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1. Abstract 
Purpose – The purpose of this study is to assess the employee’s at Paropakar 
Maternity and Women’s Hospital in Kathmandu, Nepal perceptions of their 
organizations orientation towards learning and evaluate the feasibility of the DLOQ in 
a health setting.  
Design/Methodology/Approach - The Dimensions of the Learning Organization 
Questionnaire (DLOQ) developed by Marsick and Watkins, was translated and 
administered to 230 employees at all levels of the hospital. Data was analyzed using 
non-parametric tests.      
 Findings – The results indicated variations across the employee’s perception of the 
organization that may hinder progress toward a learning organization. The findings 
suggest that the DLOQ is a useful tool for assessing learning culture in health settings.                       
Research limitations/implications – The major limitations consists of a small 
sample size and an incomplete translation process. The results made visible areas of 
strength and areas in need of improvement in the organization in order to adopt a 
learning organization. 
Originality/value - This study implicates the usability of the DLOQ in health 
settings. 
Keywords – Dimensions of the learning organization, learning organizations, health 
systems, Nepal.  
Paper type – Research paper 
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2. Populärvetenskaplig sammanfattning 
Syftet med det här projektet är att undersöka och bedöma den befintliga lärande 

kulturen på Paropakar Maternity and Women’s Hospital i Kathmandu, Nepal som en 

del i den interventionsstudie som pågått där sedan juli 2012 och som avslutas i 

februari 2014. Lärande kultur är ett välkänt begrepp inom den humanistiska 

forskningen, men är ett relativt nytt begrepp inom den medicinska världen. Fler börjar 

dock intressera sig för detta område då man mer och mer insett omgivningens 

betydelse för införandet av interventioner i olika hälsosystem, och vikten av att kunna 

göra en korrekt bedömning av den miljö man tänker inför en intervention i för att på 

så vis kunna skräddarsy den. Information om hur sjukhusets personal uppfattade den 

egna organisationen med avseende på lärande kultur samlades in genom att jag delade 

ut ett formulär baserad på Marsick och Watkins’ Dimensions of the Learning 

Organizations Questionnaire (DLOQ), vilket är ett väl validerat instrument för 

utvärdering av lärande kultur i företag och organisationer både i höginkomst och 

låginkomstmiljöer. Ett delsyfte med min studie var även att bedöma användbarheten 

av detta instrument i hälsomiljö. Resultaten i studien pekade på områden i 

sjukhusorganisationen dit man borde rikta förbättringsarbetet för att uppnå en lärande 

organisation. De visade även att DLOQ är ett användbart instrument för bedömning 

av lärande kultur i sjukhusmiljö.  
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3. Background 

The Millennium Development Goals 

In September 2000 world leaders adopted the United Nations Millennium Declaration 

setting out to fulfil 8 development goals before 2015, these goals are known as the 

Millennium Development Goals.(1) Many countries are on the track to reaching these 

goals, but many are not. Although there have been significant development in the 

health sector during the past decade since the Millennium Declaration, the progress 

has primarily been in high– and middle-income countries whereas in the poorest 

countries progress have been slower than expected. The governments and NGOs in 

these countries have a wide range of effective and evidence-based interventions at 

their hands that could diminish the disease burden in these countries. But still, the 

progress is too slow and the health inequities are widening.(2) Since 2000, the UN 

and countries around the world has made unprecedented organizational and monetary 

efforts in getting on track to fulfilling the MDGs, but it has not been enough. In fact, 

the 2003 Human Development Report conveys the disheartening situation that if the 

global progress continues at the same pace as in the 1990s, only 2 of the MDGs have 

a realistic chance of being met, Sub-Saharan Africa would not reach the poverty goals 

until the year 2147 and the goal for child mortality until 2165.(3)  

 

There are of course many reasons as to why the development has been slower than 

expected despite all the efforts made, such as weak national health information 

systems that make it difficult to retrieve accurate data regarding the health situation of 

the population. There is also a problem with many different actors, all of which have 

different agendas and demands and the effect these demands have on the macro 

economical stability of the country.(4) 

Evidence-based practice and knowledge translation 

1972 epidemiologist Archie Cochrane voiced critique against health professions for 

not instituting methods to summarize and regularly update relevant information from 

well-designed clinical trials that could then be used to inform choices made in patient 

care. He stated that carefully controlled research using randomization for unbiased 

comparisons among study groups is required to ensure that research results applied in 

practice do more good than harm.(5, 6) This was the start of the Cochrane 
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Collaboration, an international effort to prepare systematic reviews, using meta-

analyses when appropriate, of all well-designed randomized controlled trials (RCTs) 

evaluating medical interventions. This also marked the start of a medical practice built 

on the best, up-to-date data – the best evidence data – rather than intuition, opinion, 

rituals, traditions and ideology. This concept of medical practice is called Evidence-

based medicine/practice (EBP). The many definitions of EBP presented in the 

literature generally have one common core: well-designed research + clinical 

expertise + patient concerns and preferences = EBP.(7) A more eloquent definition is 

the one stated by Sackett et al. “[Evidence-based medicine is the]… judicious 

application of current best available evidence when making decisions about the care 

of individual patients. It integrates clinical expertise with the best available clinical 

evidence from systematic research, and the thoughtful and compassionate 

consideration of patients’ situations in decisions about care”.(8) 

 

 Today the EBP is a well-disseminated concept in many health care systems across 

the globe, but there are still challenges to be met. First, the utilization of EBP has not 

been without problems or criticism, but this will not be further discussed in this 

paper.(9) Secondly, there is the problem of routinely translating research findings into 

daily practice. Previously it was commonly assumed that most of the numerous 

barriers to knowledge implementation identified across the literature, such as a lack of 

knowledge, negative attitudes, underdeveloped skills and distrust of research findings, 

operated at the level of the individual health care professional. Lately there has been 

an increasing recognition that the barriers to knowledge translation do not solely 

operate at the individual level but there are also several barriers on 

system/institutional level and patient/client level. Examples of those barriers are; 

organizational cultures resistive to change or invested in past practices, a failure to 

value research utilization, and decision-making processes that are complex and 

protracted. This affects the knowledge translation on an organizational level, and on 

the patient/client level we find barriers such as the desire to be “a good patient”, non-

adherence to the protocol and inadequate resources to manage the change. (7, 10)  

