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ABSTRACT

Corruption and its tolerance may worsen the negative consequences of the mass exodus of healthcare workers on the
remaining employees and the recipients of their services, especially in the face of inadequate organizational support.
This study, therefore, investigated how perceived occupational risk (perceived work safety risk and work-related abuse
and threats) predict corruption tolerance; and whether perceived organizational support mediated the relationships.
This cross-sectional survey was conducted among 388 healthcare workers (168 males; 220 females) of three large
public healthcare facilities in southwestern Nigeria. The participants responded to measures of perceived work safety,
work-related abuse and threats, perceived organizational support, and corruption tolerance. Results of the 3-step
hierarchical multiple regression showed that corruption tolerance significantly increased as healthcare workers felt
unsafe and were abused and threatened at work. However, healthcare workers became significantly intolerant of
corruption as the level at which they felt that the organization supported and was concerned about their well-being
increased. As indicated in the results of Baron and Kenny’s mediation test, perceived organizational support
significantly mediated the relationships of perceived work safety risk and work-related abuse and threats with corruption
tolerance in such a way that when healthcare workers felt supported and appreciated at work, they tended to be less
tolerant of corruption despite the perceived unsafe, abusive and threatening work environment. Consequently,
managers of healthcare facilities should, engage in deliberate and overt efforts that reduce perceived occupational risk
and discourage behaviors that threaten the physical and psychological well-being of healthcare workers in order to
reduce corruption tolerance among healthcare workers.
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INTRODUCTION

Corruption tolerance, which has been defined as employees’ acts that overlook or indirectly
support the selfish use of public office or position for private benefits (Ogungbamila & Ajagunna,
2023; Ogungbamila & Ajayi, in review), could have adverse effects on the health sector and
worsen the negative consequences of the mass exodus of healthcare workers on the remaining
employees in the health sector and the recipients of their services. This situation calls for serious
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concern in developing countries, such as Nigeria, which has been adjudged as one of the top
countries affected by the mass emigration of healthcare workers in Africa (Adebayo & Akinyemi,
2021; Okafor & Chimereze, 2020; Uneke et al.,, 2008). Studies have shown that the public
healthcare facilities in Nigeria, for example, is beleaguered with severe dearth of healthcare
workers (Akinyemi et al., 2022; Adebayo & Akinyemi, 2021); where less than 169 healthcare
workers attend to more than 100,000 patients (Chankova et al., 2007). This has pushed Nigeria
below 2.1, which is a lot lower than the minimum of 4.5 healthcare workers to 1,000 patients; as
recommended by World Health Organization-WHO (Adhikari et al., 2021). WHO (2020) projected
that the situation may get worse by 2030. The inadequate number of healthcare workers may
increase their workload, compromise their health, and may also make healthcare workers
overlook or condone corruption, especially if they feel that the organization does not reciprocate
their extra efforts with commensurate levels of recognition and support.

For example, studies have shown that the rising level of emigration of healthcare workers
in Nigeria, which has resulted in an increase in the negative imbalance in the healthcare worker
to patient ratio, especially in public healthcare facilities, could be associated with organizational
factors such as hash work environment, low remuneration, and inadequate facilities (Onah et al.,
2022; Yakubu et al., 2023), which may result in occupational burnout (Buowari, 2020;
Ogungbamila, 2013), high perceived occupational risk, low work safety (Allen et al., 2019;
Innocent et al., 2022; Lawal et al.,, 2022), and low level of perceived organizational support
(Adekanmbi et al., 2022; Ogbonnaya et al., 2018) among the remaining healthcare workers. This
may be because the dearth of healthcare workers might create additional workload, health, and
occupational challenges for the remaining healthcare workers, which could adversely affect their
social and professional behaviors towards others (patients, relatives of patients and other
healthcare workers).

When healthcare workers face huge workload, work pressure, and the associated adverse
effects, they may have less cognitive and emotional resources to take the needed precautions
against occupational and safety risks. The situation may be further compounded by perceived low
support from the organization and its agents, which could lead healthcare workers to engage in,
condone, or support behaviors, such as corruption and its tolerance that may be aimed at
underscoring the perceived inadequacy in the level of organizational support (Adekanmbi et al.,
2022; Ogungbamila, 2023).

Apart from responding to perceived occupational risk with a range of work-related behaviors
(Tawiah et al., 2022) that may help them avert, avoid, or cope with the risk; healthcare workers
may also react to such risks with corruption (e.g., spending time away from work in pursuit of
personal interest or to make extra money at the expense of the organization) or corruption
tolerance (Angell et al., 2023; Glynn, 2022; Hutchinson et al., 2019). Corruption or its tolerance in
the health sector may further put the well-being of the organization and others (healthcare workers
and patients) at risk (Hutchinson et al., 2019; Vian, 2020).

