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Abstract

Healthcare practitioners’ fitness to practise has often been linked to their personal and demographic
characteristics. It is possible that situational factors, such as the work environment and physical or
psychological well-being, also have an influence on an individual’s fitness to practise. However, it is

unclear how these factors might be linked to behaviours that risk compromising fitness to practise.

The aim of this study was to examine the association between job characteristics, well-being and

terms, situational factors_should i alongside personal factors when assessing, judging or
remediating fitness suggest the presence of different facets to the relationship

between job characteristics, -being and risky behaviour amongst pharmacists.



Background

One challenge for care quality and safety is ensuring that healthcare professionals remain fit to
practise (Wachter, 2012). While this can be achieved in part by detecting and remediating
performance problems as they emerge (Weenink, Westert, Schoonhoven, Wollersheim, & Kool,
2014), another aspect is the control of factors that could compromise fitness to practise in the first

place (Harrison, 2008; Jacobs, Hassell, Seston, Potter, & Schafheutle, 2013).

A number of studies have explored risk factors for fitness to practise by identifying the chatacteristics

of healthcare professionals who have been referred either to a fitness to p heafing or to an

professionals, gender, ethnicity, whether or
class, and whether or not the practiti

Agency, 2009; Chamberlain, it

Gurrin, Ward, & Studdert, 2013). The

relationship between some of th racteristics and practitioner risk differs between studies, while

other characteristic mor‘ons nt pattern — most notably, male, ethnic minority and

overseas-trained ing at higher risk (as noted by Phipps et al. (2011a,b) amongst others,
however, reflect process variables such as working relationships rather than an

in ture articular demographic groups). Other studies have suggested a role for individual
differences such as personality (Firth-Cozens, Cording, & Ginsburg, 2003) and cognitive ability
(Perry & Crean, 2005; Korinek, Thompson, McRae, & Korinek, 2009) in practitioner risk; for

example, doctors referred to a performance assessment service were found to have impaired

intellectual and neuropsychological performance.

While these studies have focused on the role of enduring personal characteristics, it is likely that

situational factors are also associated with practitioner risk (Nahrgang, Morgeson & Hofmann, 2011,



Panagopoulou, Montgomery, & Tsiga, 2015). Firth-Cozens (2006) proposed a system model that
places doctors’ performance in the context of organisational stressors and individuals’ psychological
and physical well-being; these are proposed to affect patient care, both in their own right and in
combination with personal characteristics. This view is supported by data from British doctors (Firth-
Cozens & Greenhalgh, 1997; Cohen, Rhydderch, Marfell, & Cooper, 2009) and examination of
malpractice cases amongst doctors in the United States (Stripe et al., 2006) and the Netherlands (van

den Goor et al, 2015).

As in other health professions there is evidence to suggest that in general demaegraphic factors,

individual differences, personal well-being and the work environ oth'the performance

mise their fitness to

Cummings, & Cottler, 2003). Other studies ature of the stressors that affect

pharmacists’ well-being; these com i essive work demand, poor work-life balance,

being) and engagement in risky behaviour (that is, behaviour that could lead to the emergence of a

fitness to practise concern) amongst pharmacists.



Method
Study design
The study used a cross-sectional survey design. The sampling frame consisted of all pharmacists

registered to practise in Northern Ireland as of December 2010 (N = 1978).

Study measures
The following measures were used as part of the survey instrument:

o Perceived work characteristics in health care (Haynes, Wall, Bolden,Stride & , 1999).

The six-item measure of perceived work demand and the six measure of perceived
autonomy (control) over one’s work.

e Work Design Questionnaire (Morgeson & Hump ree-item measure of
task-related feedback available from other m

e General Health Questionnaire (Goldb 8). The 12-item version of this

questionnaire, with Likert scorin istress;

e Well-being at work (Warr, i measure of perceived work competence.

e Measure of pharmaci 5-item measure, based on interview data from a

previous study , Walshe, Parker, & Ashcroft, 2010). This asks respondents to

rate the fr ith mich they engage in a set of risk-increasing or risk-reducing

behaviou ix A for details).

S cted by the authors on the basis of their content validity with respect to job

characteristics and well-being. In order to establish their face validity, a convenience sample of ten
pharmacists working at the authors’ institution and ten pharmacists who were part of the study’s

sampling frame reviewed the measures’ content.