Context and organizational culture 

Kitson et al. 1998 developed a conceptual framework (PARIHS) that represents the 

interplay and interdependence of the many factors that influence the uptake of 
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evidence into practice. The framework attempts to represent the complexity of the 

change process involved in implementing evidence-based practice and the proposition 

was that implementation is explained as a function of the relationship between 

evidence, context and facilitation and that the most successful implementation occurs 

when evidence is robust, the context is receptive to change and where the change 

process is appropriately facilitated. They defined context as “the environment or 

setting in which the proposed change is to be implemented”. In this framework 

context has three sub-elements: culture, leadership and evaluation.(11, 12) 

 

But Kitsons definition is just one of many, and studies have shown that the concept of 

context lacks the relative stability, clear definition, well-described characters, 

demarcated boundaries, specified preconditions and outcomes that characterizes a 

“mature” concept, which is the ideal for concepts.(12)  

 

From the research done in the field of management and human resources it has 

become clear that organizational culture is one of the most significant factors when it 

comes to organizational change and service delivery.  While much research has been 

done to define and conceptualize the notion of organizational culture there is still little 

consensus on the matter.(13)  

 

Naturally that raises the question if not context and organizational culture are in fact, 

the same thing. Nor here is there any consensus on the matter. Context can be viewed 

as either a presentation of the complexity of factors that enable effective practice, or 

the way in which organizational systems and structures interact with each other. If 

one chooses the former one can argue that context and organizational culture are 

indeed equal. But if one chooses the latter, organizational culture becomes a 

characteristic of context, which means that in any context, there may be multiple 

cultures, all with their own distinct set of values, beliefs and assumptions.(12) 

Clearly, the relationship between context and culture is very complex and probably in 

some ways overlapping although there is need of more research in this area. For this 

study we will focus on the contextual sub-element of culture, in particular the learning 

culture. 
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Systems thinking and health system strengthening 

During the course of time it has become clear to researchers and health workers 

worldwide that one of the major limiting factors for reaching the MDGs are the health 

systems in them selves. There have been a surge of disease specific efforts that are 

often supported by multiple donors creating a fragmented situation for the nations’ 

health systems to try and manage, a situation in which they struggle. Many low- and 

middle-income countries have health systems that are too weak and fragile, lacking 

the capacity to put knowledge into practice and expand the delivery of health services 

to those in need.(14) 

 

Despite the strong consensus in the UN and globally on the need to strengthen health 

systems there is much less agreement on quite how to strengthen them, and very little 

research done on what is the most effective way to do so. Furthermore the research on 

how to measure and identify the weaknesses and constraints, but also the strengths, 

within a health system is very scant. Without a thoroughly validated and scientifically 

sound concept or framework to assess the health systems the policy-makers have little 

or no clue as to what they can and should strengthen.(15) 

 

The WHO health system building blocks report from 2009 reflects a new awareness 

of how weaknesses in health systems contribute to the “know-do-gap” where 

knowledge-translation throughout the system fails. As mentioned above there is much 

need for strengthening the health systems so that they are better equipped to 

implement interventions and distribute knowledge across the organization. Another 

aspect affecting this “know-do-gap”, that researchers across the world is increasingly 

recognizing is the impact the context have on an intervention i.e. the health systems 

own influence on the intervention.  

Health systems as learning organizations 

In the field of human relations, research on organizational culture has been going on 

for decades. But it is only in recent years that health researchers have become aware 

of the organizational culture as an important characteristic that may influence the 

effectiveness and/or success in implementing interventions in different health care 

settings. The research into knowledge-translation in health systems have increased 

exponentially during the last decade, particularly because of the recognition of its 
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importance for achieving many of the MDGs concerning health care as discussed 

earlier.(16)  

 

Todays health care systems are busy, complex and occasionally chaotic and under a 

constant demand from policy makers, health care analysts and funders to deliver the 

best possible health care that is also operative and cost-efficient. They are also not 

immune to the general climate in the world today, where new information is 

distributed at the speed of light, and changes happen with the wink of an eye. To meet 

these increasing demands and changeable environment is a challenging task, even in 

high-income setting. And can be seen by many as an insuperable task in low-and 

middle-income settings where health professionals and policy makers have to deal 

with constraints on human and financial resources, poor health systems, lack of 

infrastructure and the need of behavioural change. Nevertheless it is in these countries 

that the need to create functioning health systems that put “what works” into practice 

is particularly important, as ineffective treatments can drain limited resources 

resulting in further health inequities. (17, 18) 

 

In this ever-changing climate the organizations that survive are those who can 

continuously transform and adapt to the new circumstances, i.e. those who can adopt 

the characteristics of a learning organization. This is equally true for health 

systems.(19-21) For the health care sector in particular the ability to learn is essential 

since in this context knowledge and skills can rapidly become obsolete due to the 

continuous evolution in science and medicine.(22) This is crucial for both employee 

satisfaction and the overall quality of health care itself. The transformation of 

enterprises and organizations into learning organizations has been proposed as a key 

strategy for improving their effectiveness and efficiency. While this principle has 

been applied extensively in the corporate environment it is a relatively new concept in 

health systems.(23) 

Learning organizations 

With the ever increasing demands on companies and organizations world wide the 

concepts of intellectual capital and knowledge management has also proven 

increasingly important. Intellectual capital can be described as the collective 

knowledge in the organization, including workplace learning, and is considered to be 
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an important strategic resource that may lead to improved financial performance. The 

management of this knowledge is also considered to be critical for long-term stability 

and success.(24-26) This increased focus on intellectual capital and knowledge 

management has given rise to an upswing in the interest for the concept of 

organizational culture and a learning organization, although it isn’t in any way 

something new. Despite this concept being around since the twentieth century there is 

still no real consensus on a single definition on what a learning organization is or 

should be.(27)  

