J Public Health (2008) 16:87-96
DOI 10.1007/s10389-007-0152-y

ORIGINAL ARTICLE

What do health professionals think about patient safety?

Don Hindle - Simona Haraga - Ciprian Paul Radu -
Anne-Marie Yazbeck

Received: 11 April 2007 / Accepted: 24 August 2007 /Published online: 20 October 2007

© Springer-Verlag 2007

Abstract

Introduction Patient safety is a main determinant of the
quality of healthcare services. The literature shows that the
occurrence of medical errors is quite important in countries
where it has been measured. Various actions like legislative
measures, financial, or educational measures may help, but
they are not always effective in controlling the level of
avoidable errors. That happens because patient safety is
strongly related to the culture specific to healthcare
organizations. This study is aimed at getting some
perspective on the organizational culture in Romanian
hospitals in regard to patient safety.

Objectives The main objectives are (1) to identify the views
of healthcare professionals about patient safety in Roma-
nian hospitals and compare them with other countries, (2)
to identify to which extent the views about patient safety
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relate to the specific organizational culture in healthcare,
and (3) find out if there are differences in perceptions of
professional categories about their own work and that of the
clinical team.

Method A survey was conducted, based on a questionnaire.
The questionnaire was aimed at realizing a screening of the
problem, to get some specific views of respondents from their
work experience, and eventually to get suggestions on how to
improve patient safety. The same questionnaire has been
previously applied in four other countries: Australia, Singa-
pore, Sweden and Norway. Overall views of hospital
professionals from Romania were compared to those from
the other countries. Also, views per professional categories—
clinical vs. non-clinical staff, doctors vs. nurses, and senior vs.
junior staff—were compared.

Results Answers from 100 respondents from Romania
indicate that patient safety is a major concern of hospital
professionals, and it should be improved. Basically, they
show as much interest and willingness to improve as
observed in the other countries. This indicates that no major
differences in the organizational culture exist in regard to
patient safety. However, differences among professional
categories have been noticed; for example, nurses are more
aware than doctors on the need to take action for improving
patient safety.

Conclusions Patient safety is a major concern of health
policy in many countries. In Romania, this study shows
concern of professionals about patient safety, although they
are facing many barriers such as inadequate leadership, lack
of communication between professional categories, be-
tween senior and junior staff, and most of all with the
patients. This is a problem of organizational culture, which
requires complex, multi-level strategies, targeting a long-
term change. Results of this initial study should be viewed
as a baseline for a larger study.
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Background

Patient safety has been defined in various ways in the
literature. In general, its meaning is related to larger
concepts like quality assurance, total quality improvement
or total quality management, which basically refer to a sum
of ideas and techniques for improving clinical practice.
Most simply, patient safety represents the extent to which
patients are protected against avoidable harm, where
avoidable harm is a loss of health outcomes caused by the
way care is provided.

Many countries are trying to identify and measure the
level of avoidable harm, with most evidence coming from
Australia, the United States and Great Britain, countries
which have invested an important amount of resources in
the past 10 years. Besides measuring the costs associated
with avoidable harm, countries were interested in finding
out the magnitude of the problem. A recent literature review
(Hindle et al. 2005) shows that “the problem is large, is
greater than many people have previously assumed, and
does not seem to be responding rapidly to increased interest
and effort.” A study of the US Institute of Medicine (2000)
extrapolated results from the Harvard Medical Practice
Study (Brennan et al. 1991) for hospital admissions in the
USA and gave estimates of deaths per year, concluding that
adverse events were more significant by far than motor
vehicle accidents, breast cancer or AIDS. It was estimated
that medication errors alone, occurring either in or out of
the hospital, resulted in at least 7,000 deaths per year
(Occupational Safety and Health Administration 1998).

In the same time, Runciman and Moller (2001) estimated
the magnitude of the problem in Australia, a conclusion of
the study being that iatrogenic injury occurs in at least 10%
of hospital admissions for acute care, which are associated
with a potentially preventable adverse event. Other results
were presented in a report of the Centre for Clinical
Governance Research in Australia (Hindle et al. 2006)
following inquiries carried out in eight hospitals in five
countries: Australia, Great Britain, New Zeeland, Slovenia
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and Canada. Conclusions of the study were that medical
errors are very common, most of them relating to failure in
recognition of a serious and unstable condition, and
omissions in the course of diagnosis or treatment.

