning to these behaviours and experiences to a reader or an 

outsider (Lincoln and Guba 1986; Sim and Sharp 1998). 

In this study, the research design and the method chosen provided a very rich description of the 

data. The data extracts produced were in-depth and within a context which is also discussed (see 

background chapter, methods chapter and later findings chapters), which could be transferrable 

to other settings. This is predominantly because there were examples which were recurrent 

among the respondents, and this enhanced the likelihood of transferability.  

3.11.3 Confirmability 

Confirmability simply describes to what extent research findings presented by a researcher can 

be confirmed by other investigators (Lincoln and Guba 1986). It basically deals with ascertaining 

that the research data and interpretation of the results are undoubtedly drawn from data and 

not figments of the investigator’s imaginations (Korstjens and Moser 2018). 

The conduct of this study followed a research protocol which served as a guide in the planning 

and execution. There was therefore an audit trail demonstrating that the study was executed as 

planned. Measures that encourage researcher reflexivity were put in place to minimise 

researcher bias and ensure confirmability of the findings. All steps and decisions taken from the 
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commencement of the study to the generation and reporting of results are transparently 

described. Additionally, the records of the study pathway were retained throughout the study. 

3.11.4 Dependability 

The stability of study results over time is referred to as dependability. This entails the assessment 

of the study results, analysis, and recommendations to ensure that all are backed by the 

information provided by the study participants (Sim and Sharp 1998; Korstjens and Moser 2018). 

It has been suggested that an audit trail helps with dependability (Lincoln and Guba 1986).  

In this study, records of the research process were maintained throughout the study, and all 

phases from the beginning of the project through the reporting of results were detailed. All 

transcripts used in the analysis were transcribed verbatim. Detailed quotes and data extracts 

were included in written reports to enhance dependability. Additionally, the researcher’s 

supervisors received the reports in writing and examined them. However, due to budgetary and 

time constraints, an external audit procedure could not be utilised in this investigation. 

3.12 Reflexivity 

Reflexivity can be simply described as a critical introspection of a researcher’s personal beliefs, 

inclinations, prejudices and relationships, and how these factors impact on the research process 

(Lincoln and Guba 1986).  

By and large, interpretive researchers consider data to be generated rather than discovered. 

(Silverman 1993; Mason 2002). There is also the belief that the researcher's personality and the 

manner in which it is disclosed has an effect on the data collection process (Stake 1995). 

Therefore, in qualitative research, reflexivity is crucial as the investigator is the principal tool for 

data acquisition and analysis (Stake 1995; Holloway and Wheeler 2010). My role and professional 

status as a diagnostic radiographer positioned me as an insider in the field as the study required 

interviewing fellow radiographers. This may have had an effect on the style and tone of the 

interviews. 

If a researcher is already a member of the community they are investigating, they may have an 

easier time gaining access, trust, and candour than an outsider. There is the likelihood that 

participants in a study may feel more at ease opening up to a fellow insider due to the insider's 

presumed familiarity with the culture and the prevalent belief that "they just don't get us" 

(Dwyer & Buckle, 2009). It has been stated that researchers have a much simpler time garnering 
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the trust of participants when they belong to the same social group as the individuals they are 

investigating. The result may be information that is normally unavailable to outsiders. (Bonner & 

Tolhurst, 2002). Since the information provided by respondents is more likely to be honest and 

genuine, insider research has the potential to be more rigorous (Rooney 2005).  Being an insider 

or an outsider as a researcher may have certain positive effects but can also have negative effects 

on data collection and interpretation (Stanfield 1994), hence it is crucial for an investigator to do 

a self-reflection on their position. (Silverman 1993). 

There is also the possibility for insider researchers to be erroneous in ways such as interviewing 

individuals they already know and relying on pre-conceived notions rather than collecting all the 

facts, as an outsider would do. Due to their prior knowledge and involvement, the researcher 

may be biased, preventing them from conducting an objective investigation. This may impact the 

analysis of the data, as the unique perspectives of certain individuals may be neglected. As a 

radiographer, I carried the risk of recruiting familiar colleagues. In accordance with Brannick and 

Coghlan's (2007) recommendation, I sent invitations to all eligible diagnostic radiographers in an 

effort to reduce this possibility. I made sure individuals who agreed to participate in the study 

were chosen depending on how available they were within the allocated time for collecting data. 

There was, therefore, no bias in the participant selection process. During the interview process, 

it was ensured that no assumptions were made. I consistently ensured that I did not prematurely 

close down any explanations or assume that individual’s experiences accorded with my own. To 

ensure a better understanding of issues, additional questions were asked in all cases. 

3.13 Data protection, confidentiality and anonymity 

Ensuring the maintenance of privacy was highly prioritised throughout this research work. The 

respondents consented to audio recording of conducted interviews, with the researcher 

ensuring anonymity during transcription. The information provided by the respondents and the 

analysis of data did not, therefore, disclose their identity. Digital audio recordings of conducted 

interviews were downloaded from the recorders (Dictaphones) on to the hard drive of the 

researcher’s personal laptop, which is password secured and the sound file on the Dictaphone 

was then deleted. Upon the researcher’s return to the UK, the data was transferred onto the 

university computer system (Cardiff University) which is password secured and only accessible 

to the investigator in accordance with the Data Protection Act of 1998. The data/information 

was later backed up via the Cardiff University one drive account which is also password 

protected.  
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The storage of records pertaining to the study was undertaken according to Cardiff University’s 

management of research data files (Cardiff University 2011). All information about this research 

was kept strictly confidential and participants were informed that the raw data (sound files) will 

be destroyed whenever the researcher successfully completes their study, while the anonymised 

data files including transcripts and field-notes will be kept for a period of up to fifteen years after 

completion of the study for purposes of audit and further analysis and publication. All 

respondents were informed that data will be shared with the supervisory team and a copy of the 

anonymised final written report will be distributed to the MoH, GHS, and other pertinent 

stakeholders in Ghana’s healthcare industry. Respondents were also notified about the 

possibility of publishing the results of the study in academic journals or presenting at 

conferences. 

During report writing, all data, study participants and organisations were anonymised. It was 

ensured that interview transcriptions complied with Cardiff University’s data protection 

guidance and the Data Protection Act. Data files, transcriptions and field notes were given 

identifier codes, and the list of study participants and their corresponding identifier codes were 

kept separately. Study participants were constantly reminded to refrain from naming institutions 

and individuals during all stages of the data collection.  

Study participants were informed as often as necessary, of the limits of 

anonymity/confidentiality in situations where any information revealed to the researcher during 

interviews indicates there is public interest in revealing issues to third parties. For instance, if a 

study participant shares information which indicates likely or real harm occurring to staff or 

patients, the investigator is obliged to disclose this with appropriate authority internally (e.g., 

patient safety team in the participant’s organisation) or externally to regulators or relevant 

authorities within Ghana’s legal system. Nevertheless, prior to disclosing confidential concerns 

of respondents or interviewees, it is standard practise to obtain their approval or permission. 

The researcher made plans to refer any study participant who felt obliged to report a misconduct 

or a wrongdoing to the appropriate regulatory body if need be. However, no such instances came 

up during the data collection process.  

3.14 Ethical Considerations 

It has been emphasised that an investigator’s responsibility to resolve ethical concerns relevant 

to their study exhibits “professional, legal and social accountability” (Cluett and Bluff 2006: p 
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199). The research proposal gained ethical approval from the Ethics and Review Committee of 

the School of Healthcare Sciences of Cardiff University. Approval granting access to contact 

details of diagnostic radiographers was negotiated with the Ghana Society of Radiographers. This 

approval from the professional body allowed its members to participate in the research and 

recruitment.  

A written informed consent was required of all research participants for the purposes of 

anonymity and confidentiality. Participants were informed that they were free to withdraw from 

the study at any point during the research was made known to them in order to reveal and 

exclude any disconcertment mostly linked with healthcare studies/investigations such as this. 

Verbal consent was also taken from all participants before the start of the interview. All study 

participants were informed that their privacy and identities would be protected throughout the 

duration of the study. Data acquired from the study was stored on the investigator’s laptop, 

password protected and could only be accessed for research purposes. The commencement of 

the study was subject to the granting of ethical approval from the Ethics and Research 

Committee of the School of Healthcare Sciences, Cardiff University (dated 20th August 2020) 

Appendix 3a and also from the GSR (See Appendix 3b). The interview venues agreed with each 

of the participants where venues that protected the privacy and confidentiality of participants. 
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CHAPTER FOUR 

CHALLENGES OF RADIOGRAPHY PRACTICE IN GHANA 

4.0 Introduction 

As mentioned in the earlier chapter, the thematic analysis of the data generated three broad 

themes which are explored and discussed in the chapters that follow. Nevertheless, it is good 

practice in qualitative research to not just describe the findings of a study but also offer a vivid 

description of the study context as it enhances transferability and hence rigour(Lincoln and Guba 

1986; Sim and Sharp 1998). The earlier background and methods chapters describe the broad 

study context to the reader. This chapter adds further contextual detail, focusing on some of the 

challenges of radiography prcatice in Ghana that were identified during data collection across 

the study sites.   

It should be noted that working conditions and professional context in healthcare varies greatly 

between higher resource and resource-constrained settings like Ghana (Mawuena and Mannion 

2022) and this chapter is an attempt to better convey some of these contextual issues within 

which healthcare is practiced and speaking-up occurs. Furthermore, there is also a dearth of 

literature (generally) from resource-constrained healthcare systems on speaking-up experiences 

of healthcare professionals. 

The data in this section were generated from the interviews conducted with radiographers and 

stakeholders. Although all the study partcipants offered their own perspectives on speaking-up 

for patient safety yielding from their unique experiences, the challenges associated with their 

professional practice were similar within and across all study sites. There was also a general sense 

of congruence about the challenges confronting radiography practice in Ghana expresssed by 

radiographers and stakeholders. A good example is the shared recognition of the challenges 

associated with the regulation of the profession which is evident in the prevalence of unqualified 

personnels practising as radiographers across the country.  

It is imperative to explore these broader contextual challenges confronting radiography 

practitioners as they could pose a safety concern and may play a role in the speaking-up decision 

trail of radiographers. This chapter will also enable the reader to better understand the 

experiences that are discussed in the chapters that follow. Figure 4.1 below illustrates these 

challenges, which will now be discussed under six main headings.  
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Figure 4.1 Schematic structure of some of the challenges associated with radiography practice in 

Ghana 

4.1 Improper Regulation of Profession and Radiation Concerns 

The Allied Health Professions Council (AHPC) has been in operation since the year 2013 to 

regulate the practice and the training of allied health professionals in Ghana. It is also authorised 

to grant accreditations for all academic programmes in the allied health profession.  

Furthermore, the Health Facilities Regulatory Agency (HeFRA) launched in 2011 by Act 829 is 

authorised to license and examine physical centres for private and public health care providers. 

Despite its existence and operation of these institutions over the years, it seems that the 

regulation of the allied health professionals such as radiographers still remains a challenge in 

Ghana. For example, the interview participants argued that the country had a large number of 

unqualified and unregistered people practising as radiographers, resulting from unaccredited 

radiography training institutions and unlicensed diagnostic facilities. Participants further stated 

that most unregistered radiographers generally operated in health facilities in the rural parts of 

the country, as qualified radiographers usually refuse postings to these areas due to poor 

working conditions and conditions of service. Hence, these rural health facilities when 

confronted with workforce shortages in these areas contracted unlicensed radiographers to 
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meet the workload demands in these areas. Across sites, radiographers expressed their 

displeasure with this situation. A senior radiographer in full-time private practice contended that 

one of the reasons for the improper regulation of radiography practice in Ghana was as a result 

of the politicisation of policies regarding the radiography profession. It should however be noted 

that the term “quacks” used in the extract below and elsewhere is simply a colloquial term often 

used among radiographers in Ghana to describe unqualified or unregistered personnel practising 

as radiographers. 

Besides conditions of service, job placement, salaries and salary arrears, our 

educational system, and the standard of education, the general practice of radiography 

is not completely regulated. There are a lot of quacks that are still in the system because 

some of the policies regarding radiography practice have been politicised. So, you have 

political parties giving contracts to people who are not qualified radiographers to do 

jobs in the rural areas because the radiographers refuse to go to those rural areas 

because the conditions of service were not favourable. So, it’s more like, “if you won’t 

go, then we will get people to go “. And these have been concerns of most 

radiographers. Because their national healthcare job market has been somehow 

politicised, infiltrated by quacks, not well regulated and the regulating bodies are also 

not able to track down these quacks because of the whole politics surrounding it (Rad 

2). 

Across sites, radiographers argued that the government and political parties played a major role 

in the improper regulation of the profession across the country, who actively ignored the issue 

of an unregulated workforce as they provided a service that others were unwilling to and. They 

further argued that the radiography workforce was not strong enough to “fight” the government. 

They made reference to a situation they had encountered where the government took a decision 

to train biomedical engineers for 2 weeks to work in health facilities that should have been 

staffed by registered radiographers. The reason for this was that radiographers who were 

originally posted to these areas had insisted on better conditions of service before accepting 

such postings: 

And I think there are still more quacks in the system. I think a strong radiography force 

can be able to get the government to do the right thing. One of the situations that 

happened recently was when the government was actually willing to push medical 

engineers into places where radiographers were supposed to be and I personally felt 
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that it was as if the government didn’t know much about radiation and the fact that if 

it is not well harnessed, it can bring a lot of harm to Ghanaians. (Rad 9) 

From the interviews, it was not only radiographers who recognised the challenge with the 

regulation of the profession. The problems with unregistered workers were also acknowledged 

by stakeholders across sites. On the issue of the government’s decision to train biomedical 

engineers for 10 days to fill up radiography vacancies, a stakeholder argued that the decision was 

halted upon the realisation of the illegalities involved and the possible health hazard it could 

pose to the general public. It was further argued that the council and the Society of 

Radiographers worked together for a better alternative, which was to post intern radiographers 

to those deprived areas instead of the initially intended biomedical engineers. Although it was 

not normal practice to engage intern radiographers in lone working without any form of 

supervision, it seemed this option was considered less risky, or the least worse option in a less 

than satisfactory situation. However, upon completion of the internship, the radiographers 

declined permanent postings to those areas when the Ghana Health Service offered, resulting in 

these stations still being vacant: 

No, no. In fact, it did not even start … You know we put in some kind of arrangement 

where the interns even though they were not supposed to be on their own, but the 

agreement was that we’ll post interns in a catchment area and then assign a 

radiographer you know, in that area supervising them. So, that was to stop that 

measure at that time you know, because that idea of training biomedical engineers to 

become radiographers, we’ve heard that it was against the law. Council stood strongly 

against that. And that worked at that time. But what happened was after the people 

had finished their internship and the GHS was very ready to absorb them and post them 

to these areas then the young radiographers refused to accept these postings. So, you 

can still go to a hospital and there is an x-ray machine standing there with no 

radiographer to operate it. This is the difficulty that we have. Like I said when the 

numbers begin to increase, and the cities are choked nobody will push somebody’s 

people to accept postings to where are considered remote areas (Stakeholder 3). 

The workforce shortage, especially in the deprived areas and its contributing factors are 

discussed further below. Although the policy stakeholder contended that the biomedical 

engineers training plan was not carried forward, some radiographers across sites believed 
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otherwise. To some of the radiographers, there were still some biomedical engineers in certain 

rural areas practising illegally as radiographers: 

I believe strongly that some of these bio-medical staff found their way and were duly 

employed and are hiding in some of the villages and practicing as radiographers. I still 

believe it. And so, they think that the radiographer numbers are few, and so when they 

talk no one listens. I was very sure the then (name of government official) was 

supporting that initiative (Rad 17). 

 

As stated earlier, until the AHPC was established in 2013, allied health professions in Ghana were 

completely unregulated. A stakeholder argued that the many decades of unregulated allied 

health practice in Ghana had contributed to the current proliferation of quacks in the healthcare 

system. It was further argued that during the emerging years of the profession in Ghana, people 

who practised as radiographers did not receive any formal education or training but were rather 

trained on-the job, and so these on-the-job trained radiographers were still practising in some 

departments, adding up to the population of unlicensed radiographers: 

So, the issue about the quacks is not limited to the practice of radiography alone but 

almost to all the other clinical disciplines…So, because of that they have managed to 

sanitize the nursing and midwifery practice in Ghana. The AHPC is just about five years 

and…because of the way some of these professions emerged in Ghana like on the job 

training, you know, so you would notice that for some of the professions there was no 

formal training until maybe the last ten years so people are in some of these health 

The AHPC has the mandate to regulate 18 allied health professions across the various regions in the 

country. However, it’s main operational office is based in Accra, previously the only office until it 

recently acquired offices in Tamale and Ho to cater for the northern and eastern parts respectively. At 

the time of the interview, there were plans to acquire offices in Kumasi, Sunyani and other regions. 

There are 16 regions in Ghana with allied health professionals scattered across these regions and so 

it can be argued that the council will need to establish a presence in at least most of these regions if 

not all to enable it to execute its regulatory duties effectively. Overseeing 18 professional groups 

across a country of 16 regions presents a huge logistical and resource challenge to executing their 

regulatory duties. At present, it is inevitable that the regulator’s influence and reach across Ghana is 

patchy and hence issues such as promoting speaking-up and safe professional practices are also likely 

to be patchy and extremely scarce (Reflective memos). 
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facilities just because they are there, they have received some kind of on the job training 

okay. But now fortunately for us even in radiography it just used to be the University of 

Ghana which was running the programme but now fortunately I’ve heard two or three 

universities are also picking up (Stakeholder 3). 

Furthermore, it was contended that a further legacy of the many years of unregulated practice 

was that many allied health professionals including radiographers not recognising the need to be 

licensed or regulated. A senior official of the AHPC reported a lack of understanding on the part 

of some allied health professionals and a lack of awareness of the existence of the council on the 

part of the general public. This situation he said to be improving as the allied health professions 

licence registration was gradually becoming a pre-requisite for employment in Ghana’s 

healthcare sector: 

…So, the challenge now is to get every professional or every allied professional you 

know to bring him or herself under regulation…But then, it’s also encouraging that the 

license of the council is now being required for employment, for promotion, and so it 

appears that people are voluntarily coming to be registered for these reasons. And also, 

again because of the several years with non- regulation even the general public doesn’t 

seem to be very much aware of the council, so we are trying to create more awareness 

so that if you went into a facility and you were either maltreated or unprofessionally 

handled then you’ll be in a position to report such activity to the council for some 

disciplinary actions to be taken. (Stakeholder 3). 

The Nuclear Radiation Authority (NRA) is the agency responsible for regulating and monitoring 

radiation levels in all institutions that operate with radiation in Ghana. A number of 

radiographers reported concerns with the radiation dose monitoring, emphasising that more 

could be done to improve radiation protection for patients and staff: 

I think our radiation protection is a bit minimal. I would want us to be more conscious 

about that and would also want more seminars to be held to educate radiographers on 

speaking-up and radiation protection (Rad 16). 

I think they are no continuous professional development or education, and I am 

uncomfortable with the way professionals are monitored in terms of radiation levels. It 

is a big area of improvement in terms of safety for professionals (Rad 14). 
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To summarise, this section has shown that national regulation of health professions and aspects 

of radiography safety is challenged by historical issues concerning the lack of workforce 

regulation and an absence of nationally mandated professional development and education. 

National regulatory bodies can play a key part in promoting and sustaining patient safety and 

staff safety, including raising the profile of speaking-up. Hence, the awareness of the historical 

and current context of professional and safety regulation in Ghana provided in this section will 

be useful as further findings are explored. The analysis of the data also revealed workforce 

shortages and the challenge this poses to radiography practice in Ghana, and this is discussed in 

the next section below.   

4.2 Workforce Shortages and Poor Conditions of Service 

“If we are short of staff and we are really short of staff, we have to go through our 

human resource directorate, apply for recruitment. What you will be told is that we 

don’t have financial clearance, okay. And if you don’t have financial clearance from the 

Ministry, they cannot employ so as at now there are certain services, we cannot provide 

for 24 hours. We were providing 24-hour services, CT scan services but along the line we 

had to cut the night session. So, we are only…let’s say from morning to afternoon, and 

then from afternoon to evening. We don’t do any CT, so if there’s somebody, maybe an 

emergency in the night. An accident or an emergency in whatever form there will be no 

CT services. So, I will say there isn’t any strong policy by the Ministry on staffing…. A lot 

of the radiographers also left and there have been no replacements” (Rad 8). 

Across sites within public hospitals, the inadequate radiography staffing levels was apparent. This 

situation was most severe in the rural regions although the big cities especially Accra and Kumasi 

presented more workload pressures (Field notes). As indicated in the extract above, some large 

hospitals which served as referral centres for the whole region were unable to provide urgent 

radiological services for acute conditions and emergency services on a 24-hour basis as a result 

of staffing deficits: 
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Across sites and among participants, radiographer participants indicated that conditions of 

service were a strong determinant in their decision of choice of working in either a private or 

public hospital in Ghana. They argued that working in some private hospitals offered better 

conditions of service than in public institutions. Some radiographers reported that poor 

conditions of service were the reasons for the recent migration of radiographers from Ghana to 

highly advanced and high-income countries, adding up to the shortages in Ghana’s healthcare 

system: 

I think that conditions of service are not the best for radiographers which is why in 

recent times there is massive migration of radiographers from the shores of Ghana (Rad 

6). 

A number of radiographers reported that well-documented condition of service stipulating 

duties and benefits such as radiation allowance and other remuneration was lacking in 

radiography practice in Ghana: 

The second thing would be condition of service, maybe, renumeration and protection 

for radiographers. Because the job primary deals with radiation, and so having a well-

documented condition of service will be a thing of concern to me (Rad 4). 

A policy stakeholder confirmed that the profession lacked a documented or contracted 

conditions of service backed by the government and argued that it was because the body had 

not been offered an opportunity to negotiate for such provisions to the government on behalf 

of radiographers. He emphasised the need to have such a document or contract of service in 

place and suggested some provisions that could be included in drafting one for the society: 

…We don’t have a codified condition of service for radiographers so assuming we are 

offered an opportunity to sit with government to draft conditions of service…we put in 

This interview data led to reflections on how the radiography population in Ghana for many years has 

been described as inadequate. Until recently, the University of Ghana was the only institution training 

radiographers. About 5 more universities are now training radiographers and sonographers in 

Ghana. There are reports that some radiographers have declined job offers in the public hospitals for 

reasons of bad salary and poor conditions of service. Such radiographers argue that they would 

rather work for private hospitals than work for the government in public hospitals. The question that 

arises is whether the shortage of radiographers in public institutions necessarily means a national 

short supply of radiographers as there is evidence that most radiographers preferred to work in the 

private institutions and big cities (Reflective memos). 
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like for every month 10% of the basic salary shall be paid as radiation risk allowance. 

10% of the basic salary shall be paid as rural incentive allowance for radiographers. It’s 

established for government. So, when I go to a private hospital, I’ll pick that conditions 

of service document and discuss with an employer that if you want to engage me, this 

is the government conditions of service for radiographers includes a 10% as rural 

practice allowance and maybe after 5 years I’ll be entitled to study leave with pay. 

Please are you ready to meet me with this? The person says yes or no then you 

negotiate. But in a well-established quasi-government and all other that have a 

condition of service, you can make a suggestion for an inclusion of…the benefits I 

mentioned earlier depending on the establishment you find yourself in but as it stands 

now, we don’t have anything backed by government and so you cannot really force an 

employer as there is no conditions of service for a radiographer that has to be followed. 

But there is the code of ethics that is going to be used to punish you. What about your 

benefits? That one nobody cares about it. So, we only care about make something 

wrong and let’s punish you and that is what frustrates people working in the 

government sector (Stakeholder 2). 

 

A senior official from the AHPC acknowledged the shortage in radiography numbers across the 

country, attributing the shortage to inadequate numbers from the universities, whilst also 

referring to the issue of unregulated workers discussed in the previous section: 

The closing lines of the extract above highlight some interesting perspectives from a broader safety 

point of view and issues of just culture in radiography practice in Ghana. While arguing about the 

absence of a contracted conditions of service, the policy stakeholder laments about the blame culture 

especially in the public hospitals where guidelines exist to promote punishments when mistakes occur 

although radiographers have to deal with poor working conditions. For a company to adhere to the 

tenets of a just culture, all managers must treat employees who participated in a patient safety 

incident in the same way. When employees are treated equitably, they are more likely to speak up 

when problems arise, which promotes open communication and the sharing of knowledge.  A culture 

that is fair seeks to comprehend why failings occurred and how the system led to suboptimal 

behaviours, while also holding individuals accountable when there is evidence of egregious 

negligence or intentional conduct. By encouraging employees to disclose their mistakes, it may be 

possible to learn more about how to avoid them in the future. (Reflective memos)  
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…The current number or radiographers…are not sufficient to cover the whole country. 

That is one of the challenges you know the council is confronted with. And almost all of 

the few radiographers that we have want to be in the big cities and not the rural 

settings…When this issue about somebody who has been trained on the job and he has 

been occupying a position in a rural site for 20 years is now seen as a quack, fine we will 

remove such a person but who is going to replace that person?...So, now the good thing 

is like I said is that the universities are beginning to turn up more numbers of 

radiographers and so giving ourselves few years where the cities would be chocked you 

know, then I foresee a situation where the people who are now coming will be prepared 

to be posted to some these areas... So, it’s a balance that we have to face but I know 

that Cape-Coast this year came out with about 50 radiographers who are currently 

doing their internship. In Legon, you know, the average per a year was 30/35 which was 

mostly inadequate so with the numbers coming from Cape-Coast. Very soon we will be 

receiving numbers from UHAS and then UDS and then when we have such numbers and 

then we can completely do away with the issue of the quacks (Stakeholder 3). 

In contrast with the AHPC official’s argument on inadequate radiography numbers from the 

universities, a senior radiographer reported that newly qualified radiographers had no job 

placements: 

For the conditions of service, we’ve complained about it, but government is really not 

doing much about it and new radiographers who have completed school and completed 

their mandatory service to the country don’t have job placements. There’s so much to 

say (Rad 2). 
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Some radiographers expressed dissatisfaction with their salaries, stating that it was a source of 

demotivation and hence affecting their work attitudes. They believed that most radiographers 

would feel more encouraged to give their best in their role if their salaries were increased:  

Right from school, we feel this is a very good profession, and our services are very 

crucial when it comes to health service so from school days we feel like when we are 

done with school, we will have a good life because we would be paid very well. When 

you finish school, you realize that is not like that. And because of that mindset of a 

better future with a radiography in terms of living a good life, once you finish and you 

don't see that, that is where people allow students to be working when they are 

supposed to be working. When you tell the person, the person will tell you that why 

should I kill myself with all this radiation meanwhile there's nothing for me in this. So, I 

think if the radiographers are motivated very well It will go a long way to encourage 

them to put out their best (Rad 21). 

A number of radiographers raised concerns about the inadequacy of imaging and radiology 

facilities across the country. They suggested that the government should consider building more 

units in the urban centres and expanding imaging departments in rural areas to enable young 

radiographers to decide where they are happy to work. They further suggested incentives such 

Reflecting on the extracts above, it is evident that while the senior official of the AHPC reported a 

shortage of radiography numbers across the country resulting from inadequate numbers from the 

universities, some radiographers reported that newly qualified radiographers who had completed 

their internships had not been given any job placements for years. Again, this raises questions about 

whether these radiographers were actually offered job placements in possibly rural areas which they 

rejected for reasons of poor conditions of service and lack of incentives as suggested by 

radiographers or nothing had actually been offered to them. It also raises questions about whether 

the radiography workforce shortages that are being reported in the Ghana Health Service is really as 

a result of inadequate numbers from the universities yearly or rather resulting from other factors. The 

council put forward an argument for contracting quacks in the deprived areas and hopes that an 

influx of more radiography numbers from the universities will create a reduced demand for 

radiographers in the urban centres and hence force some radiographers to accept rural postings, and 

in effect curb the problem of quacks eventually (Reflective memos). 
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as accommodation and some allowances for rural radiographers to encourage them to accept 

placements: 

And the facilities that we have, the various facilities that we have in the country too, 

are not that many. And the government owned ones are in the remote areas. The young 

radiographers that are coming up, in the Ghanaian community once you complete 

school there is this perception that you also lend a helping hand to those behind you 

therefore people want to be in facilities that would bring them enough money to be 

able to take care of themselves and also their…, those behind them. So, if government 

can look into this and also expand the facilities in the urban areas so that people who 

can remain in the urban areas and also those who want to go to the remote areas if 

some benefit would be added to their salary. Benefit like accommodation, some few 

allowances. I think that will also help (Rad 13). 

A lack of recognition and respect for the radiography profession was emphasised as a major 

challenge by most radiographers across sites and this is discussed in the next section. 

4.3 Lack of Professional Recognition and Respect 

Recognition and respect for the radiography profession in Ghana was emphasised as a major 

concern for radiographers across sites. They argued that the profession lacked the needed 

recognition from the public and policymakers as well.  Some radiographers contended that this 

lack of recognition resulted from the small radiography workforce numbers and the fact that, the 

radiography profession in Ghana was fairly new compared to other health professions. They 

emphasised that there was strength in numbers and Ghanaian radiographers could only have a 

voice on issues if they attained the numbers and the necessary recognition: 

One major thing is I think radiography in Ghana lacks recognition. Radiographers are 

not recognised probably because the profession has not been around for too long, so 

we don’t have that recognition. The other challenge is our numbers. The numbers are 

too small. So, we need the recognition and the numbers so that when we speak, our 

voices will be heard. We also need good policies to govern the profession (Rad 5). 

Radiographers expressed dissatisfaction with their workforce numbers across the country, 

arguing that their lack of numbers was a barrier to being heard and as the other quotes 

demonstrate this could be seen as a lack of respect:  
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Our voices are not loud enough so our grievances and our concerns are not being 

addressed. Though we have them, you cry…to your president, your president also cries, 

it ends somewhere. Yeah. And I think I’ll blame that largely on the workforce in Ghana 

as in the radiographers in Ghana. I think they are about… The last statistics I heard 

about them I think they were about three hundred of them…compared to nurses that 

are over 20,000. When we make a noise and they also make a noise I think their noise 

will be heard and their grievances, but to us not yet (Rad 13). 

Across sites, most radiographers reported a lack of professional respect from the medical doctors 

they worked with. They stated that in the performance of their duties as radiographers, they 

mostly felt their opinions about the radiological examination requests and management of their 

patients were disregarded by medical doctors. They added that this behaviour of medical doctors 

made them feel inferior and disrespected: 

One of the greatest concerns I would say is lack of respect especially from medical 

doctors and they always feel that radiographers are inferior to them and sometimes 

they disregard opinion of radiographers and don’t accord the necessary respect to 

radiographers. They mostly feel pompous or big to seek advice or consultation from 

radiographers for some of the procedures a patient is supposed to undergo (Rad 12). 

A senior radiographer in rural practice believed radiographers were among the least regarded 

professionals in Ghana’s healthcare sector. The radiographer contended that this was because 

even other working staff in their hospital barely knew the actual job description of a radiographer 

and hence this results in radiographers’ concerns not gaining much attention: 

I think radiographers are not valued as far as the healthcare fraternity is concerned in 

Ghana… They don’t value us to the extent that people working with, other staff working 

in the facility do not even know that somebody working in radiology, or the x-ray unit 

is called a radiographer. It’s funny. They just refer to you as “x-ray man” or 

photographer. In this modern era, they just go like x-ray man is here…Yes, people can 

raise concerns on what they want, what they think is their problem and it’s being 

solved. But radiographers, how many are we? Our voice doesn’t get anywhere. So, if 

they begin to value us, I think that will also help (Rad 13).  

Furthermore, across sites, radiographers reported that one of the reasons why the profession 

lacked recognition was due to the lack of a representation and, therefore, lack of voice, at the 
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management levels. They argued that governmental health structures did not have a 

representative for radiographers, and even at the GHS there were no radiographers. They further 

argued that this lack of representation resulted in radiography-related decisions being taken 

without any form of consultation of the radiographers themselves. Hence the radiographers felt 

they usually did not have a say in the decisions by the government as they were not represented 

at that level. They further reported that other health professions had attained success in 

negotiations for a place in top management but the case for radiographers was different: 

We do not have representation in management. You look at all the government health 

structures and managements in all government hospitals and there are no 

radiographers. So sometimes decisions are taken pertaining to the field without 

consulting radiographers, even at the national level. I see other underrated groups 

fighting for their place in management and already you can see the difference their 

efforts have made. Postgraduate institutions for higher learning in these fields have 

really helped. You can really make an impact when you have acquired higher learning 

(Rad 20). 

Some radiographers emphasised the need for radiographers to be consulted and involved in 

radiography policy-making to ensure that these policies work for the good of the radiographer: 

…I think that it will be also necessary that we are more involved with policymaking for 

our practice. As it stands now, we are almost always at the receiving end and other 

people take the decisions on our behalf, etc. So, it's important that we have more of us 

go into getting into the positions of policymaking so that we can influence policies in 

our favour (Rad 6). 

A senior representative from the GSR discussed the difficulty in getting radiographers 

represented in management, especially the GHS. It may be recalled from the 

background/introduction chapters that Ghana’s healthcare system is entrusted with the MoH 

and the GHS, with the MoH having the duty of devising policies and managing healthcare 

delivery, which is carried out by the GHS (GHS 2004). Despite this national supervisory duty, the 

GHS has been indicated to oversee all health facilities except mission, teaching and private 

hospitals in Ghana (MOH 2018). Hence these hospitals exist and operate as separate entities to 

the GHS as they fall directly under the MoH (see healthcare structure figure 1.1 from the 

background chapter). This arrangement limits healthcare professionals working in these 
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hospitals which are directly under the MoH from occupying top managerial positions in the GHS. 

The stakeholder explains how this affects radiography representation at such senior levels: 

“The biggest challenge for me is career progression and because of that we cannot have 

people in higher positions. We tried, I tried, I lobbied to get a Rep at GHS, the question 

was who was going to occupy the position? I didn’t get anybody, so I left it… We didn’t 

get anybody in Accra and because most of them are in MoH. If you are in MoH you 

cannot go to GHS, so who in GHS can occupy the position? Then I was advised that “Do 

not go and create a slot that the radiologists will go and occupy”, that’s what I was told 

so I left it.  And that’s the problem (Stakeholder 2). 

Furthermore, the radiography workforce population has been reported to not only be small (347 

at the time of data collection serving a population of 31 million Ghanaians), but also a youthful 

one. The stakeholder contends that lack of experience in this youthful radiography population is 

a contributing factor to the lack of representation at the top management levels at the GHS: 

We need a career progression path to be created so people can move up take up 

leadership roles in the various respective departments and then we are there. You see 

that when you compare radiography to other professions, they have more advanced 

practitioners, so they always have some turning in for leadership roles. It’s not just 

about the clinical practice but policy formulation to cause change and that is what we 

don’t have. Now look at my population, 347, they are a younger population, so we don’t 

have people who are so old and have the requisite qualification to man the place. I could 

get someone who just completed radiography four years, and had his master’s degree 

but has that person got the rich experience to be at the GHS? The person is just a 

radiographer, meanwhile we have senior radiographers, deputy chief radiographers, 

and all that but are they also competent enough to man that position? No!” 

(Stakeholder 2). 
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Another challenge that was reported among participants across sites was the lack of 

specialisation and role extension pathways for radiographers. This challenge is linked to the 

attainment of a professional recognition which was previously discussed. The next section 

discusses this in further detail. 

4.4 Lack of Specialisation and Role Extension Pathways 

Among radiographers across sites, the need for the introduction of role extension and 

specialisation was emphasised. Some radiographers contended that the radiography job 

description was too limited and hence a demotivator to radiographers who pursued higher 

education, as the higher qualifications they attained were not used or seen as relevant by others 

in the clinical radiography practice in Ghana: 

I think one big challenge is the limitations of our job description. Radiographers are not 

allowed to write any comments on images which makes the job feel repetitive and does 

not encourage most radiographers to want to pursue further learning. This makes most 

radiographers who get their masters and PhD go into teaching since this system does 

not give much room to utilise their knowledge in health care practice (Rad 19). 

A senior representative from the GSR put forward an argument about some of the challenges 

involved in creating role extension and career progression pathways for radiography in Ghana: 

Teaching hospitals in Ghana are under the MoH and not the GHS. The GHS covers all government 

hospitals with the highest being regional hospitals, polyclinics and health centres. Accordingly, for the 

GHS headquarters to employ a representative for radiographers, that position would need to be 

occupied by a GHS employee, probably in the regional hospitals, to be appointed as the Chief 

Radiographer-GHS. 

Radiology departments across the country are headed by radiologists and not radiographers. This 

arrangement usually puts radiographers in an uncomfortable position as they always have to channel 

their grievances and concerns through a radiologist to top management. In most cases, the 

radiographers are not offered the opportunity to make their own case and fight for their cause, 

leaving most of their concerns not addressed, and even in cases where there is a response, it did not 

always favour the radiographer. Should radiographers always be headed by radiologists? (Reflective 

memos). 
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Currently the GHS  has no provision for radiographers’ who may do a PhD or do a 

Masters’…When you come with your master’s instead of the usual three to five years to 

move to the next rank, you can be moved in two years and that’s it for you.…Fortunately 

just before the elections I received a letter to draft a new scheme of service for 

radiographers and that the council was going to present this to the GHS…I met my 

executives together with the registrar to give me an idea of what we could do. 

Unfortunately, the registrar is not a radiographer and so he only told me that we should 

expand our ranks…to include a director position. One of the problems we were having 

was if you are a technician and you get to a senior principal technical officer and you 

do a degree you come back and start as a fresh radiographer on a lower salary…We 

managed to put it together such that all district hospitals should have a chief 

radiographer,  regional hospitals should have an Assistant Director and teaching 

hospitals will have deputy director and at the GHS who will report to the director 

radiography services. I’ve submitted it to the registrar...One of the problems is that we 

were not called to make our own case but it was only the registrar of the AHPC 

governing 18 professions that is going to make a case for us. Granted the registrar is 

not a radiographer, whatever I submit if it doesn’t make sense to him, he can cancel it 

(Stakeholder 2). 

Across sites there were reports about many radiographers who had attained higher qualifications 

from various reputable universities outside Ghana to perform certain specialised radiographic 

examinations such as image reporting but were not allowed to practice with those qualifications 

in Ghana. They further emphasised that even in cases where these highly trained radiographers 

had better radiological opinions on certain radiological procedures, their voices were not always 

heard. It should be noted that although this sub-section mainly discusses the lack of 

specialisation and role extension pathways, it is undeniable that the issue of voices not being 

heard, and a lack of representation is coming through strongly in the data. This perception of not 

being heard is also linked to a lack of respect and recognition argued across sites by 

radiographers: 

Some of the concerns, in my opinion are the fact that currently, you may have 

radiographers not being able to do certain things. We have a lot of radiographers now 

who have their master’s degrees from the UK and USA and have qualifications to do 

certain specialised radiographic procedures, but they are not allowed to do it in Ghana. 
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Some of them have even gone on to complete courses on radiograph report writing and 

yet they are not able to practice with these qualifications. In our daily practice, there 

are cases that come to the department and upon re-examining the patient, you know 

that if only certain radiological procedures would be done for the patient, it would 

provide a better diagnostic view and possibly better care for the patient so you may call 

the referring clinician for a discussion. But it’s always a 50/50 situation because 

sometimes the doctors feel they know it all so they would come up to you and insist 

that you only what they requested for, but you know in your gut that would they have 

requested for is not in the best interest of the patient. Some of these doctors however 

accept your views and sometimes heed to your advice and in some cases even change 

their initial request or add your suggested procedures to the betterment of the patient’s 

condition. (Rad 10). 

Some radiographers further argued that unlike other health professions that were highly 

specialised, radiography practice in Ghana lacked specialisations: 

…Everything is seen like one. When you go to the biomedical scientists, you’ll see that 

they have done theirs in specialties. They have microbiology, they have this, they have 

that…the nurses’ one is better off because you have nurse practitioners, we have nurse 

physician assistants, and you can see, when you go to the salary scale you can see the 

different stratification. But when it comes to radiography it is the same radiography. 

There is no specialty with different salary grading (Rad 17). 

The next section discusses concerns about radiography equipment procurement and 

maintenance as reported by some radiographers. 

4.5 Equipment Procurement and Maintenance 

Most radiographers in public or government-owned hospital reported issues of equipment 

breakdown in their facilities: 

…. most of our machines get broken down and they are not repaired. And also, we that 

use the machines are not part of those who make the decisions, so the machines are 

brought and there is a whole lot of chaos around it (Rad 18). 

Public Procurement in Ghana is governed by the Act 663, 2003. The stipulations of this Act are 

that all public institutions must have a procurement entity with a duty to undertake all 
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procurements for that institution according to the requirements of the Public Procurement Act 

663. However, assertions by participant radiographers suggested the requirements of Act 663 

were not always followed in procuring radiological equipment. They argued that the approach 

adopted by government in procuring these equipment, usually did not involve arrangements for 

preventive maintenance; thus, once the equipment broke down, nothing could be done. They 

further argued that radiographers were not taken through the required quality assurance 

programmes needed to produce quality images and also maintain the equipment. Furthermore, 

there was an assertion that government relied on donor equipment from other countries and 

these donor machines often did not have any preventative maintenance contracts. They 

however emphasised that this challenge was not faced in private hospitals and diagnostic 

centres: 

In most of the situations, equipment is acquired and set-up without providing any 

proper maintenance agreement so you will get this very beautiful equipment installed 

but planned preventive maintenance systems are not normally in place. And then it 

presents a big challenge because it doesn’t allow for smooth operation of services 

provided by the radiographer. In line with that will come with maybe quality assurance. 

If there isn’t good preventive maintenance systems then obviously, we don’t get good 

quality. The quality assurance systems will not be of the best…Government in their 

effort to increase radiology service in Ghana must not rely on these donors 

when…acquiring equipment. Proper procurement things must be done, and preventive 

maintenance arrangements must be part of the procurement of equipment. When that 

thing is there and government is committed to it, they will be willing to pay the owners 

of the machine and they will maintain the equipment according to how it should be in 

their books… (Rad 8). 

Across sites, it was observed that a good number of radiology equipment in public or 

government-owned hospitals had broken down for many months without any sign of hope of 

repair. This was not the case in the private hospitals and diagnostic centres (Fieldnotes). 

The last, but not least, challenge to be discussed in this chapter is one with education and training 

and the section below captures that. 



84 
 

4.6 Education and Training Challenges 

Across sites and among radiography participants, concerns were raised about the radiography 

curriculum and educational structure. A senior radiographer managing a radiology department 

argued that most newly graduated radiographers were challenged with the clinical work 

although they had theory knowledge, hence suggesting that the radiography curriculum puts 

more attention on the practical aspects of radiography: 

That's a tough one! One would be the academic course. I think, I would put a little bit 

more emphasis on the practical aspect, as in clinical work. Because I have realized that 

there’s a lot more that needs to be done in that aspect. I've dealt with a couple of young 

graduates. And I realized that it’s a big issue for them (Rad 4). 

Most radiographers across sites argued that postgraduate radiography programmes were not 

readily available in universities in Ghana, compounded with a lack of support or funds for higher 

education in radiography in Ghana. They further contended that the government did not provide 

any scholarship schemes or sponsorships or radiography education: 

One big challenge is that there aren’t many schools running postgraduate programs. 

So, there are many radiographers who want to further their education but are unable 

to do so due to limited resources. This has personally affected me badly (Rad 20). 

The next challenge is radiographers do not receive enough support in terms of pursuing 

higher education. They don’t get the funding needed from the governing bodies which 

is probably because the governing bodies also don’t get the necessary support from 

government (Rad 12). 

A senior representative from the GSR questioned government’s commitment to supporting 

radiography education. The stakeholder suggests some ways radiographers could be better 

supported by the government such as through granting funding, paid study leave and some 

flexibility with work shifts:  

So, the solution is how we can encourage our membership to take up further education. 

It’s expensive…Government should be able to help us in furthering studies. There’s no 

opportunity for us for study leave with pay. So, no radiographer is able to go to school 

in the free path, so they always advance to go and do weekend programmes, business 

administration and others but doing radiography programmes are expensive…Now we 
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have Masters’ and PhD in Ghana, but employers are not ready to offer study leave...We 

should be able to grant study leave to radiographers to go for further studies and come 

back and perhaps bond them to continue working, and the schools do have flexible 

ways of producing foundation members…once you…produce foundation members 

these people will help with the human resource capacity aspect in the teaching. There 

could be flexibility in either executive weekend programmes or sandwich programmes 

so that radiographers are able to choose what suits them. And once they are able to 

acquire all these experiences and get to the top, they can also change or make policy. 

When we don’t have anybody up there to speak for us it is difficult. We need to help 

each other for our betterment… (Stakeholder 2). 

4.7 Conclusion  

To conclude, this chapter summarises challenges faced in radiography practice in Ghana as 

gathered from the interviews. The regulation of the radiography profession in Ghana is 

challenged by the activities of unlicensed personnel and this is a major safety concern, given the 

use of radiation in radiography practice. Although regulators are aware about the activities of 

these quacks especially in the deprived regions, not much is being done about it for reasons of 

not having qualified radiographers to accept postings to these regions. Hence the proliferation 

of quacks in radiography practice in Ghana is not just a regulatory issue, but a workforce shortage 

one as well. Radiographers have argued that such rural postings will be accepted if they come 

with better conditions of service and incentives as done for other professionals such as medical 

doctors. Radiographers argued the radiation levels are not properly monitored in their facilities. 

There are also staffing deficits in most public hospitals, making them unable to run 24-hour shifts 

for acute injury scanning and emergencies. Radiographers expressed a displeasure with the lack 

of recognition of their professional roles coupled with not being represented at the top 

management levels and in government. This leads to a lack of voice/recognition and ultimately 

is perceived as a lack of respect which threatens staff engagement and motivation. They further 

argued that the lack of role of specialisation and role extension pathways for their practice in 

Ghana was a demotivating factor in attaining satisfaction in their roles as radiographers. There 

were concerns about equipment procurement and maintenance in most public or government-

owned hospitals. Radiographers emphasised the need to be supported by government in their 

pursuance of higher education as they believed it was the only way to develop the profession in 

Ghana.  
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Lastly, this study sought to explore the experiences of Ghanaian radiographers in speaking-up 

about safety concerns through answering a number of research questions. One of such questions 

being “What is the willingness of Ghanaian radiographers to speak-up about patient safety 

concerns?” According to the Institute of Healthcare Improvement (2019), for speaking-up to 

occur in a health institution, there should be a psychologically safe environment, active 

leadership and management support. Furthermore, for speaking-up to occur, there is the need 

for transparency to ensure that the healthcare team and management are not being silent about 

safety issues but tackling them seriously and fairness such that people are not being punished or 

blamed due to system-based errors. Reflecting on these speaking-up conditions and bearing in 

mind the challenges discussed in this chapter, it is undeniable that speaking-up behaviours of 

Ghanaian radiographers may be compromised.  The reason being that the existence of some 

speaking-up conditions such as psychological safety, management support and fairness may be 

questionable in the Ghanaian healthcare setting described by radiographers in the data. This, in 

addition to the other challenges also discussed in this chapter may play a role in a radiographer’s 

decision to speak-up about safety concerns and this could in turn have an impact on patient 

safety. The next chapter discusses the understanding and perceptions of speaking-up and patient 

safety as revealed by the data. This theme explores the general perceptions of Ghanaian 

radiographers about speaking-up and patient safety and the influence of culture and beliefs on 

these perceptions. 
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CHAPTER FIVE 

UNDERSTANDING AND PERCEPTIONS OF SPEAKING-UP AND PATIENT SAFETY 

5.0 Introduction 

As mentioned in the earlier chapter, the thematic analysis of the data generated three broad 

themes. Namely, the understanding and perceptions of speaking-up and patient safety, 

workplace barriers and facilitators of speaking-up and the current strategies in response to 

barriers and facilitators and future directions. This chapter discusses the first theme. The overall 

aim of the study was to explore the experiences of Ghanaian radiographers in speaking-up about 

patient safety concerns. In achieving this aim, one of the key objectives was to identify 

radiographers’ understanding of patient safety and ‘speaking-up’. This chapter addresses this 

objective and the research question: “What do radiographers in Ghana understand by the 

concept of speaking-up for patient safety?” Answering this question was very crucial for the 

researcher as it was considered a determinant of the answers to the other research questions 

which follow in subsequent chapters. 

It is imperative to know the perceptions and understanding of Ghanaian radiographers about 

speaking-up and patient safety. It is also significant to know how these perceptions and 

understandings were informed as people’s perceptions and understandings cannot be ignored 

in comprehending their intentions, and/or the actions they take, or choose not to take (Smith 

1993). In effect, it may be argued that the perceptions and understanding of the concept of 

speaking-up by Ghanaian radiographers may be a determinant of their willingness to engage in 

the act of speaking-up about patient safety concerns. Hence, this chapter also addresses the 

second research question: “What is the willingness of Ghanaian radiographers to speak-up about 

patient safety concerns?” 

Two main sources of understanding were apparent in the data, which are labelled in Figure 5.1 

as formal and informal knowledge. Hence this chapter is divided into two main sections. The first 

section explores the ‘formal’ knowledge which mainly embodies the knowledge about speaking-

up and patient safety that is conveyed through formal channels such as education as identified 

in the data. This is followed by the later section which discusses the ‘informal’ knowledge, which 

demonstrates the influence of Ghanaian societal culture and the African belief system on the 
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speaking-up perceptions and understanding of Ghanaian radiographers. Each of these sections 

are explored under three sub-headings as illustrated in Figure 5.1 below. 

 

 

 

Figure 5.1 Schematic structure of the understanding and perceptions of speaking-up and patient 

safety in diagnostic radiography practice in Ghana.  

5.1 Formal Knowledge 

The term ‘formal knowledge’ is used in this chapter to describe the knowledge, perceptions and 

understanding about speaking-up that is or should be conveyed through formal channels, such 

as employers’ policies or guidance, regulators and through training/education. During the 

interviews, the participants were questioned about their understanding of the term ‘speaking-

up’ and other relevant terms such as raising concerns mentioned in the earlier chapters. The 

researcher dedicates these few pages to exploring at times somewhat subtle differences in 

understanding and usage of words that are often used interchangeably. The rationale for 

investing time to this form of analysis being that to date, there is no literature/research on these 

terms from Ghana and very little from elsewhere in Africa, therefore it cannot be assumed that 
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these words are necessarily known, shared, understood, or used. The views expressed by the 

radiographers about the terms are discussed in the sections below. Overall, the knowledge about 

speaking-up and patient safety were consistent across the different participants regardless of 

demographic factors such as age, gender, geographical location, or years of practice. The next 

section discusses formal knowledge about the term ‘speaking-up’ in detail. 

5.1.1 Speaking-Up Knowledge  

It should be noted that as mentioned in the literature review (see chapter 2) the terms ‘speaking-

up’, ‘whistleblowing’ and ‘raising concerns’ are used interchangeably in the speak-up literature 

mainly from the west but may also refer to different types of speaking-up approaches, with 

whistleblowing often describing more formal routes (although not always), external to the 

organisation of the whistle-blower. Across sites, the majority of radiographers had a partial 

formal understanding of the term ‘speaking-up’, where they understood some aspects more 

than others and they described their understanding in diverse ways.  

 A number of radiographers described speaking -up as the drawing of attention of relevant 

‘higher’ authorities to concerns: 

…speaking-up is first drawing the attention of appropriate authorities on concerns you 

have or certain things you feel are not right or certain things you feel must be known to 

someone of a higher authority so that the appropriate measure or action can be taken 

(Rad 1). 

Most of the radiographers explicitly linked their understanding of speaking-up to patient safety. 

They explained speaking-up as raising concerns or reporting wrongdoing to an unspecified 

person or body, to ensure the safety of the patient:  

Speaking-up in general basically means raising concerns for the benefit of an individual 

or an organization and in terms of radiography practice, speaking-up simply means 

raising concerns for the benefit of patients’ safety and quality of care, upon recognizing 

or becoming aware of a risk or a potential risk (Rad 12). 

What I understand by this is when a worker reports a wrongdoing at work, so in this 

case a radiographer reporting a wrongdoing at the department mainly in regard to 

patient safety so that the diagnosis or treatment procedures can be carried out without 

exposing patients to any harm (Rad 20). 
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Similar to some descriptions in the speak-up literature reviewed in chapter 2, some 

radiographers said that they considered the term ‘speaking-up’ to be the same as 

whistleblowing: 

Speaking-up is just like whistle blowing, it's about unearthing or uncovering vices that 

need to be discussed in work areas or in general life. That's my understanding of 

speaking-up.… (Rad 10) 

The concept of speaking-up was also deemed relevant to potential harm occurring to both 

patients and staff: 

Speaking-up, as the name implies refers to raising concerns about wrongs being done 

against patients and staff in the workplace or reporting colleagues who are not doing 

the right things generally. (Rad 8). 

Speaking-up was also described as patient advocacy by some radiographers across sites. 

Participants in this case believed that engaging in the act was mainly, or specifically, for the 

benefit of the patient as indicated in the extracts below: 

I think it is being like a patient advocate. So maybe the patient is the one that is 

undergoing some sort of discomfort, for example you as a professional have to speak 

on behalf of the patient so being the voice and hence advocating for the patient. (Rad 

14) 

I think it basically has to do with being able to speak-up when there's something that is 

going wrong with a patient, something that has to be done, right, and you need to 

rectify it, or bring it to the attention of those in charge of maybe rectifying the situation. 