It is, therefore, important that the perceived occupational risk of healthcare workers is
adequately managed in order to prevent the negative reactions that may hurt the organization
and the recipients of their services. Consequently, investigating the connections of perceived work
safety risk, work-related abuse and threats, and organizational support with corruption tolerance
may provide further evidence in support of the need to reduce occupational risk and provide the
required support for healthcare workers, especially in countries with acute shortage of healthcare
workers in order to reduce the level at which healthcare workers tolerate corruption. This may
indirectly enhance the quality of their healthcare services.
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Perceived occupational risk and corruption tolerance

Perceived occupational risk refers to employees’ feelings that the physical, biological, and
psychological environments of their job are capable of exposing them to harm that may result in
negative effects on their physical and or psychological health (Shan et al., 2022). Perceived
occupational risk may be more pronounced among healthcare workers because they work in one
of the most harmful work environments (Jacobson, 2004) that may make them vulnerable to
psychosocial, physiological, biochemical, and physical risks at work (Popp & Friedman, 2016),
which may compromise their professional efficiency, personal well-being, and the well-being of
their patients as well as the productivity and smooth operations of the healthcare organization
(Ghosh, 2013). In most developing countries, such as Nigeria, the situation may be worse as
fewer healthcare workers attend to extremely high number of patients (Akinyemi et al., 2022;
Adebayo & Akinyemi, 2021) amidst inadequate facilities and poor safety and risk reduction
strategies (Allen et al., 2019; Rai et al., 2021; Yakubu et al., 2023).

In this study, occupational risk was measured from two angles. On the one angle is the
aspect of perceived work safety risk, which covers the five important aspects of work safety (job
safety, safety of coworkers, safety of supervisor, safety practices of the management, and safety
programme policies) as identified by Hayes et al. (1998). The other angle covered the aspect of
work-related abuse and threats. In the current study, work-related abuse and threats refer to
uncomplimentary remarks, psychological and physical harms and threats as well as impurities
that healthcare workers suffer at work because of the perceived actions or inactions of other
healthcare workers, patients and relative of patients. Work-related abuse and threats may be
associated with the severe pressure occasioned by the acute dearth of healthcare workers
(Adebayo & Akinyemi, 2021; Akinyemi et al., 2022), which may adversely affect healthcare
workers’ social and professional behaviors towards others (patients, relatives of patients and
other healthcare workers). As a result of this, patients, relatives of patients, and other healthcare
workers may in turn become highly impatient, aggressive, and engage in activities that may further
compromise the health and safety conditions in the healthcare facility. Therefore, healthcare
workers may also be exposed to additional occupational risk in the form of work-related abuse
and threats which are not adequately captured in Hayes et al.’s (1998) conceptualization and
measurement of perceived work safety.

Perceived occupational risk may affect the feelings of healthcare workers towards their job,
which may affect the quality of their services to patients. For example, Gyekye (2005) and Shan
et al. (2022) reported that perceived occupational or safety risks had a significant inverse
relationship with job satisfaction. This implies that when healthcare workers feel unsafe, their level
of positive feelings towards their job reduce. Therefore, high occupational risk may lead to low job
satisfaction, which may prompt employees, including healthcare workers, to reduce their work
output and exhibit low moral behavior (Katsuro et al., 2010) as well as high turnover intention
(Akinyemi et al., 2022). Healthcare workers, who decided to remain in and are still employed by
a healthcare facility; where the organization or its agents are perceived to be responsible for the
high occupational risk and low job satisfaction, may feel justified to support or tolerate corruption
in form of absenteeism, theft and diversion of hospital resources and safety equipment, improper
billing and fraudulent claims (Glynn, 2022) as well as illegal moonlighting and other rent-seeking
activities (Hutchinson et al., 2019), which in turn may further increase occupational risk for other
healthcare workers and reduce access and quality of care to patients (Vian, 2020). Based on the
position of literature, the following hypotheses were formulated.
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1. Perceived work safety risk will positively and significantly predict corruption tolerance.
2. Work-related abuse and threats will significantly and positively predict corruption
tolerance.

Perceived organizational support, occupational risk and corruption tolerance

Perceived organizational support, which refers to the level of employees’ feeling that the
organization and its agents value their contributions and are concerned about and engage in
purposeful actions that promote their well-being (Eisenberger et al., 1997; Eisenberger et al.,
1986), has been associated with positive work behavior, organizational performance and patient
satisfaction in the healthcare sector (Ogbonnaya et al., 2018). Liu et al. (2015) reported that
perceived organizational support was positively and strongly linked with high job satisfaction, low
turnover intention, and high career success of male nurse in Tianjin, China.

Employees, including healthcare workers, may also feel that the organization attaches great
value to their inputs and cares about their well-being if it encourages and provides the opportunity
for speaking against occupational risk. Tucker et al. (2008) tested the level at which employees’
perception that the supports of the organization and co-workers for safety predict the extent to
which 213 urban drivers in the United Kingdom speak against occupational risk. Results showed
that perceived organizational and coworker support for safety independently and collectively
increased the level at which employees raised their voices against occupational risk. This implies
that healthcare workers may feel safe at work when they perceive that the organization and others
at work are concerned about safety and provide the necessary opportunity to change unsafe work
conditions through their voices and actions.