In what concerns the causes of poor patient safety, a
literature overview (Hindle et al. 2005) shows two main
views, overlapping to a certain extent: first, that individual
care providers are making mistakes because of fatigue,
lack of knowledge or carelessness, and at the same time,
that the majority of errors are due to poor teamwork,
having little to do with the behavior of individuals.
Similarly, the Institute of Medicine study (2000) claims
there is a widespread culture of blame and that the focus
of actions “should shift from blaming individuals for past
errors toward preventing future errors by designing safety
into the system.” Kizer (2001) when reporting the views
of the National Quality Forum to the US Federal
government noted there were “many barriers to progress
including widespread misunderstanding about why health-
care errors occur, the prevailing culture of name and
blame surrounding these events, lack of user-friendly
error-reporting mechanisms, and fear of litigation if errors
are acknowledged and reported.”

Most of the evidence in the literature shows that efforts
to improve patient safety are concentrating on identifying
and measuring the effects of poor patient safety. They are
less oriented on how to prevent avoidable harm. The
Institute of Medicine study (2000) shows that there is
already sufficient evidence that the level of avoidable harm
is high. What is necessary is to identify the appropriate
means to change that. Most of the proactive measures
implied legislative changes, financial incentives, educa-
tion, audits, consumer involvement or more and better
research. But there is no evidence that any of those
measures was effective by itself. However, a strategy
oriented to improve the healthcare system overall, includ-
ing concomitant actions in the above directions, may prove
more successful. This is consistent with one of the
conclusions of the Australian report of the Centre for
Clinical Governance Research, which shows that “culture
change in medical and health settings is needed. By this we
do not mean structural change, as so often happens in
health care, but change to the fundamental ways stake-
holders work together and relate to each other and their
patients over time” (Hindle et al. 2006).

It is useful for the purpose of further discussion to
introduce what we mean by organizational culture. There
are many definitions of organizational culture in the
literature. It generally refers to a particular set of beliefs,
values, expectations, customs and systems that are most
common to an organization. The essence of organizational
culture is illustrated very simply by Munir and Kay (2003)
as the way that we do things around here.”
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Although a contested concept, there is some degree of
agreement on the aspects reflecting the organizational
culture. For example, Davies et al. (2000) summarized
these aspects, adapting from Robbins (1996) and Newman
(1996): attitudes to innovation and risk taking, degree of
central direction, patterns of communication, outcome or
process orientation, internal or external focus, uniformity or
diversity, people orientation, team orientation, aggressive-
ness or competitiveness, and attitudes to change. All of
these aspects define an organizational culture in healthcare
as well.

Although change in the healthcare organizations happens
at a slower pace than in other service industries, in past
years there has been a clear movement toward patient-
centered, outcome-oriented and team-oriented culture. This
movement was studied and described by Davies et al.
(2000) for the British NHS. The past reforms of the
Department of Health are based on the premise that quality
of services and system performance can be improved by
changes in the organizational culture alongside structural
and process reforms.

At this point, we can summarize that no health policy
can overlook the problem of quality of care. Medical errors,
an indicator of patient safety, are a main determinant of
quality of care and a key indicator for risk management in
any healthcare organization. The occurrence of medical
errors is a problem in most of the countries, no matter how
evolved their healthcare systems are. Medical errors and
patient safety should be viewed as system problems. As
shown by the results of inquiries presented in the Australian
report, most of the time, the problem is not the individuals,
but the way they are integrated with the system, how the
system functions with rules, standards and processes.
Improvement of patient safety cannot be achieved with
single individual actions, but with concerted efforts target-
ing a long-term change. In short, system problems require
system solutions.