That’s basically what I think. (Rad 20) 

Several radiographers across sites explained the concept of speaking-up from a specific 

radiography perspective, stating it could be described as voicing out uncertainties about 

radiography imaging protocols, or wrongdoing in the department as illustrated in the extracts 

below:  

Bringing it into radiography, I would say if there’s probably a policy or a protocol that 

you don’t agree with, you would want to speak-up or you would want to let someone 

know that you do not agree with that situation. (Rad 3). 
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Bringing it into the circle of radiography, I will say that it could be described as any 

happening in a radiography unit, which I do not agree with, or think is not safe for either 

patients or staff and so would want to speak on it so that it is corrected. (Rad 9). 

While majority of the radiographers across study sites had a partial understanding of speaking-

up and patient-safety, others only gave literal or general meanings of the term “speaking-up”, 

without linking it to healthcare generally, or patients and patient safety as illustrated in the 

extracts below: 

Speaking-up basically to me is a matter of voicing out your feelings, disagreements on 

issues generally or being bold and speaking out on things that you don't like or like. 

(Rad 5) 

basically, means trying to speak-up or making known what the problem is. (Rad 12). 

Interestingly, not all radiographers rightly understood the term ‘speaking-up’, providing 

definitions that did not provide a clear understanding of the term. These definitions, although 

not wrong were more literal and lacked a complete understanding from the perspective of 

speaking-up in the context of work and patient safety: 

To speak-up is just to speak loudly, or make others hear what you have to say. It usually 

happens when you want to defend a person or protest about something that maybe 

you're not in line with and you are speaking-up against it. (Rad 3). 

What I understand by this is expressing yourself in a loud manner over an issue. Saying 

what you think should be done. (Rad 19). 

At one of the sites, a junior radiographer explained the term ‘speaking-up’ by providing an 

example, reflecting the literature, linked to ‘whistleblowing’ and ‘raising concerns’, while 

emphasising the need for moral courage to engage in the act: 

Like I said, there are things that when people see, they find it difficult to say it. For 

example, if somebody is doing the wrong thing and it needs to be talked about or 

reported but no one actually talks about it so if you get the courage to voice it out or 

bring it to bare, it means that you are exposing wrongdoing and you are speaking-up 

or raising concerns or whistleblowing. (Rad 7). 

To recap, this section demonstrates the differences in the Ghanaian radiographer’s knowledge 

about the term ‘speaking-up’. Not many radiographers could distinguish between ‘speaking-up’ 
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and ‘whistleblowing’. While some radiographers across sites offered a full understanding of the 

term, others gave literal meanings of the term, and some seemed to not fully understand   the 

term in relation to healthcare. The next section of the formal knowledge sub-theme explores the 

Ghanaian radiographers’ knowledge about the term ‘whistleblowing’. 

5.1.2 Whistleblowing Knowledge 

Although the terms ‘speaking-up’ and ‘whistle-blowing’ are sometimes used interchangeably as 

indicated in literature, it should be noted that these terms also have their respective individual 

meanings as defined in the earlier background chapter. Across sites, radiographers described 

whistle-blowing in diverse ways. To some radiographers, the term was simply discretely 

reporting unlawful actions against patients or institutions to external bodies, or a higher 

authority as illustrated in the extracts below: 

whistle blowing is when something unlawful to a patient or organization is being done 

and you silently inform a higher authority with the aim that what you perceive to be 

wrong will be corrected by that higher authority. (Rad 15). 

Whistle blowing is basically when you tell on somebody in a higher authority. And so, 

you report somebody who is in a higher authority to someone who has the power to do 

something about it behind their back, but then you try to hide your identity as well. 

(Rad 14). 

Although there are slight differences in their understanding of the term, both participants agreed 

that the whistleblowing involves reporting a wrongdoing to a higher authority, or an external 

body. The need for ensuring anonymity in the process of whistleblowing was also emphasised by 

these radiographers.  

Furthermore, across sites, a number of the radiographers linked their understanding of whistle-

blowing to raising concerns. They argued that the act of whistleblowing could be described as 

raising concerns about a wrongdoing. Although this section is quite similar to some of the 

extracts discussed on page 4 which demonstrates that some radiographers thought speaking-up 

and whistleblowing were the same terms, the extracts discussed here are based on the terms 

“raising concerns” and “whistleblowing”: 

So, whistle blowing simply means you raising concerns about happenings that you see 

to be wrong or incidence that you see to be things that shouldn’t be happening. (Rad 

13) 
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I think they are more or less the same thing. Because when someone is blowing a 

whistle, they are basically raising a concern or speaking out on something they are not 

happy about. So, they generally arrive at the same thing. (Rad 5). 

Among the radiographers who linked their understanding of whistle-blowing to raising concerns, 

a senior radiographer tried to differentiate between the terms ‘raising concerns’ and 

‘whistleblowing’. The radiographer contended that the main difference between these terms 

was that ‘whistle-blowing’, was associated with vices and negativity and ‘raising concerns’ was 

only relevant for issues that were known to all and expressed openly. However, the explanation 

that /both parties are aware about what is happening suggests a degree of misunderstanding of 

the term raising concerns. 

I think there is a slight difference between raising concerns and whistle blowing. For 

raising concerns, it's something everybody is aware about, I would say both parties are 

aware about what is happening. They have a legitimate claim as that, oh, this could 

have done this way or the treatment I've seen, wasn't fair enough or good enough. 

Whereas whistleblowing is about uncovering a vice such as somebody extorting a 

patient or there is some particular form of process or practice that is being done, which 

is not the right thing. And the patient or another person decides to blow the whistle or, 

circumvent the person to report to a higher authority for actions. That's the main 

difference, I know between raising concerns and whistleblowing (Rad 1) 

Just as mentioned earlier for the term ‘speaking-up’, some radiographers explained 

whistleblowing literally or without offering in-depth descriptions or necessarily linking it to 

patients or staff as illustrated in the extracts below: 

I understand whistleblowing to be letting people know about something (Rad 19). 

Whistleblowing is simply someone giving a tip off (Rad 16). 

Furthermore, few radiographers across sites linked their explanations of whistleblowing 

to issues concerning patients and staff. Among these were some who described it as 

speaking about a concern quietly to fellow staff at work and not necessarily to an 

authority. Unlike some of the other participants, these radiographers explained that 

whistleblowing involved reporting to a colleague and not necessarily a higher authority:   

Whistleblowing, I think means when there is a problem, you identify a problem in your 

work and you say it, maybe not loudly, but to those around you. You just say that you 
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have found a problem here. Maybe not directly to the one who is supposed to solve the 

problem maybe with your colleagues or anyone around you think is necessary the 

person knows. (Rad 18). 

To summarise, this section demonstrates the Ghanaian radiographer’s knowledge about the 

term ‘whistleblowing’ generally. As was the case for the term ‘speaking-up’, some radiographers 

across sites offered an in-depth understanding of the term, while others gave literal meanings, 

and some had limited understanding of it. Nevertheless, some of the explanations about 

whistleblowing offered by the radiographers were linked to specific elements such as anonymity, 

the legality of the issue of concern, the need to report to external bodies or individuals. While 

some radiographers explained that whistleblowing involved reporting to a higher authority, 

others argued that the report could be made to a colleague, or just anyone, hence suggesting 

the role of sharing concerns, no matter who it is to. Furthermore, a key commonality that was 

noted across all the explanations was the acknowledgement that for a practitioner to speak-up, 

or blow the whistle or raise a concern, something first has to go wrong. The next section of this 

sub-theme explores formal knowledge about the term ‘raising concerns’ as identified from the 

data.  

5.1.3 Knowledge about Raising Concerns 

Across sites and among radiographers, the term ‘raising concerns’, just as in the earlier 

mentioned terms was explained in diverse ways. Some of these descriptions were more 

generalised and not linked to patients, staff or radiography practice in Ghana: 

Raising concern is noticing a problem and saying it as it is. (Rad 16). 

… raising concerns is to be raising an alarm about an issue or making people know about 

the hazards of a situation. (Rad 19). 

Other radiographers described how raising concerns involved reporting directly to the person 

involved in the act or reporting to members of the public. Neither of these approaches are 

representative of the literature definition of raising concerns: 

Raising concerns is talking to the one committing the act and telling him or her that 

what he is doing is wrong (Rad 15). 
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  … raising concerns is about talking about things that especially happen at your 

workplace that you think needs to be reported to the general public at large. So 

basically, that’s it. (Rad 4) 

Although the majority of the radiographers were more familiar with the term ‘raising concerns’ 

than ‘speaking-up’ and ‘whistleblowing’, there were many overlaps in their explanations of the 

term ‘raising concerns’. Across sites, radiographers interchangeably described raising concerns 

in term of speaking-up for patient and staff safety: 

I believe the term raising concerns just as the other terms mean to speak-up about 

safety of patients or even about your own safety as a health professional. (Rad 20). 

It basically concerns issues that you think are not in line with professional practice and 

speaking-up about those things, especially when they affect the safety of patients or 

staff (Rad 14).  

Some radiographers linked their definition of raising concerns to whistleblowing. They argued 

that to raise a concern simply means to blow the whistle on wrongdoing, hence demonstrating 

an overlap in their understanding of the term ‘raising concerns’ and its associated terms: 

Well, in my understanding if someone wanted to raise a concern about something, that 

will basically mean that there's an issue on board, and the person wants to talk about 

it. So, I mean, there's something you actually don't agree with, or you probably don't 

understand or you're not comfortable with and so you want to talk about it. I believe 

that’s what we call raising concerns. I think whistleblowing goes along a similar line. I 

mean, if there's anything going on, which is not so good, and so you want to talk about 

that is for me, whistleblowing. (Rad 9).  

In another light, a senior radiographer at one of the rural sites explained the term ‘raising 

concerns’ using a clinical/legal scenario around child protection. This demonstrated a subtle 

difference to some of the earlier descriptions as this was similar to an incident reporting or 

reporting a safeguarding issue which is more specific process/procedure than raising concerns 

more generally: 

Raising concerns, whistleblowing and voice, they are all probably interchangeable. You 

can use them interchangeably. We can look at it from different angles. For instance, if 

a child comes in limping but the parents are not ready to give full details of what 

transpired. You may have done x-ray and realised that the fracture or abnormality is 
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most probably as a result of trauma. Possibly a trauma case involving the parents. Then 

you can from that point notice that they are trying to hide something. In that case, you 

need to fight for the child’s right by reporting such parents. (Rad 17) 

Radiographers argued that throughout their radiography training and practice, they had never 

had any formal knowledge on speaking-up disseminated to them either through teaching, 

training, regulation or policy document. For majority of the participating radiographers, their 

exposure to the topic was as a result experience than education, training or policy. Most 

participants explained that they have had speaking-up experiences either as someone who 

speaks up or someone who receives and responds to concerns. These issues are discussed in 

detail in the chapters that follow as they explore speaking-up experiences of radiographers, 

current strategies and their associated barriers and enablers.  

Across sites, the responses given by some radiographers showed a lack of understanding of the 

topic: 

I haven't heard about whistleblowing before. I think raising concerns isn’t something 

that I have heard before in radiography. I think it's basically got to do with when 

something happens, and you want to know more about it and how it happened. (Rad 

11) 

Some radiographers across sites stated that they had a very limited knowledge about the terms. 

They stated that they did not have any understanding of the terms: 

…I do not know what it means. (Rad 15) 

Across sites, participating radiographers were asked if they could tell any differences between 

‘speaking-up’, ‘raising concerns’ and ‘whistleblowing’. The majority expressed an inability to 

clearly distinguish between them: 

I'm not able to distinguish these terms. From my personal view, I see them to be the 

same thing. I cannot distinguish between them. (Rad 1) 

I can't really say clearly what the difference is, but I think generally they mean raising 

concerns about issues of talking about something that needs to be rectified. (Rad 2) 

To conclude, the opening of this chapter has explored Ghanaian radiographers’ formal 

knowledge and understanding about speaking-up for patient safety in a general sense. It was 

observed that the terms ‘speaking-up’, ‘whistleblowing’ and ‘raising concerns’ meant seemingly 
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different things to these Ghanaian radiographers. It should be noted that the terms are not 

always distinguishable in the speak-up literature or policy and in some ways, the understanding 

of Ghanaian radiographers reflected this. Although explanations given by radiographers were 

linked to specific elements such as anonymity, the legality of the issue of concern and the need 

to report to external bodies or individuals, some similarities could be drawn from these 

definitions and explanations. For example, all the definitions offered acknowledged that for a 

practitioner to speak-up or blow the whistle or raise a concern, something first has to go wrong.  

While some of the data discussed here demonstrated overlaps in Ghanaian radiographers’ 

understanding of speaking-up and its associated terms, others illustrated a flawed or partial 

understanding of the terms as these terms originate from the west. Furthermore, some 

radiographers revealed that they had limited knowledge about the term ‘whistleblowing’ prior 

to the commencement of the interviews. It was noted that, overall, there was a lack of formal 

knowledge about ‘speaking-up’ and its associated terms. Radiographers, for instance made no 

direct or indirect reference when explaining their understanding of these terms to sources of 

formal knowledge such as education, training, specific national or professional regulation or 

national or local policy. This suggests that Ghanaian radiographers’ understanding and 

perceptions about these terms generally emanates from hearsay, experiences and societal 

culture. The next section of this chapter therefore explores the informal knowledge about 

speaking-up for patient safety among Ghanaian radiographers.   

5.2 Informal Knowledge 

The process of thematic analysis of the data also identified that Ghanaian radiographers’ 

understanding and perceptions about speaking-up are influenced by informal sources, hence the 

term ‘informal knowledge’. This refers to knowledge and perceptions about speaking-up that are 

influenced by informal sources, channels or structures such as belief systems, tradition, culture 

and families. This section therefore explores the influence of the Ghanaian culture and the 

African belief system on the understanding of speaking-up for patient safety.  As already 

discussed in the earlier chapters, the review of literature prior to the data collection 

demonstrated a dearth in literature from Low-to-Middle-Income Countries (LMICs). 

Consequently, reflecting on the predominantly ‘westernised’ literature (from Europe, North 

America and Australia), I was highly interested in identifying in the data how healthcare 

professionals working in under-represented geographical areas and cultures explained and 
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understood these terms. I believed that it was not prudent to readily transfer the understanding 

and experiences of people from different national and workplace cultures into the Ghanaian 

context.  

Culture is simply “a set of distinctive spiritual, material, intellectual and emotional features of 

society or a social group, that encompasses, not only art and literature, but lifestyles, ways of 

living together, value systems, traditions and beliefs” (UNESCO, 2001: p12). In contrast, it is 

interesting to note here that culture in relation to the speak-up literature is largely mentioned 

as workplace culture rather than this broader social way of understanding culture. Consequently, 

reflecting on culture in the broader societal sense is described here, it was evident that to better 

comprehend Ghanaian radiographers’ understanding and perceptions about the topic, it was 

imperative to be enlightened about these cultural values and belief systems which may inform 

their speak-up decisions. This will be discussed under three headings as illustrated in Figure 5.1 

above.  

5.2.1 The Ghanaian Child’s Upbringing and Culture 

Across sites, radiographers described how their upbringing as a Ghanaian child influenced their 

perceptions about speaking-up when they observed a wrongdoing. They discussed, for example, 

that the hierarchical nature of Ghanaian culture resulted in raising children to accord the highest 

level of respect to the elderly or people in authority. They explained that their upbringing 

positioned speaking-up as a character flaw, such that engaging in speaking-up resulted in being 

considered too proud or as a troublemaker and not submissive. It should be noted that within 

the speak-up literature documents and more general public discourse, these words are well 

known tropes attached to stigmatise whistle-blowers:  

In the Ghanaian context, we are brought up to believe that the elderly and people in 

authority are always right.  And so, you are not expected to challenge authority, you 

always have to submit. When it comes to speaking-up, we don't speak-up because of 

the way we are brought up. You have to subdue to authority. An adult is always right 

all the time. So, if something is going wrong, and that wrong is being perpetrated by 

someone who is an adult or someone in authority we feel like telling on him or her will 

mean that we are disrespectful or not submissive or we are proud. (Rad 1) 

Radiographers contended that the Ghanaian culture and child upbringing made the act of 

speaking-up a difficult one to engage in throughout their childhood lives and eventually shaped 
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their perceptions of speaking-up in adulthood.  They emphasised that this in essence, affected 

their willingness to speak-up about concerns in their workplaces. In these extracts child 

upbringing is reinforced as a powerful form of socialising and engendering or inculcating children 

to societal values which may have been similarly passed down across generations. The phrase 

“it's very difficult to overcome that ideology” as used by Rad 1 below emphasises the struggle 

of individuals to repress ideas and societal values passed on to them by their predecessors: 

…. these things make it really difficult. Our culture and our upbringing, I would say is 

against speaking-up.  (Rad 10) 

That is how we were brought up. It’s the very the foundation we exist from. It starts 

from our home to school so, that kind of foundation has already been laid, and it's very 

difficult to overcome that ideology of you being expected to always respect someone in 

authority or the belief that an adult is always right. So, it plays a very huge role at our 

workplace. The way we were brought up plays a very huge role on the way we think or 

the way we do things at our workplace and in our Ghanaian setting, we are brought up 

not to speak-up so this is transferred to our workplace, and we do not speak-up. (Rad 

1) 

The following sections further demonstrate that Ghanaian culture was argued by participants to 

profoundly not support the act of speaking-up and these things that are learnt in the home, or 

society more generally, is usually transferred to the workplace. They therefore contended that 

workplace interactions around speaking-up and raising concerns were in effect shaped by the 

home and parenting/grandparenting environment and, in relation to this, reflects the national 

culture.  

In Ghana, for instance, even in our homes, going up against your parents or your older 

siblings is frowned upon. It's a culture that we unluckily have to live with and being 

brought up in the community that shares the same beliefs has resulted in the same thing 

happening within facilities. So, I think that form of intimidation is the main barrier 

towards speaking-up in my facility and in the nation……the Ghanaian culture 

profoundly doesn't support it (Rad 10) 

Okay, there is an adage that says, “Charity begins at home”. You know something that 

is practised over a period of time becomes a habit. If society doesn’t shape you in such 

a way that you are able to speak-up, raise your concerns, bring out issues that is 
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bothering you, it does become a problem in the long run and so if you have a problem 

in the workplace, you find it difficult to actually speak-up. You think you would not be 

heard or acknowledged, and it is something that has affected you from the society, and 

that perception has been transferred to the workplace so that is actually a contributing 

factor to why people can’t speak-up at the workplace. (Rad 12)  

 

Building further on these insights, a senior radiographer contended that introducing the act of 

speaking-up about wrongdoing into a typical Ghanaian society would be very challenging to 

introduce in the short-term, considering the demands of the Ghanaian culture:  

The Ghanaian society that I know, hasn’t gotten there yet yes. We will get there one 

day when we the younger ones change the norm. But I don’t think so. I think it will be 

difficult for us to get there because we are learning from elderly ones and if that is the 

culture that they are inculcating into us then it’s going to be difficult. And I think we will 

not give up; we will not give up. Some of us will continue to talk when we are supposed 

to talk. (Rad 13) 

Some radiographers across sites linked the hierarchical nature of the Ghanaian societal culture 

(which is further discussed in the next section) to the radiology department, workplace culture 

and management situation in Ghana. They argued that because the Ghanaian societal culture 

was very emphatic about deferring to older people and people in authority, societal culture 

influenced their workplace culture. This has practical consequences for workplace interactions 

and patient safety. For example, a typical radiology department consists of radiographers and 

radiologists. However, those interviewed contended that radiologists who were higher up on the 

hospital organogram and hierarchy, were usually the ones expected to raise concerns, and not 

radiographers, as they were regarded to have inferior status compared to radiologists. Although 

 The majority of the radiographers were very emphatic about how much their perceptions about 

speaking-up were influenced by culture. For most of them, speaking-up about issues or reporting 

wrong-doing was not a typically Ghanaian characteristic. The Ghanaian culture and upbringing 

position the act as a character flaw, and not only is upbringing reinforced as a powerful tool of 

socialisation, but the difficulty to subdue some of these ideas passed down to generations. 

Radiographers, although aware of the importance and possible benefits of raising concerns especially 

about safety issues in the workplace, mostly perceived the act to be culturally incorrect and counter-

cultural? (Reflective memos). 
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this situation could be argued to be prevalent in radiology departments in other parts of the 

world, they believed it was particularly the case in Ghana, because of the Ghanaian culture of 

deference towards authority and, at times, patriarchy: 

I would say that the Ghanaian society from one’s infancy, more emphasis has been 

placed on the elderly or people in higher authorities actually speaking. When you take 

a critical example of a radiographer, management always expect radiologists to speak-

up for these concerns because looking at the hierarchy in these departments, it’s the 

radiologists who are always on top so then the Ghanaian society is such that people 

who are always on top or have higher positions are always right. Even in the African 

home, it’s the father who is always right. So, the Ghanaian culture in general doesn’t 

encourage speaking-up from a very young age. (Rad 12) 

 

Some radiographers also argued that the Ghanaian society only embraced speaking-up when the 

person raising the concern was an older person. Hence for those radiographers, the Ghanaian 

society’s perception about speaking-up was solely dependent on the individual involved in the 

act rather than the merits of the concern being raised: 

I think that it is only accepted if it is an elderly person who is raising the concern to 

someone else. Well, that’s in my view. (Rad 15) 

The Ghanaian culture, like most African countries is deeply entrenched with patriarchal beliefs and 

ideologies. Perceptions of male supremacy is widespread therefore and, in most instances, men control 

women in the private sphere, who may be forced to do things they do not want to.  For example, in a 

typical Ghanaian home, the quintessential wife is the one who does not question her husband’s 

decisions and choices but simply submits and obeys. (Reflective memos) 
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 In our culture, Ghanaian culture doesn’t permit a younger person talking back on the 

elderly. So, if even something is wrong and your facility head, it has to do with your 

head of department, you are being the junior member or subordinate can’t go and 

complain to anyone because that’s your head (Rad 13). 

 

5.2.2 Ghanaian Societal Norms and Expectations: Personal Detriment 

Generally, it is believed that the norms and expectations of a particular society influences the 

attitudes and perceptions of the people living in that society. Nevertheless, this point has not 

been translated into understanding that society also influences workplace culture, attitudes and 

perceptions. Radiographers across sites contended that people who engaged in the act of 

speaking-up or raising concerns were labelled negatively, ignored and usually suffered name-

calling within Ghanaian society. This was consequential for speaking-up, as participants argued 

that this situation discouraged Ghanaians from engaging in the act. It should however be noted 

that name-calling or being tagged negatively are also reported in the international speak-up 

literature as a consequence of whistleblowing: 

 fingers are pointed at you, and you are seen as a snitch. (Rad 10) 

Generally, there’s a perception that comes with a person who tries to speak-up. You are 

seen in a different light, as someone who complains too much or says things about other 

people. You are too petty so whenever you speak-up, it’s like you are hushed or ignored. 

So, you don’t see a reason why you should eventually when you have to. (Rad 2). 

Listening to the radiographers during the interviews brought back some childhood memories. The last 

thing a typically raised Ghanaian child would want to do is to challenge an adult about an issue or 

speak-up about a wrong done by an adult, especially your parents or anyone older than you. I still 

remember my mum telling me never to say to an elderly person that they were telling lies even if I 

knew for sure that they were. As funny as this may sound, it was my reality as a child growing up in 

Ghana. Even in situations where you felt that your point had been made in the kindest of ways, you 

were still very likely to get yelled at, insulted or in some cases even punished. As you grow up, you are 

likely to unconsciously develop a laid-back attitude towards reporting wrong-doing or challenging 

norms in society especially when it involves the elderly or people in authority. (Reflective memos) 
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Furthermore, the Akan who are the largest ethnic group in Ghana have a phrase “Fa ma Nyame” 

which literally translates in English as “leave it to God’s judgement”, which can also be 

interpreted as “vengeance is the Lords”. This phrase is commonly used by sympathisers when a 

person has experienced an unpleasant or bad situation and wishes to seek justice or 

compensation for the harm done.  For example, in some poorly developed villages in Ghana, if a 

child was raped by an adult or a person of authority in society, instead of the rapist being 

reported to the police for proper criminal actions, the rapist may send a delegation to the family 

of the child to plead with them to forgive and not take the case further, or possibly not to the 

police. They may be offered a substantial amount of money and some gifts depending on the 

social class of the culprit for their trouble. This is a typical example of the “Fa ma Nyame” attitude 

in the Ghanaian society.  

Radiographers argued that the Ghanaian society did not support the act of speaking-up or raising 

concerns because of this attitude of not pursing things and leaving everything to God’s 

judgement. They further argued that this stance was even worse when the offender was of a 

higher social class. The extracts below illustrate this: 

Unfortunately, our religious beliefs also do not help much. Because we are tended more 

to say in our local dialect; “Fa ma Nyame” meaning “leave it to God”, “vengeance is the 

Lord’s, “The Lord will take charge”, “The Lord will deal with the perpetrator”, “The Lord 

will sort out the issue” … So basically, you don't pursue anything and most especially 

when it involves a senior member of society. When that happens, all we say is “let’s try 

and not make this happen next time. As for remedial actions most of the time, it doesn’t 

happen. (Rad 6).  

No. Our culture doesn’t does not support the society, I don't know, what our society has 

done, as far as speaking-up is concerned. What we are used to seeing is workshops and 

seminars on work ethics and others but speaking-up had never been part of the topic. 

So, I'm not sure they see it as a priority, because it has never come. But as I said earlier, 

in our culture, you are discouraged from reporting issues like that, or speaking-up about 

issues like that, especially publicly, or to the extent that somebody suffers a 

punishment. So, people tend to try to talk to whoever is involved and usually tell the 

one who suffered the wrong to let it go. “Fa ma Nyame” as is said in our local dialect. 

So, we don't take up issues in our culture, people don’t suffer for wrongs they are 



104 
 

involved in, especially in the hospital settings. People don’t sue us, so we tend to get 

away with a lot of things. (Rad 8). 

Some radiographers contended that they had a negative perception about speaking-up publicly 

about issues because of the possible consequences of the act on the offender or the colleague 

who has committed the offence. They further argued that the societal norm of leaving things to 

God, and not pursuing things, positioned the act of speaking-up about a wrong done by a 

colleague as a negative, especially if it would result in some sort of punishment or possibly a job 

loss: 

Most definitely! You know, we always leave things to God. It’s a cultural thing. It’s like 

you are being a snitch so nobody wants to be called a snitch and nobody wants to be 

blamed that you reported this and so I've lost my job, or I'll be punished. It’s just a 

cultural thing I don't know whether to place it in religion or superstition but it’s just 

there. We just leave everything to God. I think education should be the way forward. 

As for religion, I don’t even want to talk about it. (Rad 4). 

Radiographers argued that this attitude of many Ghanaians resulted in speaking-up being 

regarded as an act in futility. They reported that this was because, even in cases where an 

attempt had been made to expose a wrongdoing with the intention of ensuring the safety of a 

patient, that patient involved may not be interested in pursuing the case further to ensure that 

the right thing is done. This demonstrates that the belief or perception of speaking-up being 

counter-cultural and not proliferated among just radiographers, but patients as well, as often 

times, they also regarded staff speaking-up as counter to norms and might not even support 

moves to introduce it. Consequently, this may discourage radiographers from raising concerns 

or speaking-up for patients when they witness a wrongdoing.  

Because, if I report a case to you, okay and the family members may feel like ‘it’s okay, 

“fa ma Nyame” Let’s give it to God’ and that ends it. Probably, the next moment, it may 

be a demotivation factor for somebody to even go ahead to report. You see, but as a 

professional colleague you still need to voice out. And it will alert them that oh this 

attitude or this behaviour or this act is bad (Rad 17). 



105 
 

… there were instances where people had to be punished or at least warned for what 

they did, because the issues were quite serious, but this didn’t happen. For example, the 

issue with the HOD (Head of Department), I believed that if he is not punished, or at 

least warned, he might go and repeat the same thing.  In all instances, they were not 

punished the way I wanted them to be. Because it's like we have this attitude of leaving 

everything to God when it happens. I feel that sometimes that's what discourages me. 

Because even when you take it up, it may not go very far. So as much as we can, we try 

to talk to whoever is involved in these issues. But there is nothing like punishment that 

anyone suffers. (Rad 9) 

 

5.2.3 The African Belief System 

A key element of group culture is their belief systems (Craig and Douglas 2006). This belief system 

influences ideologies and Africa is also a massive continent with diverse religious and other socio-

cultural traditions. However, as mentioned in the earlier background chapter, the three main 

religious traditions in the continent and Ghana are the African traditional religions, Christianity 

and Islam.  The African belief system has strong faith in spiritual powers. The term "spiritual" can 

be traced back to the African culture and history. Africans are motivated by their beliefs, which 

are predicated on their life experiences. 

Some radiographers here emphasised the need for punishments to be administered to ‘offenders’ 

when things go wrong, and a speaking-up attempt is made. It should however be noted that the main 

purpose of speaking-up for patient safety in radiography is not necessarily to condemn or point 

fingers at radiographers or radiology staff who have made mistakes or errors in their delivery of care. 

It is also not focussed on just meting out punishments for committing errors or mistakes as the 

researcher recognises that mistakes are definitely inevitable in any system that involves human 

beings. The call for speaking-up for patient safety is more inclined towards recognising learning 

outcomes from the errors that have been made and taking the necessary actions to ensure that those 

mistakes are not repeated to ensure the overall goal of promoting the safety of the patient. It was 

observed that not enough education has been given on the importance and possible benefits of 

speaking-up about safety concerns in radiography practice in Ghana and the healthcare setting as a 

whole. (Reflective memo)  



106 
 

Across sites, radiographers contended that the African belief in spirituality, particularly juju, 

witchcraft, black magic, voodoo, curses, necromancy and spells negatively influenced their 

perceptions and attitudes towards speaking-up about issues and reporting wrongdoing in society 

and within their workplaces. They believed that a person involved in whistle-blowing or raising 

concerns could be harmed spiritually by the person who has committed the offence or linked 

with the person at fault. These beliefs discourage most Ghanaians including radiographers from 

blowing the whistle on wrongdoing or reporting things that go wrong in the society. It should 

however be noted here that the concerns raised may not always be about offences but 

sometimes a general worry about low or unacceptable standards. 

I grew up in a typical village where juju is held in high esteem. When someone says, “I 

will show you”, it speaks volumes, so you don’t want to step on the toes of anyone, so 

you don’t get into their bad books. You sort of want to mind your own business and not 

fall into trouble with anyone. You just stay to yourself, and watch things slide. (Rad 16). 

when you report someone, the person might even curse you and in our culture, we 

believe in curses. We believe that when someone curses you, it affects you and so if I'm 

going to report you because maybe I have just seen you abusing a patient, and my act 

of reporting so that you are punished or you are corrected for doing that, will result in 

me being cursed and affect me somehow, then I would rather refrain from reporting. 

So, it does affect the way we do things. (Rad 8). 

However, there were some radiographers who, although accepting of the power of the deeply 

rooted African spirituality and the role it plays in the Ghanaian society, they argued that they did 

not believe that they could possibly be harmed spiritually for raising concerns. As a result, 

speaking-up could continue unfettered by spiritual concerns: 

we cannot run away from spirituality as far as our culture is concerned. Being it 

traditional or Christian or Islamic we cannot run away from those things. But personally, 

I don’t put my trust or believe in those things that someone could harm me because I’ve 

raised a concern. I always tell myself if something happens to me it’s meant to happen. 

It is not anybody’s power or a spiritualist that caused something to happen. But you 

can’t run away from it so, far as our culture is concerned. (Rad 13) 

There are things that people believe in, and belief is an individual affair so someone 

might think that if they report a certain individual who has done some wrong, that 
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person may find out and cast a spell on them or harm them spiritually but for me, if I 

know what I ‘m saying is the truth and nothing but the truth, I will still go ahead and 

say it. I don’t care what happens if only I’m reporting the right thing and not any 

fabricated story. I don’t have any such fears. (Rad 7). 

Furthermore, a senior radiographer contended that the spiritual beliefs should rather encourage 

people to speak-up and report wrongdoing. In this instance, being a Christian was an enabler to 

speak-up about wrongdoing as the Christian faith considered the act as virtuous: 

Where I stand when it comes to spiritual beliefs is, I think our spiritual beliefs should 

rather encourage us more to speak-up and not pose a barrier. Because I am a Christian 

and the bible encourages us to speak-up without fear or panic and stand for the truth 

as Christians. (Rad 5). 

 

 

In some sites, while radiographers recognised the existence of these spiritual powers and their 

influence in society, they contended that they did not believe in being harmed or affected 

negatively by these spiritual powers for raising concerns as they considered the act a good deed. 

Although these extracts seem quite similar to the ones discussed just above, there are some 

Issues around religion and spirituality are extremely sensitive in the Ghanaian society and are usually 

considered carefully. Growing up in Ghana, I have witnessed countless instances where occurrences, 

some good and bad have been attributed to some spiritual or supernatural power. In cases where 

something good has happened to someone, for example a couple giving birth to twins it is believed 

that they have been blessed by God or the powers of the universe. However, if a person suffers a 

strange disease or dies under mysterious circumstances, it is equally believed that that person is 

being punished by the gods for an offence or an ancestral curse. The question that then arises is, if a 

person witnesses a wrongdoing in society or in the workplace, and decides to blow the whistle or 

report this wrongdoing with the intention of protecting others or making things better, why should it 

be believed that the person could be harmed spiritually if speaking-up or whistle-blowing is 

considered to be good and not bad? What is the perceived crime of the person who speaks-up? Does 

this mean the Ghanaian society considers whistle-blowing and speaking-up about wrongs taboos? Do 

the supernatural powers, gods and deities believed to be ‘responsible’ for punishing wrongdoing in 

society consider speaking-up about wrongdoing or whistle-blowing as intrinsically wrong or ‘evil? 

(Reflective memos). 
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important differences. For example, arguments made by radiographers here were not based on 

a religious duty as in the earlier extract. While Rad 5 above contended that Christian faith obliged 

them to speak-up about wrongdoing without fear, the radiographers here contended that they 

were encouraged to speak-up about wrongdoing without fear of spiritual attacks because they 

believed it is for a worthy cause and not necessarily because of a religious obligation:  

I do believe these things exist but if I call you out on an issue, as long as you were wrong 

and I was right in doing so, I believe nothing bad will happen to me. I know these things 

exist but personally it does not prevent me from speaking-up. (Rad 19). 

Well, to some extent yes. For instance, you do something and the patient’s relative will 

tell you ‘You will see’. Ahaaah. So, yes, I have seen a few of them. You are right. You 

are right. Well for me, okay, all I do is for the good of the patient, you understand. So, I 

go ahead to do it anyway but it’s the reality. I have witnessed a couple of people 

fighting and quarrelling at the department and it has amounted to some of those 

things. Yes, it is real, it’s real (Rad 17).  

5.3 Conclusion  

To conclude, this chapter summarises the understanding and perceptions of speaking-up about 

patient safety among radiographers. Two research questions are answered in this chapter. The 

first question being “What do radiographers in Ghana understand by the concept of ‘speaking-

up for patient safety’?” This chapter demonstrates that Ghanaian radiographers’ understanding 

and perceptions about speaking-up and patient safety is based on two divergent sources which 

are formal and informal. Although radiographers in Ghana have a fair (adequate among some 

radiographers and inadequate among others) knowledge and understanding of the speaking-up 

and its associated terms such as ‘whistleblowing’ and ‘raising concerns’, it is evident there is a 

lack of formal knowledge about the topic. This could possibly be as a result of the topic not being 

introduced into the radiography education curriculum in Ghana.  

It is also noted that the knowledge about the topic expressed by radiographers in Ghana were 

mostly drawn from hearsay, experiences, societal culture and norms. As a result, most 

radiographers’ understanding of speaking-up is dominated by these informal sources of 

knowledge. Importantly, these sources of knowledge are created, reinforced and disseminated 

across generations by families and society more generally. The absence of formal sources of 

knowledge in the workplace creates a space within which these informal sources proliferate and 
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remain unchallenged. It is imperative, however, to also note that these knowledge sources do 

not exist separately as they may be interlinked. This connection will be further explored in the 

discussion chapter. 

Overall, Ghanaian radiographers had varying understanding about what speaking-up meant and 

its purpose. Although explanations given by radiographers were linked to specific elements such 

as anonymity, the legality of the issue of concern and the need to report to external bodies or 

individuals, some similarities could be drawn from these definitions and explanations. For 

example, all the definitions offered acknowledged that for a practitioner to speak-up or blow the 

whistle or raise a concern, something first must go wrong. This however is not unlike other 

countries. While some of the data discussed here demonstrated overlaps in Ghanaian 

radiographers’ understanding of speaking-up and its associated terms, others illustrated a flawed 

and incorrect understanding of the terms. Furthermore, while some radiographers believed that 

speaking-up about safety concerns was solely for patient safety, others argued that the act 

should have the ultimate goal of protecting both patients and staff.  

It is also evident that the Ghanaian culture and African belief system cannot be overlooked when 

examining the Ghanaian radiographer’s understanding and perceptions about speaking-up for 

patient safety. Radiographers argued that the Ghanaian child-upbringing and culture, which is 

entrenched in hierarchy and patriarchy typically does not support the act of speaking-up or 

raising concerns about wrongdoing. They contend that the Ghanaian child is raised to respect 

the elderly and people in authority and hence not attempt to challenge them under any 

circumstance whatsoever. They further argue that this system of hierarchy and notions of 

entitled deference causes intimidation in the children who eventually grow to become adults 

creates a negative perception about speaking-up about mishaps or wrongdoing in the workplace 

and the society at large. They also argue that the act of speaking-up is only supported in the 

Ghanaian society when the person attempting to speak-up is an adult or a person of authority 

and this attitude is transferred to the workplace and in effect, negatively influences their 

perceptions about speaking-up in the department.  

Furthermore, radiographers argue that their perceptions about speaking-up about wrongdoing 

is negatively influenced by Ghanaian societal norms and expectations. They believe the Ghanaian 

society labels any individual involved in speaking-up about mishaps or reporting wrongdoing as 

a snitch or a bad person. Radiographers reported the “Fa ma Nyame” attitude of Ghanaians as 

negative influence on their perceptions about speaking-up about mishaps or reporting 
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wrongdoing. They contend that this attitude which results in most Ghanaians leaving things to 

God’s judgement and not addressing mishaps or wrongdoing in society makes them perceive 

speaking-up as an act in futility, and hence discouraging them from engaging in the act. 

Lastly, Ghanaian radiographers argue that the African belief system strongly influences their 

perceptions about speaking-up for safety. They explained that the belief in religion, spirituality, 

witchcraft, juju, superstition, voodoo, black magic, curses and spells deterred most 

radiographers from engaging in the act of speaking-up or reporting wrongdoing in the 

department as they feared being harmed spiritually by the person involved in the wrongdoing. 

This fear therefore yielded a negative effect on their perceptions about speaking -up for safety. 

Nevertheless, few radiographers, though acknowledging the influence of the African belief in 

religion and spirituality, argued that they did not believe in being affected by spiritual spells and 

curses for speaking-up about a wrongdoing as they perceived the act to be a virtuous deed. The 

Christian faith was also argued to be supportive of the act of speaking-up, hence positively 

influencing the perception of radiographers. 

It is imperative to note that the focus on societal norms and culture explored in this chapter is 

an original contribution to the existing speak-up literature and breaks interesting and uncovered 

ground. This is mostly absent in the existing healthcare speaking-up literature where interactions 

between society and workplace cultures have barely been explored, resulting in assumptions 

that are yet to be tested.  

I recognise that the perceptions about speaking-up expressed by the radiographers in this 

chapter may in effect influence their willingness to participate in the act. Hence the views 

expressed in this chapter partly answer the second research question: “What is the willingness 

of Ghanaian radiographers to speak-up about patient safety concerns?” The next chapter 

discusses the workplace barriers and facilitators of speaking-up or raising concerns as deduced 

from the data. This theme explores how workplace factors facilitate or limit speaking-up 

behaviours of Ghanaian radiographers. 
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CHAPTER SIX 

WORKPLACE BARRIERS AND FACILITATORS OF SPEAKING-UP 

6.0 Introduction 

This chapter discusses the second theme from the data analysis which mainly covers the 

workplace barriers and facilitators of speaking-up for safety as identified by radiographers in 

Ghana. The overall aim of the study was to explore the experiences of Ghanaian radiographers 

in speaking-up about patient safety concerns. In achieving this aim, some key objectives had to 

be met. These were to firstly, establish the factors affecting speaking-up behaviours of Ghanaian 

radiographers, determine the willingness of radiographers to speak-up about patient safety 

concerns, and determine the experience of radiographers with institutional culture and inter-

professional relationships on patient safety. 

Accordingly, three research questions are answered in this chapter. The questions being “What 

are the factors affecting speaking-up behaviours of Ghanaian radiographers?”, “What is the 

willingness of Ghanaian radiographers to speak-up about patient safety concerns?” and “What 

are the experiences of Ghanaian radiographers with institutional culture and inter-professional 

relationships when speaking-up about patient safety concerns?”. 

Establishing the factors affecting speaking-up behaviours provided a crucial insight into the 

willingness of Ghanaian radiographers to speak-up about safety concerns. Building on the 

findings of the previous chapter that discussed the perceptions of Ghanaian radiographers about 

speaking-up about safety concerns and explored the influence of the Ghanaian societal culture 

and African belief system on speaking-up, this chapter focusses on how workplace cultures and 

the experiences of speaking-up barriers and facilitators impact on Ghanaian radiographers 

willingness to speak-up, thereby answering the second question above. It is imperative to know 

the barriers and facilitators affecting speaking-up behaviours of Ghanaian radiographers in the 

workplace. It is also significant to know where these barriers and facilitators originate from. The 

importance of the factors that influence speaking-up behaviours of Ghanaian radiographers 

cannot be ignored in comprehending their intentions, and/or the actions they take or choose not 

to take. This chapter also answers the third research question above by discussing some shared 

experiences of radiographers with organisational culture and other health professionals when 

raising patient safety concerns.  
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The data analysis resulted in five main groups of workplace barriers and facilitators being 

identified, which are labelled in Figure 6.1 below. Each of these groups is further explored under 

key sub-groups as the chapter progresses. 

 

 

Figure 6.1 Schematic structure of the workplace barriers and facilitators of speaking-up among 

radiographers in Ghana. 

While most of the factors discussed here are not necessarily unique to the Ghanaian context, a 

few others are, such as the absence of policies and guidelines to guide speaking-up are notable, 

especially when compared to many other healthcare systems. Workplace or organisational 

culture is the first main factor to be explored in this chapter, and this is discussed under five sub-

groups in the section below.  

6.1 Workplace Culture 

It may be recalled that the introduction chapter defined workplace or organisational culture. 

While this term may be used very broadly, only aspects demonstrated in the data are discussed 

in this chapter. Aspects of workplace culture explored here include the effect of an open culture 

on speaking-up, the fear of detriment or being ignored, hierarchy and the infiltration of societal 
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norms, employee-employer relationships and professional loyalty as illustrated in figure 6.2 

below. Radiographers contended that the workplace culture affects speaking-up behaviours 

either positively or negatively.  

 

Figure 6.2: Schematic diagram of aspects of workplace culture explored among Ghanaian 

radiographers. 

6.1.1 Culture of Openness 

The influence of workplace culture of openness on speaking-up behaviours of radiographers was 

explained from a range of perspectives. It was argued, for example, that the act of raising 

concerns about mishaps in the department would be better enabled if their managers created a 

culture of openness, which currently did not seem to be present. They further contended that if 

managers responded to concerns more effectively, radiographers would be more encouraged to 

speak-up about concerns when the need arises: 

 For us to be encouraged to speak-up, managers or administrators of hospitals should 

try and create a culture where employees discuss concerns, and they should take 

employees’ concerns seriously. They should also consider concerns carefully and 

investigate incidents that are reported (Rad 12)  

Similarly, a radiographer in a managerial role, while supporting the earlier assertion about the 

positive influence of an open culture and efficient managerial response on speaking-up 

behaviours, rather insisted that their staff felt supported enough to raise concerns about issues 

in the department when they had any: 

WORKPLACE CULTURE 

Culture of 
openness

Detriment and 
the fear of being 

ignored

Hierarchy and 
the infiltration of 

societal norms

Employee-
employer 

relationships

Professional 
loyalty



114 
 

I think the organisational culture determines the willingness of staff to speak-up about 

concerns. Like I told you, I am approachable, and the workplace is not a very big clinic. 

It’s like a family so we don't restrict people from talking or speaking-up. They come to 

me all the time if they have an issue that they think is above them and I need to handle, 

and I handle them well. But like I said, it will be really nice to have something on paper 

as a guide for the employees to follow when they have a concern. (Rad 4). 

 

Radiographers described an interesting connection between patient’s voice and staff voice, 

arguing that both channels working together creates an open workplace culture.  They 

contended that when an organisation’s culture is centred on improving patient experiences, staff 

are in effect encouraged to speak-up about issues or events that compromise the safety of 

patients in the healthcare delivery process. They pointed out that this however was not the 

practice in their department: 

I would say that when an organisation focuses on the experiences of patients, unlike 

what happens in my workplace, and has someone in charge of reaching out to patients 

to find out their overall experience and any problems encountered, staff will be more 

encouraged to speak-up…. For instance, when you have patients telling you their 

experience or their outcomes, and radiographers are aware of this, before us reaching 

out to patients, radiographers would report any incidence to the Head of department 

before the patient gives their account or experience. (Rad 1). 

6.1.2 Detriment and The Fear of Being Ignored  

The fear of negative feedback following an act of raising concerns is an aspect of workplace 

culture that negatively influences speaking-up behaviours of Ghanaian radiographers. The data 

analysed in this study showed that a Ghanaian radiographer’s decision to speak-up about a safety 

compromise or wrongdoing they have witnessed was mostly determined by the feedback from 

their previous speaking-up experiences, whether good or bad. It was noted that some of the 

previous speaking-up experiences of radiographers often resulted in apathy towards raising 

While the radiology manager’s assertion of the hospital staff feeling supported enough to raise 

concerns may be true, it is however hard to conclude whether the radiographers in the department 

felt the same way about the situation, as none of them consented to participate in the study 

(Reflective memo).  
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concerns in the workplace due to the fear of negative feedback, and in some cases no feedback 

at all. For some radiographers, the fear of being silenced or ignored hindered their decisions to 

speak-up about issues that require attention within their workplaces. They, therefore, contend 

that this tends to encourage an attitude of withholding voice on safety concerns: 

Whenever you speak-up, it’s like you are hushed or ignored. So, you don’t see a reason 

why you should eventually when you have to (Rad 2). 

The fear of negative feedback for other radiographers was the perceived fear of personal 

detriment such as being tagged as a snitch as indicated in the extracts below: 

The main thing is the fear of the responses that would come. You wouldn’t want to be 

blacklisted or labelled a snitch in your department (Rad 9). 

People think that they could be tagged negatively as someone who complains too much 

or likes reporting issues and might also be victimized for talking (Rad 7). 

Although the final extract above also highlights the fear of being tagged negatively as a barrier 

to speaking-up behaviours, the radiographer however adds the likelihood of being victimised as 

a form of punishment for reporting wrongdoing or a safety concern. A typical form of 

victimisation reported by radiographers across some sites was the fear of repercussions such as 

termination of employment, or job loss. They argued that this fear posed a barrier to speaking-

up about safety concerns at the workplace. 

Sometimes people fear the consequences of the aftermath, how the superior or the 

administration is going to react. Whether it is going to affect their work, questions like 

whether their contract could be terminated? Or something of that sort. I think that’s 

the main barrier. (Rad 3). 

Furthermore, it was interesting to note that not all radiographers who argued about the fear of 

negative feedback as a barrier to speaking-up behaviours, did so from the perspective of 

reporting the wrongdoing of others. For some radiographers, their fear of negative feedback 

following reporting a wrongdoing or safety concern was the issue of blame culture resulting in 

their competencies being questioned if they themselves were the ones who made the mistake. 

They highlighted that this fear restrained them from speaking-up, especially when the issue 

involved them: Similarly, this situation also reflects an absence of what some commentators have 

referred to as a “just culture” where healthcare practitioners are not to be blamed for their 

actions, or at least only be blamed where there are clear grounds of an error being criminally or 
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negligently cause (Marx 2001). Just culture highlights that, in many such instances errors, occur 

due to systems issues such as staffing, resources, among others which are more likely causes to 

blame. 

And if you did something wrong, you wouldn’t want to speak-up because of the fear of 

being seen as incompetent. (Rad 9). 

Another radiographer described how the act of speaking-up about safety concerns in their 

workplace was hindered by the perceived fear of punishments such as job loss. The radiographer 

asserts that this barrier, however, can be overcome should there be a well-established structure 

or system in place for raising concerns: 

….. People don’t want to be intimidated, people don’t want to lose their jobs, go on 

suspension, and all that so some harbour this fear and do not take any initiative but 

once there is a clear system in place giving everyone the right to speak-up about patient 

care this would help. These are some of the barriers I have noted which may not be all 

the barriers but the few I have noted. (Rad 20).  

While the extracts discussed earlier in this section have described the fear of perceived 

detriments such as victimisation and punishments such as job loss,  a radiographer who has 

experienced actual detriment describes a number of previous experiences which have resulted 

in a lack of motivation to raise safety concerns at the workplace:  

When you raise concerns about certain things in my facility, instead of addressing the 

concern they would rather come after you. “Who told you to say this? Who asked you 

to mention this?”  I’ve been running on-call services without payment, without anything 

else apart from my basic salary, all because I spoke up about an issue. We have a bus 

that picks up the staff who need picking up to work but whenever I ask a driver to come 

and pick me up, it depends on whether he wants to come and pick you up or not. The 

receptionist can talk to you in any manner that she wants but you dare not talk about 

it. All because you have labelled negatively as a trouble-maker (Rad 13). 

The extract below further describes some of the negative experiences encountered by the senior 

radiographer. The term “emfa me ho”, a local Akan saying, literally translated as “it is none of 

my business” is used in this extract to express the radiographer’s attitudinal change towards 

speaking-up about things that go wrong in the department. The radiographer expresses an 
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absolute disinterest in raising concerns about mishaps in the department, resulting from 

previous bad speaking-up experiences, hence describing the act as none of his business:   

Yeah. There was this instance, the receptionist made a comment about our department 

at a general staff meeting that I was not present. I heard about it I went to confront 

her. I only asked her, “can you tell me the person who told you about it so I can go and 

meet the person?”. When I did, she didn’t respond but she rather went straight to the 

administrator to report to her that I have come to attack her. I was made to apologise 

to the administrator, receptionist and the worse part of this was that the medical 

director added his stake to the matter, saying that if we ever come to attack them 

again, they should call the police on us. So, looking at all this negativity, even if you saw 

things going wrong or had concerns about happenings within the department or the 

hospital, you would probably just keep it to yourself. Just like we say in our local dialect 

‘emfa me ho’. (Rad 13). 

The radiographer reported a complete disinterest in engaging in speaking-up acts as a result of 

the negative previous experiences:  

Nothing motivates me to speak-up again. Yeah, from all the experiences I’ve narrated 

to you, I don’t think something motivates me to speak-up. So, what I do is I come to 

finish my work and go. That is what I’m being paid for. (Rad 13). 

I observed that this senior radiographer was particularly emotional and bitter about engaging in 

any form of speaking-up about safety concerns within their department and the entire hospital. 

He revealed that he had suffered victimisation in his workplace by virtue of questioning 

happenings and raising concerns about safety compromises within the hospital (Field notes). 

Speaking-up about errors or wrongdoing has been described as a “high-risk, low benefit” act as 

a result of negative experiences of people who have previously spoken up about critical issues. 

Another radiographer who has previously suffered victimisation for speaking-up about 

wrongdoing in the workplace described the act as a risky one to engage in, expressing apathy for 

the act:  

No. Speaking-up is rather a risk as you can be seen as a threat. Nothing encourages me 

to speak-up given all that I have suffered I try and handle issues to the best of my ability. 

I report any issues beyond my control to the technical head who is next in the chain of 

command. (Rad 19) 
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It was interesting to note that while a majority of radiographers reported negative feedback from 

their previous speaking-up experiences, only one radiographer reported otherwise. The 

radiographer described how positive response from previous speaking-up experiences enabled 

speaking-up behaviours of radiographers, reporting a strong motivation to raise concerns about 

safety concerns in the department resulting from experiences of safe and constructive reception 

of the concerns: 

Oh yes, I am encouraged to speak-up and I speak-up a lot because I do not get bad 

feedback. For most of the concerns I raise, we mostly discuss them and add additional 

suggestions for progress. (Rad 15)  

Overall, the extracts discussed here illustrate that feedback from previous speaking-up 

experiences sometimes enable or mostly limit speaking-up behaviours of radiographers, 

depending on whether the experiences are perceived positively (listening and safe environment) 

or negatively (fear of or actual detriment occurring). While radiographers who were fortunate 

enough to not have faced detriment from speaking-up experiences felt encouraged to raise 

safety concerns within the department, the reverse however seemed true for those who 

unfortunately had been victimised or punished following a speaking-up experience. The fear of 

none or only negative feedback, with perceived or actual detriment, poses a barrier to speaking-

up behaviours of Ghanaian radiographers.  

6.1.3 Hierarchy and The Infiltration of Societal Norms 

The data analysed in this study highlights hierarchy or authority gradients as a barrier to 

speaking-up behaviours of radiographers in Ghana. It may be recalled from the earlier chapter 

on culture, that the Ghanaian societal culture is deeply rooted in hierarchy, such that, people are 

accorded respect by virtue of their experience, age, wealth, and/or position. Older people are 

considered to be wise and are accorded the highest form of respect. It is also commonly observed 

that preferential treatment is mostly given to the eldest members of societal groups in Ghana. 