In such condition, healthcare workers may be more willing to engage in behaviors that enhance
the safety of the organization and others at work, even when such beneficial behaviors are not
captured by the organization’s formal reward system. For example, Reader et al. (2017) found, in
a study involving 820 employees in 22 offshore oil and gas installations in the North Sea, United
Kingdom, that the greater the health-support activities, the greater the perceive organizational
support, and the higher the employees’ commitment to the organization and engagement in
safety-related citizenship behavior.

The principle of reciprocity (Deckop et al., 2003; DeLamater & Ward, 2013; Thibaut & Kelley,
2017) of the social exchange theory (Blau, 2017; Cropanzano & Mitchell, 2005; Homans, 1961)
submits that employees, including healthcare workers, engage in behaviors that promote mutually
rewarding relationship with the organization or its agents with the expectations that their
contributions to the interdependence relationship would be adequately valued, fairly rewarded,
and appropriately reciprocated by the organization.

However, when healthcare workers perceive a breakdown in social exchange, depicted by low
perceived organizational support, they may not only reduce their willingness to engage in
behaviors that promote occupational safety but also engage in and tolerate behaviors that
undermine work safety, honesty, integrity, and moral standards of the organization and the care
of patients. This is because a low perception of organizational support amid high perceived
occupational risk may justify engagement in and or tolerating corruption (Glynn, 2022; Hutchinson
et al., 2019). Going by the principle of reciprocity, the following hypotheses were formulated.

3. Perceived organizational support will significantly and negatively predict corruption
tolerance.

4. Perceived organizational support will significantly mediate the connection between
perceived work safety risk and corruption tolerance.
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5. Perceived organizational support will significantly mediate the link between work-related
abuse and threats and corruption tolerance.

METHODS

Design and participants

A cross-sectional survey design was adopted to study 388 healthcare workers (168 or
43.3%; males; 220 or 56.7% females) that were selected from three large public healthcare
facilities in southwestern Nigeria. Majority of them (264 or 68%) were at the senior staff and 124
(32%) were at the junior staff. The participants had diverse qualifications; as 137 (35.3%) had
National Diploma or its equivalent; 126 (32.5%) had first degree or its equivalent; and 125 (32.2%)
had postgraduate degree or its equivalent. Most of the participants (281 or 72.4%) were nurses;
55 (14.2%) of them were medical doctors and pharmacists; and 52 (13.4%) were medical
laboratory scientists and health technicians. Majority of the participants (263 or 67.8%) were
married; 78 (20.1%) of them were single; and 47 (12.1%) were no longer with their spouses due
to separation, divorce or death. The participants had been on the job between 3 and 32 years (M
=11.48; SD =6.12).

Measures

Hayes et al.’s (1998) Work Safety Scale (WSS) was adopted to assess perceived work
safety risk. WSS was designed to assess the feelings, thoughts, and actions about hazards and
accident-related issues and activities of employees, including healthcare workers, in the
workplace. It was a 50-item scale with 5 sub-scales of 10 items each that covered five aspects of
work safety (job safety, safety of coworker, safety of supervisor, safety practices of the
management, and safety programme policies). The participants rated the extent to which the
statement, phrase and word in each item of the instrument described their job, safety of coworker,
safety of supervisor, safety practices of the management, and safety programme policies on a 5-
point Likert scale (5 = strongly agree; 4 = agree; 3 = neither agree nor disagree; 2 = disagree; 1
= strongly disagree). Examples of items are: “Risky” (job), “Follow safety rules” (coworker),
“‘Encourages safety behaviors” (supervisor safety), “Provides safe working conditions”
(management safety practices), and “Effective in reducing injuries” (safety programmes). Hayes
et al. (1998) developed and validated the WSS across 3 studies. They reported that the sub-
scales of WSS had internal consistency values that ranged from .89 (coworker safety) to .96
(supervisor safety).

Since the present study focused employees’ overall concern about occupational risk and its
management in the workplace, the total scores on WSS were used. A Cronbach’s alpha of .97
was recorded for WSS in the present study. WSS was scored in such way that score that were
up to or higher than the mean indicated high level of perceived work safety risk while healthcare
workers whose scores were below the mean felt that their job was not risky.

Work-related abuse and threats were assessed with the Healthcare-giver Abuse and Threat
Scale (HATS), which was developed to bridge the perceived gap in the items of the WSS on the
other forms of safety risks such as verbal abuse, physical attacks, and contaminations as a result
of negligence that healthcare workers may suffer on the job. These are other important aspects
of the safety concerns of healthcare workers, especially in Nigeria; where there is acute shortage
of healthcare workers and safety facilities.
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This 12-item measure was developed based on the experiences of six serving and 4 retired
healthcare workers about aggression and contamination in hospital settings. The items reflected
their experiences on verbal aggression (abusive words and threats), physical aggression
(physical attacks), and contaminations (based on negligence) from patients, relatives of patients,
and others healthcare workers.