Although no study has tried to measure the magnitude of
medical errors in Romania so far, we are aware that patient
safety is a problem here as well. In order to learn about the
organizational culture in hospitals regarding patient safety,
we conducted a small survey on patient safety views. The
aim of the study is to learn about how patient safety is
perceived and viewed among healthcare professionals.

Study on health professionals views about patient safety
Context of the study
As described in the background, the level of avoidable

medical errors is one of the main indicators of the quality of
healthcare services. In the past years patient safety has

become a priority of health policies in the developed
countries. A couple of countries succeeded in identifying
and measuring the level of medical errors. Although no
reports on this level could be found in Romania, it does not
mean that avoidable errors do not occur. Reforms under-
taken in the past 10 years, including the change of the
providers’ payment system from a retrospective (per diem)
to a mainly prospective one (based on DRGs), implied
major changes. The most important is the change of
mentality of providers, which are now being reimbursed
according to the results (volume and complexity of cases)
they produce. Consequently, some efficiency gains may be
assumed with such reform, whereas the impact on quality
of care (including that of avoidable medical errors) was not
measured or estimated so far.

Within the scope of the EU-funded project Improvement
of Accountability and Transparency in the Allocation and
Use of Healthcare Resources through the Implementation of
an Informatics Monitoring System for Hospital Morbidity
and a Hospital Case Based Financing System,” with
duration of 18 months ended in April 2007, a survey on
patient safety perception among hospital professionals was
carried out. Results of the survey served as the basis for this
study.

Description of the study

The aim of the study is to learn what health professionals
working in hospitals think in regard to patient safety. This
was achieved by means of a survey conducted in 12
hospitals in different districts of Romania.

The main dimensions addressed in the survey are the
need to improve patient safety and the key factors
determining the quality of clinical work. Findings of the
survey are meant to inform and help decision makers in
designing future reform actions on improving quality of
services.

The study is not aimed at estimating the level of patient
safety, but at exploring what health professionals’ perception
is in relation to patient safety because the way professionals
see patient safety becomes in the end a determinant for the
level of patient safety.

This is a small-scale, initial study. As far as we know, this
is the first survey on patient safety conducted among health
professionals in Romania. Therefore, findings should be
viewed as a baseline for a larger study where the same
methodology may be applied.

Objectives of the study
The first objective is to identify the views of healthcare

professionals about patient safety in Romanian hospitals
and compare them with other countries.
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The second objective is to identify to which extent the
views about patient safety relate to the specific organiza-
tional culture in healthcare.

The third objective is to measure perceptions of different
categories of healthcare professionals about their own work
and that of the clinical team.

The researched hypotheses are:

1. Romania is not different from other countries regarding
the perception about the patient safety issue. There may
be differences in terms of working environment,
salaries or productivity of the personnel, but the
medical culture is the same.

2. Patient safety is strongly related to organizational
culture specific to healthcare, but inside this culture,
different professional categories (doctors, nurses, etc.)
have a different perception about patient safety.

Method of study

The method of study is a survey based on a questionnaire,
the Questionnaire on Patient Safety at Your Hospital' (see
in appendix), which has previously been used in other
countries. The survey was conducted in Romania in 12
hospitals from different districts: Arad, Braila, Bucharest,
Cluj, Constanta, Dambovita, lasi, Prahova, Suceava, Tele-
orman, and Timis si Valcea. Hospitals differ in size, type
and pathology treated. However, these characteristics are
secondary in importance. We believe that views of
professional categories about patient safety are not so much
related with the specialization or the size of the hospital.

Method of distribution In the context of the EU-funded
project, on the occasion of regional trainings for clinical
teams, the questionnaire was distributed to 12 hospitals in
different districts and circulated during June and July 2006.
By September, 100 completed questionnaires had been
returned.

Target group Senior and junior medical and non-medical
staff working in hospitals.

For the purpose of comparison, respondents’ views from
four other countries (Australia, Norway, Sweden and

! The questionnaire was developed by Prof. Don Hindle, University of
South Wales Australia, project coordinator, EuropeAid Project no.RO
2003/005-551.04.08 Improvement of Accountability and Transparen-
cy in the Allocation and Use of Healthcare Resources through the
Implementation of an Informatics Monitoring System for Hospital
Morbidity and a Hospital Case Based Financing System,” started in
November 2005 and ended in April 2007.
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Singapore) on general aspects about patient safety were
taken into consideration®.