Procedure



Every participant within the sampling frame was mailed a paper copy of the instrument, and invited to
complete it anonymously and return it directly to the lead author using a reply-paid envelope.
Completed questionnaires were received from 543 respondents. Respondents who reported that they
were not working at the time of completing the survey were removed from the sample. Demographic
details of the final sample (N = 517, equating to a response rate of 26%) are shown in Table 1. A
comparison with demographic data for the entire sampling frame around the time of data collection
(see McCann, Hughes, et al., 2009) suggests that the distributions of employment and year of

registration were broadly consistent with that of the study population, althoughithere was e

overrepresentation of hospital pharmacists (23.6% versus 13.5%) compar ity
pharmacists (63.2% versus 74.2%) and underrepresentation of lo ifi ists (5.1%
qualified 1979 or earlier, versus 14.1%). Approval for the te e University of
Manchester Senate Ethics Committee [Ref 10307, Degi2010]

INSE 1H
Data analysis
The distribution of responses an rn of missing responses were initially examined using version

22 of SPSS. Becau easu‘ wereadministered within a single instrument, the Lavaan package

in version 3.1.2 sseel;%2012) was then used to screen for common method variance (CMV)

es, follawing the procedure described by Podsakoff, MacKenzie, Lee, and

As the effect of CMV appears to be confined mainly to two measures (risky behaviour and demand),

all items were retained for the purposes of the analysis.

In order to determine whether the risky behaviour items form a unidimensional or a multidimensional
measure, a principal component analysis was carried out using the Psych package in R (Revelle,

2015). Components were extracted from the correlation matrix, and rotated using the promax



procedure. The number of components to extract was decided on by examining the scree plot and the
eigenvalue and squared multiple correlation of each component. During successive runs of the
analysis any items that had a loading of more than .32 on more than one component, or that had no

loading of at least .32 on any component, were removed (Tabachnick & Fidell, 2001).

In order to identify the effect of the independent variables (job characteristics and well-being) on the
dependent variable (risky behaviour), three path models were specified. In Model b

characteristics were proposed to have a direct association with risky behavioufiIn Model By well-

by well-being. During the analysis, each model was fit to cavaria
likelihood procedure was used to estimate model par
being measures was centred around its sample
data were removed using listwise deletion. ed using the Tucker-Lewis index

(TLI), comparative fit index (CFI) t n square error of approximation (RMSEA). The path

analyses were conducted in R

' 4



Results

Data screening

Of the data points in the dataset, 0.5% were missing. Little’s test indicated that these values were
missing completely at random [¢*(1126) = 1174.07, p = 0.16], although year of registration and
patient-facing versus non patient-facing were more affected than other variables (5.2% missing from
each). There were 21 multivariate outliers on the study measures. Analysis of variance identified
cases with missing data as reporting more years of experience and higher ratings f petence.

Outlier cases reported having high work demand with respect to the level of aGtonomy and‘feedback

available to them, and a high frequency of risky behaviour, but a low levelOfidistress,, For each

outliers removed; the other with missing data substit using tation maximization method.

Principal component analysis of risk beha:

The scree plot and eigenvalues sug omponents could be extracted, and the squared

multiple correlation of each ¢ an 0.9. However this solution was not adopted

because only two items, with a c ion 0f0.3 between them, loaded on the third component.

Instead, a solution ca@nsisting ofﬂo components was adopted. The components accounted for 46% of

the variance in theyitem responses. Bartlett’s test of sphericity and the Kaiser-Meyer-Olkin measure

werg within acceptable limits for the analysis [Bartlett x*(66) = 1473.37, p <

)Ikin = 0.82]. The components are shown in Table 2.

INSERT TABLE 2 HERE

From the items loading on each component, the components were identified as follows: component 1
reflects overloading (that is, taking on a high volume of work relative to that which the respondent
can deal with); and component 2 reflects risk-taking (working at or beyond the limits of safe practice).

Therefore, the single measure of risky behaviour was replaced with two measures, each representing



one of these components. The descriptive statistics for the job characteristics, well-being and risky

behaviour measures are shown in Table 3 and their distributions in Figure 1.