 

There are a multitude of definitions of what constitutes a learning organization but 

there are also a few major identifiable themes among them. For example we have the 

continuous learning and improvement, Garvin and Lewis propose the importance of 

creation, acquisition, and transfer of knowledge. Senge and Molainen mention 

individual, team, and organizational learning anchored in concrete values, visions, 

and goals, as well as change and transformation. Armstrong and Foley and Nevis et 

al. refer in turn to the appropriate cultural facets, processes and structural facets that 

support learning and development.(21, 28-36)  

In line with these themes there is a growing understanding that the dimensions of a 

learning organization encompasses some basic elements of leadership, strategy, 

participative policymaking, continuous learning, dialogue and inquiry, team learning, 

empowerment and facilitating processes and structures.(29-31, 37-45)  

Many difficulties regarding the assessment of context or organizational culture lies in 

the fact there are an abundance of instruments for assessing and measuring them, 

applied to a large number of settings, each instrument with their own theoretical 

background. Moreover these instruments have mainly been developed for, and tested 

in, high-income industrial settings and are therefore often not applicable in low- and 

middle-income health settings. Which is very unfortunate since understanding the 

contextual factors in a low-income health care system often might be the difference 

between success and failure in implementing an intervention. To be able to design 

interventions more explicitly for specific settings we need to first understand the 

context, in short; “…we need to know not only what works but what works for whom 

and under what circumstances.”(13, 15) 
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The challenge is to develop an instrument with a sound research base that are both 

diagnostic and can relate understanding and information about the organizational 

systems and what factors affect the successful adaptation of practices. And also works 

in different kinds of cultural and economical settings.(46) Because the research 

community lack an agreement on how to define the learning organization the tools 

developed for diagnosing and measuring this concept are often based on different 

theories. Moreover we are also lacking well established and/or validated measuring 

traditions for these instruments which means that the abundance of tools have no solid 

or common ground to use as a base.  

Meeting the MDG 4 and neonatal health 

The Millennium Development Goal 4, as stated by the UN, is to “reduce by two 

thirds, between 1990 and 2015, the under-five mortality rate.” According to the report 

in 2010 the mortality rate is declining albeit not fast enough to reach the target. 

Neonatal mortality constitutes 40% of under-five deaths, which is an increase from 

37% in 1990, despite that the neonatal mortality rate (NMR) has decreased from 

32/1000 to 23/1000 births.(47) 

 

Up to 50% of these neonatal deaths occur during the first 24 hours, and about 75% 

occur during the first week. The risk of dying during the neonatal period is highest 

close to birth. The vast majority of the neonatal deaths (99%) occur in low-and 

middle-income countries. The three main causes of neonatal deaths are (in rank order) 

infection, preterm birth complications, and birth asphyxia. Therefore most of the 

interventions to reduce neonatal mortality are directed towards these causes, and they 

are avoidable by relatively simple low-cost interventions.(47)  

 

In Nepal the mortality rate for children under-five has declined substantially during 

the last 15 years. But the same decline has not been seen in perinatal and neonatal 

mortality. The neonatal mortality rate is 28/1000 live births, which accounts for 56% 

of under-five deaths (50/1000 live births.)(48, 49)  

 

At the moment there is a collaborate project taking place between Uppsala University, 

Paropakar Maternity and Women’s Hospital in Kathmandu, and the Ministry of 
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Health and Population in Nepal with the aim to implement a simplified neonatal 

resuscitation protocol provided by Helping Babies Breathe (HBB) and asses the 

impact of that protocol on neonatal survival. This study will take place as a sub-study 

to this intervention.  

Aim 
The aim of this study is to assess the context at the Paropakar Maternity and Women’s 

hospital in Kathmandu, Nepal using the DLOQ as a part of a Helping Babies Breathe 

intervention currently taking place there. A secondary aim is to assess the feasibility 

of the DLOQ in hospital settings, as this has not been done before.  

  



 15

4. Methodology 

Setting 

The Paropakar Maternity and Women’s Hospital is a central referral hospital of the 

country and also a teaching hospital for medical- and nursing students on all levels. 

More than 500 medical interns are enrolled for internship each year and the nursing 

students from nearby colleges are placed at the hospital for 1 month of internship 

where they rotate to new wards every week. It has the staff capacity of 627 of which 

54 is doctors 172 nurses, 40 paramedical, 82 administrative and finance, 247 support 

staff and 27 others. The hospital has 415 beds out of which 336 is allocated to indoor 

admission with 241 for Obstetrics, 61 are gynae and 34 are for new-borns. 79 are 

service beds. The delivery rate is close to 23 000 live births/year and the perinatal 

mortality rate is currently at 30/1000 births. The majority of the deliveries take place 

in one of the three labour rooms or the MNSC ward.(49, 50) The study is approved by 

Regionala Etikprövningsnämnden i Uppsala.  