Speaking-up about mishaps is unfortunately one of the privileges only given to the elderly. By 

this, as mentioned in the previous chapters, the act of speaking-up frowned upon in society when 

Reflecting on the extracts discussed in this section, it is evident how psychological safety and just 

culture are either compromised or non-existent in radiology departments across Ghana. The views 

expressed by radiographers are loud enough to show how speaking-up behaviours of radiographers 

may be inhibited by this (Reflective memos). 
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it is attempted by a younger person. Radiographers contended that this hierarchical societal 

culture is transferred to the workplace, making speaking-up about wrongdoing a difficulty for 

junior staff. They argued that to prevent being seen as disrespectful or societally non-

conforming, junior staff refrain from speaking-up about wrongdoing in the workplace:  

The workplace culture and I think generally the societal culture supports these values 

of respect for authority and respect for hierarchy. It makes people very hesitant to 

speak-up against people that they think are of a higher authority and have direct 

control over them. So, there is a power dynamic there, and also culturally trying to 

appear humble and non-confrontational to your colleagues is also another reason. (Rad 

14). 

As much as the influence of Ghanaian societal norms of hierarchy on speaking-up has been 

discussed in the earlier chapter, the data analysis in this chapter also illustrates that the 

boundaries between work and society are blurred to the extent these societal norms are played 

out in workplaces. Consequently, radiographers argued that they were discouraged from 

speaking-up because of the societal culture which, in turn, influences the workplace culture: 

In Ghana, for instance, even in our homes, going up against your parents or your older 

siblings is frowned upon. It's a culture that we unluckily have to live with and being 

brought up in a community that shares the same beliefs has resulted in the same thing 

happening within workplaces. So, I think that form of intimidation is the main barrier 

towards speaking-up in my facility and the nation (Rad 10). 

In the same vein, some radiographers also reported the difficulty associated with junior staff 

engaging in acts of speaking-up about wrongdoing at the workplace. However, unlike the earlier 

assertions of merely appearing humble or societally “correct”, it was contended here that this 

difficulty results from the fear of the perceived bad repercussions of their speaking-up acts such 

as  being punished or being denied favours or perhaps future opportunities for career and 

personal development by their superiors. While this may be argued to be similar to the fear of 

detriment earlier discussed in this chapter, the data suggests that there may be a greater fear of 

actual or perceived detriment associated with junior staff involved in raising concerns compared 

to senior staff, hence making the situation hierarchical.   

But in our setting, because of our culture, it’s very difficult to do things like reporting 

wrongdoing especially when it’s a senior because as a junior radiographer, you look 
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forward to getting promoted or getting transferred to another facility or plans for 

higher education and you will probably need a recommendation or reference from such 

people, so you don’t want to be blacklisted in your workplace. (Rad 9). 

Some junior staff would fear things like going up against say one of the heads or 

administrators as they would feel like they will be I'll be victimised later or “maybe my 

work shifts will be made difficult”. So, because of those things, people tend to be scared 

to go against their superiors (Rad 10). 

Furthermore, it was argued that some junior radiographers believed that attempting to speak-

up about issues or wrongdoing in the department showed an act of disloyalty towards the 

leaders or people in authority in the workplace. Consequently, these radiographers mostly 

assume the position of not reporting wrongdoing or taking up issues to play “safe”: 

Talking about barriers of speaking-up, for instance, like my institution you know when 

you have eerrrh what do we call it, the leaders ahead of you it’s like you cannot say 

something behind your leaders or go and do something above…Your superior is there 

and you have gone past, somebody will think that you are taking up his/her position, 

okay. So, you end up just leaving it with your superior, and whatever he/she does with 

it you can’t say otherwise (Rad 17). 

Lastly, the final data extract demonstrates some awareness of hierarchy by more senior staff. 

For example, a senior radiographer described the difficulty faced by junior radiographers in 

speaking-up about safety concerns or wrongdoing especially when it involves senior staff or 

people with a higher professional status or position of power:   

Some colleagues, let's say, subordinates would fear things like going up against say the 

medical director (Rad 10). 

6.1.4 Employee-employer relationships 

Another element of workplace culture that the data analysis demonstrated to influence 

speaking-up behaviours of Ghanaian radiographers in the workplace was employer-employer 

relationships. Radiographers reported that the nature of the relationship between themselves 

and their colleagues and/or managers influenced their speaking-up behaviours in the workplace. 

For example, a radiographer reported a strong motivation to speak-up or raise concerns about 

safety compromises was the cordial relationship that exists between the department manager 

and the radiographers. This was however not a common situation across other sites.  
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 I don't think I have barriers with the person I’m supposed to report concerns to. Yes, in 

my department it's not very difficult because of the relationship we have with our boss. 

He is very cool and open. So, it's very easy to tell him when we have a problem, or we 

identify something that is not right. So, I don't think there's any barrier in terms of 

communication with him. it's very easy for us to tell him what we want. He is very 

welcoming. I can go to his office at any time.  I can even call him, even if I meet him in 

the corridor, I can tell him. He is okay. He is very simple. (Rad 18). 

 

 

At another site, radiographers contended that their speaking-up behaviours were inhibited by 

the disunity between the staff in the department. They argued that this was because they 

believed certain groups of staff within the department were made to feel more important and 

powerful than others; always having their concerns addressed, while others barely got listened 

to. This has eventually generated displeasure among some staff and hence discouraging them 

from raising safety concerns even when they really need to: 

I think there’s a lack of unity in this department. The staff is divided and until that is 

worked on to the point where no staff feels inferior or superior to the other when it 

comes to being listened to. If that gap is merged so that there’s no longer a situation 

like a certain group of radiographers or doctors or specialists are listened to when they 

raise concerns while others are ignored, then speaking-up and raising concerns can be 

This radiographer seemed to have a very good relationship with their manager, hence making him 

very confident about raising concerns or reporting wrongdoing to this manager. It seemed as if the 

manager, either intentionally or not had  created some psychological safety for raising concerns 

within the department. Nevertheless, I wondered whether that same level of confidence would come 

to play in a situation that directly involves him (the radiographer) or the manager himself. Are 

speaking-up behaviours of Ghanaian radiographers limited when they themselves are the ones at 

fault? As already demonstrated in some of the earlier extracts, some radiographers would withhold 

voice on patient safety concerns in situations when they themselves are the ones at fault but are 

however quick to report the mistakes of others. Again, what happens in situations when the manager 

is at fault? The radiographer in the extract above emphasised how easy it was for him to report 

safety compromises to his manager. However, was this the same case for safety compromises that 

involved himself? (Reflective memos). 
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promoted in the department. If people continue to feel as if other staff have more 

power than they do, they won’t be encouraged to speak-up. Because some people 

speak, and they are listened to, and others are made to feel like a nobody. (Rad 5). 

6.1.4 Professional Loyalty 

The term ‘professional loyalty’ used here simply describes a strong sense of belongingness 

towards a professional group of people or an organisation. The data analysis demonstrated that 

workplace speaking-up behaviours of Ghanaian radiographers were also influenced by the 

professional loyalty of other healthcare professionals such as radiologists. A typical imaging or 

radiology department is made up of not only radiographers, but radiologists, sonographers, 

radiology nurses, and assistants among others. A radiologist is a medical doctor that specialises 

in medical imaging (radiology) and this role involves interpreting radiological examinations for 

diagnosis and performing interventional radiological procedures. As already mentioned in the 

context chapter, most radiology departments in Ghana are managed by radiologists and not 

radiographers. 

Radiographers reported that radiologists (who are also doctors) tend to be very protective of 

their fellow doctors and did not consider errors committed by them seriously. They contended 

that the commonest of such cases had to do with radiological procedure requests that breach 

the principle of justification in the Radiation Protection Laws issued by the NRA in Ghana. For 

example, a doctor requesting a chest x-ray or CT Brain scan for a patient with no or insufficient 

clinical history stated on the request form making the request unjustified. They explained that 

per the authority of these radiologists in the department, the departmental protocol was to 

double-check such unclear radiological procedure requests with the in-house radiologist before 

the procedure is done. Although radiographers frequently reported these cases, the professional 

loyalty and allegiance of radiologists to their fellow doctors meant that the concerns of these 

radiographers were often ignored or minimised. They argued that in such instances, radiologists 

often tried to cover up these errors made by their fellow doctors, making excuses for them, and 

asking radiographers to proceed with the examinations regardless.  

And sometimes, some of the radiologists for instance, okay, because they see 

themselves as medical doctors when you report a House officer to them, they tend to 

portray it as ‘oh there may be a reason why he is asking for it when it is very obvious 

that this is unnecessary request. So, because they want to protect the integrity of their 

professional colleagues, they will make it look like oh why do you want to report this. 
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It’s a small matter and they just want to protect their professional colleagues, yes. So, 

some radiologists are protective of each other. (Rad 17). 

To summarise, the first section of this chapter demonstrates that speaking-up behaviours of 

Ghanaian radiographers are influenced by workplace culture, and this has been explored through 

sub-themes such as the influence of a culture of openness, detriment and the fear of being 

ignored, hierarchy and the infiltration of societal norms, employee-employer relationships and 

professional loyalty. While radiographers argued that they would be better enabled to speak-up 

about safety concerns in the workplace if their managers created a workplace culture of 

openness, some managers also contended that an open culture already existed in their 

departments and believed that the workplace culture supports radiographers enough to raise 

concerns if need be. Radiographers also argued that a workplace culture that is focused on 

improving patient experiences in effect encourages staff to report any occurrence that could 

jeopardise the safety of patients. Ghanaian radiographers also reported the culture of 

victimisation, bullying, and intimidation as inhibitors of their speaking-up behaviours.  

Furthermore, feedback from previous speaking-up experiences was contended to either enable 

or limit speaking-up behaviours of Ghanaian radiographers, depending on what these 

experiences were. While most radiographers with negative feedback such as victimisation or 

punishment from previous speaking-up experiences described the act as a “high-risk, low 

benefit” activity, expressing apathy for it, few others on the other hand who were fortunate to 

have good feedback from previous experiences were rather motivated to engage in the act.  

Radiographers also contended that their speaking-up behaviours in the workplace were 

restrained by the fear of negative feedback, whether in the form of being silenced, tagged as a 

snitch, having their competencies questioned, or being told about their inability to effect any 

change. The influence of the hierarchical nature of Ghanaian societal culture and norms on the 

speaking-up behaviours of Ghanaian radiographers could not be overlooked. Radiographers 

argued that they were discouraged from speaking-up because of the societal culture which in 

turn affected the workplace culture, hence resulting in the act being regarded as disrespectful 

especially when it involved a senior staff and a junior staff. Speaking-up behaviours of Ghanaian 

radiographers in the workplace were also contended to be hindered by the attitude of other 

health professionals such as radiologists and other doctors. Radiographers argued that doctors 

were more loyal to their fellow doctors than to other health professionals and hence they mostly 

covered-up errors made by their colleagues.  
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Lastly, employee-employer relationships were also reported to influence speaking-up behaviours 

in the workplace. While some expressed a strong motivation to speak-up or raise concerns about 

safety compromises as a result of the cordial relationship that existed between themselves and 

their department managers, others reported that they were inhibited by the disunity among the 

staff in their department. The data analysis also demonstrated that workplace speaking-up 

behaviours of Ghanaian radiographers are influenced by the absence of guidelines and 

structured speak-up procedures, and this is explored in the next section. 

6.2 Absence of Guidelines and Structured Speak-Up Procedures 

In healthcare settings where speaking-up policies and structures are more established, guidelines 

offer direction to healthcare workers who wish to raise concerns in their workplaces. Although 

the successes of these interventions have not eradicated the challenges of speaking-up, these 

structures have played a role in usefully guiding the act of raising concerns by thousands of 

workers in these settings. Nevertheless, in this study, radiographers revealed that not only did 

the GHS lack a national policy for speaking-up, formal departmental guidelines and protocols 

were also absent, resulting in most departments developing semi-formal and informal strategies 

for raising concerns. (These strategies will be discussed in detail in the next chapter). Across all 

the sites, radiographers argued that this absence of speak-up guidelines posed a barrier for 

radiographers to raise concerns:  

I think our biggest speaking-up barrier is lack of a policy and clearly spelled-out 

protocols or procedures for speaking-up. Because these things are not there even if you 

experience anything like that, you wouldn’t even know where to take up such an issue 

in the first place. There are no clear guidelines to follow when you see a patient in 

abuse, a colleague being abused, or the patient suffering at the hands of a colleague or 

staff. So, what usually happens is if you experience something like that, instead of trying 

to take it up, I try to defend the patient or the client, and rebuke the colleague if he's a 

junior, or maybe try to convince the person who is a senior not to repeat that. So, in a 

way, we try to talk about it so that it does not evolve into a full-blown conflict. We try 

to solve it there, instead of taking it up for the person who did that, if it’s so grievous 

an offence to be punished for that. But we don't have any clear guidelines or policies in 

place to direct you as to where to go when they happen. Because if there were, then 

you wouldn’t even need to try to convince the person not to do that again. You would 
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take it up because there are colleagues who have been doing some of these things over 

and over again because they always get away with it, and do not get punished. Every 

day, people come to me say this, this person is troublesome, so I don't want to work 

with this person, because of such acts, but if you have someone in charge, or protocol 

or a guideline, it will keep this person in check and I'm sure with one or two query letters 

and punishment, that person will stop committing the offence but unfortunately, there 

is nothing. And then the fact that patients too are in a way, “timid”, the hospital setting 

is so intimidating. So, they come in, and they see you in a gown or nicely dressed, they 

think you can't go wrong. You can talk to them anyhow. So, the patients themselves are 

not ready to take up such issues. Even when you do something wrong to them, they feel 

you may be right, and the patient rather thinks that he/she may be the one who did the 

wrong thing. Because of this, if someone offends them, they usually wouldn’t even take 

it up, so they leave it at that and whoever did that can get away with it. (Rad 8) 

While the extract above clearly describes the absence of speak-up policy and guidelines, the 

closing lines of the extract above suggest that silence and/or acquiescence is also a factor for 

patients and perhaps the society more generally, as has been discussed earlier. The radiographer 

suggests that patient silence makes speaking-up more difficult in the workplace. It may be 

recalled that the preceding chapter on Ghanaian culture explored the laid-back attitude of 

patients and more generally Ghanaians when it comes to reporting wrongdoing and speaking-up 

about concerns. 

 

Another radiographer, who also argued that absence of speak-up policies and guidelines were a 

barrier added, that the absence of relevant independent speak-up institutions and organisations 

to handle concerns that are raised and resolve them properly did not encourage radiographers 

to speak-up about concerns in the workplace. The radiographer further contended that the 

establishment of relevant structures and institutions to handle speak-up concerns might make 

them more courageous about engaging in speaking-up acts while offering a sense of protection 

Thinking about the extract, I wondered if the development of healthcare speak-up policies, structures 

and guidelines alone would really be enough to improve the speaking-up situation in hospitals across 

Ghana, given the issue of patient silence also being a barrier. Perhaps it would take more than just 

policies! The ordinary Ghanaian may need a lot of education and support to be empowered to speak-

up in situations where necessary beyond just policies. (Reflective memos) 
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from detriment. Similar to what is captured in the existing speak-up literature, the closing lines 

of the extract below also demonstrates that encouraging speaking-up among Ghanaian 

radiographers is linked to positive response whereas negative consequences following the act 

inhibit speaking-up: 

If there is a formal policy instituted to guide radiographers on how to go about 

speaking-up, it would encourage staff to be open about instances of that sort and not 

be timid or scared of speaking-up in case they have to do so…. And then secondly, if the 

relevant institutions can establish independent bodies to look into issues when staff or 

a colleague speaks against a client or another colleague, and resolve it without being 

biased, I think that would encourage people to speak-up. (Rad 2). 

There were however local guidance and structure in some sites to guide staff who had concerns, 

but these were rather cumbersome and tedious in some cases. (The next chapter explores these 

structures in much detail). A radiographer involved in both public and private practice made a 

comparison of the structures in these places. This radiographer asserted that unlike the private 

facility where it is easier to raise concerns and these concerns are promptly addressed, reporting 

safety concerns in public hospitals comes across as a very tedious task because of the 

bureaucracies involved: 

I think some of the barriers we have especially for the Government hospital is that there 

is a lot of bureaucracy. We have to go through a lot of channels before issues can be 

addressed but for the private sector, I think it is almost immediately addressed when 

issues are being raised. (Rad 16) 

At another site, a radiographer argued that in their facility, local semi-formal structures such as 

suggestion boxes and formal structures such as meetings for managers enabled their staff to 

raise concerns: 

I think the suggestion boxes where you can drop your views in anonymously, and the 

in-charges’ meetings within the hospital management are some of the structures that 

enable staff to speak-up within the hospital. (Rad 10). 

Unlike the extracts discussed earlier that describe some structures in place for staff raising 

concerns, other hospitals had some guideline provisions only for patients and not for staff. These 

provisions that had been made for patients however were yet to be considered as an 

intervention that would be useful for staff raising concerns. A radiographer contended that 
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compared to other hospitals that provided the use of suggestions boxes by patients and staff for 

raising concerns their facility had these suggestion boxes and notices with contact numbers for 

patients to call if they needed to report anything untoward. It was however argued that these 

systems did not exist to support radiographers to raise safety concerns:  

Not sure much has been done to enable staff to raise safety concerns in this facility. 

There is a number boldly placed on notices for patients to call and boxes placed outside 

for people to drop in suggestions. I don’t think there are any more avenues for you to 

put out your complaints. (Rad 16).  

It cannot be overlooked that some of these local organisationally-established speak-up 

procedures for example, suggestion boxes have obvious pitfalls or shortcomings, and these will 

be discussed further in the next chapter. 

6.3 The Efficacy of Speaking-up 

Despite the existence of several barriers, diverse concerns were raised by radiographers 

concerning happenings within their departments. These concerns, some less and others more 

serious, ranged from clinical concerns, radiation protection issues, and even sexual malpractices. 

While radiographers across sites recognised the difficulty faced in speaking-up about wrongdoing 

in their respective workplaces, they argued about whether engaging in the act was efficient. The 

efficacy of speaking-up has been highly argued in the international speak-up literature and in this 

study, Ghanaian radiographers reflected on the effectiveness of the act in their departments and 

workplaces. They highlighted that the perceived inefficacy of speaking-up served as a 

discouragement to them and other radiographers whenever the need arises for safety concerns 

to be raised.  

A radiographer recounted how MRI equipment was left idle until it became non-functional 

although concerns had previously been raised to the hospital management to train the 

radiographer to be able to operate the scanner. The radiographer further expresses how this 

experience has resulted in a nonchalant attitude towards speaking-up about safety concerns in 

the department.  

They may hear your concern but it’s up to them to respond to it or not. Because one of 

the concerns I raised some time ago was when I met the medical director and discussed, 

I spoke to him about our MRI machine which was lying idle. I told him to give me further 

training to be able to operate the machine for the facility. However, I was told I’m not 
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a permanent worker, and so they won’t send me for any training. So, I decided to give 

some suggestions on how to run the department. And there were other nice suggestions 

that I made to them to ensure that the facility would run smoothly. They declined all so 

I’m now in my corner. I come from my house, finish my work and go back home. The 

MRI machine is now not functional at all… (Rad 13). 

More so, radiographers also reported that their speaking-up behaviours in the workplace were 

inhibited by the fear of futility: 

…The fear of being told that you have no power to make a change (Rad 9). 

Radiographers expressed disappointment about how safety concerns were handled in their 

department. They argued that even in cases where wrongdoing by a colleague had been reported 

to a manager, these concerns never seemed to be addressed or acknowledged to say the least. 

It was unclear to them if any actions were being taken at all concerning the issues raised. This 

occurrence demonstrates some form of ‘organisational disregard’, as originally coined by Jones 

and Kelly (2014) where they argue that the issue of safety compromises in organisations is not 

always a case of staff not speaking-up about their concerns when they witness harm, but rather 

a case of raised concerns by staff not being addressed.   

In this study, I describe this occurrence with the term ‘system inaction’. This is because, across 

sites, study participants expressed a lack of confidence in not just their managers, but their entire 

hospital systems with regard to addressing safety concerns raised by staff. A radiographer 

narrated how an incident that compromised the safety of a patient was reported to their 

manager, yet nothing was done about it. According to the report, the radiographer in question 

was not queried and the issue was never addressed. The extract below illustrates this: 

Not that I know of. I mean I expected that it was going to be brought up maybe at the 

weekly meeting or that he will be queried. I am not sure of what they did, and I don’t 

have any knowledge of them telling him directly. (Rad 14). 

At one of the sites, radiographers, while describing the perceived inefficacy of the act of 

speaking-up, highlighted that if prompt actions are taken and feedback given by managers when 

staff raise concerns, they would feel more encouraged to speak-up when things go wrong: 

Managers need to understand the difficult position of employees in even considering to 

speak-up about a concern. There is also the need for managers to try to take prompt 

actions to resolve concerns or refer the concerns to an appropriate person while keeping 
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the employees informed about the process of addressing their concerns. There should 

also be a review after some time to find out if concerns have been addressed. If these 

things are done, we will be more encouraged to raise concerns about safety (Rad 12) 

Furthermore, it was contended that the departmental ‘norm’ of not addressing concerns raised 

by staff had gradually resulted in radiographers perceiving the act of speaking-up as one that did 

not yield results and hence an act in futility. A radiographer argued that this perception of the 

act being futile was a barrier to speaking-up behaviours of radiographers in the department: 

When concerns are raised, as to whether the proper actions are being taken is the next 

challenge…so people do not see any results, and based on that, they tend not to even 

speak-up or just let the issue pass or go. They do not follow up on anything, because 

they know that it's not going to be acted on or yield results. So, if you waste your time 

complaining about an issue or raising a concern, it's not going to get anywhere. So, you 

tend to just keep quiet. (Rad 1) 

Just the fact that from experience I know when I speak-up it doesn't make any change. 

I mean I won't get results from it. So, I have to just focus and move on (Rad 21) 

While the following radiographer’s comment is similar to those who express futility, the focus 

here is for speak-up concerns to be addressed properly, such that the person at fault 

acknowledges their mistake and some form of justice is served yielding learning outcomes for 

the person at fault, and also for the entire staff, instead of the act being regarded as a ploy to 

tarnish someone’s image. It was highlighted that this would enable radiographers to be more 

encouraged to speak-up.  

For me, it’s when the issues are dealt with appropriately. When the wrongdoer accepts 

his or her fault, it encourages people to speak-up but when matters are not addressed 

well, people may feel that maybe you want to destroy their reputation or something of 

the sort. But when the issues are addressed well and the people involved accept their 

wrongs, more people will be encouraged to speak-up or raise concerns. (Rad 7). 

A junior radiographer also expressed disappointment with how concerns raised about 

wrongdoing and/or safety compromises against patients have been treated in their workplace. 

It was reported that in such cases, although radiographers speak-up, there’s usually little attempt 

by the relevant authorities to address or resolve the issues, leaving these radiographers with 

nothing much to do than console the affected patient(s): 
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I think it’s the fact that you would pursue the matter endlessly and eventually, you just 

get frustrated, because you just realize that there's no real effort to resolve the issue. 

So, radiographers generally, would rather console the victim and try to placate the 

victim and that's it. I mean, you just don't have the energy to follow something, you 

know will take almost all of your time and yet, be fruitless, especially when again, 

involves senior members of staff, doctors, etc. The fact that you're just aware, this will 

not yield much, more or less a fruitless journey, so you don't even want to embark on it 

to start with (Rad 6). 

Overall, radiographers expressed a gross lack of confidence in the efficacy of the act of speaking-

up in their departments. Most radiographers reported their perceptions of not being able to 

effect any change within their department by raising concerns or speaking-up about things that 

go wrong. Some experiences of radiographers have resulted in their feeling that engaging in the 

act is a complete waste of time and hence described as an act in futility.  

6.3 Workload and working conditions  

Workforce shortages and poor working conditions have already been discussed in general detail 

in the earlier background chapters as major features of the overall context of Ghanaian 

healthcare and presenting challenges in radiography practice in Ghana. In the more specific 

context of speaking-up in the workplace, this section will demonstrate how these workforce 

challenges and working conditions negatively affect speaking-up behaviours of Ghanaian 

radiographers.  

A senior radiographer at one of the sites commented on how understaffed their department 

was, contending that this made engaging in acts such as reporting wrongdoing or safety 

compromises rather demanding, as being understaffed results in a higher patient-to-

radiographer ratio, putting pressure and stress on radiographers in the department and hence 

resulting in radiographers perceiving reporting errors or safety compromises as an added 

responsibility.  

As radiographers, so much is expected from us. In the whole of this hospital, there are 

only three qualified radiographers. We barely get time off because we are always 

understaffed. So, when I come to work, I just want to finish and go home. Going to 

report things that went wrong is like an added job. There’s already too much pressure 

here (Rad 13). 
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There are not many of us here to serve all the patients. One radiographer can be 

responsible for CT, x-rays, and MRI on some shifts because you may be working alone. 

In that case, even if something went wrong, you wouldn’t bother because you are 

already stressed with the numbers (Rad 21). 

6.4 Individual Factors  

 

Figure 6.3: Schematic diagram of individual factors explored among workplace speaking-up 

barriers and facilitators of Ghanaian radiographers. 

While the chapter so far has demonstrated that workplace speaking-up behaviours were 

influenced either positively or negatively by factors such workplace culture, absence of 

guidelines, the efficacy of speaking-up and workload/working conditions, the analysis of data 

also demonstrated that workplace speaking-up behaviours of Ghanaian radiographers are 

influenced by personal or individual factors as well. The section will explore these factors under 

two subthemes as shown in figure 6.3 above. It should however be noted that the factors 

mentioned here are individualistic and may not apply to the entire population of Ghanaian 

radiographers interviewed in this study, as they may vary from radiographer to radiographer.  

6.4.1 Radiography Role Identification and Duty of Care 

Role identity describes “the goals, values, beliefs, norms, interaction styles, associated with a 

particular role” (Ashforth 2001: p6; Sluss & Ashforth 2007 : p11). ‘Duty of care’ used here also 

simply refers to a lawful or moral responsibility to ensure the welfare or safety of patients. The 

data analysis demonstrated that workplace speaking-up behaviours of Ghanaian radiographers 

were also influenced by the radiography role identification and duty of care. 

INDIVIDUAL FACTORS 

Radiography role 
identification & Duty of 

care

Level of confidence or 
knowledge
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As already discussed in detail earlier, the Code of Ethics of the GSR stipulates those radiographers 

“shall advocate for the most appropriate care for patients and shall intervene in circumstances 

of abuse or unsafe, incompetent, or unethical practice”. Although this stipulation compels 

Ghanaian radiographers to advocate for the safety of patients, it does not clearly provide 

guidelines on how such issues should be handled.  In addition, the AHPC, which is the regulatory 

body, is yet to have an accepted code of conduct for allied health professionals, as the document 

is currently still being worked on. Despite the non-existence of a code and regulatory guidance 

to guide Ghanaian radiographers in speaking-up about patient safety compromises, some 

radiographers across some sites contended that they perceived the act of speaking-up as their 

duty of care aligned with their professional role. They believed they owed it to the client/patient 

to raise concerns whenever they observed a compromise in safety.  

The reason I will speak-up is that I owe the client a duty. And as a professional, if 

something is happening and even if I cannot do anything, I should be able to talk about 

it. So that my conscience will be clear that I would have done better if I had the power 

to do it. (Rad 21) 

I think that the only motivation for speaking-up is your love for your patients. There’s a 

common statement that says that; radiographers are like gatekeepers. When you play 

your role as the gatekeeper you try to make sure that at least whatever you are doing 

is justified. Aside from that if there’s been a safety compromise or wrongdoing, which 

you have reported, and your superior has done nothing about it, there isn’t really much 

you can do. If you try to show up somebody will think that you are taking his/her 

position and you end up being victimised. Well, as a radiographer I will always make 

sure that every radiological procedure I perform on a patient is justified. That is my 

main, you are thinking about the patient’s wellbeing, and you don’t want to harm your 

client, so in doing that, you always think about the patient’s well-being. And that is my 

number one priority (Rad 17). 

While these radiographers described how they perceived speaking-up about patient safety as 

their duty of care to the patient, others contended that they would report a safety compromise 

because they believed it was morally right. For them, their decision to speak-up decision is 

greatly influenced by the human feeling of empathy to do right to a patient and not only because 

they were under a professional obligation or a code of conduct to speak-up.  
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Well, sometimes you feel that you owe it to your patient to provide the best form of 

care. You want to put yourself in the shoes of the family, imagine yourself being a 

patient and thinking that if such bad practice was met out to me would I be happy? And 

so, for the fact that you feel that is your moral responsibility to your patients. You 

definitely want to speak-up about anything that is way out of line (Rad 9). 

Similarly, a radiographer contended that apart from the human conscience that makes a person 

feel like intervening or speaking-up for patient whose safety is being compromised, nothing else 

encourages them to raise concerns or report wrongdoing within the department. They argued 

that they were only triggered to action by conscience rather than organisational or legal 

requirements: 

Maybe our conscience, when you see somebody being abused, your conscience pricks 

you and you try to step in and try to save the situation. But there is nothing that 

encourages us to speak-up or go and report wrongdoing (Rad 8). 

6.4.2 Level of confidence or knowledge 

For some Ghanaian radiographers, their decision to speak-up about a safety concern or 

wrongdoing in their department was highly determined by how knowledgeable and/or highly 

educated they were considered to be among their peers. A senior radiographer contended that 

one of the challenges often faced in attempting to speak-up about safety compromises or 

wrongdoing is having your knowledge levels and competence questioned, resulting in a feeling 

of inadequacy. It was further argued that supporting radiographers to pursue further education 

(postgraduate studies) could potentially increase their knowledge base and eventually boost 

their confidence levels raise concerns about issues when there is a need to. More so, in the 

extract below, the radiographer discusses the paucity of knowledge about speaking-up as an act 

and its potential benefits with the overall goal of improving patient outcomes. This challenge of 

the paucity of speaking-up knowledge among radiographers however has already been discussed 

in detail in the earlier context chapter. 

I have only recently gone back to school after 12 years; we need a voice that we can 

only get through education. Sometimes when you speak-up your credibility and 

knowledge are questioned, statements like you are just a radiographer, what do you 

know? Radiography has been in practice for several years now, but radiographers are 

not being heard. We are seen but we are not heard. There is still more we can do as 
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professionals. The system also creates a barrier for not making it easy to pursue further 

education. The first barrier to speaking-up in the department is inadequate knowledge. 

I cannot speak for the others, but I do not know so much about it with regards to what 

it entails, who you can talk to, how far it can go, all those things. I believe the system 

needs to do much more about training staff about this concept. (Rad 20). 

Also, a junior radiographer reported inexperience as a barrier to speaking-up behaviours of 

radiographers in Ghana, highlighting that it lowers confidence levels as indicated in the extract 

below: 

feeling as if you don’t have enough experience to speak on the matter impacts on 

confidence and usually holds me back in my decision to speak-up about such concerns. 

(Rad 12). 

 

6.5 Conclusion  

To conclude, this chapter summarises the workplace barriers and facilitators of speaking-up 

about patient safety among radiographers in Ghana as gathered from the interviews. Three 

research questions are answered in this chapter. The first being “What are the factors affecting 

speaking-up behaviours of Ghanaian radiographers?”. Establishing these factors was very crucial 

for the researcher as it gave insight into the willingness of Ghanaian radiographers to speak-up 

about safety concerns. While the previous chapter discusses how the Ghanaian culture and 

African belief system influence the willingness of radiographers to speak-up, this chapter adds 

how workplace barriers and facilitators also impact speaking-up behaviours of Ghanaian 

radiographers and sometimes overlap with societal culture, hence establishing their willingness 

to speak-up. It, therefore, answers the question, “What is the willingness of Ghanaian 

It is interesting to note here that while a senior radiographer with over 12 years working experience 

argues that lower levels of education results in a lack of confidence to speak-up about issues, a junior 

radiographer on the other hand also contends that inexperience is the main barrier to speaking-up 

behaviours of Ghanaian radiographers. It is undeniable that the act of speaking-up requires some 

level of confidence. Is this level of confidence a result of educational levels or experience levels (years 

of practice)?? The international speak-up literature however classifies confidence, education, and 

experience levels as determinants of speaking-up behaviours of healthcare professionals (Reflective 

memos) 
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radiographers to speak-up about patient safety concerns?”. Some shared experiences of 

radiographers with organisational culture and other health professionals when raising patient 

safety concerns were also discussed in this chapter, therefore, answering the question “What 

are the experiences of Ghanaian radiographers with institutional culture and inter-professional 

relationships when speaking-up about patient safety concerns?”. 

This chapter demonstrates that the speaking-up behaviours of Ghanaian radiographers’ are 

influenced mainly by workplace barriers and enablers such as workplace culture, absence of 

policies and guidelines, the efficacy of speaking-up, workload/working conditions and lastly 

individual factors. Aspects of workplace culture explored in this chapter were the influence of a 

culture of openness, detriment and the fear of being ignored, hierarchy and the infiltration of 

societal norms, employee-employer relationships and professional loyalty. Individual factors 

affecting speaking-up behaviours were also explored under subthemes such as the radiography 

role identification, duty of care, and level of confidence in this chapter. While radiographers 

argued that they would be better enabled to speak-up about safety concerns in the workplace if 

their managers created a workplace culture of openness, some managers also contended that 

an open culture already existed in their departments and believed that the workplace culture 

supports radiographers enough to raise concerns if need be. Radiographers also argued that a 

workplace culture that is focused on improving patient experiences in effect encourages staff to 

report any occurrence that could jeopardise the safety of patients.  

Similar to reports documented in other settings (for example, The Robert Francis Mid-

Staffordshire Report on the NHS Foundation Trust Public Enquiry in 2013), Ghanaian 

radiographers also reported the culture of victimisation, bullying, and intimidation as inhibitors 

of their speaking-up behaviours. Furthermore, feedback from previous speaking-up experiences 

was contended to either enable or limit speaking-up behaviours of Ghanaian radiographers, 

depending on what these experiences were. While most radiographers with negative feedback 

such as victimisation or punishment from previous speaking-up experiences described the act as 

a “high-risk, low benefit” activity, expressing apathy for it, few others on the other hand who 

were fortunate to have good feedback from previous experiences were more motivated to 

engage in the act.  Radiographers also contended that their speaking-up behaviours in the 

workplace were restrained by the fear of negative feedback, whether in the form of being 

silenced, tagged as a snitch, having their competencies questioned, or being told about their 
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inability to effect any change. This finding is consistent with the already existing speak-up 

literature. 

The findings presented in this chapter demonstrated some overlapping with the data discussed 

in the previous chapter. For example, the influence of the hierarchical nature of Ghanaian 

societal culture and norms on the speaking-up behaviours of Ghanaian radiographers could not 

be overlooked. Radiographers argued that they were discouraged from speaking-up because of 

the societal culture which in turn affected the workplace culture, hence resulting in the act being 

regarded as disrespectful especially when it involved a senior staff and a junior staff.    

Furthermore, radiographers reported that the absence of clear-cut speak-up policies and 

guidelines from national stakeholders such as the GHS, the AHPC and the GSR posed a barrier to 

speaking-up behaviours of Ghanaian radiographers. It was further reported that the absence of 

formal departmental guidelines and protocols at the local level discouraged radiographers from 

speaking-up about safety concerns in the workplace. In the absence of formal policies and 

guidelines however, some radiographers described a form of innate or personal ethic that 

intervened in their decisions to speak-up, based on respect for the patient, a sense of duty, and 

also underpinned by empathy. This is similar to findings reported in a UK study by Jones and Kelly 

(2014) where they found that a sense of personal ethics often had a stronger effect on actions 

than professional or legal obligation.  

Interestingly, the UK is one of the countries that have long-established speak-up guidelines and 

codes of conduct for healthcare professionals. However, ongoing problems and issues with 

speaking-up in the UK raises questions about whether the existence of policy and guidelines 

alone is enough to influence speak-up decisions of Ghanaian radiographers (Hughes 2019). It was 

further reported that in the absence of formal policies, informal or unofficial strategies for raising 

concerns were being used in some departments. While these modes of raising concerns have 

some obvious pitfalls, radiographers also complained that these reporting procedures were very 

unstructured and cumbersome in some cases. The next chapter explores these modes/strategies 

in further detail. The absence of relevant independent speak-up institutions and organisations 

to handle concerns that are raised and resolve them properly was also contended to limit 

speaking-up behaviours of Ghanaian radiographers in the workplace. On comparing the process 

of raising a safety concern in public facilities to private facilities in Ghana, it was argued that 

unlike the private facilities where it was easier to raise concerns and these concerns were also 
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promptly addressed, reporting safety concerns in public hospitals came across as a very tedious 

task because of the bureaucracies involved. 

Overall, most of the barriers and enablers discussed in this section were not necessarily unique 

to the Ghanaian setting as they are widely discussed in the international speak-up literature. 

Interestingly, few factors such as the absence of speak-up policies or guidelines, 

workload/working conditions were peculiar to the Ghanaian setting. Although radiography 

workforce shortages are existent in westernised countries such as the UK, their severity is not 

comparable to the deficit in Ghana. (The background chapter discusses this in much detail).  

This chapter also demonstrates that although speaking-up behaviours of Ghanaian radiographers 

are challenged or enabled by diverse workplace factors, the influence of the societal culture on 

the workplace culture is grossly undeniable. While elements of just culture and psychological 

safety are demonstrated here in how Ghanaian radiographers could be better enabled to speak-

up in the workplace, the influence of societal norms and culture would need to be carefully 

considered. Lastly, the development of speak-up policy and codes of conduct alone may not 

necessarily be enough to enable Ghanaian radiographers to speak-up as some speak-up decision 

trails may be influenced by empathy, a sense of duty and respect for the patient. The next 

chapter discusses the current strategies in response to the barriers and facilitators and future 

directions as deduced from the data. This theme explores how some of the barriers and 

facilitators discussed here are being addressed and what the future holds with respect to 

speaking-up in radiography practice and healthcare in Ghana.  
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CHAPTER SEVEN 

CURRENT STRATEGIES IN RESPONSE TO BARRIERS AND FACILITATORS AND 

FUTURE DIRECTIONS 

7.0 Introduction 

As already mentioned in previous chapters, the thematic analysis of the data generated three 

broad themes. Two of these themes have been discussed in the earlier results chapters. This 

chapter draws the curtains on the results by discussing the third and final theme. As may be 

recalled, the preceding chapter explored the workplace barriers and facilitators of speaking-up 

in radiography departments in Ghana. Building on these earlier discussed factors, this chapter 

mainly explores the current strategies in response to these workplace speaking-up barriers and 

enablers and future directions for speaking-up in healthcare in Ghana.  

In accordance with the key objectives of this study, the earlier chapters explored Ghanaian 

radiographers’ understanding and willingness to speak-up, the factors affecting their speaking-

up behaviours, their experiences with institutional culture, and inter-professional relationship 

when speaking-up about concerns. Finally, in addition to the study seeking to determine if 

Ghanaian radiographers had speaking-up training needs, it also aimed at establishing if there 

were procedures, policies, and guidelines on speaking-up in hospitals in Ghana, and if so, 

whether these were usefully guiding radiographers’ practices. This chapter, therefore, aims to 

meet these objectives by discussing in depth the current strategies in response to the barriers 

and enablers of speaking-up behaviours of Ghanaian radiographers discussed in the preceding 

chapters. The chapter also discusses future directions such as the possibility of speak-up 

interventions in healthcare in Ghana. 

Although the earlier chapters discussed numerous barriers to speaking-up such as an absence of 

policy or guidelines and enablers such as previous experiences, the thematic analysis of data also 

demonstrated some current strategies in response to these barriers and enablers.  It is 

imperative to discuss these existing strategies as it offers an understanding of how and what 

some organisations or individuals have deployed steps to support workers to speak-up in the 

absence of national, regional or professional initiatives. Based on the results of the data analysis, 

this chapter is divided into two main sections. The chapter begins with an exploration of the 
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current strategies in response to the speak-up barriers and facilitators of Ghanaian radiographers 

and the later section mainly explores the future directions of speaking-up in healthcare in Ghana. 

Each of these sections is discussed under 4 sub-themes.  

7.1 Strategies in Response to Barriers and Facilitators 

As mentioned earlier, analysing the data did not only illustrate the speaking-up barriers and 

facilitators of Ghanaian radiographers, but it also demonstrated the current strategies in 

response to these barriers and facilitators at various levels which will be discussed here. Figure 

7.1 below illustrates the four sub-themes under which this will be explored. 

 

 

Figure 7.1 Schematic structure of the current strategies in response to workplace barriers and 

facilitators of speaking-up among radiographers in Ghana 

7.1.1 National-level Strategies 

National-level strategies here refer to the speaking-up strategies such as policy and guidelines 

that exist for healthcare professionals in Ghana at the national level. As mentioned in the early 

background and introduction chapters, Ghana’s national health sector aims “To improve access 

to quality, efficient and seamless health services that is gender and youth friendly and responsive 

to the needs of people of all ages in all parts of the country” (MoH 2014 p.19). The MoH has the 

duty of policy development and healthcare delivery management, and this function is performed 

through the GHS. Furthermore, as mentioned in the earlier background chapters, healthcare 



140 
 

staff in Ghana have an ethical and legal obligation to patients (Nsiah 2019). They are mandated 

by the Patient Charter “to protect the rights of the patient to safe, competent and quality care” 

(GHS 1992: p2). However, clear guidelines to support health professionals in the performance of 

this mandate are non-existent. Interviewees commented on the absence of national guidelines 

or formal policy frameworks to guide speaking-up activities across healthcare facilities in Ghana: 

I haven't been told or I haven't come across any national policy since I started working, 

but the only informal way I know is that, once there's a problem or I identify something 

going on, I tell my chief radiographer. But written policy I don’t have a fair knowledge 

of whether it exists or not. (Rad 18). 

Internationally, speak-up frameworks have been developed to guide speaking-up acts across 

healthcare facilities. For example, these include The Whistleblowing Policy and the Freedom to 

Speak-Up Guardians in NHS England. However, radiographers asserted this was not the case in 

Ghana as they reported no knowledge of a whistleblowing or “Speak-Up” guidance developed 

by the MoH or the GHS. A senior official from the MoH responsible for policy creation confirmed 

this assertion by also stating that no specific guidelines existed to regulate practising 

radiographers speaking-up about patient safety compromises in Ghana. The official however 

stated that in the absence of a specific policy document to guide the practice in that regard, 

radiographers were expected to report safety concerns in their incident logbooks: 

No, for raising concerns I don’t think there’s any specific. We haven’t yet got any specific 

policy for raising concerns in healthcare. I believe what radiographers typically do when 

they need to raise concerns or if you see something within your imaging room that is 

not right is to log into your book. If it is an equipment error you log in, if something 

happens to a patient you log in. If maybe you are at the CT scan centre, you started 

scanning before realizing that you didn’t close the door, which is a very bad practice, 

you log it in the book. So that you can later investigate how it came. So, these are some 

of the things they do (Stakeholder 2). 

Furthermore, other key stakeholders such as the professional body for radiographers, the GSR, 

and the regulatory body for allied health professionals in Ghana, the AHPC also reported the 

absence of guidelines or policy for raising concerns on issues regarding patient safety. (It should 

be noted that the term “Rep” used in the extract below is simply an abbreviation for the term 

representative”). The GSR official contended that while the society was aware of the absence of 

a national speak-up policy for healthcare professionals including radiographers, the society did 
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not have the capacity to push the agenda as a result of the lack of representation of 

radiographers at the ministry level. It may be recalled that in the earlier background chapter of 

the results section, one of the major challenges reported by Ghanaian radiographers was the lack 

of representation at the health ministry level unlike other health professionals such as doctors 

and nurses. The official further argued that for a speaking-up policy to work effectively among 

Ghanaian radiographers, their representation at the health ministry level will need to be put in 

place: 

There is nothing like a policy. And I will put that to the doorstep of my calls for having 

a Rep at the GHS. If you have a Rep at the GHS, that becomes his job. So, there is a 

formal policy that will come from there replicating to all GHS hospitals that a, b, c, d, 

this is the channel. So, you cannot report to me at the headquarters. You report to the 

regional radiographer recognised by GHS. The regional radiographers report to the 

national Rep at the GHS. That way, it becomes a formalised channel but because we 

don’t have it, that policy is not there. Until that is done, the policy cannot be 

implemented. The GSR alone doesn’t also have that to put one together because what 

happens when we do? where do we send it to? It stays at our doorstep, and we just 

make the noise through the media. So, we don’t have any document so far (Stakeholder 

1). 

Similarly, the AHPC official while reporting a lack of a national policy for raising concerns in 

healthcare, highlighted that the council, which is fairly new was still in the process of putting 

together various policies for allied health professions in Ghana. Despite the absence of this, the 

official emphasised that as a council, they still expected allied health professionals to report 

patient safety compromises when they came across such instances in their workplaces: 

I won’t say a policy as such because we are now also developing some of the policies 

you know. But we encourage our people to speak-up.  If you are in a health facility and 

the safety of your patients is at stake, we expect you as a professional to raise concerns 

so that you can protect the clients and if people fail to report some of these issues and 

it comes to our attention, we take them seriously on such occurrences (Stakeholder 3). 

Moving on from national policies, stakeholders such as the MoH through the GHS, AHPC and the 

GSR are expected to have professional codes of conduct/ethics for all healthcare professionals 

including radiographers. The availability of professional conduct regulations and standards that 

encourage speaking-up has been argued in literature to enable speaking-up behaviours of 
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healthcare professionals (Kingston et. al. 2004, Jackson et. al. 2010). The Society of 

Radiographers' Code of Professional Conduct in the UK contains explicit guidelines for raising 

concerns or speaking up about safety issues. (Society of Radiographers 2013). Unfortunately, the 

interview data reported that neither the Code of Conduct for the GHS nor the GSR present such 

equivalent provisions. The GSR official further reported that the society currently did not have 

an approved Standard Operating Procedure (SOPs) document for radiography departments 

across the country as the drafted document was still awaiting approval by parliament:  

We have a code of conduct and ethics for radiographers. And we have the code of 

conduct and ethics in the GHS as well which is sadly only used when they want to take 

disciplinary actions against someone. So, although we have the code of ethics for 

radiographers in Ghana, it does not have specific guidelines for raising concerns 

unfortunately, no, but what is there is about patient safety. This is for the one 

developed by the GSR. That is the only one. We were supposed to have standard 

operating procedures. But we don’t have it. It’s supposed to be under the LI for the 

AHPC. We drafted it but the LI has not been approved by parliament. So, the Act is there 

but has not yet been approved and that’s where we are now. So, we are just hanging 

on with our Code of ethics. But it is very detailed with specifics of, say if you want to do 

a chest x-ray what are you supposed to have done, a, b, c, d. you did not do a, b, c, d, so 

you faulted this way or that way. The drafted document also includes a revised code of 

ethics and guidelines for child protection (Stakeholder 2). 

Similarly, the MoH while confirming the existence of a code of conduct through the GHS reported 

that this document did not clearly stipulate guidelines for raising safety concerns. Concerns 

about whether the current code of conduct was usefully guiding practices of radiographers 

across the country were also raised by the ministry official: 

We have a Code of Conduct for radiographers which is the guiding principle for all 

radiographers in Ghana. Whether it is being obeyed strictly I cannot tell but there’s a 

Code of Conduct. However, I don’t think it’s explicit on raising concerns (Stakeholder 2).  

Nevertheless, the AHPC reported an absence of an approved code of conduct document and SOP 

for allied health professionals in Ghana. According to the official, these documents were far 

advanced in the development process and will include guidelines for raising safety concerns in 

the workplace when it is completed and validated: 
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We are now about finalising some of the policies. Standard of practice for instance, code 

of practice, scope of practice, these have gone very far but we are yet to finalise some 

of these policies….Yes, it includes guidelines for raising concerns about safety. You 

know, in the workplace, among the practitioners themselves, and the practitioner-

client. So, these are some of the things that, the codes that we are developing seem to 

have taken care of (Stakeholder 3). 

Despite the absence of an approved code of conduct and SOPs as reported by the AHPC, the 

council expressed its commitment to tackling safety issues that are brought to their attention. In 

the extract below, the official describes some instances where appropriate sanctions were taken 

against facilities that breached safety standards: 

Even the absence of approved policies doesn’t stop us the council in dealing with issues 

of unsafe practice, diligence, so when such issues happen, we receive a lot of complaints 

from the general public and also some of the professionals themselves that this thing is 

happening in such a hospital or in this facility and quickly move in to try and ascertain 

the, if really those things are happening. And there has been instances where we have 

taken issues with the owners of facilities, you know, I quite remember months ago we 

had to move to close some facilities where the practice there didn’t meet up to standard 

so even though we don’t have the documents in place but that doesn’t stop the council 

to ensure that right things are done in the health sector because the whole essence of 

health regulation is to protect the general public by ensuring that standards are met 

and then quality care is given to the population so that is what we have been doing 

(Stakeholder 3). 

Similarly, the GSR contended that although the society lacked SOPs and professional policies on 

raising safety concerns among radiographers, there were arrangements for annual facility 

visitations to radiology departments across the country by the GSR. The official argued that these 

visitations were useful for hearing concerns of radiographers in the workplace and provides an 

avenue for speaking-up about patient safety concerns. It was contended that concerns raised 

during these visits were compiled by the National Executive Council (NEC) who then try to 

address them: 

I introduced that facility visitation so maybe it’s just about having that policy done that 

the society should have an annual facility visitation and that would help. But we have 

regional chairmen who are so close with the various respective regions so if there is any 
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problem, they bring it up to the national executive council to try to address it, so they 

do the little facility visitation, and we get to know (Stakeholder 1). 

 

7.1.2 Organisational-level Strategies 

The term organisational-level strategies here refer to formal, semi-formal, and informal modes 

of speaking-up that currently exist at the hospital level in healthcare facilities across Ghana as 

reported by radiographers. Similar to what was reported at the national level during stakeholder 

interviews, radiographers also reported an absence of clearly outlined formal speaking-up 

policies and guidelines at the hospitals:  

It is evident that there’s a lack of national and professional policies to support Ghanaian 

radiographers in their speaking-up activities. Despite the absence of these policies, the MoH official’s 

view about whether the other already existing stipulations are usefully guiding radiography practices 

across the country is worth thinking about. Although international evidence suggests that the 

existence of these policies and standards of practice may enable speaking-up behaviours of 

healthcare professionals, will this apply in the Ghanaian context? Will the existence of policies really 

make a difference? It is also evident that Ghana’s healthcare system is currently undergoing 

considerable reformation given the number of policies that are either being developed or awaiting 

validation. There are also questions about whether some of the activities of the GSR in the absence of 

policy such as the annual facility visitation is useful in supporting radiographers to speak-up about 

concerns. How effective are these visits? Do radiographers feel safe enough to raise concerns to these 

executives who conduct these visitations. Is their anonymity assured in attempts to address these 

concerns? How long does it take for these concerns to be addressed if they are at all? Furthermore, 

the MoH official’s reference to the incident logbook for reporting concerns takes me back to my days 

of practising as a radiographer in Ghana. Incident logbooks in radiology departments that actually 

have them were reduced to reporting equipment faults only. However, it is undeniable that a lot 

more could go wrong in a patient’s visit to a radiology department than just an equipment error. My 

albeit limited experience in radiology departments in UK paints a completely different picture of 

incident logging. For example, if a radiographer performed an unjustified radiological procedure on a 

patient, this was considered an incident, and it is straight-away logged into Datix or any incident log- 

system deemed appropriate. If a patient was overly exposed by a radiographer for even a justified 

examination, the same rule applies. These are just but a few examples of how some patient safety 

compromises are handled in radiology departments in the UK. In the Ghanaian setting, we carry on 

as business as usual when things like this happen. (Reflective memos) 
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Personally, I haven’t come across any document that directs you as to how to channel 

your grievances or your complaints to the appropriate authority (Rad 13) 

as far as I am concerned, I have not seen any written down policy on this issue in both 

the government and the private sector wherever. (Rad 17). 

On the other hand, radiographers who worked in both private and public hospitals reported that 

while they had no knowledge of a formal policy or guidelines for raising concerns in their public 

hospitals, in their private workplaces guidance existed which reiterated the importance of 

speaking-up about concerns and offered some guidance on how to go about it: 

I don't know of any written down policy here…. However, in my private setting, there is 

a document that talks about what to do when you see something wrong. It emphasizes 

the need to say something when you see something wrong so that something can be 

done about it.  (Rad 7). 

The data analysis also demonstrated that in the absence of formal speak-up frameworks and 

guidelines nationally and at hospital management levels, other semi-formal and informal modes 

of raising concerns existed in healthcare facilities across the country. Some of these speaking-up 

strategies were regular meetings for heads of departments and managers organised by the 

hospital management. A senior radiographer described how such meetings, some daily, weekly, 

and monthly serve as an avenue to raise concerns or speak-up about anything going untoward:  

Within the hospital, we have what we call huddles or standing meetings that we do 

every single day, generally for heads of departments or in-charges of the wards where 

concerns are raised and whatever was done on the previous day or within the week 

among the departments is discussed. If there's something you experienced in a 

department, which you didn't really like you can bring it there, before the heads of 

departments. For instance, in department A, this happened or some of my subordinates 

reported that this event took place and so we should discuss it and find a way forward. 

So that is what we do at the department heads and then from there, we advance to the 

administrator. The heads of departments meet the hospital administrator once every 

month to discuss some of these issues. The head of departments also meets top 

management regularly to discuss concerns raised for them to also take action. (Rad 10). 