The HATS was piloted with WSS on a sample of 93 healthcare workers in public health
facilities (20 laboratory technician; 36 nurses; 15 doctors; 7 pharmacists; 6 record officers; 9 ward
maids) with job tenure of at least 5 years. On HATS, the participants indicated how often they had
been exposed to abuse, threats, physical assaults and contamination in the last six months in the
course of performing their duties. The item on HATS were rated on a 5-point Likert scale (5 =
several times per day; 4 = once or twice per day; 3 = once or twice per week; 2 = once or twice
per month; 1 = less than once per month or never). Sample items included: “How often have you
been exposed to abusive words from patients?”, “How often have you been threatened by
relatives of patients?”, and “How often have you been exposed to contaminations because other
healthcare workers failed to comply with safety rules?” The results showed that HATS had a
Cronbach’s alpha of .78. It was positively related with WSS [r (91) = .67, p < .01], which had .92
Cronbach’s alpha.

The data from the main study showed that HATS had a Cronbach’s alpha of .96. Scores on
the HATS were interpreted in such a way that as healthcare workers’ score increased, the level
at which they were exposed to verbal, physical attacks and contamination in the workplace also
increased.

Perceived organizational support was evaluated with the 8-item version of the Survey of
Perceived Organizational Support (SPOS) scale (Eisenberger et al., 1986). SPOS was designed
to assess employees’ feelings of how well their organization cared about them, their contributions,
and supported their well-being. The participants rated their responses on a 7-point Likert scale (1
= strongly disagree; 2 = slightly disagree; 3 = moderately disagree; 4 = neither agree nor disagree;
5 = slightly agree; 6 = moderately agree; 7 = strongly agree. Examples of items are: “The
organization values my contribution to its well-being”, “The organization ignores my complaints”
(reverse scored), and “The organization cares about my general satisfaction at work”. According
to Eisenberger et al. (1997) the 8-item version of SPOS had a Cronbach’s alpha of .90. Among
Ghanaian industrial workers, Gyekye and Salminen (2007) found a Cronbach’s alpha of .97 for
the 8-item version of the scale. In the current study, the 8-item version of SPOS had a Cronbach’s
alpha of .97. Scores that were up to or higher than the mean indicated that the healthcare workers
felt supported and valued by the organization and score that were lower than the mean reflected
perceived low organizational support.

Corruption tolerance was assessed using Corruption Tolerance Inventory (CTI). It was a
21-item developed by Ogungbamila and Ajayi (in review) to determine the level at which
employees overlook or indirectly support corruption in the workplace. It was scored on a 6-point
Likert scale (0 = not at all; 1 = a little; 2 = moderately; 3 = quite often; 4 = most of the time; 5 =
always). Examples of items include: “| feel that my behaviors indirectly encourage corruption” and
“| feel upset when others try to cover up corruption” (reverse scored). Ogungbamila and Ajayi (in
review), in a study of public sector employees in Nigeria, found a Cronbach’s alpha of .87 for CTI.
A Cronbach’s alpha of .97 was obtained for CTI with the present sample. The participants’
responses to CTI were interpreted in such that scores that were up to or higher than the mean
showed that the healthcare workers overlooked corruption while scores that were below the mean
showed that the healthcare workers did not support corruption in the workplace.
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Procedure

The permission and cooperation of the heads of the public hospitals selected for the study
were obtained. The potential participants were intimated with the aim of the study. They were told
that though the study posed no psychological and other threat to their job and well-being, they
were free to opt out of the study at any point. In addition to the fact that the name of organization,
department, and location were omitted from the questionnaire, the participants were also assured
of the confidentiality and anonymity of their responses. In all, 400 copies of the questionnaire
were distributed across units in the healthcare facilities to those who opted to participate in the
study. They completed the questionnaire in between duties during work hours. Data collection
took two weeks. Out of the 400 copies of the questionnaire, 392 were retrieved but 4 individuals
did not complete important aspects of the questionnaire. Therefore, final analysis was based on
388 copies of the questionnaire.

Analysis

Inter-variable correlations were conducted on the data. In order to test hypotheses 1to 3, a
3-step hierarchical multiple regression was performed on the data. Baron and Kenny’'s (1986)
tests of mediation, which involved a combination of four simple regression analyses, were
conducted on hypotheses 4 and 5.

RESULTS

Test of relationships
The type of relationships among the variables as well as their mean and standard deviation
scores were determined. Table 1 shows the results.