Tool 

 The decision to use the DLOQ tool in this study is based on the work of Moilanen, 

Yang and Awasthy & Gupta who have identified and compared some of the 

instruments available in terms of scope, depth and reliability. They concluded that the 

Dimensions of the Learning Organization Questionnaire - DLOQ - developed by 

Watkins and Marsick meet the three criteria of comprehensiveness, depth and validity 

and also integrates important attributes of the learning organization.(27, 51-53) 

Additionally the DLOQ has gone through extensive testing and revising and is 

scientifically validated to be reliable, and has been proved to be a well-validated 

instrument in measuring the aspects of the learning organization. What additionally 

makes this tool particularly suitable for this study is that it has been tested in several 

countries with different social and economical context, both high- and low-income 

settings, and has proven applicability for different cultures. The supporting validity 

evidence and acceptable reliability estimates for the instrument were obtained from 

several sources. The DLOQ has also been revised and validated to be scientifically 

reliable even in a developing country context in specific.(27, 46, 51, 52, 54, 55) 
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The framework on which Marsick and Watkins based the DLOQ rests on their 

findings that organizations need to capture and embed learning in their on going 

systems, practices and structures so that knowledge will be made available to, and 

shared, throughout the people of the organization. So that they can use it to improve 

changes in knowledge performance.(46) They wanted to develop a tool that, with the 

base in research as opposed to a change agent’s practice as so many other tools, could 

be used to assess gaps as well as guide interventions and subsequently measure 

changes in an organization.(28, 56) According to their model, a learning organization 

has two components; the first represents the people who comprise an organization, 

and the second represents the structures and culture created by the social institution of 

the organization. Furthermore this model states that there are four levels of a learning 

organization: the individual level, which is composed of two dimensions of 

organizational learning namely: Continuous learning and Dialogue and inquiry the 

team or group level, which is reflected by Team learning and collaboration the 

organizational level, which has two dimensions of organizational learning: Embedded 

systems and Empowerment, the global level, which consist of two dimensions of 

organizational learning: Systems connection and Strategic leadership. Each of these 

levels belongs to one of the two components mentioned earlier. This framework 

makes it clear that in order to move towards the desired goal or outcome, an 

organization has to both work with people at the individual and group level, as well as 

create facilitative structures to support and capture learning.(45, 52) 

 

The questionnaire is built around seven dimensions that are designed to measure 

learning culture in organizations and intends to capture a snapshot of the employee’s 

perception regarding these dimensions, in order to help the organization get a clearer 

picture on where they are versus where they need to be.(46, 52) The seven dimensions 

are of the positive nature and cultural aspects of a supportive learning organization, 

which encourages dynamic organizational learning process. The dimensions, their 

definitions and the two organizational outcome variables are in table 1.  

 

The first dimension, Continuous learning, represents an organization’s effort to create 

continuous learning opportunities for all of its members. The second dimension, 

Inquiry and dialogue, refers to an organization’s effort in creating a culture of 

questioning, feedback, and experimentation. The third dimension, Team learning, 
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reflects the “spirit of collaboration and the collaborative skills that undergird the 

effective use of teams”.(45) The fourth dimension, Embedded system, indicates efforts 

to establish systems to capture and share learning. The fifth dimension, 

Empowerment, signifies an organization’s process to create and share a collective 

vision and get feedback from its members about the gap between the current status 

and the new vision. The sixth dimension, System connection, reflects global thinking 

and actions to connect the organization to its internal and external environment. The 

seventh dimension, Strategic leadership, shows the extent to which leaders “think 

strategically about how to use learning to create change and to move the organization 

in new directions or new markets”.(45) The learning organization is viewed as one 

that has the capacity to integrate people and structures in order to move toward 

continuous learning and change. 

Table 1: Definitions of Constructs for the Dimensions of the Learning 
Organization Questionnaire 
Dimension Definition 
Create continuous learning opportunities Learning is designed into work so that 

people can learn on the job; opportunities 
are provided for on going education and 
growth. 

Promote inquiry and dialogue People gain productive reasoning skills to 
express their views and the capacity to 
listen and inquire into the views of 
others; the culture is changed to support 
questioning, feedback, and 
experimentation. 

Encourage collaboration and team 
learning 

Work is designed to use groups to access 
different modes of thinking; groups are 
expected to learn together and work 
together; collaboration is valued by the 
culture and rewarded 

Create systems to capture and share 
learning 

Both high- and low-technology systems 
to share learning are created and 
integrated with work; access is provided; 
systems are maintained. 

Empower people toward a collective 
vision 

People are involved in setting, owning, 
and implementing a joint vision; 
responsibility is distributed close to 
decision making so that people are 
motivated to learn toward what they are 
held accountable to do. 

Connect the organization to its 
environment 

People are helped to see the effect of their 
work on the entire enterprise; people scan 
the environment and use information to 



 18

adjust work practices; the organization is 
linked to its communities. 

Provide strategic leadership for learning Leaders model, champion, and support 
learning: leadership uses learning 
strategically for business results. 

Key results  
Financial performance State of financial health and resources 

available 
Knowledge performance Enhancement of products and services 

because of learning and knowledge 
capacity (lead indicators of intellectual 
capital) 

(Table adapted from Marsick & Watkins 2003) 
 
There are currently two versions of the DLOQ, one full version with 43 measurement 

items, that has been shown to be useful as a diagnostic tool for practitioners who 

wants a comprehensive assessment and information of the learning culture in order to 

make decisions on where to intervene. The second version is an abbreviated form that 

contains 21 of the original 43 items but still possesses construct validity and 

reliability. This version is also better suited for scholars that want to use the DLOQ as 

a research instrument. There are 3 adequate measurement items for each of the seven 

dimensions included. Dimension 1 consists of questions 1 through 3, Dimension 2 

consists of questions 4 through 6, Dimension 3 consists of questions 7 through 9, 

Dimension 4 consists of questions 10 through 12, Dimension 5 consists of questions 

13 through 15, Dimension 6 consists of questions 16 through 18 and Dimension 7 

consist of questions 19 through 21.(52)  

Data collection 

For this study the shorter version with 21 items was considered most appropriate for 

this study because of its preferable psychometric properties in terms of the formation 

of an adequate measurement tool. There was also a language barrier and time limit for 

this study that influenced the choice of which version to use. The dimensions were 

measured on a six-point Likert scale (1 – almost never, 6 – almost always). We also 

decided to omit the section pertaining to financial performance because the purpose of 

this study was only to capture a snapshot of this particular hospital’s organization and 

gain insights into learning related strengths and weaknesses.  