While the extract above demonstrates how some concerns raised through or by department 

managers are taken further up to senior hospital management in an attempt to address them, 
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the efficacy of this approach in managing all staff concerns may be questioned. For example, it 

appears concerns raised through this approach may require the approval of the department 

manager to be considered worthy of address. Furthermore, although all forms of speaking-up in 

the workplace require some level of psychological safety and moral courage, raising certain 

safety concerns, for example, errors committed by radiographers through this approach may 

require higher levels of these factors. The reason being that this approach does not offer any 

form of anonymity for radiographers who do not wish to be identified and concerns will need to 

be raised in the presence of other staff, and hence possibly inhibiting voice. Similarly, another 

senior radiographer and radiology manager described how concerns are raised in the workplace 

through report writing by department heads and managers. The manager stated that 

department managers in their facility were required to submit weekly reports on the day-to-day 

running of the department to senior management and safety compromises were included in 

these reports: 

In my hospital, it is mandatory that on a weekly basis, I submit a report as head of my 

department concerning any unforeseen or irregular encounters that I encounter 

pertaining to patients’ safety and also compliance of that by other staff but basically 

pertaining to the safety of our patients. It is the sole duty of the head of the radiology 

department to compile these occurrences on a weekly basis. (Rad 12). 

In addition to management meetings and report writing as strategies for raising safety concerns 

at the organisational level, radiographers mentioned that their hospitals organised open 

gatherings for all staff every quarterly to discuss the successes and failures of the organisation. 

They mentioned that these gatherings offered an opportunity for staff to raise concerns. It is 

however apparent that this approach may only work for certain types of safety concerns given 

the fact it does not offer any form of privacy or anonymity:  

The hospital organises something like a forum or durbar every quarter. Once they try to 

put up the health information status page, every quarter, they project, and we get to 

know whether we are progressing or retrogressing. So, during those programs, the 

floors are opened up for all staff to attend, and for them to bring up some of these issues 

(Rad 10). 

Lastly at the hospital level, another strategy that was predominant across sites was the use of 

suggestion boxes for raising concerns. While the approaches discussed so far in the extracts 

above are targeted at promoting speaking-up among staff only, the use of suggestion boxes was 
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open to both patients and staff. Radiographers stated that their hospital management provided 

suggestion boxes at vantage points within the hospital premises for patients or staff to drop in 

their complaints, comments, or suggestions. While this approach may be argued to be a good 

way to ensure anonymity in raising concerns on wrongdoing, it is however unclear how the 

concerns are subsequently addressed, if they are at all. It is also unclear how timely this approach 

may be in addressing more immediate and serious complaints about staff or patient safety, 

hence its usefulness in promoting safety and improving patient outcomes may be questioned: 

Okay so generally, or for the whole hospital, we have suggestion boxes around which 

you can drop your comments or concerns in without revealing your identity? (Rad 10). 

So, at the private facility, we have a suggestion box placed at the entrance of 

departments where whatever concern any staff have can be written and dropped in the 

box which is sent to the appropriate authorities to be read and addressed (Rad 16). 

Moving on from the discussion on speaking-up strategies at the hospital or organisational level, 

the next section explores the strategies that exist at the departmental or local level. 

7.1.3 Departmental/local-level Strategies 

Departmental or local level strategies here refer to modes of speaking-up that currently exist at 

the department level in healthcare facilities across Ghana as reported by radiographers. Similar 

to reports given at the national and organisational levels, radiographers here also reported an 

absence of formal policy or guidelines for raising safety concerns in their departments. Despite 

this absence, radiographers contended that they were urged to raise concerns through semi-

formal and informal channels:  

There are no formal or established policies for that in most places where I work. 

However, informally speaking-up and raising concerns are encouraged. (Rad 15). 

Building on these insights and similar to reports in the earlier sections of this chapter, 

radiographers mentioned that within their departments, weekly meetings were organised to 

deliberate on issues concerning the day-to-day running of the department. A senior radiographer 

describes these meetings as an avenue for speaking-up about safety concerns: 

we have meetings that we organise, at the end of every week in my department, for 

instance, I meet my subordinates, and whatever their concerns are, or what's going on 

wrong, or what we could change, they bring it up. We all discuss it, then we find lasting 
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solutions to it, …  within the department itself. Although we have nothing written down, 

these are some of the protocols in place within the department for people to speak-up  

(Rad 10). 

A junior radiographer mentioned that within the department, they raised concerns through their 

senior radiographers, describing that they basically followed the chain of command until the 

concern is addressed. Upon being questioned about what then happens if the safety compromise 

or wrongdoing involved the senior radiographer or the manager, the radiographer asserted they 

would still speak-up to that senior radiographer/manager: 

If you have a concern, you go to your immediate superior and if it doesn’t get resolved 

on that level, you go to the next in line…If the problem is with your superior, you still 

have to tell him so that you can sort it out. You have to address it to him first, if it doesn’t 

get resolved with him, you move to the next manager. So, it’s either you get out of that 

environment, or the superiors sit with you, and you sort it out….  (Rad 5) 

It is evident from the extract above that the approach does not provide any form of anonymity 

for the person raising the concern. In addressing questions regarding anonymity, the 

radiographer mentioned that the only way to achieve this was perhaps by the use of anonymous 

letters. However, the radiographer also asserts this approach is unacceptable, emphasising that 

the identity of the person raising a concern needs to be known for the concern to get the 

necessary attention and be addressed. While it is true that it may be more difficult to investigate 

anonymous reports as it may not be possible to ask follow-up questions, it should be noted that 

sometimes it is in the best interest of the whistle-blower or the person raising the concern that 

they remain anonymous. Nonetheless, it is customary to provide your name while requesting 

confidentiality, so that the individual or organisation you disclose to takes all reasonable steps 

to safeguard your identity: 

In making reports, the only way you can shield your identity is probably through a 

written letter. And if shielding your identity is a big issue for you then I don’t think it’s 

possible to make such reports. Because you are making a complaint and if you are 

making a complaint, you have to show up, whoever is going to handle your complaint 

needs to know who is making the complaint so your identity for sure will be known. 

(Rad 5) 
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The need to go by hospital hierarchy in raising concerns was emphasised by radiographers across 

departments. It may be recalled that Rad 5 while reporting that radiographers usually spoke up 

about concerns through their immediate supervisors, shared the opinion that even in cases 

where the wrongdoing or concern was about the immediate supervisor or manager, the 

radiographer raising the concern still needed to speak to the said supervisor or manager about 

it first. Building further on these insights, it was contended that ‘ignoring’ immediate supervisors 

and heads of departments to report concerns directly to other top management was considered 

a violation of hierarchy:  

Other radiographers may not raise their concerns to the head of department, and it 

would be a breach of not following the hierarchy. There is a strong policy of moving up 

the hierarchy and not just moving past the head of the department to any other person 

to report your concerns. (Rad 12). 

Contrary to this opinion of Rads 5 and 12 and the emphasis on complying with hierarchical 

expectations in every instance, other radiographers, while admitting awareness of the 

expectation to ‘obey’ hierarchy, argued that they would move past their immediate supervisor 

or head of department and report to a more senior person if that immediate supervisor or 

manager was involved in the wrongdoing or concern they intend to report. Radiographers further 

highlighted that in some hospitals, junior staff were offered opportunities to personally meet top 

managers such as medical directors to report concerns that they are unable to report to their 

department heads: 

At the radiography department where I work, the simple policy is that you report 

immediately to the next second higher authority. So, for me as a radiographer, my first 

point of report is the senior radiographer whom I will most likely be working with on 

my ordinary working day. If there is any issue that comes up, they are my first point of 

report but if they are the people that I am reporting against then I can bypass them and 

go to the chief radiographer. I would say I haven’t really seen it as a written document 

that states this, but I think it is just the culture of the work environment. (Rad 14). 

But for the department level, what happens is if you have an issue, and let's say, it's 

between a subordinate and the head of department, that concern can be reported to 

the medical director. The medical director has days of meeting people individually to 

address concerns they have within their departments that cannot be reported to their 
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unit heads. The medical director who acts as the head of all clinical departments will 

now try and solve all those issues.  (Rad 10). 

Furthermore, speaking-up strategies at the department levels were not limited to only directly 

raising concerns through senior radiographers or radiology managers. Radiographers reported 

that some informal approaches such as the use of WhatsApp platforms were also employed. In 

the extract below, the radiographer explains that this approach could be used unless the staff 

raising concern the staff raising the concern preferred speaking directly to a manager or a senior 

radiographer. Again, while this approach may be useful in reporting some concerns within the 

department, it may not be ideal in cases where the person speaking-up requires some form of 

anonymity or confidentiality: 

Well basically if I wasn’t happy about something, we have a radiographers WhatsApp 

platform, where I can air my opinions. We also have a directorate page where you could 

actually air your concerns, or you could actually speak to the chief radiographer in 

person and if possible, the head of department. (Rad 9). 

While all the extracts discussed so far at the departmental level describe strategies in place for 

raising concerns among radiographers, it may be worth mentioning that some facilities had put 

in some systems for patients to speak-up about concerns about their care delivery when they 

had any. Radiographers stated that some departments within the hospital promoted speaking-

up among patients through the use of posters encouraging them to raise a concern, and in some 

cases, telephone numbers of the department managers were attached as well. While the efficacy 

of this approach in actually promoting speaking-up among patients cannot be proven, it may 

however worth be a way of enhancing patient safety and improving patient outcomes in those 

departments as staff compliance to departmental protocols and local rules may perhaps be high:  

I'm not aware of any official policies in place. But I know that we try as much as possible 

to encourage people to speak-up. In several departments you find notices, and in some, 

you'll find contact numbers that you could call or send messages to when something 

untoward happens or you are treated badly in a place… These interventions are for 

clients and not the staff and in the few places where they are, the contact numbers are 

for the departmental heads. (Rad 6). 



151 
 

At the Government teaching hospital, we have the contact of the chief radiographer 

boldly placed on notices around the department which people can call to make known 

their concerns or complains. (Rad 16). 

While speak-up strategies discussed so far explore national, organisational and departmental 

levels approaches to speaking-up, the thematic analysis also demonstrated that individual 

approaches to speaking-up existed among radiographers in Ghana. The next section discusses 

these approaches.  

7.1.4 Individual-based Speak-up Approaches 

As the name of this theme suggests, individual-based speak-up approaches used here refer to 

the various ways that radiographers personally choose to raise concerns about safety 

compromises within their workplaces in Ghana. Radiographers contended that while some 

approaches such as the use of suggestion boxes and speaking-up through supervisors existed at 

the organisational and departmental levels also had individual approaches to raising concerns 

about safety. It was reported that when radiographers had concerns, they often spoke-up to 

fellow colleagues, trusted friends or people who were not in any position to effect change. In the 

extract below, Rad 12 highlights that this approach of speaking-up to colleagues was most 

common in cases where the radiographer who intends to raise the concern is unable to speak-

up to their immediate supervisors because the said supervisor may be involved in the 

wrongdoing or the concern that needs to be addressed. Radiographers further reported that it 

was either they use this approach or perhaps not speak-up at all: 

if your problem is with the HoD then with such an issue, it becomes difficult and that 

means that the person may either not speak-up at all or end up confiding in another 

colleague who might just leak information for management to hear but this hardly 

occurs. (Rad 12). 

I’ve had but I didn’t raise concerns to anyone that matters. Yes, I kept it to myself and 

even those that I complained to were not people that could be of help. (Rad 13). 

In another light, the approach of speaking-up to the colleague involved in the wrongdoing or 

concern was also mentioned by radiographers as an informal strategy. They stated that if they 

witnessed a colleague doing something wrong and the action or in some cases, inaction had the 

tendency to compromise patient safety, they would raise a concern directly to that colleague. In 

the extract below, Rad 15 argued that this approach is the best practice: 
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A colleague was doing an examination, and his approach was not all that good. And so 

I approached him and said there was a better way of doing what he was doing and I 

taught him how to…… I believe it’s best you approach the person about his or her faults 

or you talk to a higher authority about them. (Rad 15). 

I would confront my colleague and talk to him about the consequences of what he/she 

is about doing highlighting the harm to the patient if done. (Rad 16). 

To summarise, this chapter has so far explored the current strategies in response to the barriers 

and enablers of speaking-up discussed in the preceding chapter. Speak-up strategies on the 

national, organisational, departmental and individual levels have been explored. While an 

absence of a national speak-up policy or well-structured guidance was noted across levels, it was 

evident that other strategies adopted for raising concerns existed. Although these approaches 

may be useful in raising concerns about some issues within the workplace, some of them had 

obvious shortcomings. For example, the approach of speaking-up at departmental meetings or 

directly through supervisors which may not offer any form of anonymity, and the use of 

suggestion boxes which may offer anonymity but present a challenge of delay in addressing 

concerns. The efficacy of these strategies in promoting speaking-up about safety concerns and 

actually improving patient safety may also be questioned.  

The next section discusses future directions such as the likelihood of a speak-up policy and other 

speak-up interventions at national and local levels.   

7.2 Future Directions 

So far, this chapter and the preceding ones have explored the speaking-up experiences of 

Ghanaian radiographers, highlighting some contextual issues, the Ghanaian speaking-up 

understanding, perceptions and culture, barriers and enablers as well as the current strategies 

in response to these barriers and enablers. Building further on these insights and looking 

forward, the researcher, therefore, sought to inquire about the possibility of promoting 

speaking-up in the Ghanaian society. The significance is that it is not enough to discuss the 

current speaking-up situation in healthcare in Ghana without exploring ways of improving the 

situation and what the future holds, that is if there is any future at all for it in Ghana and perhaps 

other culturally complex and resource-constrained settings. 
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 Across sites, radiographers affirmed their support for promoting speaking-up in healthcare in 

Ghana. In the extract below, the radiographer highlights the possibility of a future for speaking-

up in healthcare in Ghana: 

Because there is growing awareness, and because of education and exposure to other 

cultures, people are becoming more aware of what to do and what not to do through 

exchange of ideas with all kinds of people. So, generally, things are changing. And so 

yes, it's very, very much possible that these things can happen, and the change can 

come. As I said, there are some initiatives from individuals and NGOs in various other 

sectors that are doing quite well. And so, all we need is a consistent effort at it and 

hopefully, it will yield results. (Rad 6). 

Another radiographer, while recognising the challenges pursuing a change from the current 

situation may come with, argues about how patients may be supported to speak-up about safety 

compromises they face in their care delivery process. It may be recalled that radiographers have 

highlighted in the preceding chapters how promoting patient speaking-up may in turn influence 

speaking-up behaviours of radiographers. “…education is the way to go, change of culture, 

change of mindset” as quoted from the closing lines in the extract below demonstrates some 

ways the radiographer believes a future for speaking-up in healthcare in Ghana can be pursued: 

Why not? It is possible. If Ghanaians are educated on what to do and have knowledge 

of the topic, they are more likely to speak-up. A lot of the patients who come to the 

hospital are not even aware when their rights are being trampled on. They lack 

knowledge. If patients who come to the hospital become more knowledgeable about 

their rights and responsibilities as clients, then they are more likely to speak-up when 

things go wrong. So, education is the way to go, change of culture, change of mindset. 

If these things are done, then speaking-up can be promoted. It will be a long process, 

but it is possible. (Rad 5). 

Furthermore, radiographers while affirming their support for promoting speaking-up In Ghana, 

suggested some ways they believed a change could be pursued. These suggestions are described 

with the term ‘speak-up interventions’ for the purposes of this chapter. The remainder of this 

chapter explores these future speak-up interventions for radiography practice and perhaps 

healthcare in Ghana in much detail. These interventions are discussed under four sub-themes 

namely policy interventions, education and training interventions, societal/cultural 

interventions, and other workplace interventions as illustrated in figure 7.2 below.  



154 
 

 

 

Figure 7.2 Schematic structure of future speak-up interventions for radiography practice in 

Ghana 

7.2.1 Policy Interventions 

This section discusses the future of speak-up policy development and its effective enactment in 

radiography in Ghana. It identifies the importance of the existence of policies at national and 

local levels to guide radiographers in their speaking-up roles and the effective implementation 

of these policies in diagnostic radiography in Ghana. The section also considers the necessary 

processes for policy development to make certain the ultimate outcome is viable, and hence 

reducing the possibility of implementation non-success. Some of the issues proposed by 

radiographers here include the need for guidance or frameworks for speaking-up, who should 

be involved in the policy planning, who should have the duty of regulation and implementation, 

policy funding, and anonymity concerns, just to mention but a few. Policy interventions are 

explored under two levels in this section, national and local levels.  

7.2.1.1 National Level Policy Intervention 

National-level policy intervention used here simply refers to speak-up policy planning and 

implementation at the national level for radiography practice and healthcare in Ghana. It 

discusses the possibility of developing and implementing a speak-up policy at the national level. 
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Given the apparent absence of guidance and policy to guide speaking-up behaviours of 

radiographers and healthcare professionals in Ghana, it is unarguable that there is a need for 

policy formulation to guide these practices across departments. Evidence from international 

literature shows the existence of policy and frameworks to guide speaking-up behaviours of 

healthcare professionals, although the implementation of these structures has been problematic 

in some cases (Hughes 2019). Radiographers, in recognition of the barriers and in some cases 

lack of clarity on what exactly to do argued that speaking-up practices in radiography and 

healthcare in Ghana require guidance through policy. They further argued that the introduction 

of this policy would not only offer guidance but also promote speaking-up behaviours of 

radiographers across the department(s): 

If there is a formal policy instituted to guide how to go about speaking-up, it would 

encourage staff to be open about instances of that sort and not be timid or scared of 

speaking-up in case they have to do so. That is if a formal policy is instituted to openly 

discuss the matter… if there’s policy concerning that, you don’t feel like you are doing 

something wrong when speaking-up. And whatever you are speaking-up against would 

have to be listened to. Because when you speak-up to someone, and the person knows 

that there is a policy concerning this and you have a roadmap about how to go about 

it, everybody is in the position to speak-up, it’s not limited to only a senior colleague. I 

believe that everyone, either senior or junior should be able to speak-up and be heard. 

If that is done, it would make it more open, and people would actually be encouraged 

to speak-up if something is not being done right because there’s a policy (Rad 2). 

In discussing the need for policy formulation, suggestions about who should be involved in the 

planning were given by radiographers across sites. Radiographers argued that highly experienced 

personnel with senior expertise in successful speak-up policy planning and implementation will 

need to be consulted for their input in the decision-making process to ensure that this works:  

We will need to get an expert on speaking-up to incorporate a system that has 

previously worked in other institutions. There can be clear guidelines printed out and 

pasted at various vantage points. Also, as I mentioned earlier there should be scheduled 

training sessions on this (Rad 20). 

Some radiographers also argued that it was not prudent for a speak-up policy to be designed for 

them without their involvement in the planning process. They, therefore, contended that for the 

policy to work well for Ghanaian radiographers, their views and opinions would need to be taken 
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into consideration, either by contacting the radiographers directly or through the professional 

body, the GSR: 

Well, I believe that the policy developers will need to work in line with radiographers 

because sometimes people make decisions for you without coming to you on the 

ground, okay. So, it will be a good thing to get radiographers involved in working on 

such policies. In view that they can get the general consensus of radiographers 

regarding raising concerns and speaking-up (Rad 17). 

I think that in creating that policy, they should involve the GSR. They certainly have a 

smorgasbord of ideas they actually want to bring on especially with raising a taskforce 

that can actually squash out quacks. I don’t have much to say but I think that the GSR 

have enough ideas on what they want you to do so if anything, I'll just recommend that 

they actually contact them. (Rad 9). 

Furthermore, the healthcare industry and other government sectors in Ghana have a pattern 

regarding the introduction of policies without adequate funding which have contributed to 

implementation failures of these otherwise good policies. Although the implementation of 

speak-up policies in high resource settings has not been without challenges, low-resource 

settings like Ghana may have bigger challenges especially when it comes to policy funding. 

Radiographers therefore contended that putting together a good speak-up policy would require 

adequate resourcing to ensure its success:  

It will have to be properly funded.  The real challenge with most of our institutions and 

structures is that, although they are set up, very little funding goes into it so eventually 

the people working in these institutions and structures tend to be very demotivated. 

And so, they are not able to execute their responsibilities. So, very importantly, for 

something like that the funding has to be properly worked out so that the people 

involved in that endeavour are properly taken care of so they can focus and do the job. 

That is the most important thing because we have the people with a kind of mindset to 

turn things around if they are given the necessary accoutrement, they will be able to 

create a change. (Rad 6). 

Significantly, suggestions on policy provisions about how speak-up concerns should be received 

and addressed were given by radiographers across sites. Radiographers mentioned that for a 

speak-up policy to work well for radiographers, it would have to stipulate in detail a clear 
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pathway for raising concerns and what the expectations of radiographers should be when they 

speak-up in the workplace about safety compromises: 

I think one of the things that can be incorporated are the appropriate person to speak 

to or to raise a particular concern if you have to, how long it might take for these 

concerns to be resolved or to be answered, the appropriate time these concerns can be 

channelled. Yeah, I think when some of these things are incorporated, people will 

become knowledgeable about what exactly to do, where exactly to go and who to 

speak to.  And so, if some of these things are outlined in the policy, where to go to, 

where to raise a concern and what to expect, I think it's going to help the Ghanaian 

radiographer (Rad 1). 

In addressing questions about who to report to and how speak-concerns should be addressed in 

the policy, radiographers argued that the policy should ensure that they should not have to raise 

concerns through other staff such as radiologists. It may be recalled that one of the challenges 

of radiography practice in Ghana reported by the radiographers in the earlier chapters was the 

perceived lack of voice as a result of having to raise concerns through radiologists in the 

departments. This approach was one they were often unhappy with due to the perception of 

these radiologists not sharing their common interests. Consequently, radiographers contended 

that a speak-up policy will work better for Ghanaian radiographers if it enables them to raise 

concerns through their fellow radiographers and not other healthcare professionals such as 

radiologists:  

Radiographers should not have to report concerns directly through radiologists. Yes, 

because the radiologists belong to a different fraternity which is the GMA and 

radiographers belong to the AHPC. So, if you are channelling your issues to someone 

belonging to a different fraternity, it is more like just pouring water on a stone because 

that person gets whatever he/she wants from his mother association. So, if there’s 

anything you also want anything, you too go and fight for yours. There should be a clear 

cut between radiographers and radiologists. You can have the radiologist fine, 

radiographers fine. But we shouldn’t be directly under them. Currently, the radiologist 

is our direct head and radiographers don’t have the right to be their own head. I think 

that is one of the things that anyone who wants to formulate a policy to govern our 

practice needs to consider. (Rad 13). 
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While radiographers argued for the speak-up policy to enable raising safety concerns or 

speaking-up through their fellow radiographers, other radiographers on the other hand 

highlighted the need for the establishment of nominated neutral institutions to receive and 

address concerns devoid of prejudice or favouritism. They argued that this would empower more 

radiographers to speak-up about safety concerns when the need arises:  

And then secondly, if the relevant institutions are able to establish independent bodies 

to look into issues when staff or a colleague speaks against a client or another 

colleague, to look into the issue and resolve it without being bias, I think that would 

encourage people to speak-up. (Rad 2). 

Furthermore, radiographers highlighted the need for the speak-up policy to reiterate the 

appropriateness of speaking-up and offer the confidence of safety for all radiographers who take 

a decision to engage in any form speaking-up when they have a safety concern in their workplace: 

the policy should be one that would reassure staff that it is safe and acceptable to 

speak-up and raise their concerns if they have any. (Rad 12). 

Similarly, radiographers expressed views on how safety, confidentiality, and anonymity will need 

to be ensured in the speak-up policy. They contended that for a speak-up policy to work well for 

Ghanaian radiographers, not only is there a need for the safety of staff who decide to speak-up 

to be ensured by the policy, but their confidentiality and anonymity as well.  Radiographers 

emphasised that the fear of negative repercussions or punishment as a result of speaking-up 

about wrongdoing should be allayed by the policy: 

I think anonymising the reporter’s identity is one thing and ensuring that nobody would 

be dismissed for blowing a whistle, so job security. I should not lose my job or be witch-

haunted because I reported wrongdoing or a concern. (Rad 4). 

The policy should ensure the safety of those who speak-up. Because in Ghana there are 

instances where people report wrongdoing, and they end up in trouble. It's either they 

lose their jobs, or they are attacked, or something will happen to them someway 

somehow. If the policy will really work, then the person must ensure the safety of the 

whistle-blower. (Rad 21). 

Furthermore, radiographers highlighted that for a policy to usefully guide speaking-up 

behaviours in the workplace, there would be a need to be for a strong commitment to follow it 
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orthodoxly. It was further argued that this can be achieved if the policy is made easily accessible 

to all radiographers while putting structures in place to ensure that the set rules are followed: 

One of the things will be strict adherence to all safety protocols. People should be 

mandated to adhere to safety guidelines. Also, if the policy is going to work, it should 

be ensured that every radiographer has access to the guidelines or policy so that they 

can adhere to it. (Rad 7). 

Imperatively, issues of the legality of the policy were raised by radiographers. They contended 

that for a speak-up policy to work well for Ghanaian radiographers, it would have to be backed 

by law. Radiographers highlighted that legal support for the speak-up policy would help to make 

the policy more established and encourage more radiographers to speak-up when the need 

arises:  

I think it should be a good policy, the policy should have strength and it should have 

some form of legal backing. It should be acknowledged and repetitively inculcated into 

the hospital setting that this is the only governmental policy being backed by law, it 

becomes a decree or legislation so in tandem with the law, radiographers would know 

that they can make suggestions and raise concerns and be assured that the law backs 

it. If only the policy follows that direction, then it can be sustained then once something 

is sustained for a long period of time, it becomes a norm and if that becomes a norm 

then radiographers in Ghana can now have a voice and can be heard and when they 

are heard, all their concerns will hopefully be addressed (Rad 10). 

Furthermore, the senior official from the GSR described how the body could push the agenda for 

a speak-policy for allied health professions in Ghana. It may be recalled from the earlier chapters 

that one of the key challenges confronting radiography practice and perhaps the allied health 

profession in Ghana as reported by the radiographers was the lack of representation of the 

profession at the ministry level. In the extract below, the senior official illustrates how some 

arrangements have been made in an attempt to address this concern. The official further 

contends that addressing these concerns is crucial to pushing the agenda for a speak-up policy 

to guide radiography practice and allied health professions in Ghana: 

The MoH wants to appoint a CPO for Allied Health…analogous to a director position. 

So, that office when created will have 2 deputy directors…: one clinical and the other 

non-clinical. With that, all the eighteen professional groups under the allied health 
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professions council will have a Rep at the MoH. We can then champion such things, and 

the recommendations from your research can be used in formulating policies up there… 

All 18 allied health professions and the association came together and made a singular 

voice that we should be represented at the board level of the teaching hospitals because 

the teaching hospital board has representatives of all the councils except allied health, 

so we made a voice through the media. Fortunately, they have asked the board to 

include a Rep from Allied health. So, out of the eighteen professions one person will be 

appointed. Since that agreement, they’ve now formed the Ho teaching hospital board 

and the Korle-Bu teaching hospital board as well. So, they have an Allied health Rep on 

the boards….  When we have those Reps on those boards the various associations or 

the council of presidents of the allied health have the vision of meeting the board 

members to put our case across. So, when they push the agenda at the teaching hospital 

level, then we also put it across the MoH through the director or chief programmes 

officer at the MoH. The director will help in formulating policies that will work for the 

benefit of allied health practitioners. So, these things can happen based on the 

recommendation that we can hold on to. The evidence-based fact is that there is 

research now through your study that has shown that this a, b, c, d, is lacking and needs 

to be implemented. So, your work can inform, and bring new things into the country 

which will benefit or help us achieve the sustainable development goals that we set to 

achieve in 2030. (Stakeholder 1). 

Lastly and most significantly, radiographers argued that there is a precedence that most policies 

do not actually work for the purposes for which they were created.  They therefore emphasised 

that as much as a lot of work could go into putting together a speak-up policy for healthcare in 

Ghana, there must be a willingness to ensure that it truly works to promote the safety of staff 

and service users which is the ultimate goal:  

We will all have to make it work. If we are not willing to make it work, it will be written 

and be there, but it will not work. Just like we have in other institutions in Ghana. The 

policies are there but they don't work. So, I think they will have to make it work. (Rad 

18). 

7.2.1.2 Local Level Policy Intervention 

The term ‘local-level policy interventions’ used here simply refers to speak-up policy 

interventions for workplaces or departments. In addition to speak-up policy planning at the 
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national level, the data analysis also demonstrated calls by radiographers for speak-up 

interventions at the department or local levels. They argued that it was not just enough to focus 

on formulating a national policy as local guidelines and directives for speaking-up about safety 

concerns are crucial in radiology departments across the country. This sub section explores these 

local level policy interventions as reported by radiographers. In the extracts below, Rads 1 and 

14 highlight the need for local guidelines for raising concerns within the department:  

…Also, departments must develop local procedures for reporting such instances or 

situations must be well outlined so that everybody is aware of what exactly to do at 

what point, or to go about it, whom to report to,  at what point in time it should be 

done, so that everything regarding raising concerns or speaking-up must be well 

outlined and structured…. So, I think if these things are done, eventually, there will be 

a change (Rad 1).  

I think that beyond the general hospital safety policies, they need to draw departmental 

specific safety policies and laid down procedure of speaking-up or reporting issues of 

concern. That way there is a specific procedure to follow in your own department and 

you are not left confused when something is to happen… I think that once it is like a laid 

down procedure it will make people feel obligated to follow it and so if it is part of 

department rules that you need to follow when you are employed, people will most 

likely adhere to it because they feel like they are obligated to follow it and consider side 

lining their personal beliefs. (Rad 14) 

Across sites, radiographers did not only highlight the need for local policy and guidelines for 

raising concerns but also considered how practically concerns are going to be raised.  In 

addressing this, radiographers argued that the use of suggestion boxes may be employed across 

departments for raising concerns. It may be recalled that the earlier section of this chapter 

discussed the use of suggestion boxes to raise concerns in some departments across Ghana. The 

merits of using this approach such as ensuring anonymity, as well as the demerits such as lack of 

response for the concerns raised were also discussed. In the extracts below, radiographers 

propose that the policy through the GHS should mandate and task an independent local team 

with the duty of putting together these concerns and transferring them to the GHS to ensure 

that they are addressed or investigated: 

I think there should be a suggestion box where people can anonymously submit any 

suggestions. Also, a monitoring and evaluation team should be formed outside the 
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region, so they are not in any way biased or influenced by management. There should 

be scheduled times for these suggestions to be picked up and sent to the GHS where 

they can have a look and address the concerns expressed and monitor the progress of 

any implementations (Rad 19) 

We probably can have anonymity suggestion boxes whereby you can anonymously put 

in a report. I think with that one you to know that you will be free from being 

blacklisted. (Rad 9). 

While some radiographers argued for the use of suggestion boxes as a local guideline for raising 

concerns within the department, others proposed the use of toll-free telephone numbers as a 

way of raising concerns:  

At the hospital level, contact numbers made available all over so that people can freely 

call numbers and make their case or complaint. That way, everyone will know that they 

can have an opportunity to be heard, and that’s, very important. Nobody would say 

things like “don’t bother” because at least some effort is made (Rad 6).  

…The guidelines could focus on creating contacts that are put all over the place, so, 

everybody and anybody can easily call to lodge a complaint or make a claim… More 

notices should also be placed to give easier access to higher authorities to report any 

concerns or issues (Rad 20). 

In addressing concerns about who was better placed to receive speak-up concerns within the 

department, radiographers suggested that the policy could enable reporting safety concerns 

through nominated local GSR representatives in radiology departments across Ghana. This 

however was not a view shared by all participating radiographers: 

 Well, I think if our mother association, the GSR gets a representative in every 

department, who reports directly to them concerning poor standards of practice and 

anything happening that is not good, or things that affect radiographers personally, it’s 

going to help in speaking-up (Rad 3). 

Rather than reporting concerns through GSR representatives in departments, other 

radiographers suggested the establishment of walk-in centres within workplaces where 

radiographers and other healthcare professionals could visit to raise safety concerns: 
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I think complaint centres should be set up in facilities where one can easily walk in and 

voice out concerns. I think if that is instituted everywhere it would go a long way to help 

(Rad 16). 

Furthermore, radiographers also suggested that the local speak-up guidelines establish 

independent units within hospitals with the core mandate to investigate safety concerns raised 

and ensure that these concerns are properly addressed in a timely manner:  

And if the hospital has a structure or committee that looks into issues that are being 

escalated to management to ensure that these issues are resolved and do not become 

a lingering situation that brings about other things and related concerns afterwards, I 

think people will be encouraged when this is done. (Rad 2) 

 

7.2.2 Education and Training 

The data analysis also demonstrated that in addition to planning a speak-up policy as an 

intervention for speaking-up in healthcare in Ghana, education and training may also be useful. 

This section discusses how education and training might work as a speak-up intervention in 

healthcare in Ghana as suggested by radiographers. It identifies the significance of educating and 

training radiographers about their speaking-up role and how this might better support 

radiographers in their decisions to speaking-up about safety concerns in the workplace. The 

current curriculum for training radiographers in Ghana does not specifically include any modules 

for speaking-up about safety concerns in the workplace. The module closest to the topic in the 

curriculum is on health law and ethics which raises the need to report unethical practice. 

However, it presents nothing on speaking-up and how safety concerns should be raised by 

radiographers. Radiographers highlighted the need for speaking-up modules to be introduced in 

the curriculum for health education in Ghana. It also became apparent in the data that Ghanaian 

radiographers have speaking-up training needs. Radiographers emphasised the need for training 

on speaking-up and its potential benefits to improve their speaking-up behaviours. All the 

extracts discussed here demonstrated the need for education on speaking-up. However, 

radiographers argued along different lines. While some advocated for the need for education on 

speaking-up at the basic levels even before they became adults/radiographers, others were in 

support of being educated on the significance of speaking-up and the policy as radiographers.  
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In the extract below, a radiographer highlights the need for speaking-up to be inculcated in 

Ghana’s educational system even at the very basic level. While the radiographer supports the 

need for policy as discussed in earlier extracts, it is further contended that it may not be enough 

to just to focus solely on that without first educating Ghanaians about the importance of 

speaking-up about issues right from childhood, that way it may become easier to overcome some 

of the normalised and enculturated fears involved in engaging in the act: 

It can be promoted if it can be added to our curriculum… Speaking-up should be 

inculcated into our educational system even if it could start from our primary school so 

that kids grow with it just like the outside world where people have the chance to talk 

back, question their parents about things that they feel is not right. Yes, something like 

that can be introduced into our system, our school system then we also learn and with 

time once the older generation fades away that particular thing will become part and 

parcel of us. If you expect me to just read a policy document and go and confront my 

CEO, it’s like a goat going to attack a lion. It will never work! (Rad 13). 

Similar arguments are made by the radiographer in the extract below. Again, the need for 

education on speaking-up at the basic levels is emphasised: 

First of all, the change can happen at the fundamental level or lower level. Issues 

regarding speaking-up or raising concerns should be incorporated into our educational 

system at the primary level or the lower levels so that the children become very, very 

much aware of what it means to speak-up or raise concerns, how to go about it and the 

reason why you have to speak-up. So, when these things are made clear, at a lower 

level or elementary level or at the primary level it becomes easy for people to speak-up 

when they grow up or when they begin to work, or they are in any other position. They 

are able to speak-up better because they have been brought up with it, because we 

have to think in that manner. (Rad 1). 

Another radiographer also suggested the need for speaking-up to be incorporated into Ghana’s 

educational system. However, unlike the earlier extracts where radiographers suggested the 

curriculum inclusion at the basic levels, Rad 9 in the extract below suggests a speaking-up module 

as a curriculum inclusion for health professional courses only: 
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I think there should actually be a curriculum in our educational system for speaking-up 

or a module that needs to be added to the curriculum for training health personnel. 

(Rad 9). 

While the extracts above demonstrate arguments by radiographers in support of basic level 

education on speaking-up, other radiographers also supported the need for speaking-up and 

policy education even before the implementation of the proposed speaking-up policy. In the 

extract below, the radiographer contends that it is imperative to educate radiographers on not 

just the importance of speaking-up but also the speak-up policy, and how concerns may be raised 

and properly addressed: 

I believe a policy should come with education. So, before the policy is implemented, a 

general education on the need for people to speak-up and then the readiness of people 

to listen to concerns is needed. So, when people see the need to speak-up concerning 

something that has happened or things that have been going on and they know they 

are going to be heard and something is really going to be done about it, they will be 

encouraged to do.  So, the policy would work better around educating people on how 

they should go about situations between colleagues, senior management, etc, so more 

like a laid down procedure as to how to report incidences of this nature or that nature, 

a procedure on how to go about resolving issues on speaking-up involving different 

categories of people so that if something of that sort comes up, they wouldn’t be found 

wanting and being uncertain about whether it will be a problem or not. But they will be 

assured that whomever they are assigned to speak to is supposed to listen. So, there 

are people who are responsible for receiving complaints and have roles to listen to and 

resolve issues of that nature. (Rad 2).  

Similarly, radiographers highlighted the need for public education on speaking-up about safety 

compromises and their possible benefits. They argued that educating people would encourage 

raising concerns among patients and as has been contended earlier, this may in effect enhance 

speaking-up behaviours of radiographers. In the extract below, the radiographer, while arguing 

in support of public education, recognises some of the complexities that may often influence 

speaking-up decisions in the typical Ghanaian society such as societal culture/norms and religion: 

The general public needs to have some form of education to sensitize them on some of 

these things…. They need to be sensitized to know their rights so they can speak-up any 

time they feel their rights are being infringed upon…. I believe that things can 
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change…nothing is permanent. When people are aware of why certain things need to 

be done and how it benefits them, I believe that we will embrace it. Except for the few 

occasions where because of some cultural or family issues they may want to just keep 

quiet on issues like rape cases, and some people say oh religion, oh let’s forgive, let’s 

do that. But I believe that when people are aware of their rights, they will fight for it 

(Rad 17). 

Interestingly, another radiographer argued that advanced education in radiography may enable 

radiographers to yield better responses/results when they speak-up about concerns in the 

workplace. It may be recalled from the preceding chapter that low knowledge levels translating 

into a lack of confidence was argued to be a barrier to speaking-up within the workplace. 

Radiographers reported that they were discouraged from raising concerns about safety in the 

workplace because of the fear of having their credibility and knowledge questioned following an 

act of speaking-up through “statements like you are just a radiographer, what do you know?“ 

(Rad 20).  Building further on this insight, the radiographer argues that pursuing higher education 

may increase knowledge levels of radiographers and put them in a better position to not only 

raise concerns, but perhaps have their concerns addressed without their competencies being 

questioned. “it will make it easier for us to get what we want to be done for us” used in the 

extract below demonstrates this: 

…when we are more educated, and we further our education more and we have a wide 

range of knowledge of our practice it will make it easier for us to get what we want to 

be done for us (Rad 18). 

In another light, radiographers highlighted the need for speaking-up education for not just the 

public or radiographers, but for senior management as well. They contended that educating 

senior managers about the potential benefits of speaking-up on safety in the workplace may 

improve psychological safety and facilitate speaking-up behaviours of radiographers: 

…. this must start with educating people at the top to understand that people on the 

ground are privy to information that would benefit everyone when they are allowed to 

freely speak-up without fear of any form of retaliation and people in management 

accept and act on these issues. (Rad 19). 

Furthermore, in addition to education, training was also suggested as a speak-up intervention 

for radiography practice and perhaps healthcare in Ghana at the national and local levels. It may 
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be recalled that one of the key objectives of this study was to determine if Ghanaian 

radiographers had any speaking-up training needs. The data analysis demonstrated that indeed 

radiographers across Ghana could be supported better to speak-up about safety concerns in the 

workplace through training. In the extracts below, radiographers, while supporting the need for 

education on the proposed speak-up policy, also highlighted the need for training on speaking-

up in the workplace: 

I think we should consider the fact that we, as radiographers need training on speaking-

up and raising safety concerns.  Radiographers need to be educated on the policy as 

well if one is put together so that we will know exactly what to do when issues arise. 

(Rad 5). 

We are in the modern world, things are changing. We can’t stick to the old ways. As 

things are changing, we should also move with it and begin to do things in a modern 

way. I believe that, in this changing environment, there are things we need to 

incorporate into our system to make things work well and training radiographers to 

speak-up is one of such things. (Rad 7). 

Similar to earlier assertions which argued about the significance of education in better 

supporting radiographers to speak-up, radiographers also contended that training radiographers 

on how to speak-up about safety issues would help them to better communicate and boost their 

confidence levels while engaging in the act:   

I also think there has to be training in addition to education. When we are trained, it 

will build our confidence and our communication skills (Rad 9). 

More so, while supporting the need for training, radiographers further suggested how best this 

training could be done, as indicated in the extract below: 

I think there should be a trusted committee set up especially headed by HR who will 

train staff on the essence or importance of speaking-up and the committee should also 

ensure that high quality and safe patient care is adapted. There should also be training 

sessions regularly for staff on how to speak-up, why they should speak-up and who to 

go to when such issues occur. (Rad 9). 

I think staff should be trained on speaking-up through seminars on how to speak-up 

and procedures to follow (Rad 20). 
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7.2.3 Other Workplace Interventions 

In addition to interventions such as policy, education and training discussed so far in this chapter, 

the analysis of data also identified other workplace speak-up interventions for radiography 

practice in Ghana. This final section explores these workplace interventions and their potential 

to promote speaking-up behaviours of Ghanaian radiographers as reported in the data.  

Radiographers suggested that given the courage required to speak-up, there is the need for all 

staff to be offered incentives to encourage them to speak-up about safety concerns within the 

workplace:   

There should be some form of motivation. As I said speaking-up currently requires 

stepping out of our comfort zone (Rad 20). 

Furthermore, radiographers also suggested the need for departmental meetings geared towards 

pushing an agenda to promote speaking-up within the workplace. They highlighted that this 

would encourage more radiographers to speak-up. It should be noted however that the 

utilisation of departmental meetings suggested by radiographers already existed across some 

sites, although its usefulness in actually guiding speaking-up behaviours of radiographers may be 

questioned:  

So, meetings geared towards encouraging radiographers must be held either 

departmentally or in the hospital, from time to time to encourage staff to speak-up if 

they have concerns…. If people start hearing about speaking-up or raising concerns, 

eventually there's going to be a change along the line (Rad 1). 

There should also be regularly scheduled awareness and workshop programs. It can be 

incorporated into our monthly staff meetings (Rad 20). 

Lastly, establishing a just culture in workplaces was emphasised by radiographers across sites. 

The principles of just culture and psychological safety and the role they play in influencing 

speaking behaviours have been discussed in earlier chapters. Radiographers contended that for 

speaking-up about safety compromises in the workplace to be promoted, managers must work 

on creating a just culture in the workplace such that, errors made as a result of systemic problems 

would not be unfairly blamed on radiographers. The extract below summarises this argument 

nicely: 
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And I also think that in a case where maybe someone makes a mistake, in as much as 

we want to punish, or we want to be quick to sanction. I think that if we think that the 

error did not necessarily come from the person and is due to a system failure, we should 

not be too quick to blame so that people from their volution and freewill come out and 

say, okay, I think I did this wrong, but I actually would want to talk about it. As I said, 

in my case, where I did the Waters view, as much as I felt that there was nothing causing 

that and the patient was taken to triage and taken care of, I still felt that I should talk 

about it. People will probably not talk about it that way, but I felt that once it has 

happened to someone, it can happen to anybody. So, because of that experience, I have 

personally made it my routine that if anybody comes to my department for that 

radiological view, I'm going to ask you if you have an issue with your jaw. So, I think 

that as much as we want to sanction people, we should attach some reasoning to it, so 

people come out voluntarily to report errors. And leadership should also begin to 

actually be transparent and begin to take matters into their hands and work on issues 

when these concerns are raised. Everybody will be confident if we actually know we 

have proactive management that is working on our concerns when we actually speak-

up, equity will come out. (Rad 9). 

7.2.4 Societal/Cultural Interventions 

In addition to policy, education/training and other workplace speak-up interventions, the 

analysis of data also demonstrated some societal/cultural interventions for speaking-up in Ghana 

as proposed by radiographers. The term ‘societal/cultural interventions’ used here simply refers 

to proposed strategies in response to speaking-up barriers related to the Ghanaian societal 

norms and culture, with the ultimate goal of promoting speaking-up in healthcare in Ghana. 

It may be recalled that the Ghanaian culture, societal norms, and child upbringing have been 

explored in the earlier chapters. The influence of these societal norms and childhood upbringing 

on workplace culture around speaking-up and how it poses a barrier was demonstrated in these 

chapters. In this section, radiographers contend that to promote speaking-up in Ghana, a societal 

cultural change may be necessary. In the extract below, Rad 21, while emphasising the role of 

the family/home as the primary source of socialisation, argued that the Ghanaian child 

upbringing may need to be geared towards training children to be more assertive and support 

them to speak-up about wrongdoing. The radiographer added that doing this may contribute to 
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eventually building a societal culture that is more supportive of speaking-up about wrongdoing 

which may in turn influence the workplace culture: 

Well, as I said earlier, these attitudes are transferred from the homes to the workplace. 

So, if we can train our young ones coming up to always speak-up against wrongdoing… 

When that concept is understood and accepted by all, then we can speak when someone 

is doing something wrong. So, I think we need to start everything from scratch and train 

our children differently. In our homes, we should train our children to always speak-up 

when they see any wrongdoing. Once we start training from a very tender age and the 

parent also exhibits a positive attitude, and the attitude is built and they grow up with 

it, I think it will go a long way to help with speaking-up (Rad 21). 

Similar to the earlier assertion, Rads 2 and 16 in the extracts below, while supporting the need 

for a change in the Ghanaian child upbringing to be more supportive on speaking-up, the 

radiographers emphasise the need to not just be more supportive of children speaking-up about 

their concerns, but to also be supportive when the concerns the children have are against elderly 

people: 

I think people will be more encouraged to speak-up if some things change such that kids 

at home, will not be hushed or if an older person sees anything odd about a child, you 

don't just assume that it's your child is fine, you enquire and find out what exactly is 

wrong with the child. Ask the child, and let the child speak. And when the child speaks 

about their concerns, you shouldn’t silence the child if the child has something against 

an elderly person. I think children should be encouraged to speak-up about things they 

don’t like and things they like or things they’ve seen and want to comment about 

because there’s a traditional saying that goes like this: “children are supposed to be 

seen but not heard” so if you are encouraged to be heard as you are seen and they are 

able to practise it when they step out and anything untoward is done to them, they 

won’t feel restricted to speak-up against it and they grow with that confidence. I think 

this would encourage speaking-up in our society (Rad 2). 

Speaking-up can be promoted in Ghana. I would refer to the earlier point I made about 

growing up and not being able to speak-up to the elderly because they are always right 

but if we are brought up to know that it is good to speak-up and that is the only way 

you can make your concerns known we will accept that there is nothing wrong with 

voicing out your concerns (Rad 16). 
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In another light, the need for social campaigns to normalise speaking-up in not just the approach 

to child upbringing in homes, but in the society at large was highlighted. In the extract below, 

the radiographer adds that this may promote speaking-up behaviours in the society: 

Generally, in a Ghanaian society as I mentioned earlier, if you speak-up against 

someone, you are seen in a different light, but if this is made a normal thing, people 

would be able to openly speak their opinions of people and they will not be offended by 

this because we asked for it.  I think people will be more open and encouraged to speak-

up when they see something wrong (Rad 2). 

7.3 Conclusion 

To conclude, this chapter draws the curtains on the analysis of the data and the presentation of 

the results of this study. The thematic analysis of the data generated three broad themes. This 

chapter explored the third and final theme which summarises the current strategies in response 

to the barriers and enablers of speaking-up reported by Ghanaian radiographers and future 

directions such as possible speaking-up interventions for radiography practice and perhaps 

healthcare in Ghana. The interventions and strategies introduced in this chapter can only be 

understood in the context of the previous two chapters. 

The overall aim of the study was to explore the experiences of Ghanaian radiographers in 

speaking-up about patient safety concerns. To achieve this, there was a need to answer a number 

of research questions. The first two questions were: “What do radiographers in Ghana 

understand by the concept of ‘speaking-up for patient safety?” and “What is the willingness of 

Ghanaian radiographers to speak-up about patient safety concerns?”. These questions were 

answered in the chapters that explored themes one and two. Other questions the researcher 

sought to answer in the study were: “What are the factors affecting speaking-up behaviours of 

Ghanaian radiographers?” and “What are the experiences of Ghanaian radiographers with 

institutional culture and inter-professional relationships when speaking-up about patient 

safety?”. These questions were also answered in the chapter that explored theme two. The last 

two research questions are answered in this chapter. The questions are: “Are there procedures, 

policy, and guidelines on speaking-up in hospitals in Ghana, and if so, are they usefully guiding 

radiographers’ practices?” and “Do Ghanaian radiographers have speaking-up training needs?” 

This chapter explored the current speaking-up strategies that exist at the national, 

organisational, departmental, and individual levels. It demonstrates a lack of national and 
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professional policies to support Ghanaian radiographers in their speaking-up activities.  Although 

the Patient Charter (1992: p2) mandates all health practitioners “to protect the rights of the 

patient to safe, competent, and quality care”, clear procedures to guide health professionals in 

performing this mandate do not exist. Although stakeholders such as the MoH, GHS, and GSR 

confirmed the existence of codes of conduct, they stated that these documents do not include 

specific guidelines to regulate practicing radiographers in speaking-up about safety compromises 

in Ghana. Other stakeholders such as the AHPC however reported an absence of an approved 

code of conduct document and SOP for allied health professionals, stating that these documents 

were far advanced in the development process and would include guidelines for raising safety 

concerns in the workplace when completed and validated. It is also evident that Ghana’s 

healthcare system is currently undergoing considerable reformation given the number of policies 

that are either being developed or awaiting validation. The use of the incident log books (which 

are currently only used to report equipment faults) to report safety concerns in the absence of a 

specific policy and guidelines was contended by a stakeholder. Despite the absence of these 

policies, questions were raised about whether the other already existing stipulations were 

usefully guiding radiography practices across the country. International evidence suggests that 

the existence of these policies and standards of practice may enable speaking-up behaviours of 

healthcare professionals. Nevertheless, it is also evident some advanced healthcare systems such 

as the NHS in the UK where speaking-up policies and guidelines have long existed still face some 

challenges in ensuring success. Hence it raises questions about whether the existence of policies 

alone would be enough to normalise speaking-up in the Ghanaian context. 

Furthermore, other strategies for raising concerns existed at organisational and department 

levels across radiology departments in Ghana. Some of these approaches were the use of 

suggestion boxes, management and departmental meetings, report writing, reporting directly 

through supervisors and WhatsApp platforms among others. Although these approaches may be 

useful in raising concerns about some issues within the workplace, some of them had obvious 

shortcomings. For example, the approach of speaking-up at departmental meetings or directly 

through supervisors which may not offer any form of anonymity, and the use of suggestion boxes 

which may offer anonymity but present a challenge of delay in addressing concerns. The efficacy 

of these strategies in promoting speaking-up about safety concerns and actually improving 

patient safety may also be questioned. Despite the existence of these approaches, some 

radiographers also had individual approaches to raising concerns about safety, where they often 
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spoke up to fellow colleagues, trusted friends, or people who were not in any position to effect 

change. 

The possibility of a future for speaking-up in healthcare in Ghana that takes account of all the 

complexities involved was also explored in this chapter. Radiographers while affirming their 

support for promoting speaking-up in healthcare in Ghana, suggested some speaking-up 

interventions through which they believed a change could be pursued. These interventions were 

grouped into policy interventions, education and training interventions, societal/cultural 

interventions, and other workplace interventions. Radiographers suggested the need for 

formulation and implementation of formal speak-up policies and guidelines for healthcare in 

Ghana at not just national levels, but local/workplace levels as well. Resources ranging from 

financial support, education and training of radiographers, managers, and the general public on 

speaking-up and its potential benefits in ensuring safety and improving patient outcomes were 

also highlighted as interventions. While some radiographers made calls for the inclusion of 

speaking-up modules in the curriculum for basic-level education in schools across Ghana, others 

advocated for its inclusion in the curriculum for training all healthcare professionals in Ghana.  

Additionally, societal and cultural interventions were also suggested by radiographers given the 

influence of these societal norms and child upbringing on workplace culture around speaking-up 

and how it poses a speaking-up barrier. Radiographers contend that a societal cultural change 

around child upbringing in homes and societal attitude towards speaking-up (especially of 

younger people) may be necessary to ensure a future for speaking-up in healthcare in Ghana. 

Other workplace interventions suggested by radiographers include motivation for staff who 

speak-up, meetings geared towards encouraging staff to speak-up, and more importantly 

establishing a just culture in workplaces. 

Overall, I recognise the complexities as well as barriers and enablers involved in exploring 

speaking-up in a culturally rich and resource-constrained setting like Ghana. With that in mind, 

the next section will discuss some of the key issues raised in the findings chapters in comparison 

to the already existing literature and theories around cultural sensitivity, psychological safety, 

and just culture as these resonate most with my findings. The discussion will consequently 

propose a useful framework for speaking-up in radiography practice in Ghana.  
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CHAPTER EIGHT 

DISCUSSION AND CONCLUSION 

8.0 Introduction 

The preceding chapters explored, analysed, and summarised the findings from the data 

collected through interviews in this study. This chapter will discuss and evaluate the key 

findings with regard to how best they answer the research questions. The chapter compares 

the key findings with the existing speak-up literature and relevant theories. A conceptual 

framework for speaking-up in radiography in Ghana is also proposed, based on the key issues 

arising from the findings and the relevant theories.  

The overall goal of the study was to explore the experiences and perceptions of Ghanaian 

radiographers in speaking-up on patient safety concerns, with the overall goal to improve 

practice, patient safety and to inform policy and education. After reviewing the relevant 

existing literature on the topic, I established six main objectives that would need to be met to 

be able to answer the research questions and achieve the overall aim of the study. These study 

objectives are as follows: 

• Identify radiographers’ understanding of patient safety and ‘speaking-up’. 