Table 1:
Mean, SD, and Inter-variable correlations
Variables 1 2 3 4 5 6 7 8 9 10 11
1. Age 1
2. Gender -.12* 1
3. Marital status .28** 09 1
4. Type_ of healthcare 04 004 19+ 1
professional
5. Academic qualification .00 -11* .04 -.29%** 1
6. Job status AL+ 09 32% 04 .07 1
7. Job tenure 78**  -.09 24%*  -06 .03 37Hxx 1
8. Perceived work safety risk -.03 -.08 -14**  -.09 .06 -.11* .04 1
O Work-related abuse and 59 _og  _15% .10t 06 -09  -02 86 1
threats
10. Perceived organizational 02 09 4 1 -10* 04 05 _TaR B 1
support
11. Corruption tolerance .04 -.05 -.13* -.12* .10* -.07 .09 59** kil -80*** 1
M 4169 - - - - - 11.48 117.83 32.14 28.28 57.71
SD 8.30 - - - - - 6.12 11.95 15.07 16.14 16.72
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Note: * p < .05. ** p <.01. ** p < .001. N = 388. Gender and job status were coded as dummy variables. Gender was
coded male 0; female 1. Job level was coded junior O; senior level 1. Marital status was coded single 0; married 1; no
longer with spouse (due separation, divorce or death) 2. Type of healthcare professional was coded as Laboratory
scientists and Health technicians 1; Nurses 2; Medical doctors and Pharmacists 3. Academic qualification was coded
as National Diploma or its equivalent 1; first degree or its equivalent 2; postgraduate degree or its equivalent 3.

Results in Table 1 show that corruption tolerance significantly increased as healthcare
workers felt that their safety at work was compromised [r 386) = .59, p < .001] and as they were
exposed to abuse and threats [r (386) = .44, p <.001]. However, corruption tolerance significantly
reduced as healthcare workers felt that the organization appreciated their contributions and made
efforts to improve their well-being [r (386) = -.80, p < .001]. Healthcare workers, who felt unsafe
at work, also tended to report high level of abuse and threats at work [r (386) = .86, p < .001].

Three of the socio-demographic variables were related with corruption tolerance. Corruption
tolerance was significantly related with employees’ marital status; with those who were single
being less tolerant of corruption than those who were married or were no longer with their spouses
due to separation, divorce or death [r (386) -.13, p < .05]. Medical laboratory scientists and health
technicians were significantly the most tolerant of corruption compared with nurses and medical
doctors and pharmacists [r (386) -.12, p < .05]. Corruption tolerance significantly increased as
healthcare workers acquired more academic qualifications [r (386) .10, p < .05].

Test of hypotheses 1to 3

Hypotheses 1 to 3 were evaluated with a 3-step hierarchical multiple regression analysis.
The socio-demographic variables were regressed on the corruption tolerance in step 1 of the
analysis. This was because some of the socio-demographic variables had significant relationships
with corruption tolerance. The effects of perceived work safety risk and work-related abuse and
threats (the predictor variables) were added to the model in step 2 of the analysis. Effects of
perceived organizational support (the mediator variable) was added to the model in step 3 of the
analysis. Table 2 shows the results.

Table 2:
Summary of the 3-Step Hierarchical Multiple Regression on the Influence of Perceived Work Safety Risk, Work-
related Abuse and Threats, and Perceived Organizational Support on Corruption Tolerance

Models B t R R? AR? F
Model 1 — Socio-demographic variables - - .23 .05 .05 2.91*
Age -.003 -.04

Gender -.01 -.15

Marital status -.13* -2.36*

Type of healthcare professional -.05 -.98

Academic qualification .09 1.65

Job status -.09 -1.69

Job tenure .15%* 2.83**

Model 2 -Predictors - - .61 .38 .33 25.38***
Age .03 .45

Gender .02 .40

Marital status -.07 -1.63

Type of healthcare professional -.03 -.46

Academic qualification .06 1.60

Job status -.02 -.38

Job tenure .06 1.61

Perceived work safety risk 78*r* 9.76***

Work-related abuse and threats .24 3.07**
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Model 3 — Mediator - - .81 .66 .28 T1.71%*=
Age .07 1.67
Gender .05 1.61
Marital status -.03 -.48
Type of Healthcare professional -.01 -.36
Academic qualification .03 A7

Job status -.08 -1.63
Job tenure .04 1.74
Perceived work safety risk -.06 -1.64
Work-related abuse and threats .03 .49
Perceived organizational support -.82%** -17.46%**

Note: * p < .05. ** p <.01. ** p < .001. N = 388. Gender and job status were coded as dummy variables. Gender was
coded male 0O; female 1. Job level was coded junior O; senior level 1. Marital status was coded single 0; married 1; no
longer with spouse (due separation, divorce or death) 2. Type of healthcare professional was coded as Laboratory
scientists and Health technicians 1; Nurses 2; Medical doctors and Pharmacists 3. Academic qualification was coded
as National Diploma or its equivalent 1; first degree or its equivalent 2; postgraduate degree or its equivalent 3.

Table 2 indicates that all the socio-demographic variables contributed 5 percent to the level
of corruption tolerance among the healthcare workers who participated in this study (R = .23, R?
= .05, AR? = .05, F = 2.91, p < .01). The bulk of these changes came from the effects of marital
status and job tenure. Healthcare workers became less tolerant of corruption before they got
married than when they got married or were no longer with their spouses due to separation,
divorce or death (8=-.13,t=-2.36, p < .05). The more healthcare workers stayed on the job, the
more tolerant of corruption they became (8 = .15, t = -2.83, p < .01). Other socio-demographic
variables did not exert significant influence on corruption tolerance. This implies that healthcare
workers condoned corruption irrespective of their age, gender, healthcare profession, academic
gualification, and job status.