 

A pilot testing of the modified DLOQ showed that the hospital personnel’s 

knowledge of the English language wasn’t sufficient for a proper understanding of the 
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questions, therefore a translation to Nepali was needed. The principal investigator for 

the HBB intervention Dr. Ashish KC did the forward translation to Nepali and after 

that an independent third party performed a back-translation. The back-translation 

was then assessed in terms of conceptual equivalence, clarity and language and 

cultural adequacy. After the translation of the 21 items was conducted, these were 

transferred into a form with an additional 2 questions regarding the respondent’s 

profession and primary workplace. The professions they could choose from was; 

paediatrician/obstetrician/gynaecologist, medical officer, medical intern, nurse with 

SBA (Skilled Birth Attendant), nurse without SBA and student.  And the workplaces 

to choose from were; Emergency Admission, Labour Room, MNSC, ANC wards, 

Operation Theatre, NICU/PBU. After the collection of the forms we noticed that there 

was a need for additional workplaces as we had missed entering the MICU ward in 

the list. Also many of the nursing students, doctors and medical students did not have 

a ward where they primarily worked, which caused some confusion when they were 

to fill out the form, and many of them denoted several of, or all the options available 

in the form. Therefore when we did the data entry we created a seventh and eight 

alternative options for this question, so that all the personnel that had denoted MICU 

as their primary workplace was entered as the 7th alternative, and the personnel that 

had denoted several or all of the options was entered as the 8th alternative named 

“Rotating staff”. An English version of the form that was used is appended to this 

report.  

 

Data were collected from as many of the nurses, nursing students, medical interns, 

medical officers, paediatrician, gynaecologists and obstetrics that worked at, or did 

their internship at the hospital during a period of 9 weeks from November 2012 to 

January 2013. The form was distributed to the staff to fill out anonymously and was 

later collected either by the matron in charge of the ward or one of the surveillance 

officers from the research team.   

Data analysis 

The collected data was subjected to quantitative, descriptive analysis using the SPSS 

software. We tested the data for normality using the Shapiro-Wilks test and then 

proceeded with non-parametric tests using the Kruskal-Wallis and Mann-Whitney 

tests.  
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5. Result 

Descriptive statistics 
Out of the 230 forms distributed, 135 were collected which corresponds to a response 

rate of 59 %. Out of the respondents 36 % were nurses, 28 % were students, 26 % 

were doctors and an additional 10 % of the respondent had failed to answer the 

question regarding profession.  Out of the 135 collected forms 113 were correctly 

filled, which equals 84 %.  

The questions and dimensions 
The descriptive statistics for the questions and the proposed dimensions are displayed 

in Table 1 and 2 on the next page. As shown in table 1 the means of Q1 to Q21 ranges 

between 2.36 on Q3 to 3.99 on Q1, the mean standard deviation for the questions as 

calculated from the table is 1.549. In Table 2 we see that the means of the dimensions 

ranges between 3.09 on the dimension measuring Empowerment to 3.79 on the 

dimension measuring Strategic leadership. The mean standard deviation for the 

dimensions as calculated from the table is 1.211. From table 1 we read that question 1 

got the highest overall score and reads as follows: “In my organization people help 

each other learn.” We can also read that the question with the lowest score is 

question 3, which reads as follows: “In my organization people are rewarded for 

learning.” From the table 2 we read that the dimension that got the overall highest 

score is the dimension that measures Strategic leadership and the dimension that got 

the lowest overall score is the one measuring Empowerment.  
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Table 1: Descriptive statistics as per question 
Question N Mean Median Std. 

Deviation 
Range Normality 

p-value 
Q1 135 3.99 4 1.607 2-6 .000 

Q2 134 3.44 3 1.539 2-6 .000 

Q3 131 2.36 2 1.525 2-6 .000 

Q4 135 3.14 3 1.589 2-6 .000 

Q5 134 3.19 3 1.436 2-6 .000 

Q6 133 3.09 3 1.485 2-6 .000 

Q7 134 3.19 3 1.606 2-6 .000 

Q8 133 3.25 3 1.549 2-6 .000 

Q9 134 3.43 3 1.499 2-6 .000 

Q10 134 3.10 3 1.491 2-6 .000 

Q11 132 3.28 3 1.608 2-6 .000 

Q12 135 3.21 3 1.604 2-6 .000 

Q13 132 2.87 3 1.714 2-6 .000 

Q14 131 3.21 3 1.502 2-6 .000 

Q15 133 3.22 3 1.583 2-6 .000 

Q16 132 3.01 3 1.454 2-6 .000 

Q17 135 3.59 4 1.604 2-6 .000 

Q18 133 3.02 3 1.459 2-6 .000 

Q19 134 3.83 4 1.597 2-6 .000 

Q20 135 3.79 4 1.579 2-6 .000 

Q21 134 3.61 3 1.501 2-6 .000 
p-value >0.05 = normally distributed data p-value < 0.05 = non-normally distributed data 

 

 
Table 2: Descriptive statistics as per Dimension 
Dimension Mean Median Range Std. Deviation Normality 

p-value 
Continuous 
learning  

3.24 3 2-6 1.120 .002 

Inquiry and 
dialogue 

3.14 3 2-6 1.116 .010 

Team learning  3.29 3 2-6 1.207 .022 
Embedded 
systems  

3.17 3 2-6 1.203 .014 

Empowerment  3.09 3 2-6 1.327 .001 
Systems 

connection 
3.21 3 2-6 1.187 .002 

Strategic 
leadership 

3.75 4 2-6 1.318 .007 

p-value >0.05 = normally distributed data p-value < 0.05 = non-normally distributed data 



The professions  
We were also interested in the distribution of data a

descriptive statistics for the dimensions

table 3. For Doctors and medical students the mean

dimension measuring Systems connection to 3.30 on the dimension measuring 

Continuous learning with a mean standard deviation calculated from the table to 

0.778. For the Nurses the mean

Empowerment to 4.06 on the dimension measuring Strategic leadership 

standard deviation calculated to 

3.00 on the dimension measuring Systems connection 

measuring Strategic leadership 

 

 

 

Figure 1: Diagram showing the distribution of the m
 

 

 

We were also interested in the distribution of data across the professions

for the dimensions distributed on professions are displayed in 

. For Doctors and medical students the mean ranges from 2.99 on the 

dimension measuring Systems connection to 3.30 on the dimension measuring 

with a mean standard deviation calculated from the table to 

.778. For the Nurses the mean ranges from 2.66 on the dimension measuring 

06 on the dimension measuring Strategic leadership with a mean 

standard deviation calculated to 0.559. The Nursing students’ mean ranges from a 

easuring Systems connection to a 3.71 on the dimension 

asuring Strategic leadership and a mean standard deviation calculated to 1.488.