• Determine the willingness of radiographers to speak-up about patient safety concerns. 

• Establish the barriers and facilitators affecting speaking-up behaviours by 

radiographers. 

• Determine the experience of radiographers with institutional culture and inter-

professional relationships on patient safety.  

• Identify the training needs of radiographers in speaking-up which are culturally sensitive 

to the Ghanaian context. 

• Generate findings that may inform policy and educational development in order to 

facilitate raising concerns and supporting those who do. 

The first section of this discussion chapter focusses on these study objectives and how far these 

research questions have been addressed. For the purposes of this discussion, the research 

questions and objectives have been merged into three broad concepts and these will form the 

main themes of the discussion. These three concepts are the Influence of Ghanaian Culture on 

the Understanding, Perceptions and Willingness of Radiographers to speak-up about patient 
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safety concerns; Challenges of Radiography Practice, and Workplace Barriers & Enablers of 

Speaking-Up in Radiography and lastly; Speaking-Up Interventions and Policy Planning for 

Radiography. The key findings under these themes are compared with the literature reviewed 

in chapter 2 to establish any similarities or new findings. Existing theories on psychological 

safety, just culture, and cultural sensitivity in promoting speaking-up in healthcare are also 

discussed here to explore what a model for speaking-up in radiography in Ghana might look 

like, given the different dimensions of the phenomenon and the complexities involved. 

The later sections of this chapter highlight the limitations and strengths of the study, its 

implications for professional, clinical, and sociocultural practice, as well as suggested 

recommendations for further research. The chapter ends by demonstrating how this piece of 

work contributes to the body of knowledge on speaking-up in Ghana, followed by the 

conclusion of the study. 

8.1 The Influence of the Ghanaian Culture on the Understanding, Perceptions, 
and Willingness of Radiographers to Speak-Up about Patient Safety Concerns 

This study demonstrated that Ghanaian radiographers’ understanding and perceptions about 

speaking-up and patient safety is based on both formal and informal sources. Although 

radiographers in Ghana have a fair knowledge and understanding of speaking-up and its 

associated terms such as ‘whistleblowing’ and ‘raising concerns’, it is evident there is a lack of 

formal knowledge about the topic. This could be due to the topic not being introduced into the 

radiography education curriculum in Ghana. The knowledge about the topic expressed by these 

radiographers were mostly drawn from hearsay, experiences, and socio-cultural norms. As a 

result, most radiographers’ understanding of speaking-up is dominated by these informal 

sources of knowledge. These knowledge sources are created, reinforced, and disseminated 

across generations by families and society more generally and the absence of formal sources of 

knowledge in the workplace creates a space within which informal sources proliferate and 

remain unchallenged. Interestingly, these knowledge sources do not exist separately as the 

study further demonstrated how informal knowledge is transferred to workplaces and 

influences workplace speaking-up behaviours, hence making them interlinked. Ghanaian 

radiographers had varying understandings about what speaking-up meant and its purpose. 

Although explanations given by radiographers were linked to specific elements such as 

anonymity, the legality of the issue of concern, and the need to report to external bodies or 

individuals, some similarities could be drawn from these definitions and explanations. For 
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example, all the definitions offered acknowledged that for a practitioner to speak-up, blow the 

whistle or raise a concern, something first must go wrong. This however is not unlike other 

countries (Mannion et al. 2018). While some of the data demonstrated overlaps in Ghanaian 

radiographers’ understanding of speaking-up and its associated terms, others illustrated a 

flawed and incorrect understanding of the terms. In mainly western literature, the terms 

‘speaking-up’, ‘whistleblowing’ and ‘raising concerns’ however are used interchangeably but 

may also refer to different types of speaking-up approaches, with whistleblowing often 

describing more formal routes (although not always), external to the organisation of the 

whistle-blower (Mannion et al. 2018; NHS Improvement 2020). 

Research from Japan, the USA, China and South Korea convincingly imply that how an 

individual perceives, understands or is willing to speak-up is usually dependent on the 

individual’s national culture. A good example is Korea and Japan where people seldom openly 

challenge one another due to strong societal standards of respect, and this could in turn make 

it difficult for healthcare practitioners to speak-up even in the face of patient harm (Roh et al. 

2015; Omura et al., 2018). Both personally and as a group, healthcare practitioners may have 

varied beliefs and social norms around raising concerns by virtue of the ‘multi-nationality’ of 

the population of healthcare professionals in many nations (Granvill 2000; Park et al. 2008; 

Ohnishi et al. 2008; Cheng et al. 2015; Blenkinsopp et al. 2019; Omura et al.2018). While 

variances in culture can be a limiting factor to speaking-up behaviours of staff due to the 

challenge in identifying and interpreting normality, ‘multiculturality’ in organisations is 

beneficial with regards to experiencing diversity (Ng et al., 2019). Similarly, this study 

established that the Ghanaian culture and African belief system cannot be overlooked when 

examining the Ghanaian radiographer’s understanding and perception of speaking-up for 

patient safety. Radiographers argued that elements of the culture such as children’s 

upbringing, which is entrenched in hierarchy and patriarchy typically, did not support the act of 

speaking-up about wrongdoing. They explained that the Ghanaian child is raised to respect the 

elderly and people in authority, and hence not attempt to challenge them under any 

circumstance whatsoever. This system of hierarchy and notions of entitled deference is argued 

to cause intimidation in the children who eventually grow to become adults creating a negative 

perception of speaking-up about mishaps in the workplace and the society at large. The “Fa ma 

Nyame” attitude of Ghanaians was also demonstrated in this study to have a negative influence 

on speaking-up perceptions of radiographers. They contend that this attitude which results in 

most Ghanaians leaving things to God’s judgement and not addressing wrongdoing in society 
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makes them perceive speaking-up as an act in futility, hence discouraging them from engaging 

in the act. This finding is, however, not reported in the existing speak-up literature. 

Furthermore, this study demonstrated that the African belief system negatively influences their 

perceptions about speaking-up for safety. Radiographers argued that their willingness to report 

wrongdoing or safety compromises in the department was hindered by the fear of being 

harmed by the person involved in the wrongdoing through the use of supernatural forces.        

“I grew up in a typical village where juju is held in high esteem. When someone says, “I will 

show you”, it speaks volumes, so you don’t want to step on the toes of anyone, so you don’t 

get into their bad books. You sort of want to mind your own business and not fall into trouble 

with anyone. You just stay to yourself, and watch things slide” echoes the perceptions of 

radiographers about this. These findings are congruent with findings from a study in the 

finance sector of Ghana which first reported the ‘fear of spiritual attacks’ following an act of 

whistleblowing (Antwi-Bosiako, 2018).                                                                                           

“Spiritual attacks reflect deeply held belief and fear of superstitions in Africa, including the 

belief in witchcraft; specifically, juju, suspicions, ghost, sorcery, ancestors, necromancy, gods 

and black magic” (Ofori 2014; Tetteh et al. 2022: p. 921).  It is believed that these attacks may 

cause, among other calamities, inexplicable maladies (ibid). This belief precedent has woefully 

led to a great deal of Africans experiencing unending apprehension about reporting 

wrongdoing (though not limited to this) (Ofori 2014). This demonstrates that it is not possible 

to properly investigate the speaking-up behaviours of a group of people without considering 

their cultural backgrounds, beliefs and customs (Jones et al. 2021). Although the willingness to 

speak-up is known to be affected by the culture and beliefs of a nation, the ‘‘fear of spiritual 

attacks’’ is a new concept that has not been addressed in the predominantly westernised 

literature on speaking-up (Tetteh et al. 2022). 

8.2 Factors Influencing Speaking-up Behaviours of Radiographers in Ghana 

This study established the factors affecting speaking-up behaviours of radiographers in Ghana. 

In addition to the elements of societal culture and norms which have been discussed above, 

workplace speaking-up barriers/enablers and other challenges of radiography practice in Ghana 

collectively determine a radiographer’s speak-up decision trail, as illustrated in figure 8.1 

below.  
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Figure 8.1: Diagrammatic illustration of factors influencing speaking-up behaviours of Ghanaian 

radiographers  

These factors can further be classified under macro, meso, and micro levels based on their 

extent of influence as indicated in the figure 8.2 below. 

 

 

Figure 8.2: Classification of speaking-up behaviour determinants of Ghanaian radiographers 

8.2.1 Macro-level Factors 

The likelihood of speaking-up has been argued to be strongly dependent on context (Lyndon et 

al. 2012; Schwappach and Gehring 2015; Landgren 2016;). Contextual factors reported in the 
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literature to affect speaking-up behaviours include work policies, teamwork and 

communication, managerial support, hierarchy, reporting mechanisms (infrastructure and 

technical challenges), staffing issues and workload, organisational support, leadership, blame 

culture, and culture of safety (Szymczak 2015; Schwappach & Gehring 2015; Lee et al. 2018; 

Garon, 2012; Blanco, Clarke and Martindell, 2009; Rainer 2015; Jones & Kelly 2014; Sur et al., 

2016; Edrees et al., 2017; Landgren et al., 2016). Macro-level factors discussed here refer to 

factors that influence speaking-up behaviours at the national level. These include 

national/societal culture and norms, absence of policy/guidelines, regulatory challenges, 

education/training, equipment procurement and maintenance, role extension, specialisation 

and professional recognition concerns, and workload/working conditions. Most of these factors 

are also considered to be contextual factors. National/societal culture and norms and their 

effect on speaking-up behaviours have however been already discussed just above. Hence the 

rest of these factors are discussed in the sections below. 

 

8.2.1.1 Absence of Policy/Guidelines and Professional Codes of Conduct 

This study demonstrated an absence of a national speak-up policy and clear-cut guidelines from 

national healthcare stakeholders such as the MoH and GHS. Although all health professionals 

have a duty to defend their patients' rights to receive treatment that is both effective and risk-

free (Patient Charter 1992), clear procedures to guide health professionals in performing this 

mandate do not exist. Although stakeholders such as the MoH, GHS, and GSR confirmed the 

existence of codes of conduct, they stated that these documents do not include specific 

guidelines to regulate practicing radiographers who wish to speak-up about safety 

compromises in Ghana. Other stakeholders such as the AHPC, however, reported an absence of 

an approved code of conduct document and SOP for allied health professionals, stating that 

these documents were far advanced in the development process and would include guidelines 

for raising safety concerns in the workplace when completed and validated. 

Radiographers argued that the absence of these guidelines discouraged them from speaking-up 

about safety compromises as in some cases they were just unaware of the process. The 

absence of speak-up policies is not unique to Ghana as some West African countries such 

Nigeria also face the same challenge (Onakoya & Moses 2016). Globally, studies have shown 

that healthcare professionals have a higher likelihood to speak-up about safety concerns when 

policy guidelines, professional codes and practice standards exist (Kingston et al. 2004; Jackson 
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et al. 2010; Okuyama et al. 2014). Ghana's healthcare system stands in distinct disparity to that 

of other nations, such as the UK, where there are numerous national-level and professional 

regulations in place. For instance, In the UK, the Society of Radiographers Code of Professional 

Conduct includes explicit procedures to guide radiographers who wish to speak-up about safety 

hazards (Society of Radiographers, 2013). However, the GSR Code of Conduct does not contain 

any requirements or regulations that are comparable. Programmes such as NHS England's 

National Speaking-Up and Whistleblowing Policy and the implementation of Freedom to Speak-

Up Guardians have contributed to promoting speaking-up in the health service even though 

there have been some challenges in its implementation in certain areas (Martin et al. 2020). 

Although it is also that evident that some advanced healthcare systems such as the NHS, where 

speaking-up policies and guidelines have long existed still face some challenges in ensuring 

success, the usefulness of existing policies in offering guidance on speaking-up practices cannot 

be downplayed.  

The MoH must develop a whistleblowing or speak-up policy to encourage Ghana’s 

radiographers and, ultimately, all healthcare professionals to speak up. The Ghanaian health 

system must also enhance its attempts to promote patient safety by soliciting feedback from 

radiographers and all other practising healthcare professionals in the nation. For instance, to 

offer a clear pathway for raising safety concerns in the health sector and eventually promote 

patient and staff safety, there is an urgent need for a national speak-up policy with clear-cut 

structures and guidelines at all levels of the healthcare delivery system. Furthermore, the 

current update of the AHPC Code of Conduct offers a brilliant chance to advocate for guidelines 

to enhance a "blame-free" work environment where health workers feel supported to speak-up 

about safety compromises without fear. in which healthcare professionals can raise safety 

concerns unaccompanied by any fear of negative consequences. 

8.2.1.2 Regulatory Challenges, Workload and Working Conditions 

Globally, all healthcare professionals are regulated, with their practices being governed by set 

standards and protocols. Nevertheless, a key challenge of radiography practice in Ghana is 

proper professional regulation. Prior to the establishment of the AHPC in 2013 to regulate the 

practice and training of allied health professionals in Ghana, these professionals, unlike other 

healthcare professions in Ghana, were unregulated, leading to a proliferation of unlicensed 

personnel practicing as allied health professionals. While some of these unlicensed personnel 

may in fact have received some training in the profession, others may have no formal training 
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at all. The AHPC is also authorised to grant accreditations for all academic programmes in the 

allied health profession. Furthermore, the HeFRA launched in 2011 by Act 829 is authorised to 

license and examine physical centres for private and public health care providers. Despite the 

existence and operation of these institutions over the years, the regulation of allied health 

professionals such as radiographers still remains a challenge in Ghana. In this study, 

radiographers argued that the country had a large number of unqualified and unregistered 

people practising as radiographers, resulting from unaccredited radiography training 

institutions and unlicensed diagnostic facilities. They further stated that most unregistered 

radiographers generally operated in health facilities in the rural parts of the country, as 

qualified radiographers usually refuse postings to these areas due to poor working conditions 

and conditions of service. Hence these rural health facilities when confronted with workforce 

shortages, contracted unlicensed radiographers to meet the workload demands in these areas. 

This however poses a major safety threat given the use of radiation involved in the practice. 

Although the AHPC is aware of the activities of these quacks, especially in the deprived regions, 

not much is being done about it for reasons of not having qualified radiographers to accept 

postings to these regions.  

While this professional regulatory challenge may be argued to be just a contextual issue, it 

should be noted that not only is this a safety concern but it could also potentially negatively 

influence a radiographer’s speak-up decision trail. The act of speaking-up is considered a 

daunting task for even licensed healthcare professionals, hence for an unlicensed radiographer, 

it may be more unlikely to speak-up in an event of a safety compromise given the fear that 

he/she may not be licensed to administer radiological care in the first place. The poor 

regulation of the profession may potentially influence the decision of licensed radiographers to 

speak-up about a safety compromise as they may feel that the profession is already 

experiencing much more concerning safety hazards such as the proliferation of quacks. 

Although the existing speak-up literature suggests that speaking-up behaviours may be 

influenced by contextual factors, professional regulatory challenges have not yet been 

mentioned as one of such factors to affect speaking-up attitudes.  Assessing radiological care 

from unlicensed facilities and/or personnel is dangerous and should not be encouraged as it 

may compromise patient safety. In this study, radiographers expressed disappointment in the 

AHPC’s inability to properly regulate the allied health professions. A mandate to regulate 18 

allied health professions across the 16 regions of the country and yet lacking operating offices 

in these regions presents a huge logistical and resource challenge to executing their regulatory 
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duties. The council will need to establish a presence in at least most of these regions if not all 

to enable it to execute its regulatory duties effectively. At present, it is inevitable that the 

regulator’s influence and reach across Ghana is patchy and hence issues such as promoting 

speaking-up and safe professional practices are also likely to be patchy and extremely scarce. 

For a successful implementation of speaking-up in allied health professions in Ghana, there 

may be the need for an agenda focused on addressing the difficulties experienced by the 

regulatory body as its efficiency in overseeing the professions would need to be determined 

first. 

Furthermore, regulatory issues reported in this study were not limited to just professional 

regulation. This study also established an improper regulation of radiation in radiology 

departments across Ghana. The NRA is the agency responsible for regulating and monitoring 

radiation levels in all institutions that operate with radiation in Ghana. Radiographers reported 

concerns with the radiation dose monitoring, emphasising that more could be done to improve 

radiation protection for patients and staff. This study however could not establish the 

challenges faced by the radiation authority in performing its regulatory duties. Similar to 

professional regulatory challenges, improper radiation regulation could pose a safety concern 

and also potentially inhibit speaking-up behaviours of radiographers. Again, the existing speak-

up literature does not mention improper radiation regulation as part of the contextual factors 

that influence speaking-up. There may be a need for regulatory authorities to seriously pay 

attention to radiation monitoring concerns for a successful implementation of speaking-up 

interventions in radiography practice in Ghana.  

8.2.1.3 Workload and Working Conditions 

This study established that a major challenge of radiography practice in Ghana is workload due 

to workforce shortage and poor working conditions. Globally, studies suggest that workload 

and working conditions could potentially influence speaking-up behaviours (Diamond, 1992; 

Halm et al., 2005; Landgren et al., 2016). Working conditions and professional context in 

healthcare however vary greatly between higher resource and resource-constrained settings 

like Ghana. Nevertheless, this study demonstrated that speaking-up behaviours of Ghanaian 

radiographers are inhibited by workload and working conditions. Similarly, recent studies from 

Ghana and Korea suggest that a heavy workload greatly undermines employee voices regarding 

unsafe care. (Mawuena and Mannion, 2022; Lee et al., 2022). 
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The issue of heavy workload, deficits in staff numbers, and the negative impacts on staff 

morale, which are specifically related to patient safety were all reported in this study as 

barriers to speaking-up. They argued that being understaffed puts unnecessary pressure on the 

department’s radiographers, resulting in their perception of reporting safety compromises or 

errors as an added responsibility. Mawuena and Mannion (2022) reported that surgical staff in 

Ghana preferred to be silent over patient safety compromises due to high workload pressures, 

in an attempt to avoid any additional work. The worldwide scarcity of health professionals is 

strongly mirrored in medical imaging, given the continuing growth in demands for radiological 

services and staffing deficits, with a dearth of radiologists and radiographers (Society and 

College of Radiographers, 2018). While shortfalls in labour are a worldwide problem, they are 

particularly severe in Ghana and other similar nations with limited resources. As previously 

noted, Ghana now has 350 documented radiographers servicing an overall population of 31.07 

million, resulting in a radiographer-to-population ratio of 1-88,771. This indicates a sharp 

contrast to the United Kingdom, where 33,789 radiographers serve a population of 66.8 

million, a ratio of 1 to 1,980.64 (Office of National Statistics 2020). Furthermore, the limited 

radiographer numbers may raise the chance of being recognised in a workplace after speaking-

up, even if the issue is anonymised. As a result, being regarded as someone who communicates 

assertively raises the perceived danger of retaliation among co-workers (Bolderston et al., 

2014; Siewert et al., 2018). 

Furthermore, this study also demonstrated that Ghanaian radiographers have a significant role 

to play in dealing with increasing demand for health services in an evolving field where patient 

safety, employee satisfaction and raising concerns must be promoted and protected. 

Radiographers were unhappy about the poor conditions of service such as salaries and other 

incentives. Similarly, it has been indicated that radiographers in Ghana are typically 

unimpressed with their careers as a result of difficulties such as low wages, heavy workload, 

among others (Ashong et al., 2016; Adesi et al., 2015). 

Chapter 4 of this study also demonstrated that the proliferation of quacks, discussed earlier, 

was not just a regulatory issue, but a workforce shortage one as well. While some reasons for 

the proliferation of quacks were attributed to the unwillingness of radiographers to accept 

rural postings, radiographers also argued that such rural postings might be accepted if they 

came with better conditions of service and incentives as done for other professionals such as 

medical doctors. While the challenge of workforce shortages in Ghana is not limited to only the 
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radiography profession, the approach taken by the MoH and GHS in addressing this concern 

has not been the same for all healthcare professions. Recent evidence from Ghana suggests 

that, unlike radiographers, medical officers always get their conditions/demands for accepting 

rural postings met. It was argued that because most policymakers are medical officers and 

hence, they are more inclined to taking decisions in favour of their professions while 

undermining other healthcare professions such as radiography (Wuni, 2019; Ashong, 2021). 

This practice creates a feeling of lack of respect and recognition among radiographers and 

could potentially inhibit their speaking-up behaviours when faced with safety compromises. 

Perhaps it may be time for the MoH and GHS to pay more attention to workforce/workload 

conditions in other health professions such as radiography and reconsider better ways to 

remedy the situation. This is imperative as it could improve patient safety and better successes 

of speak-up interventions.  

8.2.1.4 Role Extension, Specialisation, and Professional Recognition Concerns 

This study established that the radiography workforce in Ghana is challenged with a lack of role 

extension and specialisation pathways as well as a feeling of lack of professional recognition. 

Radiographers expressed disappointment in how limited the job description and career 

structure was, making it almost impossible to advance within the field.  The current career 

structure for radiographers in the clinical setting in Ghana’s healthcare section only recognised 

the basic undergraduate radiography certification, with no place for higher postgraduate 

radiography or specialisation certification holders. Wuni (2019) confirms this situation with 

findings of a recent case study on opportunities for role extension in Ghana where the non-

existence of a career structure for radiographers was also reported. Consequently, this 

situation was not only a demotivator to pursue higher education or take up more 

responsibilities, but also potentially influenced speaking-up behaviours of radiographers who 

had attained these qualifications but were not given any form of recognition in the clinical 

setting because of the career structure. For example, there were many instances where 

although some highly trained radiographers had better radiological opinions on certain 

radiological procedures, their voices were not always heard. Although the existing speak-up 

literature does not include contextual factors such as the non-existence of role extension/ 

specialisation pathways as potential inhibitors of speaking-up behaviours, studies however 

suggest that perceptions of not being heard often inhibit speaking-up behaviours in the 

workplace (Jones and Kelly, 2014; Antwi-Bosiako, 2018; Rauwolf and Jones, 2019). 
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Furthermore, studies also suggest that individuals who were more satisfied with their jobs 

usually made more open attempts to speak-up and voiced their concerns in a positive way 

(Morrison and Milliken 2003; Tangirala & Ramanujam 2008; Okuyama et al. 2014). 

Radiographers emphasised the need for the introduction of role extension and specialisation 

pathways in this study. Kelly et al (2008) demonstrated that the creation of a four-tier national 

career framework in the UK laid the groundwork for employment opportunities and 

established a roadmap of growth from an assistant practitioner through the ranks to consultant 

practitioners. Consequently, the speaking-up behaviours of Ghanaian radiographers may be 

improved with the launch of role extension which involves the designing of a national 

radiography career framework that considers duties, academic qualifications, and years of 

practice in cooperation with pertinent stakeholders (Wuni et al. 2019). 

Furthermore, the perception of not being heard is also linked to a lack of respect and 

recognition for the radiography profession in Ghana and were emphasised as major concerns 

for radiographers in this study. This lack of respect and recognition was attributed to the low 

workforce numbers compared to other health professions and a lack of representation at top 

management and government levels. Radiographers argued that there was strength in 

numbers and Ghanaian radiographers could only have a voice on issues if they attained the 

numbers and eventually the necessary recognition. They further argued that the GHS currently 

had no representative for radiographers, hence resulting in radiography-related decisions being 

taken without any form of consultation with the radiographers themselves. Also, imaging 

departments globally and in Ghana are headed by radiologists and not radiographers in 

accordance with the radiology department hierarchy. Consequently, Ghanaian radiographers 

argued that this usually puts them in an uncomfortable position as they always have to channel 

their grievances and concerns through a radiologist to top management, without having the 

opportunity to make their own case and fight for their cause, hence leaving most of their 

concerns either not being addressed or responses not always favouring the radiographer. 

These factors create a feeling of a lack of voice/recognition and ultimately is perceived as a lack 

of respect which threatens staff engagement and motivation, thereby inhibiting speaking-up 

behaviours. Similarly, Lewis et al (2008) argued that the constant subservience to radiologists 

and poor professional autonomy often results in feelings of inferiority, valuelessness and 

intimidation hence negatively influencing Australian radiographers' ability to speak-up when 



186 
 

necessary or when an unethical situation had arisen. They however concluded that the 

introduction of role extension would boost their professional status. 

8.2.1.5 Education and Training 

Education and training are the foundation upon which all professions are formed (McNulty et 

al. 2017). Globally, studies suggest an ongoing discussion on the best ways to teach 

radiography and how the acquired knowledge and abilities should be evaluated (England and 

McNulty, 2020). Similarly, this study demonstrated that one of the key challenges of 

radiography practice in Ghana is education and training. While this may be a contextual issue, it 

could potentially influence speaking-up behaviours of radiographers. Senior radiographers had 

concerns about the radiography curriculum and educational structure, arguing that newly 

graduated radiographers had difficulties with clinical work although they had theory 

knowledge, therefore suggesting the need for the current radiography curriculum to put more 

attention on the practical aspects of radiography.  

The educational background of a healthcare professional cannot be entirely ignored in 

understanding his/her speaking-up behaviour (Okuyama et al., 2014). It has been asserted that 

healthcare professionals who were more educated exhibited a higher likelihood of the use of 

safety voice. In this study, while Ghanaian radiographers argued that their decision to speak-up 

about a safety concern or wrongdoing in their department was strongly determined by how 

highly educated they were considered to be among their peers, they further explained that the 

challenge of having their knowledge levels and competence questioned results in a feeling of 

inadequacy. Similarly, evidence from Nigeria also reported educational background as a barrier 

to whistleblowing (Onakoya and Moses, 2016). Attempts to pursue higher education 

radiography have also been challenging with radiographers arguing that postgraduate 

radiography programmes were not readily available in universities in Ghana, coupled with a 

lack of government funding support. There is therefore the need for government and 

stakeholders such as the MoH, GHS and the GSR to work together with the goal of exploring 

ways to better support radiographers to pursue postgraduate radiography education. For 

example, funding, paid study leave and some flexibility with work shifts. Supporting them to 

achieve may enable them to be more assertive in the workplace. 

Imperatively, due to the constant changes in radiography techniques and healthcare 

requirements, such as speaking-up, there is a need for effective and well-designed training 

curricula. (Sloane and Miller, 2017; England and McNulty, 2020). Undergraduate students need 
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to have a strong foundation in evidence-based practice to meet future healthcare 

requirements. (Hung et al., 2019). Consequently, there is a need for the introduction of speak-

up training and interventions in Ghana’s radiography training curriculum (as it presently lacks 

speaking-up modules), with the goal to inculcate in freshly qualified radiographers the mindset 

of asking questions about practices and communicating assertively even before they start 

practising (Tetteh et al. 2022). 

8.2.1.6 Equipment Procurement and Maintenance 

This study found that Ghanaian radiographers were dissatisfied and pessimistic about 

radiography equipment purchase and maintenance. Radiographers complained that they are 

not included in decisions about the purchase of equipment and that even when their opinions 

are requested, any recommendations offered are not taken into consideration. These findings 

are congruent with recent studies from Ghana (Wuni, 2019, Ashong 2021). The feeling of 

radiographers’ professional opinions not being valued could potentially influence speaking-up 

behaviours of radiographers in the workplace.  

Although the existing speak-up literature does not include contextual factors such as 

equipment and procurement concerns as a barrier to speaking-up, feelings of opinions not 

being valued have been demonstrated to inhibit speaking-up behaviours in the workplace. 

Although the Public Procurement Act 663 regulates the purchasing of radiology equipment in 

Ghana, the findings of this study suggest the government relied a lot on donor equipment from 

advanced countries. Consequently, the necessary requirements were not always followed, and 

hence this often results in procurement contracts lacking crucial elements such as spare parts 

availability for the equipment delivered, after-sales services, training of local staff to function 

as front-line technical support, and timetables for planned maintenance and repairs. Clinical 

service delivery is impacted when these crucial elements are absent from procurement 

contracts. While equipment breakdowns are unavoidable, it, however, becomes exasperating 

when there is no contract mandating suppliers to fix them, no deadline for getting them back 

into clinical use, no assurance that local experts can fix them, and no assurance that 

replacement parts will be available locally, leading to extended idle time.  

Recently, Mawuena and Mannion (2022) found that one of the difficulties faced by surgical 

staff in Ghana was malfunctioning laboratory and surgical equipment, reporting how surgeons 

were compelled to use unsuitable tools in a manner that put their safety at risk and 
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consequently grew so upset with these tools in procedures that they got rid of them. They 

concluded that while team members were reluctant to speak-up about enhancing safety to 

surgeons who were already battling with sub-standard equipment, surgeons mostly tended to 

dismiss comments about how care could be improved. Working with equipment that is unfit for 

function or experiencing regular breakdowns as a result of poor systems of equipment 

acquisition is frustrating. Therefore, it may be crucial to address problems producing 

despondency and frustration before speaking-up interventions are implemented to ensure 

better chances of success. A disgruntled workforce may not be enthusiastic about normalising 

speaking-up within the workplace. It should however be noted that the findings suggest that 

this situation was most prevalent in public-owned hospitals and not private imaging facilities.  

8.2.2 Meso-level Factors 

The findings of this study demonstrate that in addition to the macro-level factors discussed in 

the previous section, speaking-up behaviours of Ghanaian radiographers are also influenced by 

meso-level factors. Meso-level factors discussed here include workplace culture and the 

efficacy of speaking-up. Globally, studies suggest that speaking-up behaviours are affected by 

workplace culture (Attree 2007; Francis 2015; Yurtkoru and Wozir 2017; Etchegaray et al. 2017; 

Hughes 2019).  

According to the Institute of Healthcare Improvement (2019), in order for speaking-up to occur 

in a health institution, there should be a psychologically safe environment, active leadership 

and management support. Similarly in this study, Ghanaian radiographers argued that they 

would be better enabled to speak-up about safety concerns in the workplace if their managers 

created a workplace culture of openness. Some managers also contended that an open culture 

already existed in their departments and believed that the workplace culture supports 

radiographers enough to raise concerns if need be. Furthermore, for speaking-up to occur, 

there is the need for transparency to ensure that the healthcare team and management are 

not being silent about safety issues but tackling them seriously and fairly such that people are 

not being punished or blamed for systemic errors. Similar to reports on other settings 

documented in international literature (for example, The Robert Francis Mid-Staffordshire 

Report on the NHS Foundation Trust Public Enquiry, 2013) Ghanaian radiographers also 

reported the culture of victimisation, bullying, and intimidation as inhibitors of their speaking-

up behaviours. These findings are also congruent with studies on Canadian and American 

radiographers where the fear of punishment was reported as a speaking-up barrier (Jackson et 
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al. 2010; Bolderston et al. 2014; Siewert et al. 2018). Findings also resonate with previous 

studies from Nigeria (Onakayo and Moses 2016) and Ghana (Antwi-Bosiako 2018). Although 

just culture holds individuals accountable when there is proof of egregious carelessness or 

malicious activity, it also makes a major effort to comprehend why mistakes were made and 

how the system contributed to less-than-ideal behaviours (Foster 2022). By encouraging 

employees to be honest about their failures, useful lessons may be learned, and the same 

mistakes can be avoided in the future (NHSI 2018). 

Furthermore, congruent with findings reported in previous studies (Schwappach, 2018), this 

study demonstrated that feedback from previous speaking-up experiences was contended to 

either enable or limit speaking-up behaviours of Ghanaian radiographers, depending on what 

these experiences were. While most radiographers with negative feedback such as 

victimisation or punishment from previous speaking-up experiences described the act as a 

“high-risk, low benefit” activity, expressing apathy for it, few others on the other hand who 

were fortunate to have good feedback from previous experiences were rather motivated to 

engage in the act. Similarly, Lyndon et al. (2012) also indicated that speaking-up behaviours 

among healthcare professionals were improved by prior positive speaking-up experiences. The 

findings of this study also demonstrate that speaking-up behaviours of Ghanaian radiographers 

in the workplace were restrained by the fear of negative feedback, whether in the form of 

being silenced, tagged as a snitch, having their competencies questioned, or being told about 

their inability to effect any change. 

More so, hierarchy was found to inhibit speaking-up behaviours of Ghanaian radiographers in 

this study. This finding is congruent with previous studies on radiographers in Canada and the 

United States (Bolderston et al. 2014; Siewert et al. 2018). Similarly, the finding is also 

congruent with findings of previous studies on other professional groups (Ahern and McDonald 

2002; Kingston et al. 2004; Lyndon et al. 2012; Landgren et al. 2016; Schwappach et al. 2017; 

Siewert et al. 2018; Schwappach 2018; Omura et al. 2018; Fisher and Kiernan 2019; Jones et al. 

2021). Nevertheless, the study profoundly establishes that the boundaries between work and 

society are blurred to the extent that the Ghanaian societal norms of hierarchy and deference 

are played out in workplaces, hence inhibiting speaking-up behaviours of junior radiographers 

when they need to speak-up to more senior staff about a safety compromise as it was viewed 

as an act of disrespect and disloyalty. 
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Blenkinsopp et al (2019) suggest that speaking-up behaviours of health workers could be 

influenced by the attitudes of particular professional groups. Similarly, this study also 

established that speaking-up behaviours of Ghanaian radiographers were hindered by the 

attitude of other health professionals such as radiologists and other doctors. Radiographers 

argued that doctors were more loyal to their fellow doctors than to other health professionals 

and hence they mostly covered-up errors made by their colleagues. This finding is consistent 

with previous studies which suggest that medical culture generally promotes tackling incidents 

through informal channels (Kingston et al. 2004). Although the fear of marring good working 

relationships is reported as a speaking-up barrier in the existing literature (Schwappach and 

Gehring 2014), this study however reported that the kind of relationship between themselves 

and their colleagues and/or managers influenced their speaking-up behaviours in the 

workplace. While some expressed a strong motivation to speak-up or raise concerns about 

safety compromises as a result of the cordial relationship that existed between themselves and 

their department managers, others reported that they were inhibited by the disunity between 

the staff in their department. 

Globally, perceptions about the efficacy of speaking-up have been reported in the existing 

speak-up literature to influence speaking-up behaviour (Attree 2007; Tangirala and Ramanujam 

2008; Okuyama et al. 2014). For example, Jones and Kelly (2014) argue that employees 

regularly raised their concerns in spite of difficulties to speaking up, however it may be even 

more difficult for concerns to be heard and the necessary actions taken. Similarly, this study 

demonstrated that Ghanaian radiographers’ perceived inefficacy of the act discouraged them 

from engaging in it, even when they need to. Radiographers expressed a lack of confidence in 

not just their managers, but their entire hospital systems with regards to addressing safety 

concerns raised by staff, a phenomenon the researcher describes as ‘system inaction’. The 

characteristics of Ghanaian hospital systems described in this study by radiographers are 

consistent with the ‘Deaf Effect’, a term emerging from the field of management (Robey & Keil, 

2001) that describes the unwillingness of top managers to listen to and action on confronting 

views from junior staff. Ghanaian radiographers maintained perceptions of not being able to 

effect any change within their department by raising concerns about things that go wrong, 

hence resulting in the feeling that engaging in the act was a complete waste of time. This is also 

consistent with findings from a previous study from Ghana (Antwi-Boasiako 2018). 
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8.2.3 Micro-level Factors 

The findings of this study demonstrate that in addition to the macro-level and meso-level 

factors discussed, speaking-up behaviours of Ghanaian radiographers are also influenced by 

micro-level factors. Micro-level factors, also known as individual factors, discussed here include 

duty of care, role identification, and knowledge and/or confidence levels. Globally, the existing 

speak-up literature suggests that speaking-up behaviours are influenced by individual factors 

such as interpersonal skills, confidence in clinical skills, knowledge gap, gender, language, 

personal values and beliefs, situation awareness, communication skills, personal decision 

making, assertiveness, bravery, to mention but a few (Schwappach & Gehring 2014; Okuyama 

et al. 2014; Garon, 2012). 

Similarly, in this study, despite the non-existence of a code and regulatory guidance to guide 

Ghanaian radiographers in speaking-up about patient safety compromises, some radiographers 

argued that they perceived speaking-up as their duty of care aligned with their professional 

role. They believed they owed it to the patient to raise concerns whenever they observed a 

compromise in safety. A UK study by Jones and Kelly (2014) found that a sense of personal 

ethics often had a stronger effect on speak-up actions than professional or legal obligation. 

Correspondingly, this study also found that in the absence of formal policies and guidelines, 

some Ghanaian radiographers described a form of innate or personal ethic that intervened in 

their decisions to speak-up, based on respect for the patient, a sense of duty, and also 

underpinned by empathy.  

Landgren et al. (2016) reported that the decision to either speak-up or withhold voice is partly 

influenced by the lack of an individual’s knowledge on how to speak-up and a lack of 

confidence in clinical skills. Similarly, Okuyama et al (2014) reported a perceived lack of 

adequate knowledge as an inhibitor to speaking-up, stating that health professionals often 

hesitate to speak-up when they feel a sense of inadequacy in knowledge or information or 

uncertainty about a concern. Correspondingly, this study demonstrated that Ghanaian 

radiographers’ decision to speak-up about a safety concern or wrongdoing in their department 

was highly determined by how knowledgeable they were considered to be among their peers. 

A senior radiographer contended that one of the challenges often faced in attempting to speak-

up about safety compromises or wrongdoing is having your knowledge levels and competence 

questioned, resulting in a feeling of inadequacy. 
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8.3 Speaking-Up Interventions and Policy Planning for Radiography in Ghana 

Globally, numerous speaking-up interventions have been designed in various healthcare 

settings in response to the barriers identified in the existing speak-up literature (Law and Chan 

2015; Raemer et al. 2016; Omura et al. 2019; Hanson et al. 2020). While some of these 

interventions have been effective in overcoming some of the speak-up barriers in some 

settings, others on the other hand have either been partly effective or ineffective. Similarly, this 

study demonstrated some of the strategies in response to the speaking-up barriers identified in 

the Ghanaian context and possible future interventions with the goal of improving speaking-up 

behaviours of Ghanaian radiographers. These are discussed under four themes below. 

8.3.1 Policy Interventions 

This study established the non-existence of clear-cut policies and guidelines in Ghana, unlike 

other westernised settings to usefully guide speaking-up behaviours of radiographers. It should 

however be noted that although policy interventions and guidance have been implemented in 

many jurisdictions to support and protect healthcare professional in their duty of speaking-up, 

there is still evidence of the existence of various speaking-up barriers in these settings (Black 

2011; Jones and Kelly 2014; Lewis et al. 2014; Fasterling 2014; Cleary and Duke 2017, Jones et 

al. 2021). Evidence from international literature also shows that the implementation of these 

structures has been problematic in some cases. For example, the Whistleblowing Policy for the 

NHS and the Freedom to Speak-Up Guardian (FTSUG) initiative in the UK (Freedom to Speak-Up 

Annual Report 2022). While the introduction of these policies in the UK have been far from 

perfect, it cannot be denied that it still offers guidance in how speak-up concerns are raised 

and handled. Similarly, the need for the formulation of a national speak-up policy for 

healthcare in Ghana was emphasised in this study as radiographers contended that the 

introduction of this policy would not only offer guidance but also promote speaking-up 

behaviours of radiographers across departments.  

Healthcare policy formulation in Ghana is undertaken by the MoH and these policies are 

executed through the GHS. The MoH plays an integral part in the formulation of a policy to 

facilitate the implementation of speaking-up in Ghana. It therefore vital that the MoH receives 

overwhelming proof regarding the prospective advantages of speaking up and its effect on the 

patient's experience and safety. As the formulation of new policies begin with consultation, in 

this study, radiographers argued that highly experienced personnel with top expertise in 
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successful speak-up policy planning and implementation will need to be consulted for their 

input in the decision-making process to ensure that this works. They also argued that this 

process will need to be an all-inclusive involving all relevant stakeholders as it would not be 

prudent for a speak-up policy to be designed for them without their involvement in the 

planning process. The healthcare industry and other government sectors in Ghana have a 

pattern regarding the introduction of policies without adequate funding, which have 

contributed to the failures of these otherwise good policies. Radiographers, therefore, 

contended that putting together a good speak-up policy would require adequate resourcing to 

ensure its success. 

In addressing questions about who to report to and how speak-concerns should be addressed 

in the policy, radiographers argued that the policy should ensure that they should not have to 

raise concerns through other staff such as radiologists. In the UK, NHS workers, such as 

employees, volunteers, students, service providers, managers, and other individuals, can 

contact the NHS FTSUG as another option to communicating with a supervisor. Guardians 

originate from a variety of professions, disciplines and levels of experience (Hughes, 2019). 

Similarly, some lessons may be adopted from this approach in Ghana’s healthcare speak-up 

policy planning. 

The role of the NHS freedom to speak-up guardians in the UK initiative is neutral and unbiased, 

and they operate quickly and effectively to maintain anonymity while inquiring about harm 

(Hughes, 2019). Similarly, Ghanaian radiographers highlighted that for a speak-up policy to 

work well for them, not only is there a need for the safety of staff who decide to speak-up to be 

ensured by the policy, but their confidentiality and anonymity as well. Radiographers 

emphasised that the fear of negative repercussions or punishment as a result of speaking-up 

about wrongdoing should be allayed by the policy. Radiographers also highlighted that for a 

policy to usefully guide speaking-up behaviours in the workplace, there would be a need to be 

for a strong commitment to follow it orthodoxly. It was further argued that this can be 

achieved if the policy is made easily accessible to all radiographers while putting structures in 

place to ensure that the set rules are followed. Although the UK has long had speaking-up 

policies and guidelines in place, evidence suggests that NHS trusts continue to have difficulty 

adopting the established national policy consistently, with a number of hospitals establishing 

distinct 'whistleblowing' and speaking-up' policies and leaders and failing to address competing 

interests when hiring investigative staff. Other concerns have also been workers not being 
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frequently requested to register competing interest, inquiries not being performed in due time, 

and people not getting the conclusion on a regular basis (Hughes, 2019). 

While some policy planning lessons can be learnt from whistleblowing policies from the UK and 

other healthcare systems with advanced speaking-up systems, it is worth noting that these 

lessons would need to be carefully considered to suit the Ghanaian context and cultural setting.  

8.3.2 Educational and Training interventions  

This study demonstrated that in addition to planning a speak-up policy as an intervention for 

speaking-up in healthcare in Ghana, education, and training may also be useful. Radiographers 

contended that the existing undergraduate radiography programme was not developed with 

speaking-up in mind. As a result, it has been proposed that it ought to be examined to 

determine what adjustments need to be made to the curriculum considering the necessity for 

speaking-up and other abilities that may be necessary in years to come. However, there were 

also some suggestions about introducing the concept of speaking-up at basic education levels 

as it may become easier to overcome some of the fears involved in engaging in the act. The 

need for educational interventions for radiographers, managers and the general public, 

targeted at raising awareness on the potential benefits of speaking-up, policy and how 

concerns may be raised and properly addressed even before its implementation was also 

emphasised in this study. 

Globally, educational speak-up interventions have been implemented in various healthcare 

settings in response to the speak-up barriers with the goal of improving speaking-up 

behaviours. These educational interventions have yielded varied results. In some cases, it has 

been successful in improving speaking-up behaviours. For example, the educational 

programme developed by Fleit et al. (2017) to improve medical students' understanding of 

speaking out procedures and how to handle concerns about faculty harassment during clinical 

placements, as well as a mechanism for anonymously reporting and guaranteeing a quick 

response to issues, was successful in increasing students' awareness of pertinent procedures 

for raising concerns, however, the fear of retaliation after reporting mistreatment remained a 

worry. Other educational interventions have been ineffective. For example, Raemer et al.’s 

(2016) ‘conversational skills’ workshop and Delisle et al.’s (2016) ‘crucial conversations’ 

curriculum. Some educational interventions were also found to be partially effective (Kent et 

al., 2015; Roh et al., 2015; Oliver et al., 2017). 
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In another light, one radiographer also argued that advanced education in radiography may 

itself be a speak-up intervention. It was argued that pursuing higher education may increase 

knowledge levels and potentially confidence of radiographers and put them in a better position 

to not only raise concerns, but perhaps have their concerns addressed without the fear of 

having their competencies being questioned. Lessons from the existing speak-up literature 

indicates that while education may be useful in addressing some of the speak-up barriers and 

potentially improve speaking-up behaviours, it is however imperative to note that education 

alone may not be enough to enhance speaking-up behaviours of Ghanaian radiographers. Also, 

the majority of the educational interventions in the literature were implemented in 

westernised settings, hence lessons may need to be considered carefully to suit resource-

constrained and culturally complex settings like Ghana.  

Literature has identified a number of successful training programmes that included team 

communication training techniques to enhance speaking out in a variety of clinical contexts. 

(Gupta et al. 2015; Hanson 2017; Savage et al. 2017; Weiss et al. 2017; Dwyer & Faber-

Langendeon, 2018). For example, the implementation survey conducted by Gupta et al. (2015) 

to evaluate the impact of teamwork training, which included fostering a speaking-up culture 

within teams, revealed statistically significant changes in respondents' views of speaking-up 

challenges. Similar to education interventions, some training interventions have only been 

partially effective (O’Connor et al. 2013).  

This study demonstrated that Ghanaian radiographers have speaking-up training needs. 

Consequently, in addition to education, training was also suggested as a speak-up intervention 

for radiography practice in Ghana. Radiographers highlighted that they could be better 

supported to speak-up about safety concerns in the workplace through training. They further 

argued that training radiographers on how to speak-up about safety issues would help them to 

better communicate and boost their confidence levels while engaging in the act. Again, while 

there are lessons to be learnt about the effectiveness of training in addressing speak-up 

barriers among healthcare professionals in literature, it should be noted that training alone 

may not be enough to improve speaking-up behaviours of Ghanaian radiographers. 

8.3.3 Societal/Cultural Interventions 

This study demonstrated that in addition to policy, education, and training intervention for 

speaking-up in Ghana, there is also the need to address societal, belief systems, and norms of 

deference as these elements were indicated to strongly influence workplace speaking-up 
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behaviours of Ghanaian radiographers. It should however be noted that the existing speak-up 

literature does not explore socio-cultural speaking-up interventions, their implementation, and 

efficacy.  

This study established that based on insights from Ghana’s culture around speaking-up, a 

societal cultural change may be necessary to promote speaking-up in the region. Radiographers 

suggested that given the role of the family in Ghanaian child-upbringing, social interventions 

geared towards training children to be more assertive and supporting them to speak-up about 

wrongdoing may be effective to ensure that speaking-up is normalised in Ghanaian society. The 

ripple effect of this may potentially influence workplace behaviours of radiographers around 

speaking-up. Furthermore, it was suggested that these social interventions should also be 

focused on addressing elements of hierarchy/deference to ensure that the society of 

supportive of children who wish to speak-up about concerns involving elderly people. The need 

for social campaigns to normalise speaking-up in not just homes but the society at large was 

also suggested as a possible intervention. 

8.3.4 Other workplace interventions 

Globally, workplace speaking-up interventions have been implemented in various settings with 

the goal of improving speaking-up behaviours. Some of these workplace interventions in the 

literature have been partially effective in improving speaking-up. For example, in order to 

promote speaking-up about administrative and clinical concerns, Pannick et al. (2017) 

established an organised team-briefing policy on wards. This policy helped junior clinicians feel 

more comfortable voicing concerns because they knew the team would not judge, humiliate, or 

otherwise penalise them for doing so. However, disagreements about the validity of some 

worries or an implicit knowledge that other worries were judged taboo, such as examining the 

performance of a team member, greatly curtailed this feeling of confidence. Similar findings 

were also reported by Balasubramian et al. (2010), Curry et al. (2018) and Amiri et al. (2018). 

This study reported that some strategies already existed to address speaking-up barriers in 

radiology departments across Ghana. These approaches included the use of suggestion boxes, 

huddles, management and departmental meetings, report writing, reporting directly through 

supervisors and WhatsApp platforms among others. Although these strategies may be useful in 

raising concerns about issues within the workplace, some of them had obvious shortcomings. 

For example, the approach of speaking-up at departmental meetings or directly through 

supervisors may not offer any form of anonymity, and the use of suggestion boxes which may 
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offer anonymity but present a challenge of delay in addressing concerns. While evidence 

suggests that some of these approaches have been implemented in other clinical settings with 

some success and failures, there is however no measured evidence to show if these already 

existing strategies have been effective in improving speaking-up behaviours of radiographers 

across Ghana. For example, staff forum/meetings implemented by Balasubramian et al (2010) 

was successful at some sites and unsuccessful in others. Hence, the efficacy of these strategies 

in promoting speaking-up about safety concerns and actually improving patient safety may be 

questioned. Despite the existence of these approaches, some radiographers also had individual 

approaches to raising concerns about safety, where they often spoke up to fellow colleagues, 

trusted friends, or people who were not in any position to effect change. 

Furthermore, radiographers suggested that given the courage required to speak-up, there is 

the need for all staff to be offered incentives to encourage them to speak-up about safety 

concerns within the workplace. The need for departmental meetings (although already-existing 

at some sites) specifically geared towards pushing an agenda to promote speaking-up within 

the workplace was also suggested. Establishing a just culture in workplaces was also 

emphasised by radiographers across sites. Radiographers contended that for speaking-up 

about safety compromises in the workplace to be promoted, managers must work on creating 

a just culture in the workplace such that, errors made as a result of systemic problems would 

not be unfairly blamed on radiographers. Evidence suggests establishing a just culture 

significantly contributes to enhancing speaking-up behaviours in the workplace (Khatri et al. 

2009; Barnsteiner and Disch 2017). 

Lastly, while these interventions may achieve some success in improving speaking-up 

behaviours of radiographers in Ghana, Jones et al. (2021) argue that policymakers and 

healthcare researchers, irrespective of location, with the goal of enhancing employee speaking-

up will have to contend with workplace norms and pre-existing societal complexities. These 

may however be long-standing in nature or emerging or global or even local. The next section 

of this chapter explores the dynamics of psychological safety, just culture, and cultural 

sensitivity in promoting speaking-up in radiography in Ghana. 

8.4 Psychological Safety and Speaking-Up 

Radiographers demonstrated in chapter 6 (theme 2) that the perceived safety of speaking-up 

such as the fear of personal detriment negatively influences their speaking-up behaviours. 



198 
 

Psychological safety is simply an individuals' judgements of the level of interpersonal hazard in 

their workplace. Nembhard and Edmondson (2012) define it as a conviction that one feels at 

ease being oneself—being honest, genuine, and direct—in a specific situation. It has also been 

described as “feeling able to show and employ one’s self without fear of negative 

consequences to self-image, status, or career.” Kahn (1990, p 708). It comprises assumed 

beliefs about the reactions of others when an individual puts themselves on the line through 

activities such as suggesting an idea, asking a question, risk-taking, feedback seeking, and 

disclosing an error (Edmondson 1999).  Psychological safety in work environments ought to be 

emphasised as a key element of good interaction, confidence, and making decisions that 

improves team efficiency (Singer and Edmondson 2012; Edmondson and Lei 2014; Newman et 

al. 2017). Psychological safety is particularly crucial in ‘high-risk’ workplaces such as the 

healthcare sector (Newman et al. 2017). It is well acknowledged that members of a 

psychologically safe team feel safe to be more engaged, speak-up, and take risks without fear 

of repercussions (Edmondson 1999). This employee involvement has been shown to help 

healthcare organisations deal with the growing information they must learn, the varied 

specialties of health professionals, and the subsequent dependency among these occupations 

(Nembhard and Edmondson 2006). 

Numerous studies on psychological safety show how important it is for encouraging people to 

speak-up. In one of the ground-breaking studies in this field, Edmondson (1996) found that 

nurses were more willing to report medication mistakes if they characterised their hospital unit 

as "nonpunitive" and "non-judgmental", suggestive of psychological safety. Similarly, Dutton 

and colleagues (1997) demonstrated that middle managers made decisions about raising 

concerns based on their perceptions of psychological safety. Detert and Burris (2007) and 

Siemsen et al (2009) also report similar findings on psychological safety. 

While the existence of psychological safety is vital to safe and efficient healthcare in high-risk 

workplace settings, there is still evidence of low levels of psychological safety and a culture of 

fear in healthcare settings (Edmondson 2003; Moore and McAuliffe 2010; Moore and McAuliffe 

2012). This study demonstrated considerably low levels of psychological safety in radiology 

departments in Ghana. Hence many radiographers were not confident that their work 

environments were safe enough to voice their concerns without fear of negative repercussions. 

Radiographers argued that they would be more encouraged to speak-up about safety concerns 

in their workplace if a culture of openness existed.  
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It is imperative to design and implement speaking-up interventions tailored to enhance 

psychological safety for radiographers in Ghana given the significant research outcomes. 

 

8.5 Just Cultures and Speaking-Up  

Chapter 4 demonstrated numerous systemic failures in the radiography profession in Ghana. 

Challenges such as workload/working conditions, professional and radiation regulatory 

challenges, equipment problems among others are key systematic failures that need to be 

looked at. Theme 2 of the findings (see chapter 6) highlighted that non-existence of a just 

culture in departments across Ghana when things go wrong. Evidence suggests establishing a 

just culture significantly contributes to enhancing speaking-up behaviours in the workplace 

(Khatri et al. 2009; Barnsteiner and Disch 2017). Radiographers contended that for speaking-up 

about safety compromises in the workplace to be promoted, managers must work on creating 

a just culture in the workplace such that, errors made as a result of systemic problems would 

not be unfairly blamed on radiographers. 

A just culture achieves a compromise between the need for a transparent and sincere reporting 

environment and the advantages of an ideal learning atmosphere and culture (Paradiso and 

Sweeney 2019). Although organisations have obligations to their staff and eventually clients, 

each staff member is also responsible for the calibre of the decisions they make in their line of 

duty. Just culture simply calls for a focus on systems and management of employee behavioural 

choices rather than mistakes and results (Marx 2001). In a just culture, risk, system design, 

human behaviour, and patient safety are prioritised while holding both the organisation and its 

employees accountable. 