The addition of the predictor variables (perceived work safety and work-related abuse and
threats) led to a 38 percent increase in the level of corruption tolerance (R = .61, R? = .38, AR? =
.33, F =25.38, p<.001). At the individual level, perceived work safety risk was significantly related
with increasing level of corruption tolerance (8 = .79, t = 9.76, p < .001). This implies that when
healthcare workers felt that their safety had been compromised at work they tended to condone
or indirectly support corruption. Similarly, healthcare workers also tended to overlook or condone
corruption when they experienced abuse and threat at work (8 = .24, t = 3.07, p < .001). These
results supported hypotheses 1 and 2.

The results in Table 2 also provided evidence in support of hypothesis 3. Corruption
tolerance significantly reduced when healthcare workers felt that the organization appreciated
their contributions and made efforts to enhance their welfare (8 = -.82, t = -17.46, p < .001). The
inclusion of perceived organizational support contributed 66 percent to the reduction in the level
of corruption tolerance (R = .81, R? = .66, AR* = .28, F = 71.71 p < .001).

Test of hypotheses 4 and 5

In order to evaluate hypotheses 4 and 5, two sets (one for each independent variable) of
Baron and Kenny’s (1986) mediated test were conducted. In the first set, and in line with the
recommendations of Baron and Kenny (1986), four simple regression analyses were conducted.
In the analyses; (a) perceived organizational support (the mediator variable) was regressed on
perceived work safety risk (the predictor variable), (b) corruption tolerance (the outcome variable)
was regressed on perceived organizational support, (c) corruption tolerance was regressed on
perceived work safety risk when the effects of perceived organizational support were removed,
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and (d) the extent to which perceived work safety risk predicted corruption tolerance when the
effects of perceived organizational support were included in model.

The second set of Baron and Kenny’s (1986) mediation test also covered four simple
regression analyses. The analyses assessed (a) the level at which work-related abuse and threats
(the predictor variable) predicted perceived organizational support (the mediator variable), (b) the
level at which perceived organizational support predicted corruption tolerance (the outcome
variable), (c) the level at which work-related abuse and threats predicted corruption tolerance
when the effects of perceived organizational support were removed from the model, and (d) the
level at which work-related abuse and threats predicted corruption tolerance when perceived
organizational support was included in the model. Table 3 shows the results.

Table 3:
Summary of Baron and Kenny’s Mediation Test on Corruption Tolerance
Predictors Direct and Indirect Paths B t SE R? AR?
Perceived work safety risk PWSR to POS - T 4xxx -21.71 % .02
POS to Corruption tolerance -.80*** -26.43*** .05
PWSR to Corruption Tolerance (without POS) 59xx* 14.27*** .03 .35
PWSR to Corruption Tolerance (with POS) -.02 -.37 .04 .64 .29
Work-related abuse and WAT to POS 55*** 13.00*** .05
threats
POS to Corruption tolerance -.80*** -26.43%** .05
WAT to Corruption Tolerance (without POS) AQxxk 9.54%** .08 .19
WAT to Corruption Tolerance (with POS) -.01 -.23 .07 .64 .45

Note: ** p < .001. N = 388. PWSR = Perceived work safety risk. POS = Perceived organizational support. WAT =
Work-related abuse and threats

As presented in Table 3, the more healthcare workers felt unsafe in the workplace the less
they felt that the organization was concerned about and valued their well-being (8 = -.74, t = -
21.71, p < .001). Table 3 shows that as healthcare workers felt supported by the organization;
they also tended to be intolerant of corruption (8 = -.80, t = -26.43, p < .001). Corruption tolerance
increased as healthcare workers felt unsafe in the workplace (8 = .59, t = 14.27, p < .001).
However, when perceived organizational support was included in model connecting perceived
work safety and corruption tolerance, perceived work safety had no significant influence on
corruption tolerance (8 =-.02,t =-.37, p > .05).

The inclusion of perceived organizational support to the model, significantly neutralized the
power of perceived work safety risk to predict corruption tolerance to the extent that healthcare
workers became intolerant of corruption, despite the unsafe work environment, as long as the
organization recognized their contribution and was concerned about their well-being (8 =-.02,t =
-.37, R? = .64, AR? = .29, p > .05). The hitherto positive and significant relationship, before the
inclusion of perceived organizational support in the model, became negative and was no longer
significant. In fact, the effects of perceived work safety risk on corruption tolerance reduced from
.59 (without perceived organizational support) to -.02 (with the inclusion of perceived
organizational support). As suggested by Baron and Kenny (1986), this was an indication of total
mediation. Therefore, the results in Table 3, supported hypothesis 4. The results are graphically
depicted in Figure 1.