Description of questionnaire

The questionnaire is made of four parts. Parts I and II refer to
general and specific views on patient safety, part III refers to
solutions to improve patient safety, and part IV shows socio-
demographic characteristics of the respondents.

Part I (structured in four items) shows an overview of
patient safety, while part II is organized in 11 sections (in total
55 items) addressing specific views on: generating ideas,
communication between junior and senior staff, communica-
tion between clinicians in different professions, management
of information systems, access to information, responsibility
and accountability, continuous learning, team work, consumer
involvement, effective work meetings and leadership. Both
parts have scaled questions with five standardized answer
boxes. Respondents were asked to tick one of the five boxes,
where box 1 corresponds to “strongly agree” and box 5
corresponds to “strongly disagree.” Consequently, a lower
score means more agreement with the statements.

Part III of the questionnaire contains three open-ended
questions, asking for comments or suggestions on improv-
ing patient safety at the hospital.

Part IV shows characteristics of respondents, giving an
image on the staff type.

The questionnaire does not measure patient safety in
hospitals, but tries to show how professionals in healthcare
view the problem. Analysis is made for Romanian
respondents; some comparisons with views of professionals
in other countries are provided, mainly with regard to the
general perception on the importance of patient safety.

Answers given were analyzed by the degree of agreement
of overall respondents, and also per professional categories
(doctors vs. nurses, clinical vs. non-clinical staff) or senior
versus junior staff. Results for these dimensions are presented
whenever important differences in opinions were noticed.

Results

The questionnaires were distributed in the 12 hospitals to
clinical and non-clinical staff, including senior and junior
positions for both categories. A total of 100 completed
questionnaires was returned to the project team.

The structure of the respondents per professional
category and senior or junior staff is shown in Table 1.

2 Answers to the questionnaire from other countries (Norway, Sweden,
Singapore and Australia) were made available by the PHARE project
coordinator in Romania, Prof. Don Hindle.
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Table 1 Staff type-Romania

Doctors Nurses Other clinical Non-clinical
Junior 15 25 8 10
Senior 10 9 4 9

Five respondents out of 100 did not give any information
about their professional background.

Distribution of staff per gender and age shows that about
75% of the respondents are female and 64% of them are
under or 45 years of age. From 100 respondents, 6% did
not give any information about their gender, and 10% did
not indicate their age.

Distribution per working department shows that about
25% of respondents work in obstetric-gynecology, 20% in
medical departments, 15% in administration, 13% in
surgical departments, and the rest in other types of clinical
departments. About 11% of respondents did not give any
information on their working department.

For comparison with other countries, the staff structure
per professional category for the other four countries is
shown in Table 2. Only some comparisons of the overall
views of respondents were made between countries.

The questionnaire starts with general questions (part I),
aiming to screen the problem. It continues with specific
questions (part II) organized in 11 sections. The items in
each section are scaled, standardized questions. For some
sections comparison is made for average scores between
countries, on the scale from 1.0 to 5.0. Closer to 1.0 means
a stronger agreement with the statements; closer to 5.0
means stronger disagreement with the statements.

Part I, Overall Views on Patient Safety, asks the
respondents about the importance of the problem. Ques-
tions are scaled, reflecting more importance to the patient
safety issue as respondents go from item 1 to item 4.
Answers for each item were translated into scores from 1 to
5, reflecting the views ranging from strong agreement (1) to
strong disagreement (5).

Results for part I of the questionnaire are presented in
Fig. 1. Overall, they show that most of the respondents
from all countries tend to agree or strongly agree that
patient safety is important, and it can be improved. They
also agree there is need to begin immediately to find ways
for improvement. The most to agree with the latter are
respondents from Australia.

Averages and standard deviations of scores were
computed per item, per country, including all respondents.
They are presented in Table 3.