In the aviation industry, non-blaming systems for reporting faults are used to enhance safety 

and dependability. The aviation industry's focus in the 1970s switched from identifying the 

mistake's perpetrator to pinpointing the conditions in which it occurred (Gerstle 2018). 

Changes to prevent the recurrence of the error can be made by comprehending the 

circumstances around it. Presently, the safest way of transportation is air travel. The first 

strategy in establishing the basics of just culture is blame-free incident investigation. To 

improve patient safety results, healthcare organisations have used nonpunitive incident 

management systems. This ideally fosters a culture of trust between managers and their staff 

and has a good effect on employees' readiness to disclose results when they do not meet 
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expectations (Agim et al. 2013). The second strategy in establishing the basics of just culture is 

comprehending the decisions a person makes in terms of their behaviour. Three kinds of 

behavioural choices of employees can result in mistakes (see figure 8.3 below). 

 

Figure 8.3: An illustration of the behavioural choices that lead to errors. 

 A fair and equitable culture improves patient safety by allowing employees to closely observe 

their work environment and participate in safety activities (Barger et al. 2011). By 

concentrating on controlling human behaviour (or assisting others to control their own 

behaviour) and restructuring systems, improving patient safety lowers risk. It has been 

indicated that employees in a fair culture are held accountable for their decisions and 

behaviours as well as for one another, which may assist some people to overcome their innate 

reluctance to cope with damaged or incompetent co-workers (Wachter 2013). 

When required, a just culture organisation analyses workplace systems around the behavioural 

decisions of staff and enhances process designs to limit the risk of safety compromises (Barger 

et al. 2011). A just culture, therefore, does not absolve anybody of responsibility; rather, it 

promotes shared accountability. Ensuring patient safety is a resultant of not just individual 

behavioural decisions but organisational system designs as well (Famolaro et al. 2018).  

8.6 Cultural Sensitivity/Appropriateness 

Elements of national culture and societal norms were very profound in the exploration of 

radiographers’ speaking-up behaviours in this study. It may be recalled that theme 1 (chapter 

5) established that Ghanaian radiographers’ understanding and perceptions of speaking-up 

were based on knowledge drawn from hearsays, experiences, and socio-cultural norms which 

Human Error - is a mistake or an inadvertent action

At-risk Behaviour - choices made where risk isn't 
recognised or believed to be justified

Reckless Behaviour - a choice made to consciously 
disregard risk, which is substantial and unjustifiable
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remain unchallenged in the absence of formal knowledge. For example, radiographers 

demonstrated the Ghanaian societal culture and child upbringing were unsupportive of 

challenging the elderly or people in authority and raising children to be assertive. The “Fa ma 

Nyame” attitude of typical Ghanaians was also argued to often result in wrongdoing in society 

not getting exposed or reported. Furthermore, other elements of national culture such as the 

African belief in spirituality which includes the fear of spiritual attacks following an act of 

reporting wrongdoing was demonstrated to inhibit speaking-up behaviours in Ghanaian 

society. While it may be imagined that the effects of these cultural and societal norms are 

perhaps limited to speaking-up behaviours in the society, theme 2 (see chapter 6) established 

that the boundaries between work and society are blurred to the extent these societal norms 

and cultural traits are played out in workplaces, hence affecting speaking-up behaviours of 

Ghanaian radiographers. It is therefore undeniable that the Ghanaian culture and social norms 

cannot be ignored in understanding the Ghanaian radiographer’s speaking-up decision trail. 

Hence the need to explore the role of culture and cultural appropriateness in promoting 

speaking-up in radiography in Ghana. 

Social scientists and theorists disagree on the exact definition of culture, but they all agree that 

it is learnt, shared, and passed down from one generation to another and that it manifests 

itself in the values of a group, conventions, customs, systems of meaning, ways of living, as well 

as other societal consistencies (Kreuter et al. 2003). Nevertheless, for the purposes of this 

discussion, I adopt the definition of Kelly and Papadopoulos (2009: p78) as “integrated 

patterns of human behaviour that include the languages, thoughts, communications, actions, 

customs, beliefs, values and institutions of ethnic, religious or social groups”. There is 

widespread agreement that cultural sensitivity should be a priority in healthcare interventions 

or health promotion (Resnicow et al. 1999). Surprisingly not much conceptual work has been 

done to define cultural sensitivity (CS) or outline a framework for creating culturally sensitive 

interventions, despite the fact that it is extensively used in public health research and practice, 

with most of the early published material focussed on the nursing and social work sectors 

(Sabogal et al. 1996; Marin et al. 1995). For the purpose of this discussion cultural sensitivity is: 

“The extent to which ethnic/cultural characteristics, experiences, norms, values, behavioural 

patterns and beliefs of a target population as well as relevant historical, environmental, and 

social forces are incorporated in the design, delivery, and evaluation of targeted health 

promotion materials and programmes” (Resnicow et al. 1999: p 11).  
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 Cultural sensitivity has also been described with other terms such as ‘cultural targeting’, 

‘cultural competence’, ‘cultural pluralism’, ‘culturally relevant’, ‘cultural diversity’, ‘culturally 

syntonic’, ‘multicultural’, ‘culturally appropriate’, ‘ethnically sensitive’, and ‘culturally 

consistent’ (Marin et al. 1995; Schlesinger et al. 1995; Henderson et al. 1992). It should 

however be noted that for the purposes of this discussion, the term ‘cultural sensitivity’ may be 

used interchangeably with the term ‘cultural appropriateness’. It has been argued that ‘surface 

structure and deep structure’ are the two main dimensions that make up the idea of CS. These 

phrases, which have been appropriated from sociology and linguistics, have been employed to 

define related aspects of culture and language Mauner et al. 1995; Liu 1995). A target group's 

visible, "superficial" (but nevertheless significant) features are aligned to intervention materials 

and messaging through surface structure (Resnicow et al. 1999). ‘Surface structure’ simply 

refers to how effectively interventions reach the target group and the degree to which they 

integrate with their experiences and cultural context (ibid). Being similar to face validity (in 

psychology), it is often achieved by expert and community assessment, as well as by including 

the target population in the intervention designing process (ibid). Achieving this level of CS has 

mainly been effective for public health workers (Resnicow et al. 1999). Deep structure on the 

other hand, which has not been given much interest refers to how sociodemographic and 

racial/ethnic populations vary generally (i.e., fundamental cultural values), as well as how 

history, culture, environment, ethnicity, and social elements may affect particular health 

behaviours (Sabogal et al. 1996; Marin et al. 1995; Airhihenbuwa et al. 1992; Pasiek et al. 

1996). Deep structure communicates salience, but surface structure often promotes the 

"acceptance" or "receptivity" of information. While surface structure is a need for feasibility, 

deep structure defines a programme's effectiveness or influence. (Resnicow et al. 1999). Deep 

structure mainly involves comprehending how members of the target group see the origin, 

progression, and treatment of a disease. For example, many Africans believe that some 

ailments are the product of the "evil eye" or are retribution from God. (Mbiti 1970; Kiev 1964). 

Evidence suggests that in designing interventions for Africans, it is imperative to take into 

account fundamental cultural values such as family, religion/spirituality, respect for elders and 

authority, morality, norms, customs, traditions, etc (Akpa-Inyang and Chima 2021). For 

example, this study demonstrates the Ghanaian societal norms of respect for the elderly and 

authority, which consequently frown on children being assertive towards their parents or the 

elderly. It also demonstrates the African belief in spirituality, witchcraft, and necromancy which 

is seen in the perceived fear of spiritual attacks following the act of reporting wrongdoing.  
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It has however been argued that an assumption of a considerable degree of target 

heterogeneity is crucial to attaining CS whether at the levels of surface or deep structure 

(Sabogal et al. 1996; Pasiek et al. 1996). 

8.7 Strategies for Enhancing Cultural Sensitivity/Appropriateness 

While there is a wide range of pathways to attaining cultural sensitivity, interventions and 

programmes in the field of health education will always be more successful if they are tailored 

to the cultural needs of the target communities (Krueter et al. 2016). The African population, 

like many other ethnic groups, has distinctive values that are absent from traditional healthcare 

methods. Although the ways to achieve cultural appropriateness may differ (Kreuter et al. 

2002), Kreuter and Haughton (2006) concur that one option to assist minimise health inequality 

is to integrate the culture of the particular community in health interventions rather than 

sticking to a one-size-fits-all method. 

Krueter et al (2002) classified cultural sensitivity strategies into five primary groups namely 

socio-cultural, peripheral, constituent-involving, evidential, and linguistic (illustrated in Figure 

8.4 below). They however reiterate it is common practice to use methods from more than one 

group when designing interventions as these classifications are not mutually exclusive (ibid).  
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Figure 8.4: Illustration of strategies for enhancing cultural sensitivity as proposed by Krueter et 

al (2002). 

Kreuter et al (2002) argue that all five cultural sensitivity approaches illustrated here are a form 

of targeting. Kreuter and Skinner (2000) define “cultural targeting” as using a 

particular intervention strategy for a specific demographic subgroup that considers the 

shared traits of the members of the subgroup. A sixth approach known as “cultural tailoring” is 

therefore introduced, arguing that this approach may offer better chances of developing more 

effective interventions for cultural audiences (Kreuter et al. 2002). Cultural tailoring is defined 

as the formulation of interventions, techniques for training, and resources to adhere to 

particular traits (Pasiek et al., 1996). A combination of "culture" and "tailoring," may be 

debatable as "culture" implies a common experience, and "tailoring" implies an individual. 

Nevertheless, Kreuter et al. (2002: p 137) noted that members of the same culture will "have 

various degrees of the same cultural beliefs". Culturally tailored interventions take into account 

these values, perceptions, and customs with the goal of improving participation (Kreuter et al 

(2002). While research has not yet proven if tailored cultural sensitivity approaches yield better 

Peripheral strategies aim to give 
interventions or programmes the 

illusion of being culturally sensitive by 
packaging things in ways that are likely 

to appeal to a certain population.

Evidential strategies aim to boost the 
perceived usefulness of a health 
matter for the target group by 

demonstrating how the health issue 
affects the group.

Linguistic strategies aim to make 
health education materials and 

programmes available in the target 
population’s primary language in an 

attempt to increase accessibility.

Constituent-involving strategies focus 
solely on the experiences of the target 

population.

Sociocultural strategies deliberate 
health-related concerns in relation to 
the target audience’s wider cultural 

traits/beliefs and social elements. These 
features are also known as “deep 

structure” of cultural appropriateness by 
Resnicow et al.
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results than targeted approaches, making a decision to choose one approach over the other 

may not be prudent (ibid). Krueter et al (1999) suggest that it may be best practice to 

meticulously consider the best ways of combining the strategies to achieve the best results, 

given that not all information requires tailoring to suit single members of a target population. 

Tailoring may be unwarranted in cases where a population’s demands are substantially similar, 

as there will be little differences between tailored messages. In such cases, it may be more 

suitable to use a targeted strategy. Krueter et al (2003) therefore suggest that culturally 

sensitivity techniques should be designed to fit the kind of problem being tackled. 

8.8 What might work for Radiography in Ghana? 

According to the Institute of Healthcare Improvement (2019), for speaking-up to occur in a 

health institution, there should be a psychologically safe environment, active leadership, and 

management support, and transparency to ensure that the healthcare team and management 

are not being silent about safety issues but tackling them seriously and with fairness; such that 

people are not being punished or blamed due to system-based errors. These conditions 

essentially make up a psychologically safe and just workplace. While policymakers and other 

stakeholders will need to urgently address the contextual challenges and ensure the existence 

of psychological safety and just culture across workplaces, it may not be enough to ensure that 

Ghanaian radiographers are encouraged to speak-up about safety compromises, given the 

societal norms and cultural differences that also exist in Ghana. Speaking-up processes 

developed in westernised cultures may not be readily transferrable to the Ghanaian context. 

 I therefore propose an additional condition for speaking-up that may be acceptable in the 

Ghanaian context. This is known as cultural sensitivity/cultural appropriateness. The blurred 

lines between workplace culture and societal culture demonstrate that the concept of 

speaking-up will need to be tailored to fit into Ghana’s cultural context. Speaking-up 

interventions designed for Ghana will be culturally appropriate to ensure better chances of 

success. Figure 8.5 below illustrates a proposed model of the determinants of speaking-up 

behaviours of Ghanaian radiographers based on the findings of this study. This will need further 

refinement and testing, but the basic elements can be identified now as a result of this 

research. 
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Figure 8.5: Model of the determinants of speaking-up behaviours of Ghanaian radiographers  

8.9 Limitations and Strengths of the study 

To begin with, the data collection for this study was undertaken during the Covid-19 global 

pandemic. This presented a challenge as I had to travel to Ghana to be able to interview 

radiographers and some stakeholders for the project. Travelling during the pandemic came 

with an added risk, extra unbudgeted costs for quarantining as well as multiple covid testing. 

Fortunately, the rate of spread in Ghana was much lower than in the UK, hence face to face 

interviews were still permitted at the time of the data collection although Covid-19 protocols 

such as the use of face covering, and the 2-metre social distancing were adhered to during the 

conduct of interviews. Although the pandemic had an impact on the workload and working 

conditions for healthcare professionals in Ghana, including radiographers, I am now convinced 

that this did not greatly impact the quality of the data. I also did not have to adjust timelines 

for the data collection as the data was still collected as expected. 
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The literature review presented a dearth of literature on speaking-up experiences of 

radiographers in Ghana and this study, through the data presented, explored these experiences 

in a novel way and in some depth. While this study offered a good insight into the speaking-up 

situation in Ghana through the discussion of radiographers’ understanding, perceptions, and 

willingness to speak-up, the societal culture, and norms around speaking-up, workplace 

speaking-up barriers and facilitators, and interventions such as the need for policy, socio-

cultural interventions and education in addition to education/training among others, it is 

imperative to note that only radiographers and radiography stakeholders were included in this 

study, hence the researcher cannot overstate the findings to cover speaking-up experiences of 

other practicing healthcare professionals in Ghana. 

Furthermore, the flexibility of the qualitative-exploratory approach, which employed the use of 

one-to-one semi-structured interviews, allowed study participants to freely talk about their 

unique speaking-up experiences without feeling intimidated or perhaps unsafe, given the 

sensitivity of some of the issues discussed. I however, recognise that the use of focus group 

interviews could have presented a wider and more interactive discussion on some issues such 

as the Ghanaian societal culture’s influence on speaking-up and potential interventions among 

others. Additionally, the use of interviews was the only data collection tool adopted for this 

study, as the study sought to provide an in-depth understanding of the speaking-up 

experiences of Ghanaian radiographers and not necessarily the generalisability of these 

experiences to other settings. However, using multiple data sources such as observations or 

documents may have presented broader perspectives of the speaking-up phenomenon. 

Nevertheless, it is imperative to note that observing the act of speaking-up about safety 

compromises or wrongdoing in the workplace may be very difficult to do and there may be a 

possibility of participants altering their behaviours.   

The sample population recruited for the study was from only five out of the 16 regions of 

Ghana, focusing on radiographers practicing in teaching hospitals and other public and private 

hospitals in these regions. Although the purposive sampling of participants could be argued to 

be representative of the Ghanaian radiographer population, it cannot be denied that including 

all 16 regions in the study perhaps may have offered additional understanding into the 

speaking-up experiences of radiographers across Ghana.  

Lastly, the study included only radiographers and policy stakeholders and not patients. 

Exploring the experiences from a patient perspective could have added a broader perspective 
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of speaking-up for patient safety in healthcare in Ghana. Nevertheless, this was not practicable 

as a result of limited resources and time. Also, not much was known about radiographer 

speaking-up experiences in Ghana prior to the conduct of this study, hence a trade-off between 

study scope and depth was unavoidable. The broader exploratory design adopted for the study 

lessened the likelihood of closing down potential fertile areas which might have resulted in the 

identification of a wide variety of issues. Some of these areas have been proposed for future 

research (please see the recommendations section). Despite the limitations discussed here, 

areas that necessitate additional research, socio-cultural, professional practice, and policy 

changes have been highlighted. 

8.10 Implications for Policy, Societal and Professional Practice 

To begin with, the findings of this study highlight not just policy and professional practice 

concerns but also important socio-cultural issues. The overall aim of the study was to explore 

the speaking-up experiences of Ghanaian radiographers with regard to patient safety concerns. 

Although globally, the concept of speaking-up in healthcare and its implementation successes 

and failures in developed healthcare settings have been documented in literature, not much is 

known about speaking-up in radiography practice and healthcare in Ghana as has been stated 

earlier. This study demonstrates new knowledge and insights about how speaking-up about 

safety compromises can be better promoted in radiography practice and healthcare in Ghana,  

The findings demonstrate an urgent need for a speak-up policy to guide radiographers and all 

other healthcare professionals to speak-up for safety at national and workplace/local levels. 

From these data, the effect of the absence of speak-up policies and structures on the 

willingness of radiographers to speak-up is undeniable. It is therefore imperative for the 

Ghanaian government, with the help of the MoH to begin to look into formulating speak-up 

policies to support healthcare professionals in promoting patient outcomes and safety in health 

facilities across the nation. Supporting healthcare workers to raise safety concerns in the 

workplace could potentially improve the quality of care and ultimately enhance patient safety. 

It is impossible to attain patient safety when systems to address staff concerns are non-

existent. Consequently, Ghana’s ambition to deliver a high-standard healthcare delivery system 

and Universal Health Coverage (UHC) by the year 2030 could be jeopardised by the routine 

provision of risky healthcare in conjunction with a workforce unable to speak-up. Thus, an 
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urgent need exists to begin to develop speaking-up policy formulation across all healthcare 

levels.  

In addressing speak-up policy formulation, there is a need for an all-inclusive approach to 

ensure that no relevant stakeholder is left out as this could impact the success of the policy 

implementation. Radiographers have lamented how their lack of representation at top 

management and ministry levels results in their views or opinions not being taken into 

consideration when policy decisions are taken. This may well be a contributing factor as to why 

some policies in healthcare in Ghana in the past have not yielded the expected results. Hence, 

to increase the chances of success of a speak-up policy in healthcare in Ghana, the MoH, GHS, 

representatives of all healthcare professionals including radiographers and their regulatory 

bodies, and all key stakeholders should be involved in all speak-up policy deliberations at 

national and local levels to ensure that the agreed guidelines are informed by their advice.  

In addition to policy, the findings of this study have implications for socio-cultural practice. As is 

evident from the literature, speaking-up as a concept is considered to be of western origin, 

consequently, policy guidelines and structures that already exist in most developed healthcare 

settings are very likely suited to the western culture. Evidence strongly suggests that national 

cultures such as strong societal norms of deference make it rare for people to challenge each 

other publicly, and hence could make speaking-up problematic for health professionals.  

In this study, radiographers also describe the Ghanaian culture through elements such as child 

upbringing, male supremacy, and the societal norms of deference to be unsupportive of 

speaking-up. The African belief system (including the belief in spirituality, witchcraft, and 

voodoo), specifically the fear of spiritual attacks, has also been contended by radiographers to 

be a barrier to speaking-up in Ghanaian society. It can therefore not be assumed that the 

speaking-up guidelines and structures in the already existing literature are readily transferrable 

to the Ghanaian context. This calls for the need for policymakers, such as the MoH and all other 

key stakeholders, to carefully consider these cultural differences in the Ghanaian context in 

formulating the speak-up policy to ensure that it is appropriate for the Ghanaian society. There 

may also be a need for a wave of change through an attitudinal change in child upbringing in 

homes and social campaigns on speaking-up to sensitise the public about the potential benefits 

of encouraging people, irrespective of their age, gender, or social class to speak-up about 

concerns and wrongdoing in society. 
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Furthermore, the findings of this study also have implications for education and training. 

Radiographers contend the need for speaking-up modules to be introduced in the curriculum 

for health education in Ghana. The current curriculum for training radiographers in Ghana 

presents nothing on assertive communication techniques. Introducing speaking-up in 

radiography education would necessitate a review of the curriculum by the MoH in 

collaboration with the Ministry of Education, the Ghana Education Service (GES), and all other 

relevant stakeholders to include modules and interventions for speaking-up about safety 

concerns in the workplace. This would facilitate the inculcation of assertiveness in freshly 

qualified radiographers prior to their placement in practice. Education could also be introduced 

at basic levels as the findings in this study suggest that this approach could play a role in 

inculcating the attitude of speaking-up and challenging norms in children even before they 

become adults. In addition to this, there is a need for public education by stakeholders such as 

the MoH and the GHS, not just speaking-up about concerns and the potential benefits of doing 

so but also on the policy once it is established to ensure that people have adequate guidance 

on what to do. Given that the educational levels of radiographers have been argued to boost 

confidence levels in speaking-up decision-making, there is a need for Ghanaian radiographers 

to be offered more opportunities to pursue higher education while still working. This could 

potentially enhance speaking-up behaviours of radiographers in the workplace and improve 

patient outcomes. To achieve this goal, it is imperative for key stakeholders such as the MoH to 

allocate more funds for postgraduate education for healthcare professionals including 

radiographers. 

Regarding implications for training, the findings of this study indicate that radiographers do 

have speaking-up training needs. Hence in addition to education, it is imperative for 

stakeholders such as the MoH and the GHS to organise national and local levels scheduled 

training workshops and seminars on speaking-up, how best to do it, and its potential benefits 

for all healthcare professionals including radiographers and support mechanisms for staff who 

speak-up. This is necessary given that radiographers through the data demonstrated a lack of 

speaking-up training while highlighting the need for training opportunities. At local levels, there 

is a need for hospital managers to organise these training sessions to ensure that their 

employees are fully equipped on how to speak-up about a safety concern at the workplace.  

The findings of this study also have implications for clinical practice and patient safety. A key 

finding that needs to be addressed critically and carefully is the operation of 
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unqualified/unlicensed radiographers across some facilities in Ghana, as this potentially poses a 

radiation safety concern. In rural areas where these persons are argued to be helping to 

address a workforce shortage, regulatory bodies such as the AHPC and the GSR in conjunction 

with some universities could organise short radiographer practitioner courses tailored to train 

them on basic radiological procedures and radiation safety. Consequently, they can be licensed 

after successful completion and their practice can be regulated to ensure the safety of patients. 

Perhaps it may also be time for the stakeholders such as the MoH and GSR to consider making 

provisions for incentives to encourage young newly qualified radiographers to take up job roles 

in the rural areas instead of the preferred urban centre choices.  

Lastly, for radiographers and all other health professionals in Ghana to be more encouraged to 

speak-up in workplaces, there is a requirement for the existence of not just psychological safety 

but a just and blame-free culture as well. The findings indicate that the fear of being blamed or 

victimised is a barrier to speaking-up behaviours of Ghanaian radiographers. It is imperative for 

employers to cultivate a culture of shared accountability when things go wrong and safety is 

compromised, such that radiographers and other healthcare professionals are not blamed for 

systemic failings. Additionally, given that the futility of the act of speaking-up was questioned 

by radiographers in this study, managers need to be more supportive when safety concerns are 

raised by ensuring that these concerns are addressed in a timely manner and not disregarded.  

8.11 Recommendations for Further Research 

The current study explored the factors affecting speaking-up behaviours of radiographers in 

Ghana. This study has served as a baseline study to establish the possibility of promoting 

speaking-up in radiography in Ghana as no previous research had been done in the field prior 

to this. The study however focused on only five selected regions in Ghana, hence a future study 

covering all 16 regions of Ghana would be useful as this would offer a broader perspective on 

the experiences of radiographers in speaking-up about patient safety concerns in the 

workplace. 

It would be useful if further research could explore how best the concept of speaking-up could 

be successfully introduced and accepted as a norm in healthcare systems in Ghana. This would 

be essential given the complexities and nature of the factors affecting speaking-up behaviours 

and the major challenges confronting radiography practice and healthcare in Ghana as 

established in this study. The future study would be useful in exploring where to start with 
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regard to addressing some of the barriers confronting speaking-up behaviours in radiography 

practice in Ghana while tackling the major challenges of the profession such as professional 

regulatory issues, equipment procurement concerns, workforce/workload issues, and 

education/training challenges among others. 

Research involving all other healthcare professionals such as doctors, nurses, and pharmacists 

among others in Ghana would be significant as this study only focussed on radiographers and 

associated key stakeholders. Further studies would not only explore their speaking-up 

experiences but also offer a broader perspective on the topic which may not have been 

demonstrated in this study. It would also better inform stakeholders such as the MoH on a 

speak-up policy formulation for all healthcare professionals in Ghana.  

Furthermore, future research exploring the speaking-up experiences and perspectives of 

patients would be essential as this study only explored speaking-up experiences of 

radiographers and not patients. The new study would not only offer another perspective on 

speaking-up experiences but would also provide an opportunity to compare their experiences 

to those of radiographers or other healthcare professionals in Ghana and elsewhere. 

A major safety concern raised by radiographers in this study was the professional regulatory 

challenges with the AHPC leading to the proliferation of unqualified/unlicensed persons 

(quacks) practising as radiographers. Hence it is imperative to conduct a future study that 

investigates the possible causes of the failures of the AHPC in regulating the professions and 

how best these challenges can be addressed. Also, exploring the likely reasons for radiography 

workforce shortages and workload challenges would be useful as these issues were raised by 

practising radiographers in this study as a major concern. The findings could help policymakers 

in decision-making to address these challenges and improve practice. 

Radiology equipment procurement concerns were raised by radiographers in this work as a 

major problem, although it was not possible to investigate this in much detail. Hence, further 

studies aimed at exploring the process of radiology equipment procurement in Ghana would be 

beneficial to inform key stakeholders such as the MoH and the GHS about the best 

considerations to improve the procurement process. 

Lastly, calls for a change in the curriculum for training radiographers and other healthcare 

professionals to include modules on speaking-up were made by radiographers. It would 

therefore be beneficial if further studies could review the current curriculum to ascertain 
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whether this is necessary and also advise stakeholders on what the changes should be to 

ensure that it meets the goal of educating and training radiographers and other healthcare 

professionals to speak-up about safety compromises in their line of duty. 

The key findings of the scoping review of literature carried out early in this study were 

published in an article (please see Appendix 12) and further publications are now planned to 

share these findings.  

8.12 Key Contributions to Knowledge 

The goal of this research was to explore the experiences of Ghanaian radiographers in 

speaking-up about patient safety concerns. Hence this study distinctively contributes to the 

speaking-up literature as it explored the barriers and enablers of speaking-up in not just an 

under-explored healthcare field such as radiography but also a resource-constrained setting 

such as Ghana. This study also mainly determined the significance of the introduction of 

speaking-up for patient safety as a norm in radiography and healthcare in Ghana as well as the 

need for speak-up policy and guidelines for radiography, healthcare in Ghana, and other 

resource-constrained settings. The findings of this study also offer a foundational guide and 

lessons that can be tailored for a successful formulation and implementation of a speak-up 

policy and frameworks in not just Ghana, but other similar resource-constrained and culturally 

complex settings. It may be recalled that, unlike this study, most of the already existing speak-

up literature and policy frameworks originate from westernised and higher-income settings, 

hence it could not be assumed that the literature was readily transferrable to the Ghanaian 

context and other culturally similar settings. It therefore cannot be denied that the findings of 

this study could necessarily be transferrable to other contextually and culturally similar 

resource-constrained settings such as Ghana.  

Finally, it is worth noting that to the best of my knowledge, no other study or piece of work has 

explored the experiences of Ghanaian radiographers in speaking-up about patient safety 

concerns.  

8.13 My conclusions 

This research illustrates that, although speaking up' is a subject of global significance, most 

research concentrates on medical and nursing practice, omitting other fields in healthcare such 

as radiography. The majority of research is also conducted in better-resourced and westernised 
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healthcare settings, leaving the topic of speaking up in health sectors in Ghana and 

Africa underdeveloped. This was a notable shortfall, as the speaking-up practices and 

culture presently researched in the literature may vary from the cultural beliefs and speaking-

up norms in African nations including Ghana. As a result, an assumption that the literature-

documented speaking-up experiences were readily transferrable to Ghana's cultural context or 

other resource-constrained contexts could be inaccurate. 

A key finding from the study was the factors influencing the understanding and perceptions of 

speaking-up among Ghanaian radiographers. The study established that due to lack of formal 

speaking-up knowledge, most radiographers’ understanding of speaking-up was dominated by 

these informal sources such as hearsay, experiences, and societal culture and norms which are 

created, reinforced, and disseminated across generations by families and society more 

generally. This consequently created a workplace space within which informal sources 

proliferate and remain unchallenged. This study also found that the African belief system 

strongly influences Ghanaian radiographers’ perceptions about speaking-up for safety. 

Interestingly, the fear of being harmed spiritually by the person involved in the wrongdoing 

following an act of speaking-up was a deterrent for most radiographers in considering to speak-

up about wrongdoing. This unique key finding is not presented in the already existing speak-up 

literature. This study therefore demonstrated that the Ghanaian culture and African belief 

system cannot be overlooked when examining the Ghanaian radiographer’s understanding and 

perceptions about speaking-up for patient safety. The findings therefore demonstrate the need 

for the introduction of formal speaking-up education and interventions by policymakers and 

stakeholders such as the MoH to address socio-cultural norms and beliefs in an attempt to 

improve speaking-up understanding/perceptions and willingness of Ghanaian radiographers. 

Furthermore, this study also found various workplace speaking-up barriers and enablers among 

Ghanaian radiographers. While most of the barriers and enablers found were not necessarily 

unique to the Ghanaian setting, a few factors such as the absence of speak-up policies or 

guidelines, and workload/working conditions were peculiar to the Ghanaian setting. The 

existence of speaking-up conditions such as psychological safety, management support, and 

just culture was questioned in the Ghanaian healthcare setting and argued by radiographers to 

compromise their speaking-up behaviours. This study also demonstrated that radiography 

practice in Ghana is challenged by major contextual factors which do not only compromise 

patient safety and outcomes but also inhibit staff engagement and speaking-up behaviours of 
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radiographers. The influence of societal culture on workplace culture was grossly undeniable in 

this study despite the existence of these workplace factors and challenges. There is therefore 

an urgent need for stakeholders and policymakers such as the MoH to not only address the 

workplace speaking-up barriers and contextual issues, but more importantly cultural sensitivity 

as well to ensure that radiographers feel safe enough and better supported to engage in the 

act. 

This study also found some existing strategies to address speaking-up barriers across all sites 

although their effectiveness in facilitating speaking-up behaviours remained questionable due 

to obvious pitfalls of these strategies. The need for the introduction of speak-up interventions 

through policy, education/training and socio-cultural approaches was emphasised by 

radiographers in this study to ensure that radiographers and perhaps other healthcare 

professionals who wish to speak-up are better supported. 

To conclude, although Ghana’s healthcare system generally appears to be undergoing 

reformation in various divisions, there is still a lot more that needs urgent attention. 

Radiography practice in Ghana is confronted by many challenges that need to be addressed to 

ensure that professionals are better positioned and supported to deliver safe care to patients. 

An absence of speaking-up policies and clear-cut guidelines indicates that policymakers have 

largely omitted the concept of speaking up, both in general healthcare and particularly in 

Ghanaian radiography practice. While the current revision of the Code of Ethics indicates a shift 

may be near, it is not certain how well the appropriate policy and regulatory bodies are 

cognisant of the significance of speaking up in promoting patient safety or of the critical 

problems associated with workplace cultures and workload that pose the danger of 

consistently compromising safety and safety-related actions, including speaking up. When 

there are no structures in place for handling employees' concerns, it is impossible to attain 

patient safety. The need for a curriculum review for healthcare professionals is also crucial to 

address the speaking-up knowledge gap and prepare newly qualified professionals for 

speaking-up. The routine provision of risky healthcare in conjunction with a workforce unable 

to speak-up may jeopardise Ghana's objectives to provide a high-standard healthcare delivery 

system and Universal Health Coverage (UHC). Nevertheless, the influence of societal norms and 

culture would need to be carefully considered by policymakers such as the MoH and other key 

stakeholders in culturally sensitive speak-up intervention planning. 
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8.14 A reflection on my journey 

Pursuing education to the highest of levels has been one of my life goals. While it was not fully 

clear how this goal was going to be achieved, I have been hopeful and kept the dream alive. Being 

the second of four girls in a typical Ghanaian home where male children were more desirable, 

due to the societal notion that the girl-child is not ambitious enough, I have built and maintained 

a resilience to not just dream big, but also believe that all my dreams are valid and achievable. 

Throughout my education from the basic level through to the tertiary level, I have been blessed 

and privileged to be considered among the best students by my teachers and my peers. I have 

also been lucky to be considered for many student leadership roles due to my distinctive 

academic excellence and assertiveness. Being an assertive child and young lady in a typical 

Ghanaian society has resulted in some not so pleasant experiences as this behaviour is often 

seen as disrespectful. For example, some teachers found me to be troublesome because I was 

always the one who would ask the difficult questions that others were just too afraid to ask, and 

whenever something was going untoward, I would be the first to point it out.  

While I recognise that the possibility of making mistakes is inevitable in every institution, I have 

always believed in the need to speak about these errors to be able to better understand the 

cause and how things could be made better. In one of my early jobs as a newly-qualified 

radiographer, I noticed a mistake that had been made by a senior radiologist I was working with 

(a patient had come to do an examination and was handed a radiological report for a different 

examination bearing her name and details) and decided to inform him about it in an attempt to 

get the correct report for the patient. However, my decision to speak to him about this made me 

an enemy as he felt I was just a radiographer and had no right to point out an error to him. This 

and many other similar experiences sparked my interest in investigating speaking-up experiences 

of radiographers in Ghana.  

Gaining admission to pursue a PhD at Cardiff University in 2018 was very exciting although I did 

not have funding or adequate support to travel then. Unfortunately, my dad who had earlier 

promised to sponsor my education got all his funds locked up in a bad investment and was no 

longer able to sponsor me. I quickly started applying for scholarships from various institutions 

but unfortunately none of them came through that year, which resulted in my decision to defer 

the start of the programme to October 2019, with the hope of having ample time to chase up my 

scholarship applications. After a number of unsuccessful applications and few interviews, I finally 



217 
 

got offered a full government scholarship in September 2019 to pursue my PhD – this was my 

ticket to fulfilling my dream and I am forever grateful for the opportunity. 

Travelling to the UK to begin my PhD journey has been an experience, especially because it was 

the first time I was travelling outside Africa. Studying in a completely different geographical, 

cultural and climate context came with its joys and sorrows. It is interesting how you imagine the 

experience to be before you embark on the journey as opposed to the reality when you actually 

arrive. I have had very low moments, from being home-sick and lonely to suffering bereavement, 

being unwell and having some financial difficulties. All in all, it has been tough but worthwhile 

and definitely rewarding. I was blessed to have the best of supervisors (who made my journey a 

lot easier), made some good friends, met my husband and now expecting a baby. While I know 

there is a lot more I could have done aside from working on my thesis, I am thankful for at least 

being able to publish a paper, present my work to undergraduate students/lecturers, fellow PhD 

researchers and also winning Dr Tina Gambling’s prize for the Best Fire Talk Presentation during 

the 2022 School of Healthcare Sciences PGR symposium.  

Pursuing a PhD in a foreign country during a global pandemic, coupled with planning a wedding, 

travelling back home to get married and having a baby have not been the easiest of things to do. 

Nevertheless, looking back now, I can boldly say that embarking on this journey has made me 

more resilient and taught me the value of determination, hard work, and perseverance. Having 

come this far in my journey despite the many challenges has strengthened my faith in God. I now 

more than ever believe than we can be anything we set our minds to with the help of God if only 

we do not give up. The challenges we face only make us stronger! 
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APPENDIX 1 - Charting of literature review process 
 

AUTHOR TITLE PAPER TYPE YEAR LOCATION POPULATION AIM METHODS & 
ANALYSIS 

Jones & 
Kelly 

Deafening 
Silence? Time 
to Reconsider 
whether 
organisation s 
are deaf or 
silent when 
things go 
wrong 

Commentary 2014 England NHS staff To argue that solely 
focussing on 
whistleblowing or 
silence 
misrepresents 
actual events and 
often over- 
simplifies an 
inherently complex 
set of actions and 
interactions. 

Literature 
Review 



 
 

Landgren 
et al 

Barriers of 
Paediatric 
Residents to 
Speaking Up 
about Patient 
Safety 

Research 2016 America Paediatric Residents 1. To examine the 
reasons reported 
by paediatric 
residents for not 
speaking up about 
safety events 
when they 
observed in 
practice. 
2. To test a prior 
hypothesis of 
associations 
between 
categories of 
barriers to 
speaking up with 
perceptions of 
safety and 
teamwork culture. 

Anonymous 
electronic survey 
measuring 
safety and 
teamwork 
culture along 
with an open- 
ended question 
Thematic 
Analysis 

Quantitative (Cross-sectional 
survey) 

This study 
concluded that 
paediatric 
residents reported 
individual barriers, 
personal safety 
concerns, lack of 
efficacy, and 
contextual factors 
as reasons to not 
speak up about 
patient safety. 
They also 
correlated 
concerns about 
the safety of 
speaking up and 
the efficacy of 
speaking with 
teamwork and 
safety culture 
respectively. 



 
 

Lyndon et al Predictors of 
Likelihood of 
speaking up 
about safety 
concerns in 
labour and 
delivery 

Research 2012 America Registered nurses 
and obstetricians in 
two US Labour & 
Delivery units 
(maternity care) 

To explore factors 
that may predict 
whether clinicians 
speak up in the 
face of safety 
concerns, using a 
new measure. 

survey 
(scenario- 
based 
measure) 
cognitive 
interviews 
Analysis: 
Descriptive 
statistics 

Quantitative (Cross-sectional 
survey) 

The study found 
that nurses and 
physicians differed 
in their harm 
ratings, and rating 
was a predictor of 
speaking up. 
They asserted 
that this may 
partially explain 
persistent 
discrepancies 
between 
physicians and 
nurses in 

         teamwork climate 
scores. They 
further stated that 
differing 
assessments of 
potential harms 
inherent in 
everyday practice 
may be a target 
for teamwork 
intervention in 
maternity care. 



 
 

Hall et al Speaking Up: 
Fostering 
Silence 
breaking 
through 
leadership 

Research 2018 America Nurses from a mid- 
size community 

To explore how 
hospitals can better 
support nurses to 
speak up when they 
have a concern for 
the overall purpose 
of improving clinical 
outcomes and 
reducing medical 
errors. 

Employee 
engagement 
survey and semi- 
structured 
interviews 
Phenomenologi 
cal approach 

A mixed method approach 
Thematic Analysis 

This study 
asserted that 
nurses are more 
likely to speak up 
to leaders who 
behave 
professionally and 
respectfully. They 
also suggested 
that nurses are 
more likely to 
speak up when 
they feel their 
leaders are 
listening to them 
and their input is 
valued. 

Hanson et 
al 

‘Speaking up 
for safety’: A 
graded 
assertivenes s 
intervention 
for first year 
nursing 
students in 
preparation 

Research 2020 Australia 535 Nursing students 
at a regional 
university in South-
east Queensland 

To elicit student 
and staff 
perspectives on the 
quality, 
effectiveness and 
appropriateness of 
an assertiveness- 
based 
communication 

An evaluation 
survey with 
seven qualitative 
questions and 
individual semi- 
structured 
interviews 

A qualitative Thematic analysis The results of the 
intervention 
indicated that 
teaching 
assertiveness skills 
and establishing a 
preparatory 
framework for 
'speaking up for 



 
 

 for clinical 
placement: 
Thematic 
analysis 

    activity prior to 
clinical placement 

  safety' early in a 
nursing students’ 
tertiary education 
can have 
important 
psychosocial 
implications for 
their confidence, 
empowerment 
and success. 

Antwi- 
Bosiako 

Why People 
Refuse to 
Blow the 
Whistle in 
Ghana 

Commentary 2018 Ghana Ghanaian public 
sector employees 

To understand why 
people do not blow 
the whistle against 
wrongdoers in the 
Ghanaian public 
sector even when 
they have 
admissible evidence 

A Literature 
and 
Documentary 
Review 

A qualitative study The study 
recommended an 
enforcement of 
rules and 
regulations 
governing whistle 
blowing in Ghana 
and the need for 
whistle- blowers 
to put the 
Whistle- blowers 
Act to test when 
their rights are 
trampled upon 
after they blow 
the whistle. 



 
 

Gagnon Whistleblow 
ing: A 
concept 
analysis 

Review 2019 Canada  To address the 
conceptual gap in 
whistleblowing and 
raise some critical 
questions about the 
future application 
of the concept in 
nursing, including 
potential 
opportunities and 
limitations. 

A concept 
analysis 
Rodgers' 
concept 
analysis 
method 

A qualitative study The analysis 
identified a 
number of 
antecedents, 
attributes, and 
consequences of 
whistleblowing in 
nursing. It also 
revealed three 
areas needing 
more attention: 
the concept 
itself, 



 
 

         organisational 
culture, and 
research into the 
complexities of 
whistleblowing 



 
 

Ndebugri Examining 
the 
Whistleblow 
ing Act of 
Ghana and its 
effectivenes s 
in combating 
corporate 
crime 

Research 2018 Ghana 100 public institutions 
in the 10 regions of 
Ghana 

To deeply 
investigate the 
structural dynamics 
of corporate crimes 
in public institutions 
which are 
recognized and 
recorded in the 
criminal records of 
Ghana and the 
effectiveness of the 
Whistleblowing Act 
to curb the menace. 

questionnaires A qualitative case study 
approach 

The study 
established that 
unethical conduct 
such as 
embezzlement, 
theft, fraud and 
illegal acquisition 
of public assets 
are rife in public 
institutions. The 
study also 
suggested that 
whistleblowing is 
likely the best tool 
in dealing with 
corporate crimes 
mentioned above 
with positive 
outcomes such as 
protection of 
informants, 
increase in 
reserves, 
transparency and 
accountability. 



 
 

Schwappac h 
et al 

‘Saying it 
without 
words’: a 
qualitative 
study of 
oncology 
staff’s 
experiences 
with speaking 
up about 
safety 
concerns 

Research 2014 Switzerlan d Oncology staff To explore the 
experiences of 
oncology staff with 
communicating 
safety concerns and 
to examine 
situational factors 
and motivations 
surrounding the 
decision whether 
and how to speak 
up using semi 
structured 
interviews 

semi structured 
interviews. 
An inductive 
thematic 
analysis 
framework 

A qualitative approach The results of this 
study indicated a 
culture to discuss 
any concerns 
relating to 
medication safety 
while other issues 
are more difficult 
to voice. Clinicians 
devote 
considerable 
efforts to evaluate 
the situation and 
sensitively decide 
whether and how 
to speak up. 



 
 

Sur et al Young 
surgeons on 
speaking up: 
when and 
how surgical 
trainees voice 
concerns 
about 
supervisors' 
clinical 
decisions. 

Research 2016 America surgeons To assess the 
factors affecting 
surgical trainees' 
management of 
concerns about 
supervisors' plans 

Semi- 
structured 
interviews 

A qualitative approach This study 
concluded that 
several factors 
affect surgical 
trainees' 
management of 
concerns about 
supervisors' 
plans. They 
further concluded 
that a tailored 
curriculum 
addressing 
strategies to raise 
concerns appears 
warranted to 
optimize patient 
safety. 



 
 

 

Schwappac h 
& Richard 

Speak up- 
related 
climate and 
its 
association 
with 
healthcare 
workers’ 
speaking up 
and 
withholding 
voice 
behaviours: a 
cross- 
sectional 
survey in 
Switzerland 

Research 2018 Switzerlan d doctors and nurses To determine 
frequencies of 
healthcare 
workers (HCWs) 
speak up-related 
behaviours and the 
association of speak 
up-related safety 
climate with 
speaking up and 
withholding voice. 

Cross-sectional 
survey of 
doctors and 
nurses. Data 
were analysed 
using multilevel 
logistic 
regression 
models 

A quantitative approach This study 
indicates that a 
poor climate, in 
particular high 
levels of 
resignation 
among HCWs, is 
linked to frequent 
'silence' of HCWs 
but not inversely 
associated with 
frequent speaking 
up. 
Interventions 
addressing 
safety-related 
voicing 
behaviours 
should 
discriminate 
between 
withholding voice 
and speaking up. 



 
 

Schwappac h 
& Gehring 

Silence That 
Can Be 
Dangerous: A 
Vignette 
Study to 
Assess 
Healthcare 
Professional s’ 
Likelihood of 
Speaking up 
about Safety 
Concerns 

Research 2014 Switzerlan d nurses and doctors To investigate the 
likelihood of 
speaking up about 
patient safety in 
oncology and to 
clarify the effect of 
clinical and 
situational context 
factors on the 
likelihood of voicing 
concerns. 

Vignette 
Multiple 
regression 
analysis 

A quantitative vignette approach This study 
indicated that 
clinicians' 
willingness to 
speak up about 
patient safety is 
considerably 
affected by 
contextual 
factors. 
Physicians and 
nurses without 
managerial 
function report 
substantial 
discomfort with 



 
 

         speaking up. 
Oncology 
departments 
should provide 
staff with clear 
guidance and 
trainings on when 
and how to voice 
safety concerns. 

Morrison & 
Milliken 

Speaking Up, 
Remaining 
Silent: The 
Dynamics of 
Voice and 
Silence in 
Organization s 

Commentary 2003 America N/A This issue is 
devoted to papers 
that, in one way or 
another, focus on 
the question of 
when and how 
people in 
organisational 
settings will choose 
voice and how and 
when they will 
choose silence. 

N/A N/A Their results 
provide a complex 
picture of some of 
the variables that 
drive and inhibit 
employee voice. 
They also suggest 
that high and low 
self-monitors may 
attend to different 
information when 
deciding whether 
to speak up with 
ideas and 
concerns, and that 
they may use 
voice in 
fundamentally 
different ways. 



 
 

Bolderston 
et al 

Speaking Up: 
An 
Internationa l 
Comparison 
of the 
Willingness 
of Radiation 
Therapists to 
Report Errors 
in Clinical 
Practice 

Research 2014 Canada 1500 Radiation 
therapists 

To examine the 
error reporting 
culture or 
radiation 
therapists and 
dosimetrists in 
Canada and the 
United States 

A survey 
Likert scale 

A quantitative approach Their results 
indicated poor 
communication, 
power 
differentials and 
fear or reprimand 
as obstacles to 
error reporting 
among 
radiographers and 
radiation 
therapists. 

Okuyama 
et al 

Speaking up 
for patient 
safety by 
hospital- 
based health 
care 
professional 
s: a literature 
review. 

Review 2014 Japan healthcare 
professionals 

This review focused 
on health care 
professionals' 
speaking-up 
behaviour for 
patient safety and 
aimed at (1) 
assessing the 
effectiveness of 
speaking up, (2) 
evaluating the 
effectiveness of 
speaking-up 
training, (3) 
identifying the 
factors influencing 
speaking-up 
behaviour, and (4) 
developing a model 
for 
speaking-up 
behaviour 

A literature 
review 

N/A This study 
indicated that 
factors such as 
the perceived risk 
for patients, 
contextual 
factors, 
individual 
factors, 
perceived safety 
of speaking up, 
the perceived 
efficacy of 
speaking up, 
tactics and 
targets are 
contributing 
factors to 
speaking up 
behaviours of 
healthcare 
professionals. 



 
 

Omura et 
al 

Exploring 
Japanese 
nurses' 
perceptions 
of the 
relevance 
and use of 
assertive 
communicat 
ion in 
healthcare: A 
qualitative 
study 
informed by 
the Theory of 
Planned 
Behaviour. 

Research 2018 Japan Japanese nurses The aim of this 
study was to (a) 
explore nurses' 
perceptions of the 
relevance and use 
of assertive 
communication in 
Japanese 
healthcare 
environments; and 
(b) identify the 
factors that 
facilitate or impede 
assertive 
communication by 
Japanese nurses 

semi- 
structured 
interviews 

A belief elicitation qualitative 
approach 

This study 
identified 
Japanese nurses' 
behavioural, 
normative, and 
control beliefs 
such as hierarchy, 
age- based 
seniority and team 
relationships that 
inhibit assertive 
communication. 

Omura et 
al 

Cultural 
factors 
influencing 
Japanese 
nurses' 
assertive 
communicat 
ion. Part 1: 
Collectivism 

Research 2018 Japan registered nurses The aim of the 
current study was 
to present the 
findings from a 
study that explore 
Japanese nurses’ 
perceptions of how 
culture and values 
impact assertive 
communication in 
health care. 

semi- 
structured 
interviews 
Directed 
content 
analysis 

A qualitative approach This study 
revealed the 
cultural 
influences such 
as harmony, 
implicit 
communication 
and groundwork 
on the 
assertiveness of 
nurses. 



 
 

Attree Factors 
influencing 
nurses' 
decisions to 
raise 
concerns 
about care 
quality 

Research 2007 England nurses To explore factors 
that influence 
nurses’ decisions to 
raise concerns 
about standards of 
practice. 

Grounded 
theory 
approach 
semi- 
structured 
interviews 

A qualitative approach Findings of this 
study 
demonstrate fear 
of repercussions, 
retribution, 
labelling and 
blame for raising 
concerns, about 
which they 
predicted nothing 
would be 



 
 

         done, were 
identified as 
disincentives to 
raising concerns. 

Rainer Speaking up: 
factors and 
issues in 
nurses 
advocating 
for patients 
when 
patients are 
in jeopardy 

Commentary 2015 England nurses This article offers a 
re- view of various 
concepts and 
studies related to 
whether or not a 
nurse speaks up in a 
given situation and 
offers a new theory 
based on 
existing evidence. 

A literature 
review 

A qualitative approach The paper 
demonstrates 
how 
generational, 
cultural and 
organisational 
factors affect 
speaking up 
behaviours of 
nurses. 

Garon Speaking up, 
being heard: 
Registered 
nurses' 
perceptions 
of workplace 
communicat 
ion 

Research 2012 America registered nurses The aim of the 
present study was 
to explore nurses' 
perceptions of their 
own ability to speak 
up and be heard in 
the workplace 

focus group 
interviews 
Thematic 
content 
analysis 

A qualitative approach The study 
highlights the 
importance of 
nurse managers 
in creating the 
communication 
culture that will 
allow nurses to 
speak up and be 
heard. 



 
 

Schwappac h 
et al 

Speaking Up 
about Patient 
Safety in 
Perioperativ e 
Care: 
Differences 
between 
Academic 
and Non- 
academic 
Hospitals in 
Austria and 
Switzerland. 

Research 2019 Switzerlan d nurses and doctors in 
perioperative care 

the aim of this 
study was to 
compare speaking 
up-related climate 
and behaviours in 
academic and non- 
academic hospitals. 

questionnaires 
(2 surveys) 

Quantitative (Cross-sectional 
survey) 

The study 
addressed 
differences in 
academic and 
non-academic 
hospitals in 
speaking up 
behaviours and 
demonstrated 
differences. 



 
 

Omura et 
al 

The 
effectivenes s 
of 
assertivenes s 
communicat 
ion training 
programs for 
healthcare 
professional s 
and students: 
A systematic 
review. 

Research 2017 Australia review of literature The objective of 
this review is to 
identify, appraise 
and synthesise the 
best available 
quantitative 
evidence in relation 
to the effectiveness 
of assertiveness 
communication 
training programs 
for healthcare 
professionals and 
students on levels 
of assertiveness, 
communication 
competence and 
impact on 
clinicians’ 
behaviours and 
patient safety 

a review of 
literature 

N/A They concluded 
that interventions 
to improve 
assertive 
communication 
were reported to 
be effective to 
some degree with 
all targeted 
groups except 
experienced 
anaesthesiologist 
s. 



 
 

Ng et al Speaking out 
and speaking 
up in 
multicultural 
settings: A 
two-study 
examination 
of cultural 
intelligence 
and voice 
behaviour 

Research 2019 Singapore  We further propose 
that cultural 
intelligence (CQ) 
mitigates this 
negative 
relationship and 
advance a mediated 
moderation model 
where the 
interactive effect of 
cultural distance and 
CQ on voice is 
mediated by 
perceived voice 
instrumentality 

  They argued that 
while cultural 
diversity 
increases the 
value of 
employee voice 
to organizations, it 
could also 
dampen the 
display of voice. 



 
 

Szymczak Infections 
and 
interaction 
rituals in the 
organisation 
: clinician 
accounts of 
speaking up 
or remaining 
silent in the 
face of 
threats to 
patient 
safety. 

Research 2016 America clinicians The study 
examines how 
clinicians talk 
about speaking up 
or not in the face 
of breaches in 
infection 
prevention 
technique. 

interviews Qualitative approach Their study 
revealed three 
influences on the 
decision to speak 
up, shaped by 
background 
conditions in the 
organisation; 
mutual focus of 
attention, 
interactional path 
dependence and 
the presence of an 
audience, and 
hence suggesting 
that the decision 
to speak up in a 
clinical setting is 
dynamic, highly 
context- 
dependent, 
embedded in the 
interaction rituals 
that suffuse 
everyday work 
and constrained 
by organisational 
dynamics. 



 
 

Weller et 
al 

Improving 
the quality of 
administrati 
on of the 
Surgical 
Safety 
Checklist: a 
mixed 
methods 
study in New 
Zealand 
hospitals. 

Research 2018 New 
Zealand 

clinicians Our specific aims 
were to: determine 
if OR staff can 
discriminate 
between good and 
poor quality of 
Checklist 
administration 
using a validated 
audit tool 
(WHOBARS); to 
determine reliability 
and accuracy of 
WHOBARS self- 
ratings; determine 
the influence of 
demographic 
variables on ratings 
and explore OR staff 
attitudes to 
Checklist 
administration 

interviews 
Thematic 
analysis 

Mixed methods The study showed 
that the 
WHOBARS tool 
could be useful for 
self-audit and 
quality 
improvement as 
OR staff can 
reliably 
discriminate 
between good and 
poor checklist 
administration. OR 
staff self- ratings 
were lenient 
compared with 
external observers 
suggesting the 
value of external 
audit for 
benchmarking. 