Figure 1: Summary of the Mediation Effects of Perceived Organizational Support on the Relationship between
Perceived Work Safety Risk and Corruption Tolerance
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Note: *** p < .01. N = 388. PWSR = Perceived work safety risk. POS = Perceived organizational support. CT =
Corruption tolerance.

The results of the second set of Baron and Kenny’s (1986) test of mediation indicated that
perceived organizational support significantly decreased as healthcare workers reported work-
related abuse and threats from patients, relatives of patients and coworkers at work (8 =-.55, t =
-.13.00, p < .001). Corruption tolerance also significantly decreased as healthcare workers felt
supported by the organization (8 = -.80, t = -26.43, p < .001). However, corruption tolerance
significantly increased as healthcare workers experienced work-related abuse and threats from
patients, relatives of patients, and coworkers at work (8 = .44, t = .9.54, p <.001).

The inclusion of perceived organizational support in the model connecting work-related
abuse and threats with corruption tolerance did not only alter the positive relationship between
work-related abuse and threats and corruption tolerance from positive to negative but also made
it very weak and insignificant (8 = -.01, t = -.23, R = .64, AR? = .45, p > .05). The power of work-
related abuse and threats as an effective predictor of corruption tolerance dropped from .80
(without perceived organizational support) to -.01 (with perceived organizational support). In line
with the submission of Baron and Kenny (1986), these indicated that perceived organizational
support totally mediated the connection between work-related abuse and threats and corruption
tolerance. Based on these results, the position of hypothesis 5 is confirmed. Figure 2 is a graphical
summary of the results.

Figure 2: Summary of the Mediation Effects of Perceived Organizational Support on the Relationship between
Work-related abuse and threats and Corruption Tolerance

POS |

~
e A4+ ~<

WAT el R cT

Note: *** p < .001. N = 388. WAT = Work-related abuse and threats. POS = Perceived organizational support. CT =
Corruption tolerance.

DISCUSSION AND CONCLUSION

Corruption and its tolerance may worsen patients’ access to and the quality of care received
from public healthcare facilities. Corruption tolerance can also be a strong source of compromise
for the well-being of the organization and its employees, especially in Nigeria and other
developing countries with serious negative imbalance in healthcare worker to patient ratio.
Perceived occupational risk may prompt corruption tolerance among healthcare workers,
especially when they feel that the organization neither appreciates their contributions and nor
cares about their well-being. This study was, therefore, a test of the extent to which perceived
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work safety risk and work-related abuse and threats were related with corruption tolerance and
whether perceived organizational support mediate such relationships in healthcare workers.

As the results of the present study indicate, healthcare workers condoned and supported
corruption as they felt unsafe and at risk of work-related abuse and threats at work. These findings
reflect the position of previous studies (e.g., Angell et al., 2023; Glynn, 2022; Hutchinson et al.,
2019) on the consequences of perceived occupational risk. Healthcare workers, who felt that their
safety on the job was compromised because of inadequate facilities and poor management of
safety issues, might have had negative feelings toward the job and the organization (Shan et al.,
2022) and engaged in low moral behaviors that encourage and tolerate corruption (Glynn, 2022;
Hutchinson et al., 2019; Katsuro et al., 2010). Though forming the intention and leaving the
organization and or the risky job may be a viable option for avoiding occupational risk among
healthcare workers (Akinyemi et al., 2022), some of them might not want to leave without subtly
or indirectly making the organization and its agents pay. Tolerating, encouraging or support rent-
seeking behavior in the workplace might have been one of the healthcare workers’ ways of making
the healthcare organization pay for putting their lives at risk.

Perceived work safety risk and work-related abuse and threats as well as corruption tolerance
reduced significantly as healthcare workers felt appreciated, supported and cared for by the
organization and others at work. These results were in tandem with the expectations of this study.
The results also confirmed the findings of previous studies (e.g., Reader et al., 2017; Tucker et
al., 2008). This might be because perceived organizational support has generally been connected
with positive feelings and positive work behaviors in healthcare workers (Liu et al. 2015;
Ogbonnaya et al., 2018). Consequently, the healthcare workers might have felt obliged to
reciprocate the care and support they received from the organization with behaviors that
encouraged and promoted occupational safety; but with behaviors that discouraged and were
intolerant of corruption. Therefore, the findings of the current study extended the principle of
reciprocation (Deckop et al., 2003; DeLamater & Ward, 2013; Thibaut & Kelley, 2017) and the
general submissions of the social exchange theory (Blau, 2017; Cropanzano & Mitchell, 2005;
Homans, 1961).

Low tolerance for corruption and other positive behaviors, which promote the well-being of the
organization as well as improve the safety and welfare of others at work, might be important ways
of appreciating the organization for living up to expectations in the mutually rewarding and
interdependent relationship. High tolerance for corruption and perceived occupational risk and
report of work-related abuse and threats among healthcare workers, who felt unsupported by the
organization, might be a signal that they blame the organization and its agent for not shielding
them adequately from hazards and risks at job and breaking down the work-related social
contract. Consequently, such healthcare workers might have felt justified to engage in and tolerate
corruption and behavior that undermine work safety, honesty, integrity, and moral standards of
the organization and the care of patients (Glynn, 2022; Hutchinson et al., 2019).