Figure 1: Diagram showing the distribution of the means for each profession as per dimension.

cross the professions, and the 

distributed on professions are displayed in 

ranges from 2.99 on the 

dimension measuring Systems connection to 3.30 on the dimension measuring 

with a mean standard deviation calculated from the table to 

ranges from 2.66 on the dimension measuring 

with a mean 

ean ranges from a 

to a 3.71 on the dimension 

and a mean standard deviation calculated to 1.488. 

 
as per dimension. 
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     Table 3: Descriptive statistics as per profession and dimension 

Profession Dimension 
Continuous 
learning 

Inquiry 
and 

dialogue 

Team 
learning 

Embedded 
systems 

Empowerment 
Systems 

connection 
Strategic 
leadership 

Doctors 
and 

medical 
students 

N 35 35 35 35 34 34 35 
Mean 3.30 3.23 3.25 3.02 3.01 2.99 3.25 

Std. 
Deviation 

.654 .707 .658 .824 .847 .855 .901 

Nurses 

N 46 47 48 46 44 49 48 
Mean 3.31 2.91 3.20 3.13 2.66 3.33 4.06 

Std. 
Deviation 

1.187 1.156 1.308 1.332 1.277 1.226 1.413 

Nursing 
students 

N 37 38 37 37 38 35 37 
Mean 3.05 3.22 3.27 3.19 3.45 3.00 3.71 

Std. 
Deviation 

1.437 1.400 1.537 1.439 1.679 1.374 1.550 

 

Kruskal-
Wallis .459 .146 .713 .938 .043* .426 .025* 

p-value 
     * p-value <0.05 = significant 
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Further analysis 
Due to the relatively small data sample a test for normality was performed, in this 

case we used the Shapiro-Wilks test. We set the alpha level to 0.05, which led to the 

rejection of the null hypothesis for all the questions as well as all the dimensions. 

Therefore we proceeded with non-parametric test for the further analysis of the data. 

We used the Kruskal-Wallis test to test for significant differences between the 

different groups of professionals. For simplicity we only tested this for the means 

regarding the dimensions and not for each and every question. The results of this test 

are displayed in table 3.  

  
The Kruskal-Wallis test indicated a significant difference between the means of the 

different professions regarding Empowerment and Strategic leadership. 

The professions 
A deeper analysis using the Mann-Whitney test showed a significant difference 

(p=0.044 and p=0.005) between nurses and doctors and medical students regarding 

the Dimensions measuring Inquiry and Dialogue and Strategic leadership. Between 

nurses and nursing students the significant difference (p=0.042) was found in the 

dimension measuring Empowerment. Between the nursing students and the doctors 

and medical students there was no significant difference at all. All the results from the 

Mann-Whitney tests regarding the professions are displayed in table 5. 

 

The results from the Mann-Whitney tests concur with the implications from the 

Kruskal-Wallis test as to in which dimensions we find significant differences between 

the different professions.  

The workplaces 
In the distributed form we asked the respondents about their primary workplace in 

order to extend our analysis to the workplaces’ perception of the organization and also 

to examine if there were any differences between their perceptions. And if so, 

determine if the difference was statistically significant. But it soon became apparent 

that the sample sizes for the different workplaces were far too small, ranging from a 

mean number of respondents of 10 to 24 and an overall mean of 15 respondents per 

workplace, thus rendering any conclusions made for the data highly uncertain. 

Because of this we chose to exclude those results from the study.  
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     Table 5: Result from Mann-Whitney tests as per profession and dimension 
 

     * p-value ≤0.050 = significant difference  

 
 

Profession Dimension 
Continuous 
learning 

Inquiry 
and 

dialogue 

Team 
learning 

Embedded 
systems 

Empowerment 
Systems 

connection 
Strategic 
leadership 

Doctors – 
Nurses  

.339 .044* .363 .803 .082 .217 .005* 

Doctors – 
Nursing 
students 

 
.338 .681 .374 .743 .084 .776 .151 

Nurses – 
Nursing 
students 

  .354 .183 .709 .865 .042* .366 .302 
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6. Discussion 
This study set out to explore the organizational culture, with emphasis on the learning 

culture, of the Paropakar Maternity and Women’s Hospital in Kathmandu, Nepal. A 

secondary aim was to examine the feasibility of the DLOQ developed by Marsick and 

Watkins in a hospital setting.(45, 56, 57) In this section we will discuss the theoretical 

and practical implications of the results, point out the limitations and propose further 

research directions and implications. 

 Theoretical and practical implications 
The results indicated that the employees’ perceive a low level of empowerment, as 

this is the dimension that got the lowest overall score (3.09). The definition of this 

dimension proposed by Marsick and Watkins is “People are involved in setting, 

owning, and implementing a joint vision; responsibility is distributed close to decision 

making so that people are motivated to learn toward what they are held accountable to 

do.”(46) And for an organization that strives toward becoming a learning organization 

this is a concern due to the importance placed on teamwork and empowerment in the 

management literature and in learning organization models.(58-61) In earlier studies 

using the DLOQ in different company settings, a low score on the empowerment 

dimension has been connected with organizations that display a centralized 

hierarchical structure where the lower level employees may have limited access to 

information and limited authority to make decisions, which leaves little or no 

incentive to take initiative for learning or incorporation of new ideas.(62-66) 

The predominant organizational structure for hospitals is by tradition mostly 

bureaucratic, governed by hierarchical structures, rigid rules, and standard procedures 

and processes, which leave a narrow aperture for employee participation in decision-

making. Especially the lower-level employees, in the case of hospitals, the nurses and 

students have little or no influence. Decision-making is centralized and the employees 

are expected to implement decisions that they have not been involved in making. 