In Romania, 34.7% of respondents strongly agree and
24.8% agree that healthcare is more complicated than most
other industries and some errors are unavoidable (item 1);
only nine respondents disagree with the statement. Per

professional categories, doctors (68%) tend to agree the
most with the statement, while 61.1% of the nurses share
the same view; on the contrary, only 47.4% of the non-
clinical staff shares this view.

However, 80.2% of respondents strongly agree or agree
with the statements that a more concerted effort (item 3)
and immediate actions are needed to improve patient safety
(item 4). Moreover, 62.4% of respondents strongly agree or
agree that improvements can be made even within the
existent constraint of limited resources (item 2).

Specific views on patient safety (part II)

Organizational culture with regard to patient safety is
especially reflected though respondents’ views on specific
questions in this part of the questionnaire. The 11 sections
of part II show the degree of involvement and participation
of the respondent in the decision-making processes in daily
activity, such as: capacity of promoting and generating new
ideas, effective communication between clinical professio-
nals and between junior and senior staff, sharing of
information and documentation, sharing of responsibility
and accountability, continuous learning, team work, effec-
tive meetings and sharing of the leadership task. Findings
for each section are described below.

Generating ideas

In this section respondents are confronted with the idea that
healthcare is a complex environment and there is need for a
continuous search for opportunities to improve. Questions
ask about the willingness of staff to accept responsibility
for improvement, about how ideas are welcomed and
encouraged, and how suggestions are received by the
senior staff. Given answers show that:

» Although the majority of respondents agree, 35% of
respondents disagree or strongly disagree that ideas for
change are welcomed and that they always receive
positive feedback. Interestingly, as can be seen in
Fig. 2, doctors disagree even more than nurses with the
statement, and the same applies for the non-clinical staff.

Table 2 Staff type-comparison of countries

Doctors Nurses Other clinical or Total
non-clinical
Australia 14 65 52 131
Norway 1 20 21 42
Sweden 0 9 13 22
Singapore 6 92 26 124
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Fig. 1 Overall views about pa-
tient safety in five countries

Overall views about importance and need to improve patient safety

Romania a_‘

Singapore i_‘

Oltem 4

Norway e

Oltem 3
mltem 2

oltem 1

Australia

Of the respondents, 38% do not agree that new or junior
staff are especially encouraged and welcomed to
express their point of view; moreover, 59% of respond-
ents strongly agree or agree that junior staff wait for
ideas to be introduced by senior staff, believing that
they should just follow orders. Opinions per staff type
are shown in Fig. 3.

Concerning the usual ways for generating ideas, 39% of
doctors and 25% of nurses do not agree that they have
clear rules to ensure that new ideas are taken into
consideration, nor do they agree that confidential
methods are in place to give an opportunity for ideas to
be publicly heard. The situation seems to be even more
difficult for non-clinical staff; 53% do not agree with the
existence of clear rules for discussing new ideas.

Table 3 Scores regarding overall views on patient safety

Questions Mean score St dev
Romania Item 1 2.4 1.3
Item 2 2.1 1.3
Item 3 1.7 1.0
Item 4 1.7 0.9
Australia Ttem 1 2.7 1.2
Item 2 1.6 0.8
Item 3 1.4 0.7
Item 4 1.5 0.7
Norway Item 1 2.6 1.1
Item 2 2.0 1.4
Item 3 1.8 1.4
Item 4 1.6 0.8
Sweden Ttem 1 2.4 1.0
Item 2 2.1 1.2
Item 3 1.8 0.9
Item 4 1.9 0.9
Singapore Item 1 2.4 1.1
Item 2 2.2 1.0
Item 3 1.7 0.9
Item 4 1.8 0.9
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3 4 5
Average score

Communication between junior and senior staff

This section goes deeper into exploring the communication
between senior and junior staff.

Junior and senior staff across professions believes that
many opportunities are given to juniors to initiate
discussions and talk about their problems to the senior
staff. Sixty-four percent of doctors strongly agree or
agree that senior staff often initiate informal discussions
and pay visits to ask for juniors’ views. On the other
hand, only 44% of the nurses share this view. Results
are shown in Fig. 4.