As proposed in hypotheses 4 and 5, perceived organizational support totally mediated the
relationships of perceived work safety risk and work-related abuse and threats with corruption
tolerance. Based on the results, perceived organizational support reduced the level at which
healthcare workers condoned or supported self-serving behaviors that were detrimental to the
organization and those connected with it, despite high perceived work safety risk and in the
presence of work-related abuse and threats. This might be because the activities of the
organization and other organization members prevented and neutralized perceived work safety
risk and work-related abuse and threats at work, which invariably reduced the extent to which
healthcare workers became tolerant of corruption in the workplace. This implies that healthcare

AFRICAN JOURNAL FOR THE PSYCHOLOGICAL STUDY OF SOCIAL ISSUES Page | 24



3
AJPSSI
Vol.27 No.1 2024

workers tended to be unsupportive of behaviors that promote self-interest, especially those that
compromised the well-being of the organization, its employees, and the recipients of their
healthcare services. The findings of the current study extended the social exchange theory (Blau,
2017; Cropanzano & Mitchell, 2005; Homans, 1961) to capture corruption tolerance as a possible
consequence of employees’ perceived breach in the social exchange contract between them and
healthcare organization, especially when their safety is at risk without adequate organizational
efforts directed at mitigating or managing the situation. Consequently, the healthcare workers
might have felt justified to condone or support corruption and felt unconcerned about occupational
risk and safety of patients and others at work.

Conclusion

Healthcare workers who felt that their safety had been compromised at work tended to be
more tolerant or supportive of corruption than those who felt safe at work. In the same vein,
healthcare workers overlooked or condoned corruption when they experienced work-related
abuse and threats at work. However, their level of corruption tolerance significantly reduced when
they felt that the organization appreciated their contributions and cared about their well-being
despite perceived occupational risk and exposure to work-related abuse and threats.

Implications of the findings

The theoretical implication of the findings of this study was that healthcare workers may see
tolerance for corruption as a justifiable way of protesting perceived inadequate support and
recognition from the organization and its agents for their contribution to the care of patients and
the well-being of the organization. This condition was not effectively captured in the postulations
of the social exchange theory (Blau, 2017; Cropanzano & Mitchell, 2005; Homans, 1961). With
these results, the principle of social exchange theory can be used to explain corruption and its
tolerance in healthcare organizations. In terms of the practical implications of the study, managers
of healthcare facilities should engage in deliberate and overt efforts that reduce perceived
occupational risk and discourage behaviors that threaten the physical and psychological well-
being of healthcare workers. The research implication of the findings of this study was that,
beyond turnover intention, emigration, and low job satisfaction, corruption tolerance could be
healthcare workers’ other way of reacting to high levels of perceived work safety risk and work-
related abuse and threats, especially in the face of low perceived organizational support.

However, there is still a need to investigate how the type of perceived organizational support
such as organization’s support for and the opportunities to protest perceived occupational hazard
and safety risk (Tucker et al., 2008), could reduce corruption tolerance. This would provide a
knowledge-based intervention on the type of support that the management of healthcare facilities
should further provide to its workers in order to stem corruption and its tolerance that may be
associated with perceived work safety risk and work-related abuse and threats.

Limitations of the study and the direction for future studies

Despite the contribution of this study to social exchange theory (Blau, 2017; Cropanzano &
Mitchell, 2005; Homans, 1961), research, and practice, it has some short-comings. One of the
major short-comings of this study was that the sample was drawn from three public healthcare
facilities in southwestern Nigeria. Therefore, the results of the study may not adequately represent
the entire population of healthcare workers in Nigeria. The current study did not cover healthcare
workers in private healthcare facilities.
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Future studies should, therefore, reflect samples of healthcare workers drawn from public
and private healthcare facilities across Nigeria. This would provide a more robust understanding
of the mediatory effects of perceived organizational support on the connections of perceived work
safety risk and work-related abuse and threats with corruption tolerance and provide a clearer

policy direction on the management of perceived occupational risk and corruption in the health
sector.
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APPENDIX
Healthcare-giver Abuse and Threat Scale

INSTRUCTION: Please, indicate how often you have been exposed to risks, abuse, threats, and physical assault in
the last six months in the course of performing your duties.

How often have you been exposed to abusive words from patients?

How often have you been exposed to abusive words from relatives of patients?

How often have you been exposed to abusive words from other health workers?

How often have you been threatened by patients?

How often have you been threatened by relatives of patients?

How often have you been threatened by other health workers?

How often have you been exposed to physical attacks from patients?

How often have you been exposed to physical attacks from relatives of patients?

How often have you been exposed to physical attacks from other health workers?

How often have you been exposed to contaminations because patients failed to comply with safety rules?

How often have you been exposed to contaminations because relatives of patients failed to comply with safety
rules?

How often have you been exposed to contaminations because other health workers failed to comply with safety
rules?
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