 
 

Leonard, 
Graham & 
Bonacum 

The human 
factor: the 
critical 
importance 
of effective 
teamwork 
and 
communicat 
ion in 
providing 
safe care. 

Commentary 2004 America nurses To discuss the 
tools and 
experiences in 
optimising 
successful 
implementation, 
and describe 
experiences in 
specific clinical 
areas 

N/A N/A They describe 
specific clinical 
experience in the 
application of 
surgical briefings, 
properties of high 
reliability 
perinatal care, the 
value of critical 
event training and 
simulation, and 
benefits of a 
standardised 
communication 
process in the 



 
 

         care of patients 
transferred from 
hospitals to 
skilled nursing 
facilities. 



 
 

Law and 
Chan 

The 
experience of 
learning to 
speak up: a 
narrative 
inquiry on 
newly 
graduated 
registered 
nurses. 

Research 2015 China newly graduated 
nurses 

To explore the 
process of learning 
to speak up in 
practice among 
newly graduated 
registered nurses. 

interviews A qualitative narrative approach Three threads 
identified: 
1. Learning to 
speak up requires 
more than one-
off training and 
safety tools, 2. 
Mentoring 
speaking up in the 
midst of 
educative and 
mis-educative 
experiences,3. 
Making public 
spaces safe for 
telling secret 
stories. Speaking 
up requires 
ongoing 
mentoring to see 
new possibilities 
for sustaining 
professional 
identities amid 
mis-educative 
experiences. 
Appreciative 
inquiry might be 
used to promote 
positive cultural 
changes to 
encourage newly 
graduated RNs to 



 
 

         learn to speak up 
to ensure patient 
safety. 

Milligan et 
al 

Supporting 
nursing, 
midwifery 
and allied 
health 
professional 
students to 
raise 
concerns 
with the 
quality of 
care: A 
review of the 
research 
literature. 

 2017 England review of literature To review research 
on healthcare 
students raising 
concerns with 
regard to the 
quality of practice 
published from 
2009 to the present 

review of 
literature 

A qualitative approach They concluded 
that raising a 
concern with the 
quality of practice 
carries an 
emotional burden 
for the student as 
it may lead to 
sanctions such as 
bullying and 
harassment. 



 
 

Fisher & 
Kiernan 

Student 
nurses' lived 
experience of 
patient safety 
and raising 
concerns. 

Research 2013 England nursing students This research study 
provides an insight 
into the factors that 
influence student 
nurses to speak up 
or remain silent 
when witnessing 
sub- optimal care., 

interviews 
Hermeneutics: 
analysis 

Interpretive Phenomenology 
(Qualitative) 

Four key themes 
were identified: 
context of 
exposure, fear of 
punitive action, 
team culture and 
hierarchy. On the 
one hand, 
students 
recognised there 
was a professional 
obligation 
bestowed upon 
them to raise 
concerns if they 
witnessed sub- 
optimal practice, 
however, their 
willingness to do 
so was 



 
 

         influenced by 
intrinsic and 
extrinsic factors. 
Students have to 
navigate their 
moral compass, 
taking cognisance 
of their own 
social identity and 
the identity of the 
organisations in 
which, they are 
placed. 



 
 

Alingh, 
Carien W 
et al 

Speaking up 
about patient 
safety 
concerns: the 
influence of 
safety 
managemen t 
approaches 
and climate 
on nurses' 
willingness to 
speak up. 

Research 2019 The 
Netherlan 
ds 

nurses To explore the 
relationships 
between control- 
based and 
commitment- 
based safety 
management, 
climate for safety, 
psychological 
safety and nurses' 
willingness to 
speak up 

survey Quantitative (Cross-sectional 
survey) 

Results provide 
initial support that 
nurses who 
perceive higher 
levels of 
commitment- 
based safety 
management feel 
safer to take 
interpersonal risks 
and are more 
willing to speak up 
about patient 
safety concerns. 
Furthermore, 
nurses' 
perceptions of 
control-based 
safety 
management are 
found to be 
positively related 
to a climate for 
safety, although 
no association 



 
 

         was found with 
speaking up. 
Both control- 
based and 
commitment- 
based 
management 
approaches seem 
to be relevant for 
managing patient 
safety, but when it 
comes to 
encouraging 
speaking up, a 
commitment- 
based safety 
management 
approach seems 
to be most 
valuable. 



 
 

Pattni et al Challenging 
authority and 
speaking up 
in the 
operating 
room 
environmen t: 
a narrative 
synthesis 

Research 2019 Canada   a narrative 
synthesis of 
literature 

A qualitative approach Themes emerging 
from expert 
beliefs, what 
reality tells us and 
what we test are 
consistent. 
Hierarchy, 
organisational 
culture and 
education are 
the most 
frequently 
observed and 
tested themes. 
Simulation 
research has 
been successful 
in eliciting and 
confirming the 



 
 

         role of specific 
barriers to 
speaking up. 
Barriers and 
enablers are 
largely modifiable 
within institutions 
however, 
education 
regarding the 
importance of 
speaking up will 
need to 
accompany these 
modifications for 
any significant 
changes to occur. 



 
 

Edrees et 
al. 

Examining 
influences on 
speaking up 
among 
critical care 
healthcare 
providers in 
the United 
Arab 
Emirates. 

Research 2017 UAE 19 intensive care 
units 

Assess perceived 
barriers to speaking 
up and to provide 
recommendations 
for reducing 
barriers to reporting 
adverse events and 
near misses 

survey 
thematic 
analysis 
open-ended 
questions 

A quantitative approach Barriers included 
perceptions of a 
culture of blame 
and issues with 
reporting 
procedures. 
Recommendatio 
ns to establish 
patient safety as 
an organizational 
priority included 
creating 
supportive 
environments to 
discuss errors, 
hiring staff to 
advocate for 
patient safety, 
and implementing 
policies to 
standardize 



 
 

         clinical practices 
and streamline 
reporting 
procedures., 
Conclusions: 
Influences on 
reporting 
perceived by 
providers in the 
UAE were similar 
to those in the US 
and other 
countries. These 
findings highlight 
the roles of 
corporate 
leadership and 
regulators in 
developing non- 
punitive 
environments 
where reporting is 
a valuable and 
safe activity. 



 
 

Anthea et 
al 

A concept 
analysis of 
undergradu 
ate nursing 
students 
speaking up 
for patient 
safety in the 
patient care 
environmen t. 

Research 2016 Australia nursing students An analysis of the 
concept of nursing 
students speaking 
up for patient 
safety in the 
workplace. 

The Walker and 
Avant concept 
analysis model 

A qualitative concept analysis Results indicate 
that nursing 
students speaking 
up behaviour is 
influenced by 
individual and 
contextual factors 
that differ from 
those influencing 
more experienced 
colleagues. 
Motivators and 
barriers to 
voicing concerns 



 
 

         include moral 
and ethical 
beliefs, 
willingness and 
confidence to 
speak up in the 
workplace. 
Students' 
subordinate and 
often vulnerable 
position creates 
additional 
tensions and 
challenges that 
impact their 
decisions and 
actions. This 
concept analysis 
provides a clear 
definition of 
'speaking up' in 
relation to nursing 
students. The 
analysis will 
facilitate 
understanding 
and 
operationalizatio n 
of the concept 
applied to 
learning and 
teaching, practice 
and 
research. 



 
 

Lee et al Undergradu 
ate medical 
students' 
perceptions 
and 
intentions 
regarding 
patient 
safety during 
clinical 
clerkship. 

Research 2018 Korea medical students  face to face 
interviews 

A cross-sectional (quantitative 
study) 

Their study 
showed that 
many students 
had difficulty 
speaking up 
about medical 
errors. Error 
disclosure 
guidelines and 
educational 
efforts aimed at 
developing 
sophisticated 
communication 
skills are needed. 



 
 

Etchegaray 
et al 

Barriers to 
Speaking Up 
About 
Patient 
Safety 
Concerns. 

Research 2017 America  We sought to 
examine the 
association 
between 
willingness of 
health-care 
professionals to 
speak up about 
patient safety 
concerns and their 
perceptions of two 
types of 
organizational 
culture (ie, safety 
and teamwork) and 
understand 
whether nursing 
professionals and 
other health-care 
professionals 
reported the same 
barriers to speaking 
up about patient 
safety 
concerns., 

electronic 
survey 

Mixed methods (Quantitative & 
Qualitative) 

Results indicate 
that a little more 
than half (55%) of 
the participants 
mentioned 
leadership (fear 
of no change or 
retaliation) and 
personal (i.e., fear 
of negative 
feedback or being 
wrong) barriers 
concerning why 
they would not 
speak up about 
patient safety 
concerns. The 
remaining 
participants (45%) 
indicated they 
would always 
speak up. 
These findings 



 
 

         about barriers 
were consistent 
across nurses and 
other health- care 
professionals. 
Health-care 
professionals 
emphasized 
leadership and 
personal barriers 
as reasons for not 
speaking up. We 
also 
demonstrated an 
association 
between not 
speaking up and 
lower safety and 
teamwork 
culture scores. 



 
 

Martin et 
al 

Making soft 
intelligence 
hard: a 
multi-site 
qualitative 
study of 
challenges 
relating to 
voice about 
safety 
concerns. 

Research 2018 England 165 healthcare 
professionals 

We aimed to 
examine the role of 
formal channels in 
encouraging or 
inhibiting employee 
voice about 
concerns 

semi- 
structured 
interviews 

A qualitative study They concluded 
that the legal and 
bureaucratic 
considerations 
that govern formal 
channels for the 
voicing of 
concerns may, 
perversely, inhibit 
staff from 
speaking up. 
Leaders 
responsible for 
quality and safety 
should consider 
complementing 
formal 
mechanisms with 



 
 

         alternative, 
informal 
opportunities for 
listening to 
concerns 

Martinez et 
al 

Speaking up 
about 
traditional 
and 
professionali 
sm-related 
patient safety 
threats: a 
national 
survey of 
interns and 
residents 

Research 2017 America 1800 
medical/surgical 
interns and residents 

Compare interns' 
and residents' 
experiences, 
attitudes and 
factors associated 
with speaking up 
about traditional 
versus 
professionalism- 
related safety 
threats 

questionnaires Anonymous, cross-sectional 
survey 

They concluded 
that interns and 
residents 
commonly 
observed 
unprofessional 
behaviour yet 
were less likely to 
speak up about it 
compared with 
traditional safety 
threats even 
when they 
perceived high 
potential patient 
harm. Measuring 
SUC-Safe, and 
particularly SUC- 
Prof, may fill an 
existing gap in 
safety culture 
assessment. 



 
 

Schwappac h Speaking up 
about hand 
hygiene 
failures: A 
vignette 
survey study 
among 
healthcare 
professional s 

Research 2015 Switzerlan d HCPs in 5 Swiss 
hospitals 

To investigate 
HCPs’ likelihood to 
speak up 

cross-sectional 
survey 

A vignette survey (Quantitative) They concluded 
that infection 
control 
interventions 
should empower 
HCPs to speak up 
about non- 
adherence with 
prevention 
practices by 
addressing 
authority 



 
 

         gradients and 
risk perceptions 
and by focusing 
on resignation 

Martinez 
et al 

Speaking up' 
about patient 
safety 
concerns and 
unprofessio 
nal behaviour 
among 
residents: 
validation of 
two scales. 

Research 2015 America residents To develop and test 
the psychometric 
properties of two 
new survey scales 
aiming to measure 
the extent to which 
the clinical 
environment 
supports speaking 
up about (a) 
patient safety 
concerns and (b) 
unprofessional 
behaviour., 

electronic 
survey 

Quantitative (Cross-sectional 
survey) 

They created and 
provided evidence 
for the reliability 
and validity of two 
measures (SUC- 
Safe and SUC- Prof 
scales) associated 
with self-reported 
speaking up 
behaviour among 
residents. These 
two scales may fill 
an existing gap in 
residency and 
safety culture 
assessments by 
measuring the 
openness of 
communication 
about safety and 
professionalism 
concerns, two 
important aspects 
of safety culture 
that are under- 
represented in 
existing metrics. 



 
 

Jackson et 
al 

Understandi 
ng 
whistleblowi 
ng: 
qualitative 
insights from 
nurse 
whistle- 
blowers. 

Research 2010 Australia 11 nurse whistle- 
blowers 

This paper is a 
report of a study 
conducted to 
explore the reasons 
behind the decision 
to blow the whistle 
and provide insights 
into nurses' 
experiences of 
being whistle- 
blowers., 

in-depth semi- 
structured 
interviews 

Qualitative narrative inquiry 
design. 

They concluded 
that the 
whistleblowing 
nurses believed 
they were acting 
in accordance 
with a duty of 
care. There is a 
need for greater 
clarity about the 
role nurses have 
as patient 
advocates. 
Furthermore, 
there is need to 
develop clear 
guidelines that 
create 
opportunities for 
nurses to voice 
concerns and to 
ensure that 
healthcare 
systems respond 
in a timely and 
appropriate 
manner, and a 
need to foster a 
safe environment 
in which to raise 
issues of concern 



 
 

Richard, 
Pfeiffer and 
Schwappac h 

Developmen t 
and 
Psychometri c 
Evaluation of 
the Speaking 
Up About 
Patient 
Safety 

Research 2017 Switzerlan d 523 health workers 
from Swiss hospitals 

The aim of this 
study was to 
develop a short 
questionnaire 
allowing HCOs to 
assess different 
aspects of 
speaking up 

questionnaire 
descriptive 
statistics 

Quantitative approach They concluded 
that patient safety 
concerns, speaking 
up, and 
withholding voice 
were frequently 
reported. With 
this 
questionnaire, 



 
 

 Questionnai 
re. 

    among healthcare 
staff 

  we present a tool 
to systematically 
assess and 
evaluate 
important aspects 
of speaking up in 
HCOs. This allows 
for identifying 
areas for 
improvement, and 
because it is a 
short survey, to 
monitor changes 
in speaking up- for 
example, before 
and after an 
improvement 
project. 



 
 

Martinez 
et al 

Measuring 
Moral 
Courage for 
Interns and 
Residents: 
Scale 
Developmen t 
and Initial 
Psychometri 
cs. 

Research 2016 America 731 internal 
medicine and 
surgical interns 

To develop a 
practical and 
psychometrically 
sound set of 
survey items that 
measures moral 
courage for 
physicians in the 
context of patient 
care. 

  The authors 
provided initial 
evidence for the 
reliability and 
validity of a 
measure of moral 
courage for 
physicians. The 
MCSP may help 
researchers and 
educators to 
tangibly measure 
physician moral 
courage as a 
concept, and track 
progress on a set 
of desired 
behaviours in 
response to 
curricular 
interventions 



 
 

Pohjanoks a 
et al 

Wrongdoing 
and 
whistleblowi 
ng in health 
care 

Research 2019 Finland 226 healthcare 
professionals 

To describe 
healthcare 
professionals’ 
experiences of 
observed 
wrongdoing and 
potential 
whistleblowing acts 
regarding it. The 
main goal is to 
strengthen the 
whistleblowing 
process described 
based on the 
existing literature 
and to make it 
more visible for 
future research 

electronic 
survey 

A descriptive cross-sectional 
survey. (Quantitative) 

Findings: The 
whistleblowing 
process in health 
care was 
strengthened, 
identifying the 
content of 
observed 
wrongdoings and 
whistleblowing 
acts regarding 
them. Three 
themes were 
identified: 
wrongdoing 
related to 
patients, 
healthcare 
professionals, and 
healthcare 
managers. 
Whistleblowing 
acts were 
performed 
internally, 
externally, or left 
undone. Three 
main paths: 
internal, external, 
and no 
whistleblowing, 
between an 
observation of 
wrongdoing and 
whistleblowing 
act were 
identified. 
Conclusion: The 



 
 

whistleblowing 
process should 



 
 



 
 

         be further 
developed, and 
ethically effective 
programmes and 
interventions 
should be 
developed for 
increasing 
whistleblowing 
and preventing 
wrongdoing in 
health care 



 
 

Dixon- 
Woods et 
al 

Improving 
Employee 
Voice About 
Transgressiv e 
or Disruptive 
Behaviour: A 
Case Study. 

Research 2019 England 67 individuals aimed to 
understand 
barriers to voice 
and make 
improvements in 
identifying and 
responding to 
transgressive or 
disruptive 
behaviours. 

confidential 
interviews 

Qualitative case study approach They concluded 
that the problems 
of giving voice are 
widely known 
across the 
organizational 
literature but are 
difficult to 
address. This case 
study offers an 
approach that 
includes diagnostic 
and intervention 
phases that may 
be helpful in 
remaking norms, 
facilitating 
employee voice, 
and improving 
organizational 
response. It 
highlights specific 
actions that are 
available for 
other 



 
 

         organizations to 
adapt and test. 

Lukewich 
et al 

Undergradu 
ate 
baccalaureat e 
nursing 
students' self- 
reported 
confidence in 
learning 
about patient 
safety in the 
classroom 
and clinical 
settings: an 
annual 
cross- 
sectional 
study (2010- 
2013). 

Research 2013 Canada university nursing 
students 

The present study 
explores nursing 
students' self- 
reported 
confidence in 
learning about 
patient safety 
during their 
undergraduate 
baccalaureate 
nursing program., 

survey Quantitative (survey) Cross- 
sectional study with a nested 
cohort component 

Their findings 
suggest nursing 
students are 
confident in what 
they are learning 
about clinical 
aspects of patient 
safety, however, 
their confidence in 
learning about 
sociocultural 
aspects declines 
as they are 
increasingly 
exposed to the 
clinical 
environment. 
This suggests a 
need to address 
the impact of the 
practice 
environment on 
nursing students' 
confidence in 
what they are 
learning about 
patient safety 



 
 

Ng et al Speak-up 
culture in an 
intensive care 
unit in Hong 
Kong: a cross- 
sectional 
survey 
exploring the 
communicat 
ion openness 
perceptions 
of Chinese 
doctors and 
nurses. 

Research 2017 China 80 ICU staff 
members 

This study explored 
the communication 
openness 
perceptions of 
Chinese doctors 
and nurses and 
identified their 
perceptions of 
issues in ICU 
communication, 
their reasons for 
speaking up and the 
possible factors and 
strategies involved 
in promoting the 
practice of speaking 
up. 

interviews 
/surveys 

Mixed methods approach They concluded 
that creating an 
atmosphere of 
safety and 
equality in which 
team members 
feel confident in 
expressing their 
personal views 
without fear of 
reprisal or 
embarrassment is 
necessary to 
encourage ICU 
staff members, 
regardless of their 
position, to speak 
up. 
Because harmony 
and saving face is 
valued in Chinese 
culture, training 
nurses and 
doctors to speak 
up by focusing on 
human factors and 
values rather than 
simply addressing 
conflict 
management is 
desirable in this 
context. 



 
 

Raemer et 
al 

Improving 
Anaesthesiol 
ogists’ Ability 
to Speak Up 
in the 
Operating 
Room: A 
Randomized 
Controlled 
Experiment of 
a Simulation- 
Based 
Intervention 
and a 
Qualitative 
Analysis of 
Hurdles and 
Enablers. 

Research 2016 America Practising non- 
trainee 
anaesthesiologists 

The authors 
addressed three 
questions: (1) 
Would a realistic 
simulation-based 
educational 
intervention 
improve speaking- 
up behaviours of 
practicing non- 
trainee 
anaesthesiologists 
? (2) What would 
those speaking-up 
behaviours be 
when the issue 
emanated from a 
surgeon, a 
circulating nurse, 
or an 
anaesthesiologist 
colleague? (3) 
What were the 
hurdles and 
enablers to 
speaking up in 
those situations 

a simulation- 
based 
randomized 
controlled 
experiment 

Randomized controlled 
experiment 

The results 
showed no 
statistically 
significant 
differences 
between the 
intervention and 
control group 
subjects with 
respect to 
speaking-up 
actions were 
observed in any of 
the three events. 
The five most 
frequently 
mentioned 
hurdles to 
speaking up were 
uncertainty about 
the issue, 
stereotypes of 
others on the 
team, familiarity 
with the 
individual, respect 
for experience, 
and the 
repercussion 
expected. The five 
most frequently 
mentioned 
enablers were 
realizing the 
speaking-up 
problem, having a 
speaking-up 
rubric, certainty 



 
 

about the 



 
 



 
 

         consequences of 
speaking up, 
familiarity with 
the individual, and 
having a second 
opinion or getting 
help. An 
educational 
intervention alone 
was ineffective in 
improving the 
speaking-up 
behaviours of 
practicing non- 
trainee 
anaesthesiologist 
s. Other measures 
to change 
speaking- up 
behaviours could 
be implemented 
and might 
improve patient 
safety. 



 
 

Omura et 
al 

Evaluating 
the impact of 
an 
assertivenes s 
communicat 
ion training 
programme 
for Japanese 
nursing 
students: A 
quasi- 
experimenta 
l study. 

Research 2019 Japan 150 third year 
Japanese nursing 
students 

To examine the 
impact of an 
assertiveness 
communication 
training 
programme on 
Japanese nursing 
students' level of 
assertiveness and 
intention to speak 
up when 
concerned about 
patient safety., 

survey A quasi‐experimental approach 
with two parallel groups 

The results 
demonstrated 
that the 
programme had a 
positive impact on 
levels of 
assertiveness, 
perceived 
behavioural 
control and 
attitudes towards 
assertive 
communication 
and suggested 



 
 

         that these types 
of interventions 
have the potential 
to improve 
nursing students’ 
assertive 
communication 
skills and 
ultimately patient 
safety. However, 
future studies 
should focus on 
patient safety as a 
motivator of 
behaviour change, 
as well as the 
impact of ongoing 
training and 
evaluation of 
transfer to 
practice. 



 
 

Bickhoff Rocking the 
boat - 
nursing 
students' 
stories of 
moral 
courage: A 
qualitative 
descriptive 
study 

Research 2016 Australia Nine nursing 
students and one 
nursing graduate 
from one semi- 
metropolitan 
university in 
Australia 

This paper profiles a 
qualitative study 
that examined how 
undergraduate 
nursing students 
demonstrate moral 
courage when 
confronted with 
clinical situations 
that negatively 
impact the quality 
of patient care 
and/or patient 
experience and the 
factors that 
encouraged or 
inhibited their 
willingness to speak 
up when they 
identified poor 
practice. 

interviews a qualitative descriptive study. FINDINGS: Four 
key themes 
emerged: (1) 
patient advocate 
identity, which 
had two sub- 
themes of 
knowing one's 
own moral code 
and previous life 
experiences; (2) 
consequences to 
the patient and to 
the participant; 
(3) the impact of 
key individuals; 
and 
(4) picking your 
battles. This study 
demonstrates the 
importance of 
undergraduate 
nursing students 
identifying as 
patient advocates, 
the multitude of 
consequences 
students face 
when questioning 
the practice of a 
registered nurse, 
and the influence 
supervising nurses 
and clinical 
facilitators have 
on a student's 



 
 



 
 

         decisions to 
intervene to 
protect patient 
safety. Further 
research is 
required to 
examine the 
factors, both 
intrinsic and 
extrinsic, that 
influence nursing 
students' moral 
courage and their 
decisions to 
intervene when 
poor practice is 
witnessed. 

Schwappac h 
et al 

Speaking up 
behaviours 
and safety 
climate in an 
Austrian 
university 
hospital. 

Research 2018 Austria 2149 healthcare 
workers 

To analyse speaking 
up behaviour and 
safety climate with a 
validated 
questionnaire for 
the first time in an 
Austrian university 
hospital. 

questionnaires 
descriptive 
statistics 

Quantitative (Cross-sectional 
survey) 

They identified 
speaking up 
behaviours for 
the first time in 
an Austrian 
university 
hospital. Only 
moderately 
frequent 
concerns were in 
conflict with 
frequent speaking 
up behaviours. 
These results 
clearly show that a 
paradigm shift is 
needed to 
increase speaking 
up culture. 



 
 

Yurtkoru & 
Wozir 

Organization 
al culture and 
intentions 
towards types 
of 
whistleblowi 
ng: the case 
of Turkey and 
Ethiopia 

Research 2017 Turkey 528 employees Hence, this study 
explores 
whistleblowing and 
the contribution of 
organizational 
culture (OC) types 
on different modes 
of whistleblowing 
intentions in 
Ethiopia along with 
cross-cultural 
comparison of the 
theoretical model in 
Turkey. 

questionnaires Quantitative Findings- 
Analyses revealed 
that hierarchical 
culture 
significantly and 
positively 
contributed to 
external, 
anonymous, and 
formal 
whistleblowing. 
Alternatively, 
clan culture had 
significant 
positive 
contribution to 
internal and 
informal 
whistleblowing, 
and negative 
contribution to 
external 
whistleblowing. 
However, there 
were significant 
variations in 
terms of 
nationality. 
Conclusion- The 
dominant values 
and beliefs 
embedded within 
the culture of an 
organization tend 
to predict the 
most likely 
preferred and 
accepted 



 
 

methods of 



 
 

         whistleblowing in 
that particular 
organization 



 
 

Siewert et al Barriers to 
Safety Event 
Reporting in 
an Academic 
Radiology 
Department 
: Authority 
Gradients 
and Other 
Human 
Factors 

Research 2018 USA 648 radiographers To investigate 
barriers to 
reporting safety 
concerns in an 
academic radiology 
department and to 
evaluate the role of 
human factors, 
including authority 
gradients, as 
potential barriers to 
safety concern 
reporting. 

questionnaires Quantitative (cross-sectional 
survey) 

human factors are 
important barriers 
to safety event 
reporting in an 
academic 
radiology 
department and 
con- tribute to 
nonreporting in 
50% of 
respondents. The 
most commonly 
reported barriers 
to speaking up 
included a high 
reporting 
threshold, 
reluctance to 
challenging 
authority, fear of 
disrespect, and 
lack of listening. 
To pursue 100% 
reporting of safety 
events, efforts to 
address 
underreporting 
will need to 
include strategies 
directed toward 
elimination of 
those human 
factor barriers as 
well as flattening 
of authority 
gradients. 



 
 

Ohnishi et 
al 

The Process 
of 
Whistleblow 
ing in a 
Japanese 
Psychiatric 
Hospital 

Research 2008 Japan 2 nursing staff 
members 

This study aims to 
unveil the process 
of whistleblowing 

interviews 
Analysis: 
Grounded 
theory 

A qualitative study Findings 
demonstrated 
that the nurses 
did not often 
blow the whistle 
on an awareness 
or suspicion of 
wrongdoing. 
They continued to 
work, driven by 
appreciation, 
affection, and a 
sense of duty. 
Their decision to 
whistle blow was 
ultimately 
motivated by 
firm conviction. 



 
 

Adebisi 
and Love 

Effect of 
System 
Factors on 
Whistleblow 
ing Attitude 
of Nigerian 
Banks 
Employees: A 
Conceptual 
Perspective 

Commentary 2016 Nigeria bank employees To develop a 
conceptual 
framework on 
whistleblowing 
reporting attitude 
of bank employees 
in Nigeria 

N/A N/A This conceptual 
framework 
examined the 
whistleblowing 
decision-making 
process, and 
thereby provides 
opportunities for 
organisations to 
identify the 
predictors of 
reporting 
intention with a 
view to 
implementing 
appropriate 
measures to 
strengthen the 
variables 
positively 
affecting 
whistleblowing 



 
 

         intentions, while 
at the same time 
adopting 
appropriate 
measures to 
address the 
hindrances to 
whistleblowing 
practice. 

King The 
implications 
of differences 
in cultural 
attitudes and 
styles of 
communicat 
ion on peer 
reporting 
behaviour 

Commentary 2000 America employees in the 
business sector 

To suggest that 
differences in 
cultural attitudes 
and styles of 
communication 
may affect reports 
of unethical 
behaviour by 
employees. 

N/A N/A This article 
provides the first 
starting point in 
examining how 
cultural diversity 
may influence 
reports of 
wrongdoing 
among 
employees. 
Although the 
suggestions 
forwarded have 
not been 
empirically 
examined, the 
research 
presented does 
provide some 
insight into the 
effects of cultural 
attitudes and 
styles of 
communication on 
peer 
reporting. 



 
 

Blenkinsop p 
et al. 

Whistleblow 
ing over 
patient safety 
and care 
quality: a 
review of the 
literature. 

Review 2019 England healthcare 
professionals 

To review existing 
research on 
whistleblowing in 
healthcare in order 
to develop an 
evidence base for 
policy and research. 

N/A A narrative literature review The authors 
identify valuable 
insights on the 
factors that 
influence 
healthcare 
whistleblowing, 
and how 
organizations 
respond. 

Lockett Defining 
Peer-to-Peer 
Accountabili 
ty From the 
Nurse's 
Perspective 

Research 2015 America nurses The aim of this 
study was to define 
and create a 
conceptual model 
for peer-to- peer 
accountability (P to 
PA) 

A grounded 
theory study 
design 
interview 

A qualitative approach This study 
concluded that 
peer-to-peer 
accountability is 
the professional 
responsibility of 
every nurse and 
healthcare 
provider and is 
essential for safe 
patient care. The 
conceptual 
definition 
facilitates 
actualization of P 
to PA in practice. 

Tangirala & 
Ramanuja m 

Exploring 
Nonlinearity 
in Employee 
Voice: The 
Effects of 
Personal 
Control and 
Organization 
al 
Identificatio n 

Research 2008 America 586 nurses To investigate the 
relationship 
between personal 
control - 
employees' 
perceptions of 
autonomy and 
impact at work - 
and voice - 
employees' 
expression of 
challenging 

  When personal 
control was low, 
voice was lower 
for employees 
with stronger 
identification. 
When personal 
control was high, 
voice was higher 
for employees 
with stronger 
identification 



 
 

Maxfield et 
al 

The Silent 
Treatment: 
Why Safety 
Tools and 
Checklists 
Aren’t 
Enough to 
Save Lives 

Research 2011 America nurses To examine the 
calculated 
decisions by 
nurses to not 
speak up. 

Two survey 
instruments 
were 
employed: a 
Story Collector 
and a 
Traditional 
Survey 

Mixed methods The data in this 
study reveals that 
caregivers, 
including nurse 
managers, are 
often unable to 
accomplish this 
level of candour. 
As a result, they 
either clam up or 
blow up. They fail 
to have an 
influence; and 
patients are 
harmed. 



 
 

Francis Freedom to 
speak up: an 
independent 
review into 
creating an 
open and 
honest 
reporting 
culture in the 
NHS 

Review 2015 England NHS staff to provide advice 
and 
recommendations 
to ensure that NHS 
staff in 
England feel it is 
safe to raise 
concerns, 
confident 
that they will be 
listened to and the 
concerns will 
be acted upon. 

N/A N/A Two 
recommendation s 
were made in this 
review.   1. All 
organisations 
which provide 
NHS healthcare 
and regulators 
should implement 
the Principles and 
Actions set out in 
this report in line 
with the good 
practice described 
in this report 
2. The Secretary 
of State for 
Health should 
review 
at least annually 
the progress 
made in the 
implementation 



 
 

         of these 
Principles and 
Actions 
and the 
performance of 
the NHS in 
handling concerns 
and the treatment 
of those who raise 
them, and report 
to Parliament 

Ahern and 
McDonald 

The beliefs of 
nurses who 
were involved 
in a 
whistleblowi 
ng event 

Research 2002 Australia nurses The aim of this 
study was to 
explore the beliefs 
of nurses who 
wrestled with this 
ethical dilemma 

survey A quantitative descriptive survey 
design 

The findings of 
this study indicate 
that nurses may 
respond to ethical 
dilemmas based 
on different belief 
system 



 
 

Morrow, 
Gustavson 
and Jones 

Speaking Up 
Behaviours 
(Safety 
Voices) of 
Healthcare 
Workers: A 
Metasynthe 
sis of 
Qualitative 
Research 
Studies 

Review 2016  nurses To develop an 
understanding of 
how nurses and 
other healthcare 
workers relate to 
safety voice 
behaviours and 
how this might 
influence clinical 
practice. 

social 
constructivist 
approach with 
thematic 
analysis. 

Qualitative interpretive meta- 
synthesis 

Healthcare 
workers 
worldwide report 
multiple social and 
hierarchy related 
fears surrounding 
the utilization of 
safety voice 
behaviours. 
Hesitance to 
speak up is 
pervasive among 
nurses, as is low 
self-efficacy 
related to safety 
voice. The 
presence of 
caring leaders, 



 
 

         peer support, 
and an 
organizational 
commitment to 
safe, open 
cultures, may 
improve safety 
voice utilization 
among nurses 
and other 
healthcare 
workers 

Jackson et 
al 

Understandi 
ng 
whistleblowi 
ng: 
qualitative 
insights from 
nurse 
whistle- 
blowers 

Research 2010 Australia 18 Australian nurses 
with first-hand 
experience of whistle 
blowing. 
Varied levels of 
experience, training, 
and qualification 

To reveal the 
experiences and 
meaning of 
confidentiality for 
Australian nurses 
in the context of 
whistle blowing 

Face-to-face 
semi- 
structured 
interviews in 
private setting 
or by 
telephone 

Qualitative Narrative Four emergent 
themes: 1. 
Confidentiality as 
enforced silence, 
2.Confidentiality 
as isolating and 
marginalizing, 
3.Confidentiality 
as creating a 
rumour mill, 
4.Confidentiality 
in the context of 
the public’s right 
to know 
.Interpretation 
and application of 
confidentiality 
influences whistle 
blowing in 
healthcare 
services and can 
be a protective 
mechanism for 
healthcare 
institution. 



 

 

APPENDIX 2 - Regional sample distribution  
 

Study 
Site 

Geographical 
Location 

Key Characteristics of Study Sites No. of 
radiographers 
interviewed 
in teaching 
hospitals      

A South *Highest population of professionals as it is Ghana’s capital city.                                       
*Houses the largest teaching hospital in Ghana which serves as clinical 
training centre for healthcare professionals including radiographers.                                                  
*Has the highest concentration of public and private hospitals in Ghana.                                     
*All the policy makers in the healthcare sector are based in this city.                                               
*Has the highest concentration of public and private hospitals in Ghana. 

4 

B Midlands *Third largest region in Ghana and houses the second largest teaching 
hospital in Ghana.                                                         *The teaching hospital is 
the biggest referral centre for health conditions in the middle belt regions 
of Ghana while also serving as a training centre for healthcare professionals 
including radiographers across the region. 

2 

C South  *Fair distribution of healthcare professionals including radiographers and 
houses teaching hospital.                                                               *The teaching 
hospital serves as the major referral centre for the region and a clinical 
training centre for radiographers. 

1 

D Eastern  *Houses a teaching hospital is the biggest referral centre in the region and 
also serves as its training centre for healthcare professionals                                       
*Region generally not as developed as Accra and Kumasi and hence attracts 
fewer health professionals. 

1 

E North *Largest region by landmass but generally poorer and more deprived than 
the southern part of the country, and as such attracts fewer professionals 
including radiographers.                                             *Houses a teaching hospital, 
which is the biggest referral centre in the northern part of Ghana. 

4 

  
TOTAL NO. OF INTERVIEWEES:   24 12 



 

 

APPENDIX 3A - Ethical Approval from School of Healthcare Sciences of Cardiff 

University 



 

 

APPENDIX 3B - Ethical Approval from GSR



 

 

APPENDIX 4A - Participant Information Sheet (Radiographers) 

 

  

 

 

 

 

 
 

PARTICIPANT INFORMATION SHEET 
 

 

SPEAKING UP FOR PATIENT SAFETY: EXPLORING THE EXPERIENCES OF GHANAIAN RADIOGRAPHERS 

 

 
You are being invited to take part in a research project.  Before you decide whether or not to take part, it is 
important for you to understand why the research is being undertaken and what it will involve.  Please take 
time to read the following information carefully and discuss it with others if you wish.   
 

This research study is being carried out by myself Isabella Kordah Tetteh (Research student, School of 

Healthcare Sciences, Cardiff University), under the supervision of Aled Jones (Professor: Patient Safety & 

Healthcare Quality; Research Theme Lead OSDO (Co-Lead)  School of Healthcare Sciences, Cardiff 

University) and Professor Daniel Kelly (Royal College of Nursing Chair of Nursing Research, School of 

Healthcare Sciences, Cardiff University). The results of the research will be written up as a Thesis and 

submitted as part of my examinations towards a Doctorate in Healthcare studies.   

 

Thank you for reading this. 

 

1. What is the purpose of this research project? 
This study explores the speaking up experiences of Ghanaian radiographers. The researcher is interested 
whether Ghanaian radiographers understand the meaning of patient safety and ‘speaking–up’ and their 
willingness to speak – up about patient safety concerns. The researcher also wishes to establish the barriers 
and enablers affecting speaking up behaviours by radiographers and determine the experiences of 
radiographers with institutional culture and inter-professional relationship on patient safety. Identifying 
training needs of radiographers in speaking – up and informing policy and educational development are also 
objectives of the study. 
 
The study isn’t focussed on whether your own or another person’s practice is “good” or “bad”. The researcher 
will ensure that your name does not appear in any report or publications generated from the study.  
2. Why have I been invited to take part? 
 
You have been invited because you work in a teaching hospital or a government or private hospital located 
in Accra, Kumasi, Ho, Tamale or Cape-Coast. The research is interested in gathering views and experiences 
from a wide range of participants. 
 

3. Do I have to take part? 
 



 

 

No, your participation in this research project is entirely voluntary and it is up to you to decide whether or 
not to take part. If you decide to take part, the researcher will discuss the research project with you and ask 
you to sign a consent form. If you decide not to take part, you do not have to explain your reasons and your 
decision will not adversely affect you in any way.  
 
You are free to withdraw your consent to participate in the research project at any time, without giving a 
reason, even after signing the consent form.  
 
4. What will taking part involve? 
 
The researcher would like you to participate in an individual interview (a face to face interview) discussing 
your knowledge, attitudes towards and experiences of speaking up with regards to patient safety concerns. 
The interview will take place at a location of your choice and is unlikely to take more than forty-five minutes 
to complete. With your consent, the interview will be audio recorded. 
 
5. Will I be paid for taking part? 
 
No. You will not benefit financially for participating in this study. 
 
6. What are the possible benefits of taking part? 
 
The researcher hopes to better understand speaking up experiences of Ghanaian radiographers with regards 
to patient safety concerns. The study will generate results that will help inform practice, education and future 
decisions about speaking – up more generally. Results will also provide evidence on how to best support 
radiographers and other health professionals workers who wish to speak-up about safety concerns, or those 
who have to respond to concerns when raised by colleagues. Ultimately, the research aims to improve patient 
safety by benefitting the well-being and dignity of patients and employees and the findings can also be 
transferred to similar settings in the rest of Ghana, West Africa and beyond. 
 
7. What are the possible risks of taking part? 
 
Due to the nature of this study there are no known risks of physical harm in taking part. However, the 
interview will be conducted at a secured and enclosed venue of your choice. Interview locations will be 
assessed for potential hazards or risks that might be present and actions will be taken to forestall them. In 
the occurrence of you experiencing emotional instability during interviews, the interview will be halted and 
a support system for debriefing troubled will be arranged prior to the start of the interview. Particularly if you 
feel distressed in the course of the interview, you will be debriefed by the researcher and urged to seek 
advice/help through existing counselling or staff support structures within your workplace/institution, 
already identified by the researcher prior to data collection. In cases where support structures are considered 
unsatisfactory, or inappropriate, additional support will be organised through relevant available institutions. 
Privacy will be ensured at all stages of data collection 
 

8. Will my taking part in this research project be kept confidential? 
 
All information collected from (or about) you during the research project will be kept confidential and any 
personal information you provide will be managed in accordance with data protection legislation.  
Please see ‘What will happen to my Personal Data?’ (below) for further information.   
 
All data collected will be anonymised and treated in confidence and stored in secure research facilities 
provided by Cardiff University.  Non anonymised data will only be analysed by the researcher and neither 
your name, workplace or contact details will be linked to the data or shared with any persons or organisations 
external to the researcher. On completion of the study the sound file of your interview will be destroyed. 



 

 

With your permission, anonymised data may be used for publication or research and may be shared with 
stakeholders such as the MOH, GHS and the study funder (Ghana Scholarships Secretariat). You will be 
reminded before the interview not to name specific individuals or organizations, but instead to talk about 
your own attitudes and perceptions. It should also be noted that, in the event of information provided during 
the interviews suggesting that either malpractice or harm to patients, the public or workplace colleagues has 
occurred, the researcher may be obliged to disclose these details to others (internally or externally) who may 
wish to take further action. At the end of the interview, the researcher will be available for a confidential 
conversation with you, should any issues discussed during data collection be of concern. 
 
9. What will happen to my Personal Data?  
 
Personal data, according to the General Data Protection Regulation (GDPR) means any information relating 
to an identifiable living person who can be directly or indirectly identified in particular by reference to an 
identifier. This may include information such as an individual's name, address, email address or date of birth. 
 
Data files, transcriptions and field notes will be given identifier codes and the list of study participants and 
their corresponding identifier codes will be kept separately.  The anonymised data files including transcripts 
and field-notes will be kept for a period of up to fifteen years after completion of the study for purposes of 
audit and reflection. 
 
Cardiff University is the Data Controller and is committed to respecting and protecting your personal data in 
accordance with your expectations and Data Protection legislation. Further information about Data 
Protection, including:  

- your rights 
- the legal basis under which Cardiff University processes your personal data for research 
- Cardiff University’s Data Protection Policy  
- how to contact the Cardiff University Data Protection Officer 
- how to contact the Information Commissioner’s Office 

may be found at https://www.cardiff.ac.uk/public-information/policies-and-procedures/data-protection 
 
If you have no access to the internet, printed copies of the above-mentioned documentation and privacy 
notices will be made available at your request. 
 
The research team will anonymise all the personal data it has collected from, or about, you in connection 
with this research project, with the exception of your consent form. Your consent form will be retained for 
the duration of the research and may be accessed by members of the research team and, where necessary, 
by members of the University’s governance and audit teams or by regulatory authorities.   Anonymised 
information will be kept for a minimum of fifteen years but may be published in support of the research 
project and/or retained indefinitely, where it is likely to have continuing value for research purposes. If you 
withdraw from the study, the researcher will keep the information about you that has been already obtained. 
To safeguard your rights, the minimum personally identifiable information possible will be used. 
 
 It should be noted that it will not be possible to withdraw any anonymised data that has already been 
published or where identifiers are irreversibly removed during the course of a research project, from the 
point at which it has been anonymised. 
10. What happens to the data at the end of the research project? 
 
With your permission, anonymised data may be used for publication or research and may be shared with 
stakeholders such as the MOH, GHS and the study funder (Ghana Scholarships Secretariat). Copies of the 
study will also be kept in the Cardiff University library. Kindly be assured that any personal data will be 
removed before any form of sharing takes place.  
 
11. What will happen to the results of the research project? 

https://www.cardiff.ac.uk/public-information/policies-and-procedures/data-protection


 

 

 
The researcher intends to publish the results of this research project in academic journals and present findings 
at conferences.  Participants will not be identified in any report, publication or presentation. Verbatim quotes 
from participants may be used.   
 
12. What if there is a problem? 
 
If you wish to complain or have grounds for concerns about any aspect of the manner in which you have been 
approached or treated during the course of this research, please contact Isabella Tetteh who will do her best 
to address your concerns.  If your complaint is not managed to your satisfaction, please contact Dr Kate 
Button, the chair of the School Research Ethics Committee or Professor David Whitaker, the Head of School, 
whitakerd@cardiff.ac.uk or 02920 874703. 
 
13. Who is organising and funding this research project? 
The research is organised by Miss Isabella Tetteh in Cardiff University and supervised by Professor Aled Jones 

and Professor Daniel Kelly. The research is currently funded by the Ghana Scholarships Secretariat.  

 
14. Who has reviewed this research project? 
This research project has been reviewed and given a favourable opinion by the Research Ethics Committee, 
Cardiff University, and the ethics committee of the Ghana Society of Radiographers. 
 
15. Further information and contact details  
 
Should you have any questions relating to this research project, you may contact us during normal working 
hours using the details below: 
 
Miss Isabella Tetteh 
Telephone number: +233506981615/ +447770117948 
Email: Tettehik@cardiff.ac.uk  
 
Thank you for considering taking part in this research project. If you decide to participate, you will be given 
a copy of the Participant Information Sheet and a signed consent form to keep for your records. 

  

mailto:whitakerd@cardiff.ac.uk
mailto:Tettehik@cardiff.ac.uk


 

 

APPENDIX 4B - Participant Information Sheet (Stakeholders) 
 

 

 

 

 

PARTICIPANT INFORMATION SHEET 
 

 

SPEAKING UP FOR PATIENT SAFETY: EXPLORING THE EXPERIENCES OF GHANAIAN RADIOGRAPHERS 

 

 
You are being invited to take part in a research project.  Before you decide whether or not to take part, it is 
important for you to understand why the research is being undertaken and what it will involve.  Please take 
time to read the following information carefully and discuss it with others if you wish.   
 

This research study is being carried out by myself Isabella Kordah Tetteh (Research student, School of 

Healthcare Sciences, Cardiff University), under the supervision of Aled Jones (Professor: Patient Safety & 

Healthcare Quality; Research Theme Lead OSDO (Co-Lead)  School of Healthcare Sciences, Cardiff 

University) and Professor Daniel Kelly (Royal College of Nursing Chair of Nursing Research, School of 

Healthcare Sciences, Cardiff University). The results of the research will be written up as a Thesis and 

submitted as part of my examinations towards a Doctorate in Healthcare studies.   

 

 
Thank you for reading this. 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

1. What is the purpose of this research project? 
 
This study explores the speaking up experiences of Ghanaian radiographers. The researcher is interested in 

enquiring whether structures or policy frameworks and procedures supporting speaking up or raising 

concerns are available to healthcare professionals currently practising in Ghana. If there are policies, the 

researcher wishes to better understand the implementation of such policies in the radiography practice in 

the GHS and MoH. She also wants to know your knowledge, attitudes towards and any experiences of 

speaking up with regards to safety concerns. 

 
2. Why have I been invited to take part? 

 
You have been invited to take part as someone who has a current or past role or interest of relevance in the 
healthcare sector or radiography practice in Ghana. 
 

3. Do I have to take part? 
 
No, your participation in this research project is entirely voluntary and it is up to you to decide whether or 
not to take part. If you decide to take part, the researcher will discuss the research project with you and ask 
you to sign a consent form. If you decide not to take part, you do not have to explain your reasons and your 
decision will not adversely affect you in any way.  
 
You are free to withdraw your consent to participate in the research project at any time, without giving a 
reason, even after signing the consent form.  
 

4. What will taking part involve? 
 
The researcher would like to participate in an individual interview (a face to face interview) discussing your 
knowledge, attitudes towards and experiences of speaking up with regards to patient safety concerns. The 
interview will take place at a location of your choice and is unlikely to take more than forty-five minutes to 
complete. With your consent, the interview will be audio recorded. 
 
 

5. Will I be paid for taking part? 
 
No. You will not benefit financially for participating in this study. 
 

6. What are the possible benefits of taking part? 
 
The researcher hopes to better understand speaking up experiences of Ghanaian radiographers with regards 
to patient safety concerns. The study will generate results that will help inform practice, education and future 
decisions about speaking – up more generally. Results will also provide evidence on how to best support 
radiographers and other health professionals workers who wish to speak-up about safety concerns, or those 
who have to respond to concerns when raised by colleagues. Ultimately, the research aims to improve patient 
safety by benefitting the well-being and dignity of patients and employees and the findings can also be 
transferred to similar settings in the rest of Ghana, West Africa and beyond. 

7. What are the possible risks of taking part? 
 
Due to the nature of this study there are no known risks of physical harm in taking part. However, the 
interview will be conducted at a secured and enclosed venue of your choice. Interview locations will be 
assessed for potential hazards or risks that might be present and actions will be taken to forestall them. In 
the occurrence of you experiencing emotional instability during interviews, the interview will be halted and 
a support system for debriefing troubled will be arranged prior to the start of the interview. Particularly if you 



 

 

feel distressed in the course of the interview, you will be debriefed by the researcher and urged to seek 
advice/help through existing counselling or staff support structures within your workplace/institution, 
already identified by the researcher prior to data collection. In cases where support structures are considered 
unsatisfactory, or inappropriate, additional support will be organised through relevant available institutions. 
Privacy will be ensured at all stages of data collection 
 
 

8. Will my taking part in this research project be kept confidential? 
 
All information collected from (or about) you during the research project will be kept confidential and any 
personal information you provide will be managed in accordance with data protection legislation.  
Please see ‘What will happen to my Personal Data?’ (below) for further information.   
 
All data collected will be anonymised and treated in confidence and stored in secure research facilities 
provided by Cardiff University.  Non anonymised data will only be analysed by the researcher and neither 
your name, workplace or contact details will be linked to the data or shared with any persons or organisations 
external to the researcher. On completion of the study the sound file of your interview will be destroyed. 
With your permission, anonymised data may be used for publication or research and may be shared with 
stakeholders such as the MOH, GHS and the study funder (Ghana Scholarships Secretariat). You will be 
reminded before the interview not to name specific individuals or organizations, but instead to talk about 
your own attitudes and perceptions. It should also be noted that, in the event of information provided during 
the interviews suggesting that either malpractice or harm to patients, the public or workplace colleagues has 
occurred, the researcher may be obliged to disclose these details to others (internally or externally) who may 
wish to take further action. At the end of the interview, the researcher will be available for a confidential 
conversation with you, should any issues discussed during data collection be of concern. 
 
 

9. What will happen to my Personal Data?  
 
Personal data, according to the General Data Protection Regulation (GDPR) means any information relating 
to an identifiable living person who can be directly or indirectly identified in particular by reference to an 
identifier. This may include information such as an individual's name, address, email address or date of birth. 
 
Data files, transcriptions and field notes will be given identifier codes and the list of study participants and 
their corresponding identifier codes will be kept separately.  the anonymised data files including transcripts 
and field-notes will be kept for a period of up to fifteen years after completion of the study for purposes of 
audit and reflection. 
 
Cardiff University is the Data Controller and is committed to respecting and protecting your personal data in 
accordance with your expectations and Data Protection legislation. Further information about Data 
Protection, including:  

- your rights 
- the legal basis under which Cardiff University processes your personal data for research 
- Cardiff University’s Data Protection Policy  
- how to contact the Cardiff University Data Protection Officer 
- how to contact the Information Commissioner’s Office 

 
 
may be found at https://www.cardiff.ac.uk/public-information/policies-and-procedures/data-protection 
 
If you have no access to the internet, printed copies of the above-mentioned documentation and privacy 
notices will be made available at your request. 

https://www.cardiff.ac.uk/public-information/policies-and-procedures/data-protection


 

 

 
The research team will anonymise all the personal data it has collected from, or about, you in connection 
with this research project, with the exception of your consent form. Your consent form will be retained for 
the duration of the research and may be accessed by members of the research team and, where necessary, 
by members of the University’s governance and audit teams or by regulatory authorities.   Anonymised 
information will be kept for a minimum of fifteen years but may be published in support of the research 
project and/or retained indefinitely, where it is likely to have continuing value for research purposes. If you 
withdraw from the study, the researcher will keep the information about you that has been already obtained. 
To safeguard your rights, the minimum personally identifiable information possible will be used. 
 
 It should be noted that it will not be possible to withdraw any anonymised data that has already been 
published or where identifiers are irreversibly removed during the course of a research project, from the 
point at which it has been anonymised. 
 
 

10. What happens to the data at the end of the research project? 
 
With your permission, anonymised data may be used for publication or research and may be shared with 
stakeholders such as the MOH, GHS and the study funder (Ghana Scholarships Secretariat). Copies of the 
study will also be kept in the Cardiff University library. Kindly be assured that any personal data will be 
removed before any form of sharing takes place.  
 

11. What will happen to the results of the research project? 
 
The researcher intends to publish the results of this research project in academic journals and present findings 
at conferences.  Participants will not be identified in any report, publication or presentation. Verbatim quotes 
from participants may be used.   
 

12. What if there is a problem? 
 
If you wish to complain or have grounds for concerns about any aspect of the manner in which you have been 
approached or treated during the course of this research, please contact Isabella Tetteh who will do her best 
to address your concerns.  If your complaint is not managed to your satisfaction, please contact Dr Kate 
Button, the chair of the School Research Ethics Committee or Professor David Whitaker, the Head of School, 
whitakerd@cardiff.ac.uk or 02920 874703. 
 
 

13. Who is organising and funding this research project? 
The research is organised by Miss Isabella Tetteh in Cardiff University and supervised by Professor Aled Jones 

and Professor Daniel Kelly. The research is currently funded by the Ghana Scholarships Secretariat.  

 
14. Who has reviewed this research project? 

This research project has been reviewed and given a favourable opinion by the Research Ethics Committee, 
Cardiff University, and the ethics committee of the Ghana Society of Radiographers. 
 

15. Further information and contact details  
 
Should you have any questions relating to this research project, you may contact us during normal working 
hours using the details below: 
 
 
Miss Isabella Tetteh 

mailto:whitakerd@cardiff.ac.uk


 

 

Telephone number: +233506981615/ +447770117948 
Email: Tettehik@cardiff.ac.uk  
 
 
Thank you for considering taking part in this research project. If you decide to participate, you will be given 
a copy of the Participant Information Sheet and a signed consent form to keep for your records. 

 

  

mailto:Tettehik@cardiff.ac.uk


 

 

APPENDIX 5 - Informed consent 
 

 

 

 

 

CONSENT FORM 

 

Title of research project: SPEAKING UP FOR PATIENT SAFETY: EXPLORING THE EXPERIENCES OF THE GHANAIAN 

RADIOGRAPHER 

 

SREC reference and committee: [Insert SREC reference and committee or other relevant reference numbers] 

 

Name of Chief/Principal Investigator: ISABELLA KORDAH TETTEH 

 

 

 

 
Please initial 

box  
 

I confirm that I have read the information sheet dated 23/06/20 version 1.0 for the above 
research project. 
   