INSERT TABLE 3 HERE

INSERT FIGURE 1 HERE
Test of modified path diagram
As a result of the principal component analysis, the path model was revised to‘that shown igure 2.
Here, job characteristics and well-being are directly related to the two set isky behaviours
(Models A and B respectively), and well-being accounts for the a nb en

characteristics and the risky behaviours (Model C). In order onstruct,M , paths for the job

characteristics were added to Model B; these were ad anner, with paths added
one-by-one until the best fitting version of Mod en constricted. In all three models,

covariance paths between items on the risky i naire were added as suggested by the

QSE FIGURE 2 HERE

r each model are shown in Table 4. In interpreting each path weight, he critical p

modification indices.

gnificance was assumed to be 0.05 divided by the number of parameters in the

association with either behavioural measure. The fit indices for this model indicate a statistically
significant chi-square test [x*(78) = 174.97, p < 0.01], but the other fit indices were within acceptable
limits [CFI = 0.95; TLI =0.93; RMSEA = 0.05]. When the well-being measures are used as
independent variables (Model B), distress has a significant association with overloading only, while

competence has a significant association with risk taking only. Again, this model has a statistically



significant chi-square test [x*(68) = 157.78, p < 0.01], but the other fit indices were within acceptable

limits [CFI = 0.95; TLI = 0.93; RMSEA = 0.05].

When both sets of measures are used together (Model C), demand has a direct association with

overloading and risk taking, and with distress and competence. In addition to this, competence has a

direct association with risk taking, while distress has a direct association with overloading.

When these analyses were repeated
except for the path between fe coming non-significant. However, when missing

data were substituted rather than se de

ure. '

d, competence no longer had a significant association

with either behavio




Discussion

The findings indicate a general association between job characteristics, well-being and risky
behaviour amongst pharmacists. Specifically, there appear to be at least two aspects to pharmacists’
risky behaviour, each of which is predicted by particular elements of job characteristics and well-
being. Work demand is the job characteristic that is most consistently related with behaviour, in

combination with either competence or distress according to the aspect of behaviour being assessed.

In addition, each aspect of well-being is itself related to particular job characteristi owever, while
job characteristics and well-being have associations with risky behaviour in their own righthand job

characteristics have an association with well-being, there is only modest s t fo odel in which

well-being mediates the association between job characteristics a%
The findings highlight the potential role of situationaldactors ina ing for healthcare

practitioners’ performance or conduct. As such, onsistent with those studies that have

The formation of different components from the risky behaviour items indicates that risky behaviour —
at least, in the context of pharmacy practice — is best understood as comprising different categories,
closely related but differentially affected by psychosocial factors. For example, overworking could be
conceived of as a product of perceived distress, risk taking a product of perceived competence, and
both a product of perceived work demand. That the association between competence and risky
behaviour was absent when the most experienced and competent respondents were retained in the

sample suggests this association is confined to the relatively less confident respondents. Interestingly,



those respondents who had a low level of distress despite experiencing heavy work demand and
frequently engaging in risk behaviour appeared to introduce a link between feedback and distress.
Why this might be is a matter for conjecture; one suggestion is that feedback about job performance

helps respondents to manage any negative feelings associated with their work.

In methodological terms, the current study examines variation in risk factors across a population of

healthcare professionals. Also, the outcome is defined in terms of behaviour that ad to

performance or conduct problems, rather than whether or not such problems hawve actually
identified. Therefore, the study complements previous studies that have tratedhon a subset of
the population that has been identified to have performance or co e are, though,

some limitations with the methodology used here. Becausethe méa ehaviour is

influenci g ced by engagement in risk-taking behaviour (Ford et al., 2014).

The findiags support the argument that fitness-to-practise risk is not a matter only of personal or
employment characteristics, but also of a given practitioners’ work setting and personal well-being
(Cox, King, Hutchison, & McAvoy, 2006; Jacobs, Hassell, Seston, et al., 2013; van den Goor et al.,
2015). These factors should be taken into account when screening members of a professional group
for risk, and also when deciding how to remediate any problems that do arise. A remedial or
preventative intervention should consider ways of improving the overall fit between the practitioner

and his or her work environment (for example by changing one or the other, or both) as opposed to



focusing only on the practitioner (Harrison, 2008). In order to aid decision-making about the most
suitable sanction, both personal and situational factors should be incorporated into the classification or
formulation of a disciplinary case (Elkin, Spittal, EIkin, & Studdert, 2012). A more general point to
be drawn from the findings is the multifaceted nature of the link between psychosocial factors and
behaviour; for one thing, positive and negative aspects of well-being could be differentially affected

by job characteristics, or have differential effects on behaviour (Warr, 1990).