Interestingly, from those who agree, most are junior
staff. Although there seems to be a good communi-
cation between senior and junior staff, it appears that
half of the respondents do not agree that mentoring is
well designed and multidisciplinary. The least to
agree are the doctors (only 32%), followed by nurses
(47%).

Communication between clinicians in different professions

Teamwork and effective communication are essential to
provide good patient care. This requires sharing of informa-
tion, through documentation of clinical processes and regular
meetings of the clinical team. Findings show that:

Opverall, respondents agree that documentation is shared
among clinical professions; however, as shown in
Fig. 5, only 46% of doctors and 50% of nurses agree
or strongly agree that care paths are currently used to
support patient care.

Given answers show that concerning the usual way of
conduct of multidisciplinary team meetings based on
clear rules, only 39% of doctors and 50% of nurses
agree or strongly agree with this. While other clinical
staff believe rules are clear enough, among doctors,
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All ideas for change are welcomed, and they always
receive positive feedback

50%
40%
30% — — Ddisagree or strongly
20% | disagree
10% 7
0%

Other Non-
clinical clinical

Fig. 2 Acceptance of new ideas

Doctors  Nurses

nurses and especially non-clinical staff, it appears that
there is room for improvement.

Management of information systems

All clinical staff should view clinical documentation as an
essential definition of what they need to know.

* Results show that 75% of respondents agree or strongly
agree that a review of care documentation by the entire
multidisciplinary team is essential. However, 64% of
doctors and 50% of nurses complain that there are too
many routine statistics to collect, and they don’t know
the purpose of collecting some of them.

e Very few respondents (25%) agree that pathways are
firstly used to define normal care and then further used
to record and deal with variances in practice. This
reconfirms the low utilization of care pathways in
Romanian hospitals.

Responsibility and accountability

Willingness to share responsibility for patient care is a
precondition for patient safety. This includes shared
responsibilities for identifying problems, defining solutions
and taking corrective actions. Also, performance should be
reported as feedback to all parties who have a right to
know. The majority of respondents agree that problems and
responsibilities are shared by everyone, and they are willing

Most staff wait for ideas to be introduced by senior staff.
They believe they should just follow orders

80%

70%
60% - —— — —
50% - —
40% - — |@agree or strongly agree
30% —
20% - —
10% - —
0% T
Doctors Nurses  Other Non-
clinical  clinical

Fig. 3 Taking initiative for suggesting ideas

Senior staff often take the initiative in having informal
discussions with junior staff

100%
80%
60% - .
40% -
20% -

. |

0% . :
Doctors Other clinical Non-clinical

W senior
@ junior

agree or strongly agree

Nurses
Fig. 4 Communication between junior and senior staff

to solve them. However, there are differences in opinions
among professional categories:

*  72% of the nurses and 92% of other clinical staff agree
or strongly agree with sharing responsibility for every
problem and willingness to fix it, while only 54% of
doctors share this opinion.

+ Sixty-three percent of all respondents agree to openly
admit their mistakes; 90% of respondents see it as a
sign of strength rather than weakness; nevertheless,
36% of doctors and 31% of nurses agree that there is
time spent on blaming individuals for their mistakes.

These results come to support the findings on cultural
behavior from literature described in the background.
Basically, inasmuch as they believe in the importance and
benefits of admitting mistakes, there are some cultural
barriers impeding them from actually doing so. In order to
deal with medical errors, one has first to admit them and be
able to see them as opportunities from which to learn.

The idea is further explored in the next section, where
reviews, evaluation, and open discussions about mistakes are
part of the continuous learning process. Results show that:

* 66% of all respondents believe that monitoring and
evaluating are part of good clinical practice, and they do
it regardless of formal protocols. Answers given could
be an explanation for why some of them believe that
they make very few mistakes.

» Interestingly, as shown in Fig. 6, 47% of the nurses
believe that other parties are responsible for their

Multidisciplinary care paths are widely used, and are
becoming the normal approach

80%

70%
60% O agree or

50% strongly agree

40% H

30% -
Non-clinical

20%
10% +
0% .
Doctors Nurses Other
clinical
Fig. 5 Use of care pathways to support communication of the clinical
team
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We make very few mistakes. Most of our problems are other clinical staff. These results may be an indication of
caused by outsiders T ;

50% the lack of a multidisciplinary approach to work meetings.