 

I confirm that I have understood the information sheet dated 23/06/20 version 1. for the above 
research project and that I have had the opportunity to ask questions and that these have been 
answered satisfactorily. 
 

 

I understand that my participation is voluntary, and I am free to withdraw at any time without 
giving a reason and without any adverse consequences (e.g. to medical care or legal rights, if 
relevant). I understand that if I withdraw, information about me that has already been obtained 
may be kept by Cardiff University. 
 

 

I understand that data collected during the research project may be looked at by individuals 
from Cardiff University or from regulatory authorities, where it is relevant to my taking part in 
the research project.  I give permission for these individuals to have access to my data.  
 

 

I consent to the processing of my personal information for the purposes explained to me.  I 
understand that such information will be held in accordance with all applicable data protection 
legislation and in strict confidence, unless disclosure is required by law or professional 
obligation. 
 

 



 

 

I understand who will have access to personal information provided, how the data will be stored 
and what will happen to the data at the end of the research project.  

I understand that after the research project, anonymised data may be made publicly available 
via a data repository and may be used for purposes not related to this research project. I 
understand that it will not be possible to identify me from this data that is seen and used by 
other researchers, for ethically approved research projects, on the understanding that 
confidentiality will be maintained. 
 

 

I consent to being audio recorded for the purposes of the research project and I understand 
how it will be used in the research. 
 

 

I understand that anonymised excerpts and/or verbatim quotes from my interview may be used 
as part of the research publication.   

I understand how the findings and results of the research project will be written up and 
published. 
  

 

I agree to take part in this research project. 
 

 
 
 

 

 

 

 

              

Name of participant (print)  Date    Signature 

 
 
 
 
              
Name of person taking consent Date    Signature 
(print) 
 

_________________________ 

Role of person taking consent 

(print) 

 

THANK YOU FOR PARTICIPATING IN OUR RESEARCH 

YOU WILL BE GIVEN A COPY OF THIS CONSENT FORM TO KEEP



 
 

APPENDIX 6 - (Radiographers Interview Guide) 
 

 

Semi-structured Interview Guide 

Prompts: 

• The recorder should be switched on before the commencement of the interview 

• Ensure the consent form is completed and signed. 

• Remind the interviewee to refrain from identifying people’s names and organisations 

during the conversation. 

 

The interview will focus on the following topics: 

• Participant’s perception of speaking up/whistleblowing 

• Patient safety/speaking up policies, guidelines, protocols and systems in place 

• Participant’s knowledge, perceptions, understanding and experience of     governmental 

speaking up policies, guidance and systems. 

• Barriers and facilitators of speaking up behaviours in radiography practice in Ghana.  

• Suggestions for improving and promoting speaking up in healthcare in Ghana. 

 

Opening Questions 

1. Could you tell me a little about yourself professionally? 

Prompts and probes:  Can you tell me your age range or specific age? What is your gender? What 

is the length of time since you qualified as a radiographer? Can you tell me about your current role 

and rank/seniority?  

2. Are you into full-time government practice or private or both? 



 
 

 

Prompting Questions 

1. What do you understand by term ‘speaking up’ in general and within radiography 

practice?                                                                                                                          

 Prompts and probes: Have you heard about the terms raising concerns, whistleblowing and 

“voice”? Kindly be reminded that these terms can be relevant here and in other questions. 

2. What policies or protocols are in place in your department or hospital for speaking up or 

raising concerns or whistleblowing? 

 

3. Have you ever had any experiences of ‘speaking up’ or whistleblowing formally or 

informally in your practice? Yes/No.  

Prompts and probes: If yes, could you tell me about it?  

 

4. Have you been in a managerial or senior position where you oversee students and other 

colleagues? Yes/No. If yes, what has been your experiences of responding to colleagues 

who have spoken-up to you? 

 

5. Have you had any experiences speaking up about members of other professional groups 

such doctors, nurses or any others? Yes/No. If yes, could you tell me about it?  

 

6. Are you aware of any ‘speaking up’ initiatives or programmes in your hospital? 

Prompts and probes:  Please describe any systems and protocols that support raising concerns or 

‘speaking up’ about patient safety issues in your workplace/s? As a radiographer, could you tell me 

about any speaking up training programmes your hospital provides for you? 

 

7. In your opinion, what are the some of the barriers or challenges associated with 

‘speaking up’ or raising concerns within your hospital? 

 



 
 

8. In your opinion, what are some of the enablers or facilitators of raising concerns or 

‘speaking up’ within in your hospital? 

Prompts and probes: Do you think our society or perhaps the Ghanaian culture generally supports 

raising concerns or ‘speaking up’? Do you think the societal and national culture plays a role in 

workplace behaviours around speaking up? 

 

9. What strategies do you reckon are best suited to improving and promoting raising 

concerns or ‘speaking up’ behaviours in your hospital? 

Prompts and probes: Can speaking up or raising concerns be promoted in the Ghanaian society? 

Please explain. 

 

10.  In your opinion, do you think radiographers in Ghana have a voice? 

 

 

11. In your opinion, how might a policy work if one was created to help radiographers in 

Ghana to raise concerns?  

 

 

Do you have any other comments about ‘speaking up’ and patient safety? 

This brings us to end of this interview. Can I return to you a later date if I have any further queries? 

 

 

Thank you for your time! 

Your participation is highly appreciated! 

 

 

  



 
 

APPENDIX 7A - (Stakeholder 1) 
 

 

 

                                  Stakeholder Semi-structured Interview Guide 

Ghana Society of Radiographers (GSR) 

 

Opening Questions 

1. Does the society have a policy or protocol for raising concerns or speaking up/whistleblowing in 

radiography practice in Ghana? 

Prompts and probes: If yes, could you tell me about it? How about a code of conduct or ethics for 

radiographers?  If a radiographer has concerns about safety compromises or wrongdoing in his/her 

workplace, what is the procedure to follow in raising or addressing such concerns as expected by the 

society? Does the society have a policy or protocol for radiography practice? If yes, does this policy include 

guidelines for raising concerns or speaking up about safety compromises? 

 

 

Prompting Questions 

1. Have any reports of whistleblowing/speaking up/raising concerns among radiographers ever 

been brought to the attention of the society since its establishment? 

Prompts and probes: If yes, could you tell me about it? What is your opinion about raising concerns or 

speaking up or whistleblowing in radiography practice in Ghana? Are radiographers in Ghana required to 

speak up about safety comprises in their practice?  

 

2. How does the society handle cases of whistleblowing or reports of wrongdoing among 

radiographers?  

Prompts and probes: Is there some sort of protection for radiographers who blow the whistle on 

malpractice or safety compromises? Is there best practice in terms of expectations regarding a response 

within a number of days?   

 



 
 

3. One of the safety concerns raised by some radiographers is the issue of quacks and unqualified 

people practising as radiographers in Ghana. Could you please to me how the society handles 

such issues?  

 

4. In your opinion, do you think radiographers in Ghana have a voice? 

 

 

5. Should a policy be created to support radiographers in Ghana to raise concerns or speak up about 

safety compromises? 

 
 Prompts and probes: What is the role of society in ensuring that this happens? How can radiographers be 

supported to speak up about concerns?  

 

6. What advice would you give to a radiographer who wishes to speak-up about a safety concern in 

Ghana? 

 

7. In recent times, the Covid-19 pandemic has had a great deal of impact on many healthcare 

societies. If this applies, can you elaborate on how the pandemic has affected the society? 

 

Do you have any other comments about ‘speaking up’ and patient safety? 

This brings us to end of this interview. Can I return to you a later date if I have any further queries? 

Will it be acceptable for me to present the results of my research to the society in a year or two?  

 

 

Thank you for your time! 

Your participation is highly appreciated! 

 

 

 

 

 

 

 

 



 
 

APPENDIX 7B - (Stakeholder 2) 
 

 

                                  Stakeholder Semi-structured Interview Guide 

Allied Health Professions Council (AHPC) 

 

Opening Questions 

1. Does the council have a policy or protocol for raising concerns or speaking up/whistleblowing in 
allied health practice in Ghana? 

Prompts and probes: If there is, is there anything specific in place for radiographers? If yes, could you tell 

me about it? How about a code of conduct or ethics for radiographers?  If a radiographer has concerns 

about safety compromises or wrongdoing in his/her workplace, what is the procedure to follow in raising or 

addressing such concerns as expected by the council? Does the council have a national policy or protocol 

for patient safety in allied health practice? If yes, does this policy include guidelines for raising concerns or 

speaking up about safety compromises? 

 

 

Prompting Questions 

1. Have any reports of whistleblowing/speaking up/raising concerns among allied health 
professionals ever been brought to the attention of the council since its establishment? 

Prompts and probes: If yes, could you tell me about it? How about radiographers, has there been anything 

involving radiographers? If yes, could you tell me about it? What is your opinion about raising concerns or 

speaking up or whistleblowing in allied health practice in Ghana? Are allied health professionals including 

radiographers in Ghana required to speak up about safety comprises in their practice?  

 

2. How does the council handle cases of whistleblowing or reports of wrongdoing among allied 

health professionals?  

Prompts and probes: Is there some sort of protection for allied health professionals who blow the whistle 

on malpractice or safety compromises? Is there best practice in terms of expectations regarding a response 

within a number of days?   

 



 
 

3. One of the safety concerns raised by some radiographers is the issue of quacks and unqualified 

people practising as radiographers in Ghana. Could you please to me how the council handles 

such issues?  

 

4. In your opinion, do you think allied health professionals in Ghana have a voice? 

 
Prompts and probes: How about radiographers? 

 

5. Should a policy be created to support allied health professionals in Ghana, including 

radiographers to raise concerns or speak up about safety compromises? 

 
 Prompts and probes: What is the role of the council in ensuring that this happens? How can allied health 

professionals be supported to speak up about concerns? Can this be applied to radiographers? 

 

6. What advice would you give to a radiographer who wishes to speak-up about a safety concern in 

Ghana? 

 

7. In recent times, the Covid-19 pandemic has had a great deal of impact on many governmental 

institutions. If this applies, can you elaborate on how the pandemic has affected the council? 

 

Do you have any other comments about ‘speaking up’ and patient safety? 

This brings us to end of this interview. Can I return to you a later date if I have any further queries? 

Will it be acceptable for me to present the results of my research to the ministry in a year or two? I’m I the 

right person to do that? 

 

 

Thank you for your time! 

Your participation is highly appreciated! 

 

 

 

 

 

  



 
 

APPENDIX 7C - (Stakeholder 3) 
 

 
                                  Stakeholder Semi-structured Interview Guide 

Ministry of Health (MOH) 

 

Opening Questions 

Does the ministry have a policy or protocol for raising concerns or speaking up/whistleblowing in healthcare 

in Ghana? 

Prompts and probes: If there is, is there anything specific in place for radiographers? If yes, could you tell 

me about it? How about a code of conduct or ethics for radiographers?  If a radiographer has concerns 

about safety compromises or wrongdoing in his/her workplace, what is the procedure to follow in raising or 

addressing such concerns as expected by the ministry? Does the ministry have a national policy or protocol 

for patient safety in allied health practice? If yes, does this policy include guidelines for raising concerns or 

speaking up about safety compromises? 

 

 

Prompting Questions 

1. Have any reports of whistleblowing/speaking up/raising concerns among healthcare 
professionals ever been brought to the attention of the ministry since its establishment? 

Prompts and probes: If yes, could you tell me about it? How about radiographers, has there been anything 

involving radiographers? If yes, could you tell me about it? What is your opinion about raising concerns or 

speaking up or whistleblowing in healthcare practice in Ghana? Are healthcare professionals including 

radiographers in Ghana required to speak up about safety comprises in their practice?  

 

2. How does the ministry handle cases of whistleblowing or reports of wrongdoing among 

healthcare professionals?  

Prompts and probes: Is there some sort of protection for healthcare professionals who blow the whistle on 

malpractice or safety compromises? Is there best practice in terms of expectations regarding a response 

within a number of days?   

 



 
 

3. One of the safety concerns raised by some radiographers is the issue of quacks and unqualified 

people practising as radiographers in Ghana. Could you please to me how the ministry handles 

such issues?  

 

4. In your opinion, do you think healthcare professionals in Ghana have a voice? 

 
Prompts and probes: How about radiographers? 

 

5. Should a policy be created to support healthcare professionals in Ghana, including radiographers 

to raise concerns or speak up about safety compromises? 

 
 Prompts and probes: What is the role of ministry in ensuring that this happens? How can healthcare 

professionals be supported to speak up about concerns? Can this be applied to radiographers? 

 

6. What advice would you give to a radiographer who wishes to speak-up about a safety concern in 

Ghana? 

 

7. In recent times, the Covid-19 pandemic has had a great deal of impact on many sectors of the 

government architecture. If this applies, can you elaborate on how the pandemic has affected 

your ministry? 

 

Do you have any other comments about ‘speaking up’ and patient safety? 

This brings us to end of this interview. Can I return to you a later date if I have any further queries? 

Will it be acceptable for me to present the results of my research to the ministry in a year or two? I’m I the 

right person to do that? 

 

 

Thank you for your time! 

Your participation is highly appreciated! 

 

 

 

 

 

  



 
 

APPENDIX 8 - (Interview Transcript) 

RAD 4 

Interview was based in Accra, conducted in the evening when the radiographer had ended his shift. 

Interview started around 4pm and ended around 4: 47pm. The radiographer is the managing radiographer 

at a private facility in Accra. He had had an extremely busy day at work packed with management and 

departmental meetings. 

 

I:   

Good evening  

R 

Good evening 

I: 

Welcome to this interview, I'd like to remind you that this session is being recorded. And the interview is 

going to last for about 30 minutes. Kindly refrain from naming individuals and organizations throughout this 

interview. This interview is mainly going to be about your knowledge about speaking up, or whistleblowing 

your knowledge about patient safety or speaking of policies and protocols in your workplace. Your 

knowledge about governmental speaking of policies and protocols, your knowledge or experience with 

barriers and facilitators of speaking up behaviours in radiography practice in Ghana, and your suggestions 

for improving and promoting speaking up in healthcare in Ghana. Do you have any questions before we 

proceed? 

R: 

No questions 

I: 

 Okay. So, to begin, could you tell me a little about yourself professionally, in terms of your age, your 

agenda, the length of time since you qualified as a radiographer, and your current role or rank? 

R: 

I’m a male radiographer, 46 years of age. I graduated I think in 1998 so I’ve been practising for about 22 

years now and the managing radiographer at my centre now. 

I: 

Okay. So, are you into full time government practice or private or both? 

R: 

I’m into full-time private practice. 

I: 

Okay, so moving on to the main questions, what do you understand by the term speaking up in general, and 

then within radiography practice? 



 
 

R: 

Speaking up I think means to report things that you know needs to be known to the benefit of the whole 

public and in radiography practice, I believe it’s got to do with patient safety and stuff like that. 

I: 

Have you ever heard about the terms raising concerns, whistleblowing and voice? Do you know what these 

terms mean? 

R: 

Yes, especially whistleblowing. Like I said initially, raising concerns is about talking about things that 

especially happen at your workplace that you think needs to be reported to the general public at large. So 

basically, that’s it.  

I: 

Okay. Kindly be reminded that these terms are going to be relevant here and in the questions that follow. 

R: 

Okay 

I: 

 So, what policies or protocols are in place in your department or hospital for speaking upon reason, 

concerns?  

R: 

In my department, we have the employee handbook but to be frank with you, I haven’t seen any policy that 

pertains to raising concerns or speaking up. I guess it’s shied away from and maybe we are not up to that 

level yet so it’s not something we talk about. 

I: 

Okay. Have you had any experiences or whistleblowing formally or informally in your practice?  

R: 

Not really. I haven’t. I have not had any such experiences. Like I said, it’s not really something we talk about 

but as a practice I think that when there are concerns about public safety, we would move quickly to 

resolve it. But there’s nothing like a policy document I have seen.  

I: 

So, what you are saying is throughout your practice, there has never been a situation where you've 

witnessed any form of practice or anything that you felt was compromising the safety of either patients or 

staff and felt the need to report or raise a concern or say something to the appropriate authority? Is that 

what you're saying? 

R: 

Yes, not in my experience.  

 



 
 

I: 

Okay, you said before that you act as head in your department. So, it means that you've been in a position 

where you oversee students and other colleagues, is that it?  

R: 

Yes 

I: 

Okay, so what has been your experiences with regards to responding to colleagues or students who have 

spoken up to you about the concern? 

R: 

We hardly get students but colleagues, yes. Like I told you initially, I’m the managing director in my facility 

so concerns do come a lot. Sometimes we meet about it to address it. Sometimes it’s not related to work, 

maybe a colleague being “abusive” or unwarily saying stuff but not in the line of affecting public safety. I 

don’t know if you understand what I’m saying. 

I: 

So, what you're saying is the other complaints that you've heard, are not necessarily related to 

compromising public safety? Is that what you are saying? 

R: 

Yes, that what I’m saying. 

I: 

Okay, so have you had any experiences speaking up about members of other professional groups? That is, 

people like doctors, nurses, radiologists, anyone else?  

R: 

Yes, I have had situations where I have had to speak up to the radiologist. I think in about 2 situations.  

I: 

Could you tell me a little about what the situation was? 

R: 

It was basically job related, something about communication and stuff. Like I said earlier, if my colleagues 

come to me with concerns, I have to try to address them. So it was basically about inter-personal 

relationships with other colleagues, and stuff like that but not necessarily pertaining to the profession. 

I: 

So, these concerns were addressed? 

R: 

Yes, they were 

 



 
 

I: 

 Okay, so the question I have for you is since you, you seem to not have really had any experiences when it 

comes to raising concerns about safety issues. If you were to witness a situation where either a colleague 

maybe someone senior to you or someone below you did something really bad that's causing harm to a 

patient? What would you do?  

R: 

Immediately I would address it, I would talk to the colleague and find a way to let him/her know that what 

is happening is not correct and if it becomes necessary, I will escalate it to my superiors or management. 

I: 

So, in your department, you mentioned earlier that you have the employee handbook, but it doesn’t include 

protocols for speaking up or raising concerns? 

R: 

Yes 

I: 

Okay, but is there a policy for patient safety in your department? 

R: 

Yes, there is. We actually have an SOP for patient safety. 

I: 

Okay. So, doesn't mean that your patient safety protocol does not include protocols for raising concerns or 

speaking up? 

R: 

No. It’s basically about the procedures and the safety protocols and stuff like that. I don’t know whether to 

say its inferred, but there’s no black and white printout about whistleblowing and speaking up but of 

course, if there are concerns, we can address them, but I haven’t seen a printed stuff. Maybe it’s a culture 

thing with us or it’s probably not a practice that has caught on yet but probably after this interview, we will 

need to implement one. But from the patient point of view, sometimes they speak up. There was this issue 

where a lady client refused for a male sonographer to do a breast ultrasound, so we had to get a female 

sonographer to come in and scan and since then, we’ve had a male and female sonographer who alternate 

between cases; so, the male does the ultrasounds for men and the female does for women to avoid such 

situations. So yes, we’ve had clients speak up about certain issues they are not comfortable with, but not 

necessarily as a safety measure. I don’t know if you understand what I’m saying. 

I: 

Okay, I think I understand what you're saying. Are you aware of any speaking up initiatives of programs in 

your hospital? You've already said that there's no, like black and white protocol that sort of states what to 

do when there’s a concern, but is there any system or something you can describe? What do people do 

when they have concerns about patient safety, and they want to speak up? 

 



 
 

R: 

That'll be raising those concerns to your unit head. For example, in my department, they would probably 

tell me, as I am the head. The nurses also have a head to takes such concerns. But like I have already said, 

we don't have it. But I'm pretty sure if it really does come up, we will be able to manage it, but it will be nice 

to have a written document that states the clear procedure on what to do when these things come up. 

I: 

Okay, so, as a radiographer, could you tell me about any speaking of training programs that your hospital 

has provided for you or provides?  

R: 

No, there hasn’t been anything like that. 

I: 

Okay. So, in your personal opinion, what are some of the challenges that you think radiographers in your 

department have when it comes to raising concerns about safety issues? What are the things that prevented 

them from speaking up even if they wanted to? 

R: 

I am someone any person can easily walk to and I don't put barriers in their way. If you have any concerns, 

you can walk to me, we talk about it and we find a solution. So, for barriers, none. None whatsoever.  

I: 

So, you believe that people in your departments and not limited in any way to want to withhold their voice 

even when they want to speak up? 

R: 

No, I don't think so. 

I: 

Okay. So, are there things that you think enable them to speak up? As you said that you don't think they are 

barriers, are there things that you think, encourage them or support them to want to speak up or raise 

concerns? 

R: 

I think this will be based on the organizational culture. Like I told you, I am approachable, and the workplace 

is not a very big clinic. It’s like a family so we don't restrict people from talking or speaking up. They come to 

me all the time, if they have an issue that they think is above them and I need to handle and I handle them 

well. But like I said, it will be really nice to have something on paper. 

 

I: 

Okay. So, to the best of your knowledge, you believe that your subordinates feel supported enough to speak 

up or raise concerns when they have any? 

R: 



 
 

Yes. And I forgot to tell you we have monthly meetings where we address things like these, depending on 

whether there are concerns or queries or problems. Everybody is free to talk, and these issues are 

addressed.  

I: 

Is there any way for a colleague to bring across a concern if they don't want their identity to be disclosed? 

R: 

Not really. As I mentioned earlier on, but face to face, for example, if you don’t want your identity to be 

revealed and you speak to me, I obviously like I said, handle it with discretion, but if I can’t then, I will 

escalate it and of course, if you want anonymity, I will keep it as that.  

I: 

So, what if the person has the problem with you?  

R: 

I guess what you are saying is a system where people can log in anonymously and write their concerns. 

Right? 

I: 

Exactly!  

R: 

We don't have it. 

I: 

Okay, so do you think society or perhaps the Ghanaian culture generally supports that attitude of speaking 

up or raising concerns?  

R: 

Not at all. Our culture doesn’t support it. That’s why I initially said that its inferred.  

I: 

Could you please explain a little why you feel that our culture doesn't? 

R: 

I think it’s basically the lack of integrity in our systems. People are simply just not sincere. We have a 

Whistle-blower’s Act and people are not confident that if they blow the whistle, their identity will be kept 

anonymous and whether anything at all will be done about it. But when it comes to radiography, it’s my 

profession and its my safety and above all, it’s the wellbeing of the client or the patient so for that, I will 

speak up and it’s not how it is in the general public where people are even scared to go to the police to 

speak up. So, I think it’s the lack of integrity in our system that is causing the larger populace not to speak 

up. 

I: 

So, do you think that this societal and perhaps national culture plays a role in workplace behaviours around 

speaking up? 



 
 

R: 

Well, the apple doesn’t fall far from the tree, does it?  So long as it’s a national thing, it will go to the office. 

At our place, if you have concerns and you come to us, then obviously we will look at it and deal with it. But 

like I said, before this interview, I don’t know why we don’t have it on paper. But after this interview, I’m 

really going to push for it, hopefully by the next time we speak. It will be good for us to have a document 

policy to guide this practice.  

I: 

So, do you think our religious and spiritual beliefs, in things like superstition, witchcraft and spells affect the 

behaviour of people towards reporting wrongdoing when they see anything or when they witness things 

that go wrong? 

R: 

Most definitely! You know, we always leave things to God. It’s a cultural thing. Its like you are being a snitch 

so nobody wants to be called a snitch and nobody wants to be blamed that you reported this and so I've 

lost my job, or I'll be punished. It’s just a cultural thing I don't know whether to place it in religion or 

superstition but it’s just there. We just leave everything to God. I think education should be the way 

forward. As for religion, I don’t even want to talk about it.  

I: 

So, in your opinion, what strategies do you think are best suited to improving speaking of behaviours in your 

department, and your hospital in general? 

R: 

Well, in everything, I think the objective is for people to understand that it’s not about witch- hunting, but 

rather the safety and wellbeing of all of us as caregivers and patients. There shouldn't be a problem. It's just 

about the education and a little bit of effort, that's all.  

I: 

In your opinion, do you think radiographers in Ghana have a voice? 

R: 

It’s a very minute voice. Nobody actually even considered us until recently when he had these biomedical 

engineers and radiographers’ issues. So, I think, gradually we are getting this, but we could do better. And 

of course, our numbers are not many, so you know, in in the scheme of things, if you compare us to the 

nurses and the doctors, they are many more. We are just an association of about just a little over 300. In 

Ghana, the healthcare system is primarily focussed on doctors, nurses, and pharmacists. The rest of us are 

not heard much so I guess we have to step up our game.    

I: 

If you were in a position to change two things about radiography practice in Ghana, what would these two 

things be? 

R: 

That's a tough one! One would be the academic course. I think, I would put a little bit more emphasis on the 

practical aspect, as in clinical work. Because I have realized that there’s a lot more that needs to be done in 

that aspect. I've dealt with a couple of young graduates. And I realized that it’s a big issue for them. The 



 
 

second thing would be condition of service, maybe, renumeration and protection for radiographers. 

Because the job primary deals with radiation, and so having a well-documented condition of service will be 

a thing of concern to me.  So roughly these two.  

I: 

So, what are some of the things you think a radiographer would consider before they raise a concern? Or 

not? What would be some of the factors that they would consider if they're found in a situation where they 

want to raise a concern? 

R: 

I guess the first question for a radiographer would be, “will I be heard?”, “will whoever I’m reporting to see 

what I see?”, “will I be witch-haunted”? Those are the 3 things that comes off immediately. Because like I 

said, for my department, the way I am with them is I address everything because if they come and tell you 

and they don’t get results or they don’t see any action, they won’t come the next time. So, I think getting 

results will be the first thing any radiographer would consider in raising a concern, followed by the rest. 

I: 

So, in your opinion, if there was going to be a policy work to help radiographers in Ghana to raise concerns, 

what do you think are some of the things that should be considered in putting together such a policy to 

ensure that it really works? 

R: 

I think anonymising the reporter’s identity is one thing and ensuring that nobody would be dismissed for 

blowing a whistle, so job security. I should not lose my job or be witch haunted because I reported 

wrongdoing or a concern.  

I: 

Okay, so do you have any other comments about speaking up or patient safety? Is there anything you'd have 

wished that I asked you today that I haven't already? 

R: 

Not really, except for the fact that this interview opened my eyes to that fact that we didn't have this on 

paper. We have it in the silent mode, but we don’t have it written and I think that this needs a lot of 

education if it is to work, because like we've already discussed our culture is not up there yet to accept 

some of these things so we will need a lot of education on these like why it’s important for people to speak 

up. It could even lead to you rendering better service if you take feedbacks like that. But somehow, when 

people give us feedback, we tend to be defensive, and not listen. It doesn't help. It’s just a matter of 

education. That’s all I can say. 

I: 

Okay, so this brings us to the end of this interview. Can I return to you on a later date if I have further 

queries?  

R: 

Sure! 

I: 



 
 

Okay, thank you for your time and your participation. 

R: 

You're most welcome. 

 

OBSERVATIONS 

I enjoyed this interview. I felt the participant was knowledgeable on the topic and his answers seemed 

honest to me. He didn’t seem to have many speaking up experiences maybe because of his position as a 

manager.  

 

 

 

 

 

 

 

 

 

 

 

  



 
 

APPENDIX 9 - Initial list of Categories 
 

Initial List of Categories from Thematic Analysis 

1. Understanding of Speaking-up 

2. Policies/protocols in place for raising concerns 

3. Mode of raising concerns / Speaking-Up Interventions 

4. The issue of Anonymity 

5. Speaking-up Experiences 

6. Lack of Training on Speaking Up 

7. Barriers of raising concerns 

8. Ghanaian culture and upbringing 

9. Enablers of Speaking up 

10. Systems for raising concerns 

11. Issue of delayed reporting – (suggestion boxes use) 

12. Promoting Speaking -up/raising concerns  

13. Lack of recognition for radiographers in Ghana 

14. Power Dynamics in Ghanaian Healthcare System 

15. Policy creation feasibility / How a policy might work  

16. Challenges in Radiographic Practice in Ghana 

17. Management response/attitude to concerns raised 

18. Inter-professional Speaking-up experiences 

19. Disregard for concerns/Organisational Disregard/System Inactions 

20. Efficacy of Speaking up 

21. The African Belief system (Spiritual and Religious) 

22. Victimisation and Bullying 

23. Fear of marring relationships and punishment 

24. The issue of quacks – A safety concern? / Radiography practice regulation issues 

25. Raising concerns not yielding results 

26. The “Fa ma Nyame” attitude of Ghanaians 

27. Lack of Education on Speaking up 

28. Workplace culture  

29. The role of managers 

30. Psychological safety 

 
 

 

 

 

 

 



 
 

APPENDIX 10 - (Excerpts of data analysis) 
 

 

 

 

 

 

 



 
 

APPENDIX 11 - (List of early themes and subthemes) 

 

 

THEMES SUB-THEMES 

Divergence in understanding of 
speaking-up and patient safety 

• Knowledge about speaking-up and whistleblowing                                                     
Formal or informal knowledge                                                                
Lack of formal knowledge 

• Sources of informal knowledge                                                       
drawn from experiences                                         

              drawn from hear-says     
              drawn from culture                                                                                        

Barriers and Facilitators of Speaking-
up or raising concerns 

• Workplace culture (absence of protocol or guidelines, 
professional codes of conduct or ethics, authority 
gradient and power-abuse of Ghanaian doctors, 
perceived risk of detriment following speaking-up - 
victimisation/bullying)  

• Individual factors (moral courage, previous 
experiences, personal beliefs)  

• National culture and societal norms (The Ghanaian 
culture, upbringing and belief system) 

• The Efficacy of speaking up (not yielding results, 
system inaction). 

• Workload and working conditions (radiography role 
identification, job satisfaction, increased workload).                                                                                                                        

The influence of the African belief 
system and Ghanaian culture 

• The African belief system (witchcraft, juju, black 
magic, voodoo, spells, curses)      

• The Ghanaian child-upbringing     

• The Ghanaian societal expectations and national 
culture                                       

Strategies in response to barriers and 
facilitators 

• National modes/strategies (Whistle-blowers' Act)  

• Organisationally-mandated modes  
Formal and informal (suggestion boxes, hospital 

organogram system, heads meetings/hurdles, weekly 
report writing)  

• Departmental/local level modes &strategies                     
departmental meetings, reporting to HODs, drawing 
attention of authority/senior staff, WhatsApp 
platforms                          

• Individually-based approach to speaking-up                                   
raising concerns/speaking to a colleague, speaking 
directly to the person involved                         

Speak-up Policy planning and 
Response strategies  

• National Intervention (Speak-up policy for healthcare)                                               

•  Education and Training (curriculum development for 
health education) 

• Institutions/committees/agencies for Speak-Up issues                                                                    

• Local -level interventions (Speak-up Guardian)     
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Objectives: Employees ‘speaking-up’, or raising concerns about unsafe practices, has gained traction 

across healthcare, however, the topic has not been widely discussed within radiography generally or 

within resource-constrained healthcare settings. A systematic scoping narrative review identified the 

experiences of radiographers in speaking-up about safety concerns, which was extended to healthcare 

professionals more broadly. The scope of the review was further extended to cover speaking-up in non- 

healthcare resource-constrained settings in Africa. 

Key findings: Sixty-three studies were included in the review. The majority originated from westernised 

and/or higher resource health systems, with a dearth of literature from Africa and other resource- 

constrained settings. Several studies identified barriers and enablers confronting healthcare workers 

wishing to speak-up. While ‘speaking-up’ as a concept has gained international interest, most studies are, 

however, focussed on nursing and medical practice contexts, overlooking other healthcare professions, 

including radiography. The findings are synthesised into a series of key lessons for healthcare and 

radiography practitioners in Ghana and other resource-constrained settings. 

Conclusion: The topic has been largely overlooked by policy makers, both within healthcare generally 

and specifically within radiography in Ghana. This is particularly concerning given the many complexities 

and risks inherent to radiography. A radiography and a healthcare workforce lacking in voice is poorly 

positioned to improve workers' safety and patient safety. More generally, promoting speaking up could 

enhance Ghana's ambitions to deliver a high-quality health care system and Universal Health Coverage 

(UHC) in the future. 

Implications for practice: National and regional policy makers need to implement speaking-up 

processes and procedures reflecting the lessons of the literature review, such as ensuring no detriment 

as result of speaking-up and making staff feel that their concerns are not futile. Speaking-up processes 

should be implemented by individual organisations, alongside staff training and monitoring. 

© 2022 The Author(s). Published by Elsevier Ltd on behalf of The College of Radiographers. This is an 

open access article under the CC BY license (http://creativecommons.org/licenses/by/4.0/). 
 

 

 

Introduction 

 
Patient safety is concerned with avoiding unwarranted and 

avoidable harms resulting from actions taken, omitted, or 

decisions made during the healthcare delivery process.1 

There are numerous patient safety issues in imaging 

radiology,2 where a large and diverse number of patients 

undergo a range of routine and un- planned examinations 

and interventions in working environments 
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that require advanced levels of communication with 

service users and between healthcare systems.3,4 

Communication issues be- tween radiology staff, patients 

and other healthcare professionals was recently found to 

be a major risk to the delivery of safe and effective 

healthcare.1 

“Speaking-up” can make a significant contribution to 

ensuring patient safety in various clinical settings.5,6,7 Speaking-up 

is used interchangeably with related terms, such as raising 

concerns, or internal whistleblowing: for example, Mannion et al.8 

state that whistleblowing can be explained as the raising of 

concerns or speaking-up about unsafe, unethical or poor-quality 

care by em- ployees to people in roles that may be able to effect 

change. In this 
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paper, we refer to “speaking-up” or “raising concerns”, 

unless the term “whistleblowing” is specifically referred to 

in the documents reviewed. 

Although the importance of speaking-up across healthcare 

has recently gained traction, empirical research about the 

topic is under-developed in healthcare.9 Frameworks and 

interventions to support speaking-up have been developed 

in a number of health- care systems internationally, with 

varying degrees of effectiveness, although the quality of 

evaluative research undertaken has been problematic.10 

Few studies have been conducted in the context of 

radiography practice and the topic has not been researched 

in lower income countries such as Ghana or similar 

healthcare sys- tems experiencing severe resource-

constraints, where high work- loads and significant 

understaffing present persistent challenges for the delivery 

of high-quality care.11 Speaking-up policies that do exist in 

African countries have been targeted almost exclusively at 

financial corruption in the public sector, with little evidence 

of their effectiveness.12 

 

Radiography and the health system in Ghana 

 
The national healthcare system in Ghana aims “To improve 

access to quality, efficient and seamless health services that is 

gender and youth friendly and responsive to the needs of 

people of all ages in all parts of the country”.13.19 The Ministry 

of Health (MoH) is respon- sible for developing policies and 

managing healthcare delivery, which is delivered through 

the Ghana Health Service (GHS).14,15 Over the past 90 years, 

the provision of Ghana's imaging services, although still 

woefully inadequate, have improved, with the 

commissioning of MRI and CT scanners, digital X-ray 

equipment and ultrasound machines in hospitals across the 

country. However, the radiography workforce has been 

continually under-devel- oped16,17 with inadequate training 

facilities and poor conditions of service for practising 

radiographers. 

Health professionals in Ghana are ethically and legally 

accountable to the patient.18 The Patient Charter19 

mandates all health practitioners to protect the rights of the 

patient to safe, competent and quality care. Nevertheless, no 

specific guidelines exist to regulate practising 

radiographers speaking-up about pa- tient safety 

compromises in Ghana. Furthermore,  there  is currently no 

whistleblowing  or  “Speak-Up” guidance  developed by the 

MoH or GHS. Neither the Allied Health Professions Council 

(AHPC), the regulatory body for radiographers in Ghana, 

nor the professional body, the Ghana Society of 

Radiographers (GSR) has guidelines or procedures for 

raising concerns on issues regarding patient safety. 

There are anti-corruption laws in Ghana such as the 

Whistle- blowers Act (Act 720), passed by the Parliament of 

Ghana in October 2006. Actions reportable under the Act 

that are relevant within healthcare include economic crime, 

waste misappropria- tion, mismanagement of public 

resources and endangering the health or safety of an 

individual or a community.20 Prior to the Act, Ghanaians 

who participated in whistleblowing often faced per- sonal 

and professional detriment, which in turn raised the in- 

securities and anxieties of potential whistle-blowers.21 

Therefore the Act specifies that whistleblowing reports are to be 

handled as highly confidential information.20 However, since 2006 

the bill has not generated any substantial observable results.11 At 

the 4th Na- tional Dialogue on Whistleblowing in November 2019, 

organised by the Ghana National Commission for Civic Education 

(NCCE) in collaboration with the EU, the Chairperson of the NCCE 

pleaded with Ghanaians to utilise protections stipulated in the 

Whistle- blowers Act to report fraudulent and corrupt activities. In- 

stitutions and individuals mandated to receive whistle-blower 
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reports were also reminded to protect the identity of 

whistle- blowers.22 

In the absence of policy and research to guide 

radiographers in Ghana, the aim of this paper is to explore 

the extant international literature on speaking-up in 

healthcare in an attempt to draw relevant lessons for the 

radiography profession in general, with particular focus on 

Ghana and other resource-constrained settings. 

 
Methods 

 
The literature in this topic area embraces diverse theories 

and methods across numerous clinical contexts, rendering 

the litera- ture unsuitable for a “Cochrane-style” 

systematic review. Instead, a narrative scoping review was 

undertaken to report the full breadth and diversity of 

literature.23 A narrative review addresses concerns that 

reliance on evidence generated solely from systematic 

reviews, which expressly filter out contextual influence and 

human factors, that are of key importance to 

understanding speaking-up, may give partial, or worse 

misleading, information on which to base de- cisions and 

improve practices.24 

The initial review question was “What are the experiences 

of radiographers in speaking-up about safety concerns?” 

This was broadened to speaking-up among healthcare 

professionals once an initial evidence scope revealed a 

dearth of literature from radiog- raphy. The scope was 

further extended to include speaking-up in non-healthcare 

fields in Africa due to very limited literature from 

healthcare in Africa. Given the scarcity of research studies 

and consistent with the adoption of a narrative review 

approach, a decision was also made to include all research 

studies on speaking up, regardless of research quality. 

A systematic search of the literature was undertaken via 

SCOPUS, Medline via Ovid, CINAHL and Web of Science 

databases. Additional literature were derived from 

government policy pa- pers, references from retrieved 

articles and the most relevant academic journals. The 

search was not restricted by time or ge- ography however, 

only documents published in English were considered. 

Search terms used in combination were speak-up, 

speaking-up (and related terms whistleblowing, raising 

concerns, raise con- cerns, voice concerns, voicing 

concerns); patient safety; radiog- raphy, radiographer, 

radiology (and international variants medical imaging 

technologist, radiologic technologist). Initially titles and 

abstracts  were reviewed by IT and overseen by AJ. The final 

number of accepted papers were identified and subjected 

to a full text re- view again by IT with AJ & DK overseeing 

the process. 

 
Results 

 
The 63 included citations illustrated in Fig. 1 consisted of 

48 research papers, eight literature review papers and 

seven com- mentaries published between 1985 and 2020. 

Table 1 demonstrates that speaking-up has gained 

significant international interest. 

The majority of papers originate from westernised and/or 

higher resource health systems, with only four papers from 

Africa, rein- forcing the view that studies investigating 

speaking-up are rare in non-western cultures and 

resource-constrained systems.12,25 

All four papers from Africa focussed on whistleblowing in non- 

healthcare areas. Two papers from Ghana focussed on combatting 

corruption/illegality in public administrative sectors,21,26 with no 

literature found exploring speaking-up in healthcare. Table 2 

characterises the professional groups covered in the 48 included 

research papers. 

Only two studies focussed on radiography settings. Both 

addressed questions regarding the perceived culture of incident 

reporting within the radiography workforce in Canada and the 
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Figure 1. PRISMA flowchart summarising the results of the scoping review. 

 
Table 1 

Origin of included studies (n ¼ 63).
  
 

Origin of included studies (n ¼ 63) Number Percentage (%) 

Africa 4 6 

Asia 9 14 

Europe 23 37 

Oceania 6 10 

North America 21 33 

 

Table 2 

Professional groups covered in included research papers (n ¼ 48).
  
 

Category Number Percentage (%) 

Practising nursing & nursing students 19 40 

Practising doctors, residents & medical students 10 21 

Nurses and doctors only 7 15 

Public sector administrative staff 2 4 

Multiple healthcare professionals 8 17 

Radiology staff (therapy and diagnostic) 2 4 

 
USA, rather than acts of speaking-up about safety 

concerns.27,28 Of these, one was a retrospective survey 

involving all radiology staff at an academic hospital,28 the 

others comprised of surveys comparing error reporting 

among radiation therapists across Canada and the United States.27 

However, given the major gaps in the radiography literature 

internationally focussing on safety culture and speaking-up, the 

decision was made to include both studies in this review. 
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Several studies identified barriers and enablers 

confronting healthcare workers who might wish to speak-

up, which were grouped into sub-themes (Table 3). 

 
Workload and workforce conditions 

 
In working environments where high demand  for  services 

exist, patient safety can be threatened29,30 and 

consequently the need for speaking-up is heightened. 

Individuals who voice their concerns in a positive way are 

usually more satisfied with their jobs and workplace 

conditions, and tend to make more attempts to speak 

up.5,31,32 Some papers indicated that healthcare pro- 

fessionals who perceive a heightened sense of 

responsibility to- wards their clients/patients are more 

likely to speak-up on their behalf and that speaking-up 

behaviours among healthcare pro- fessionals are 

influenced by the extent of identification with their 

positions as clinicians or professionals.7 Furthermore, 

literature review demonstrates that healthcare 

professionals who voice their concerns usually do so 

because in doing so they believe they create a safer 

environment for patients and staff.5 

 
Perceived efficacy of speaking up 

 
Understandably, healthcare workers feel more encouraged 

to speak-up when they believe their concerns are going to be 

heard and addressed by the organisation.33,34 Findings of an 

investigation into why employees of Ghanaian public 

institutions refuse to blow the whistle on corruption and 

fraudulent activities, despite statutory 
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Table 3 

Barriers & Facilitators Sub-Themes to Speaking-up in Healthcare. 

Workload and workplace conditions Demand outstripping staff availability and 

resources29,30 (barrier) Job satisfaction and role identity5,31,32 (facilitator) 

Efficacy of speaking-up Lack of managerial response to concerns & associated sense of futility26,33,34 (barrier) 

Workplace culture Cross and intra-disciplinary hierarchies10,40,41 (barriers) 

Perceived/actual risk of detriment following speaking-up7,28,35e39 (barriers) 

Professional codes of conduct promoting workplace culture of speaking-up5,40,51 (facilitator) 

National culture and societal norms Social norms relating to 

deference9,53,55e58 (barriers) Fear of spiritual attacks26 (barriers) 

Multicultural/diverse workforce makes it more difficult for workers to interpret norms53,54 (barriers) 

 
 

protection, revealed perceptions that concerns would be 

disregarded by the relevant authorities.26 The likelihood of 

the act of speaking-up is, therefore, directly dependent on 

being heard and responded to. 

 
Workplace culture & the perceived safety of speaking up 

 
Workplace hierarchies were commonly identified as a 

significant barrier to speaking-up among healthcare 

workforces, as perceptions of hierarchy tend to inhibit 

speaking-up due to fear of personal detriment7,28,35e39 

Speaking-up behaviours of healthcare pro- fessionals could 

also be affected by cultures within specific profes- sional 

groups.10 For example, while medical doctors tend to 

informally raise concerns within their group rather than 

recom- mended institutional reporting mechanisms, the 

nursing profession has been associated with a culture of 

conformity to guidelines and regulations.40 While nurses 

who withheld voice on wrongdoing felt an equal sense of 

responsibility towards their patients, colleagues and 

employer; those who raised concerns did so believing that 

it was a privilege to do so in their role as patient 

advocates.41 
International literature suggests that workplace cultural 
issues 

related to workers' fear of retribution and detriment 

following speaking-up are significant barriers to future 

speaking-up behaviours.42,43,44,45,25 The retribution  feared  

by  workers’ include a range of actions by colleagues, such 

as losing their job, being disciplined or being stripped of 

their professional license and legal liability to 

practice.7,38,42,43,46e49 These findings are also consistent with 

the two studies conducted on radiography staff in the USA 

and Canada, which both reported fear of professional 

punishment as a barrier to speaking-up about safety 

compromises.27,28 

The limited literature from Ghana similarly demonstrates 

that one of the reasons for withholding voice on fraudulent 

activities in public institutions is the fear of harm towards 

the whistle-blower (dismissal, suspension, transfer 

against a person's will, intimida- tion and harassment).26 

Evidence from Nigeria also suggests that fear of 

retaliation, fear of loss of job and social stigma are the 

main barriers to the practice among bank employees.50 

However, there is a lack of evidence from African 

healthcare systems on this matter. A number of studies 

suggest that the existence of professional codes of conduct 

and standard procedures are a positive predictor of 

speaking-up behaviours.40,51 For example, the existence 

of workplace policies and managerial support have been 

demon- strated in international and African literature to facilitate 

speaking- up behaviours.5,50 In NHS England, initiatives such as 

the National Speaking-Up and Whistleblowing Policy and the 

introduction of Freedom to Speak-Up Guardians has also had 

some positive impact in supporting and encouraging raising 

concerns in the workforce, 
although the impact has been variable across England.52 

 
National and societal culture 

 
Studies from the USA, South Korea, Japan, UK, and China 

strongly suggest that national cultures can be a significant 

barrier 
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to speaking-up. For example, in Japan and Korea the strong 

societal norms of deference make it rare for people to 

challenge each other publicly, and could make speaking-up 

problematic for health pro- fessionals, even when they 

witness patient safety compro- mises.53,54 Given the ‘multi-

nationality’ of the healthcare workforce in many countries, 

it is imperative to be aware that health pro- fessionals may, 

both individually and collectively, share diverse societal 

norms and beliefs about speaking-up.9,53,55e58 Although a 

multicultural workforce provides potential organizational 

gains with respect to diversity, cultural differences can 

serve as a barrier to employee voice because it is more 

difficult to identify and interpret norms for the workforce 

voice.59 

A unique finding in the literature reviewed here was the 

research from Ghana that identified a barrier to 

whistleblowing being ‘fear of spiritual attacks’,26 or the use 

of supernatural powers to cause harm to a targeted 

individual. Spiritual attacks reflect deeply held belief and 

fear of superstitions in Africa, including the belief in 

witchcraft; specifically, juju, suspicions, ghost, sorcery, 

ancestors, necromancy, gods and black magic.60 These 

attacks may result in unexplained illnesses, among other 

misfortunes. A July 2013 Ghana News Agency story 

suggested that after a person blows the whistle, his/her 

identity could be revealed spiritually even if there is 

corporeal protection. The report outlined the depth of fear 

linked to spiritual attacks, describing one person's view 

that they 

preferred “to accommodate corrupt officials in my 

community and have my peace than to report them and go 

through hell on earth”. 26:p4 These beliefs have resulted in 

many citizens of the African continent experiencing 

trepidation about speaking-up (although not isolated to 

this) by virtue of their belief system.60 This high- lights 

that the concept of speaking-up cannot be properly 

investi- gated without taking into consideration workers' 

societal culture, norms and beliefs.10 Cultural beliefs of a 

nation influences speaking up behaviours. However, the 

‘fear of spiritual attacks’ is a novel concept that is not 

discussed in the speak-up literature, which is 

largely westernised. 

 
Discussion: lessons for radiography practice in Ghana, and 
beyond 

 
The following lessons for practice are grounded in the 

preceding review of the literature and have not been 

evaluated in empirical research. One of the many 

challenges confronting radiographers who value 

workplace cultures where speaking-up is an accepted part 

of the job, is that healthcare staff who speak-up often suffer 

deterioration in their relationships with their peers, 

irrespective of whether the concerns reported are genuine 

and legitimate. Jones and Kelly33 suggest that staff 

consistently voiced their concerns despite barriers to 

speaking-up but getting someone to listen and then act 

appropriately could be problematic. A common perception 

in the literature, therefore, was that speaking-up is a ‘high 

risk, low benefit activity.’ 
We recognise that some radiographers work in 

organisations 

that  have  robust  mechanisms  to  ensure  staff  

speaking-up  are 
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responded to in an appropriate manner. However, others 

may be operating in organisations displaying 

characteristics consistent with the ‘Deaf Effect’, a term 

originating in management litera- ture61 to describe the 

reluctance of senior managers to hear and to act on 

challenging observations from lower down the organisa- 

tional hierarchy. A key contribution from this review is, 

therefore, that a favourable workplace context, where 

radiographers are more likely to speak-up, is one where 

management are perceived to be willing to listen and act, 

the culture is seen as supportive and there is relatively little 

fear of negative consequences. 

A number of studies40,51 suggest that a further factor in 

devel- oping a culture of speaking-up was the existence of 

professional codes of conduct and standards that promote 

it. The existence of several national and professional 

policies in, for example, the UK contrast sharply with the 

current realities in the Ghana health system. The UK Code 

of Professional Conduct for the Society of Radiographers 

clearly stipulates guidelines for raising concerns or 

speaking-up about safety issues.62 Unfortunately, the Code 

of Conduct for the Ghana Society of Radiographers (GSR) 

has no such equivalent stipulations or guidelines. 

Of particular relevance to patient safety is the problem of 

excessive workload, staffing shortages and the deleterious 

effects on workforce morale, all of which were identified as 

barriers to speaking-up. The global shortage of healthcare 

workforce is acutely reflected within radiography, with the 

continual rise in demand for radiography services and 

workforce shortages with a lack of both radiographers and 

radiologists being well documented.63 Whilst workforce 

shortages are a global issue, they are felt acutely in Ghana 

and other resource-constrained countries. For example, 

there are currently 350 registered radiographers in Ghana 

serving a population of 31.07 million, a ratio of 

radiographers to the popu- lation of 1e88,771. This is in 

stark comparison to the UK, where a total of 33,789 

radiographers serve a population of 66.8 million, at a ratio of 

1 to 1,980.64 
Ghanaian radiographers clearly have a major task in 
addressing 

rising pressures of healthcare demand in an increasingly 

complex field of practice where staff morale, patient safety 

and speaking-up require promotion and protection. 

Evidence suggests that Ghanaian radiographers are 

generally dissatisfied with their jobs due to challenges such 

as excessive workload, poor salaries, staff short- ages, role 

conflicts, poor physical working environment, non- 

utilisation of radiographers’ skills and abilities and 

experiences of radiographers concerning workstation 

practices such as manual controlling of equipment.65,66 An 

added issue in Ghana and other countries with low numbers 

of registered radiographers, is that the small numbers of 

radiographers working within a hospital, or clinic, may 

increase the risk of being identified following speaking- up, 

even if the concern is anonymised. In turn, being identified 

as someone who speaks up increases the perceived risk of 

retribution by colleagues.27,28 
The development of a speaking-up or whistleblowing policy 
by 

the Ministry of Health is imperative in promoting speaking-

up behaviours among radiographers in Ghana  and  in  effect  

the entire health workforce. The health system in Ghana 

also needs to increase efforts targeted at improving patient safety 

by drawing on the voice of radiographers and others health 

workers across the country. For example, a national policy and 

regulation programme which includes provisions, resources and 

guidelines for speaking up within regional and local healthcare 

system will provide a sense of direction and ultimately improve 

patient outcome and staff wellbeing. The Code of Ethics currently 

being revised by the Allied Health Professions Council (AHPC), the 

regulatory body for training and practice of allied health 

professions in Ghana, provides a valuable opportunity to raise 

awareness of the need for regulations and guidelines to encourage 

a ‘blame-free’ working environment, 
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where healthcare professionals can confidently speak-up 

about safety concerns without fear of punishment or 

harassment. 

The curriculum for training of radiographers, which 

currently presents nothing on speaking-up related topics 

should include speaking-up training and interventions, as 

this would help to instil the attitude of questioning the 

norms and practices in newly qualified radiographers 

before they are posted for practice. Addressing the gap in 

evidence and knowledge about speaking-up is also 

imperative, with more research urgently needed to investi- 

gate the realities and experiences of speaking-up 

behaviours by Ghanaian radiographers. 

 
Conclusions 

 
This paper demonstrates that while ‘speaking-up’ is a topic 

that has gained international interest. Hoewever, most 

studies are focussed on nursing and medical practice and 

mostly overlook other healthcare professions, including 

radiography. Most studies are also undertaken in higher 

income and westernised health systems, with the concept 

of speaking-up in healthcare in Africa and Ghana 

remaining unexplored. This is a significant gap, as the 

culture and practice of speaking-up currently explored in 

the literature may be different from the norms and cultural 

beliefs in African countries, such as Ghana. It cannot be 

assumed, therefore, that speaking-up experiences 

documented in the literature are transferable to the 

Ghanaian cultural context, or other low or me- dium 

income countries. 
Speaking-up is also a topic that has been largely overlooked 
by 

policy makers, both within healthcare generally and 

specifically within radiography in Ghana. Although the 

updating of the Code of Ethics suggests that change may be 

on the horizon, it is unclear whether the relevant policy 

and regulatory bodies are aware of the importance of 

speaking-up in ensuring patient safety, or aware of the 

serious issues realted to workload and workplace cultures 

which risk routinely undermining safety and safety-

related be- haviours such as speaking up. It is not possible 

to achieve patient safety where there are no systems to 

address workers' concerns. Routine delivery of unsafe care 

associated with a healthcare workforce lacking in voice 

could severely undermine Ghana's am- bitions to deliver a 

high-quality health care system and Universal Health 

Coverage (UHC) in the future.67 
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