Although this traditional structure is increasingly challenged and transformed into a 

more non-hierarchical, decentralized and team orientated organization, there are still 

many hospitals, especially in developing countries such as Nepal that continues with 

the traditional hospital management structure. Partly because of tradition and culture 

but also because a lack of funding and knowledge on how to transform itself.  
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It is evident from the literature on learning organizations, that in order to become one, 

an organization requires continuous learning and participation by members of all 

organizational levels. A lack of information, involvement or participation could 

hinder a progress towards a learning organization. There are several ways of 

addressing these issues and increase the empowerment of the employees. Improving 

the communications between people with different professions and different 

workplaces would increase knowledge and participation. The involvement of the 

lower level workers, in this case nurses and students, can be done by facilitating 

access to and sharing information. Providing resources and time for learning and 

exploring new ideas may contribute to further empowerment of the workers.  

The dimension that scored the overall highest score was the one concerning Strategic 

leadership (3.75) which is defined as follows: “Leaders model, champion, and support 

learning: leadership uses learning strategically for business results.” This may not 

correlate all to well to the finding that empowerment was the lowest scoring 

dimension as that is dependent on leaders who promotes communication of 

information and participation in learning across the whole organization – in short, a 

strategic leadership. So how did this dimension receive the highest scores? This can 

be attributed to the high regard employees bestow upon their leaders in a high power 

distance society such as the hospital. There may also be an unwillingness to critique 

managers and leaders due to the hierarchical structure.  

The professions 
When we take a closer look at how the different professions scored on the dimensions 

we see that the nurses, in this case they are considered to be low-level employees, 

scored Strategic leadership highest, with 4.07 and scored Empowerment lowest with 

2.66, whereas the doctors and medical students scored Continuous learning highest 

with 3.30 and Systems connection lowest with 2.99. Interestingly the nursing 

students, whom one could expect to score similar to the nurses because of their 

supposed low position in the hierarchy, actually scored Systems connection lowest 

(3.00) and had Empowerment as their second highest dimension (3.45) after Strategic 

leadership (3.71). A possible explanation to this result could be that the nursing 

students are only present at the hospital one month, and during that month they rotate 

between workplaces. This gives them a unique perspective of the organization 

especially regarding how well it connects with its outer and inner environment and 
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therefore their perception of the dimension measuring Systems connection and 

Empowerment differ from the other professions’. These findings concur with the 

reasoning done earlier about how a hierarchical structure can influence the 

employee’s perception of a learning organization.  

 A closer examination of the significance between the different professions’ scores on 

the dimensions showed a significant difference regarding Empowerment (p=0.043) 

and Strategic leadership (p=0.025). A deeper analysis to determine where the 

differences lay displayed that the doctors and medical students scored lower than the 

nurses on Strategic leadership (p=0.005) and even though they scored higher than the 

nurses on Empowerment, the difference was not significant (p=0.082) The nursing 

students scored higher than the nurses on Empowerment (p=0.042) but lower on 

Strategic leadership although it was not a significant difference (p=0.302). When 

comparing the nursing students with the doctors and medical students the nursing 

students scored higher than the doctors and medical student on Empowerment and 

Strategic leadership even though neither of the differences was significant (p=0.743 

and p=0.151) These findings supports the observation that a hierarchical structure is 

present at this hospital and that this influences the perceptions employees at different 

levels has of the organization. The differences between the groups can be attributed 

to, and reflects their different positions in the hierarchy, which provides different 

perspectives on the organization. 

Learning at the group and organizational levels depends mostly on a positive 

propensity to teamwork and good communication between the members of the 

organization. What becomes obvious when reviewing the literature on learning 

organizations and the DLOQ is that its various dimensions need to be considered 

simultaneously and in an integratedYmanner. Systems theory conceives of learning 

organizations as comprisingYinter-dependent building blocks at the individual, group, 

organizational- and global level. The idea is that the dimensions and propensities 

detected at various levels necessarily combine, interact and co-evolve to shape the 

disciplines of an advanced learning organization.(67) The main implication here is 

that the visible progress detected in one or more dimensions needs to be 

complemented with equal progress in other dimensions to foster a complete effective 

learning cycle and obtain the overall capabilities of an advanced learning system.(64)  
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Limitations 
The results of this exploratory study provide some evidence of how perceptions vary 

across organizational levels at the Paropakar Maternity and Women’s hospital 

concerning the learning organization. However, the results should be viewed taking 

into consideration the study’s limitations. These include the limited sample size of 

135 collected forms with a response rate of 59%; additionally only 113 (84%) out of 

the 135 collected forms were correctly filled which further decreases the sample size. 

With this also comes the uncertainty concerning the missing forms. There is also the 

issue of the people who potentially could have answered the form but didn’t, which of 

course also ads a level of uncertainty regarding the results.  

 

Although there was a fairly high response rate the limited sample size is reflected in 

the fact that the data was not normally distributed. With a smaller sample size, 

outlaying scores has a greater impact on the overall mean and may cause skewedness 

of the data. All researchers that utilizes some sort of questionnaire battles the 

difficulties in getting all the participants to, first and foremost actually fill out the 

form, and secondly, filling it correctly, making it an unavoidable limitation to this 

types of studies.  