Further studies should be carried out to establish whether the findings can be generalised tolether

healthcare professions or locations (for example, primary care medicine: inright, Forsythe,
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Tables

Table 1. Demographic characteristics of the sample

N Percentage
Year of registration 1950 — 1959 2 0.4
1960 — 1969 3 0.6
1970 - 1979 21 41
1980 — 1989 105  20.
1990 — 1999 143
> 2000 41.
No answer Q 5.
Sector of employment Community 32 63.2
Hospital 122 236
25 4.8
stry 7 14
17 33
&her 15 29
No answer 4 0.8




Table 2. Components formed by the risk behaviour items

Component
Item 1 2
Worked for longer hours than you should have 0.76 -0.16

Worked alone on a task when you should have had support from someone else  0.63  0.11
Ignored concerns about your own health

Continued to work while feeling unfit for work

0.78
Taken on more work than you feel capable of 0. -0.03
Worked somewhere that you felt was unsafe . 0.21
Allowed a safety incident to go unreported -0.12 0.76

0 S -0.10 0.74

Deviated from standard operating procedures or organi

Knowingly worked outside your boundaries of -0.01 0.67

Been “caught out” by something going wron ave anticipated 0.15  0.57

Failed to report someone who you s e an offence* -0.04 055
Taken no action when someo i about your performance* 0.10 041
Eigenvalue ' 3.83 152
Squared multipleieorrelation 0.96 0.96

e accaunted for 0.25 0.20

een the components is 0.45, p < 0.01. * indicates the items that formed a third

during initial runs of the analysis.



Table 3. Sample descriptives and correlations for the study measures

Correlations

Measure 1 2 3 4 5 6 7 Scale Mean

1. Demand -0.23**-0.21** -0.33** 0.45** 0.64** 0.37** 1-5 3

2. Autonomy -0.23**0.31** -0.23**-0.23**-0.19** 1- 9

3. Feedback 0.19** -0.26**-0.13**-0.11* % 0.86
4. Competence -0.46** -0.27** -0.31** 27 057 0.72
5. Distress 0.49** 0. 0-36¥12.06 562 0.90
6. Overloading * -30 16.09 4.70 0.79
7. Risk taking 6-30 10.85 2.71 0.68

Key: * two-tailed p < 0.05; ** two-tailed p < 0.01




Table 4. Path weights and AIC values for the path models

Path Value SE VA p Model AIC
Model A: Job characteristics measures only 17445.39 (42)
Demand > Overloading 0.60 0.05 1287 <0.001

Autonomy > Overloading -0.07 0.04 -194 0.052

Feedback > Overloading 0.03 0.04 078 0437

Demand > Risk taking 0.18 0.03 6.38 <0.001

Autonomy > Risk taking -0.06 0.03 -2.25 0.025

Feedback > Risk taking -0.01 0.03

Model B: Well-being measures only
Distress > Overloading
Competence > Overloading
Distress >Risk taking

Competence > Risk taking

Model C: Job characteristics an

Autonomy > Distress
Feedback > Distress
Demand > Competence
Autonomy > Competence

Feedback > Competence

-bein

0.47

0.03

0.15

-0.21

2.17

-0.75

-0.99

-0.14

0.15

0.07

0.04

0.01

0.03

0.04

0.23

0.25

0.26

0.02

0.03

0.03

easures combined

10.71

5.68

5.70

-4.89

9.41

-2.94

-3.81

-5.89

5.54

2.34

<0.001

<0.001

<0.001

<0.001

<0.001

0.003

<0.001

<0.001

<0.001

0.018

20991.41 (50)




Note: SE: standard error. AIC: Akaike’s Information Criterion value, with number of parameters in brackets.

Covariances, item-factor loadings and error terms have been omitted for brevity.

N
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Figures

Figure 1. Boxplot of the study measures
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Figure 2. The path model tested in the study. Thick lines indicate the paths tested in Models A and B.

Thin lines indicate the additional paths tested in Model C.
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Appendix A: Questionnaire to assess risky practice

On scale of 1 (Never) to 5 (Frequently), how often have you done the following over the past six
months?

1. Checked that your knowledge is up to date

2. Allowed a safety incident to go unreported

3. Deviated from standard operating procedures or organisational policies

4. Knowingly worked outside your boundaries of expertise

5. Worked for longer hours than you should have

6. Ensured that your workplace is well organised

7. Worked alone on a task when you should have had suppa

8. Been “caught out” by something going wrong that shou
9. Ignored concerns about your own health &
10. Continued to work while feeling unfit fo

11. Failed to report someone who y \ mmitting an offence
12. Taken no action when so % bout your performance
13. Taken on more work than yo capable of

14. Worked somew tyomﬁlt unsafe

15. Spoken to somebody in a manner that he or she thought was inappropriate