 

For this study the DLOQ form underwent translation from English to Nepali. Due to 

the time limitations it was not possible to perform an extensive translation process, 

using professional translators and thoroughly assess the forward and backward 

translations for conceptual equivalence, clarity, language and cultural adequacy. This 

poses an additional limitation to this study, as there is a possibility that the translation 

in some parts fails to capture the conceptual meaning of the items possibly due to 

language or cultural misinterpretation.  

 

In an earlier study Sinha identified submissiveness and fear of independent decision-

making as some of the generic attributes of Indians. This observation was further 

developed by Awasthy and Gupta where they propose that other countries with 

culture similar to that of India, for example other countries in South Asia and perhaps 

some countries in rest of Asia may exhibit similar phenomena in relation to the 

learning organization.(65, 68) More research, of course, would be needed to test this 

conjecture. In another study using the DLOQ in the Taiwanese context the authors 
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found that Taiwanese and Chinese employees may have interpretations on the 

dimensions that differ from those held by their American counterparts.(63) This of 

course raises the question of cultural context and understanding of the DLOQ as a 

possible limitation for this study, especially when considering the above-mentioned 

limitations with the translation. There may be specific socio-cultural attributes in the 

Nepali context that affects how the respondents interpret the items in the 

questionnaire. The prominent hierarchical structure may produce a culture of 

“willingness-to-please” in the organization that leads the respondents to not score 

accordingly to their actual perception, but to what they believe the researcher and/or 

administration wants them to answer. This could be exaggerated if the respondents 

have confidentiality concerns and fear retribution if they don’t score accordingly. This 

would challenge the credibility of the results as well as the test itself and might rend 

the suggested findings invalid.  

Elaborating on the possible socio- cultural limitations for this questionnaire there is 

also a limitation in the fact that this instrument is developed in a Western, high-

income context there might be dimensions present that this tool does not measure. For 

example the influence of limited economical resources and corruption, which in many 

countries are important factors affecting organizations. 

Further limitations include biases where personal attitude, job satisfaction, tenure with 

the organization and effect of common method variance.  

Conclusion 
The findings from this study provide useful information for the hospital 

administration as in what areas there is need of improvement. It suggests that this 

hospitals’ organization carries attributes of a centralized, hierarchical structure that 

might hinder a progress towards a learning organization. A way of addressing this 

could be to improve the communication in the organization, which would increase 

knowledge and participation. The involvement of the lower level works and providing 

resources and time for learning would contribute to further empowerment of the 

workers and a progression towards a learning organization.   

This study demonstrates that despite the designing and developing of the DLOQ in 

the USA and its main utilization in company settings, it can be used and applied in 

hospital settings. The results also contributes with useful information for the HBB 
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intervention as it gives the researchers a clearer picture of the conditions of the setting 

in which they are implementing the intervention. These conditions might ultimately 

influence the reception, implementation and outcome of this intervention. Because 

this study took place during the baseline and training part of the HBB intervention 

this study provides a snapshot of the hospitals organization before the intervention 

and therefore serves as a base for investigation of how this intervention affected the 

hospitals organization. This instrument can be used in conjunction with other 

validated measurement tools to expand and further research in the realm of cultural 

factors, which may impact organizational development. Future studies may 

investigate the relationships between organizational learning and other cultural factors 

such as the effects of trust, ethics and justice on the boost of organizational learning. 
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Appendix I: The modified DLOQ form 
 
Learning Organization Questionnaire.  
 Please Circle    X   the answer that is appropriate for your institution.                                                                                         
1: Almost Never!!            6: Always 

S.

No 
Questions Answer  Code 

1 In my organization, people help each other to learn. 1 2 3 4 5 6 

2 In my organization, people give or allot time to help others learn.   1 2 3 4 5 6 

3 In my organization, people who want to learn are rewarded.  1 2 3 4 5 6 

4 In my organization, people provide feedback openly and honestly.  1 2 3 4 5 6 

5 
In my organization, an individual asks for others opinion after keeping his or 
her opinion.  

1 2 3 4 5 6 

6 
In my organization, people devote time for building faithful/trustworthy 
relation among each-other.  

1 2 3 4 5 6 

7 In my organization, group/team is free to redefine their objective.  1 2 3 4 5 6 

8 
In my organization, group/ team transforms/changes its opinion/idea as per 
the discussion and new information they had had.  

1 2 3 4 5 6 

9 
In my organization, group/team is assured that it follows the suggestion 
given by the team/group.  

1 2 3 4 5 6 

10 
My organization has developed a system to identify the gap between 
current work performance and the desired work performance.  

1 2 3 4 5 6 

11 My organization, shares lessons learned to all staff members.  1 2 3 4 5 6 

12 
My organization measures the output of the training with the time and 
resource investment on it.  

1 2 3 4 5 6 

13 My organization respects self motivated persons/individuals. 1 2 3 4 5 6 

14 
My organization provides access and control over resources required to 
accomplish the given task to an individual. 

1 2 3 4 5 6 

15 
My organization supports individuals who work as per the assessment of 
the risk. 

1 2 3 4 5 6 

16 
My organization motivates a person to think with international 
perspective/context.  

1 2 3 4 5 6 

17 
My organization works together with external communities to fulfill mutual 
requirement/need.  

1 2 3 4 5 6 

18 
My organization encourages individuals to find a solution for the problem 
within the organization .  

1 2 3 4 5 6 

19 In my organization, team leader supervises and coaches its group or team. 1 2 3 4 5 6 

20 
In my organization team leaders seek opportunities to learn new things 
regularly.  

1 2 3 4 5 6 

21 In my organization, a leader ensures that it performs as per its values.  1 2 3 4 5 6 

22 
Where do you work primarily?  

 

1. Emergency 

admission 

2. Labor room 

3. MNSC  

4. ANC wards 

5. Operation theater 

6. NICU/PBU 

23 What is your main responsibility there?  

1. Pediatrician/Obstet

rician/gynecologist 

2. Medical officer 

3. Medical intern 

4. Nurse with SBA 

5. Nurse without SBA 

6. Student 

 

 