40% O agree or » Fifty-six percent of the nurses agree to have shared

309 zgz‘g'y leadership at all levels of the organization, while only

20% H
10% +
0% T

Doctors Nurses Other
clinical

Non-clinical

Fig. 6 Views on responsibility for mistakes

problems, while only 29% of the doctors share this
opinion. This could mean either doctors are taking more
individual responsibility for their problems, or, simply,
that nurses have a different perception of causes of the
problems and tend to look for causes outside the clinical
team.

Staff attitudes at work are further explored in the section
discussing views on teamwork. The term is described as a
commitment to share ideas, information, responsibilities
and accountability. Results show that:

* more than 35% of respondents do not agree that patients
are considered part of the team while receiving care
(Fig. 7); some 31% of the nurses and even more doctors
(43%) share this view. In about the same proportions,
they do not agree that patients are seen as our patients”
rather than my patient.”

These findings are linked with the results of the next
section, focusing on consumer involvement. They reveal
that:

+ only some 21% of doctors and 24% of nurses agree that
patients and families are normally given well-written
materials to read without having to ask;

* in general, they do not use to ask patients for
suggestions on how to improve the informative materi-
als given to them.

All of the findings related to consumer involvement
indicate poor communication with patients. This is a main
indicator for lack of a patient-centered approach, essential for
good quality care, and a culture promoting patient safety.

The following sections, effective meetings and leader-
ship underline the importance of teamwork management
through professional meetings and that of shared leadership
at all levels of the hospital. Results show that:

* There is more agreement among nurses (35%) about
specific rules to conduct their meetings than among
doctors (14%); the same opinion is shared by 50% of
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36% of doctors share this view. Actually, it appears that
the aim of ensuring shared leadership is the least desired
among doctors.

The last section of part II of the questionnaires asks
respondents for their views about stress. The section aims to
reveal to which extent the level of stress influences the
daily activity of the staff. Answers given show that:

* 41% of respondents agree that pressure at work is
almost unbearable and that often they lose sleep
thinking about everything they have to do. The most
affected by strain at work are the nurses (50%) and non-
clinical staff (47%), while 29% of doctors only appear
to agree. This may suggest some underemployment
problems for some staff categories, but also some
pressure from doctors’ leadership at work.

*  While 46% of doctors and 44% of nurses believe they
are very busy but very productive at the same time, the
majority of non-clinical staff (74%) and other clinical
staff (67%) believe they are overwhelmed by duties and
would be much more productive if not so busy. These
results are consistent with the capacity of the staff to
plan ahead at work: the non-clinical staff has difficulties
with planning tasks in advance, while doctors and
nurses are more capable of doing so.

» Seventy-eight percent of nurses agree or strongly agree
that they are effective managers of their own time at
work, followed by other clinical staff with 75% and
doctors with 64%. The leadership of doctors is
confirmed by their belief in having the capacity to
manage staff time at work, as shown in Fig. 8.

Part III of the questionnaire, with open-ended questions,
gives an opportunity to respondents to express their
suggestions on how to improve patient safety. Interestingly,
most given answers suggest the increase of hospital
funding, as this is perceived as a main cause of poor

Patients are considered part of the team

50%
40% -
30% -
20% -
10% ~
0% ‘

Doctors Nurses Other
clinical

O disagree or
strongly
disagree

Non-clinical

Fig. 7 Patients are part of the team
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| am an effective manager of others’ time at work
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patient safety. They believe that more resources allocated to
equipment and medication would improve clinical perfor-
mance, and therefore patient satisfaction. However, they
recognize the need for more training and education of
hospital staff.

Discussion

A first research hypothesis was that Romania is not
different from other countries regarding the perception
about patient safety, and to some extent this is due to
similar organizational cultures specific to healthcare.

Given answers to the section with overall views on
patient safety showed that Romanian professionals are
concerned about it, and they are willing to improve the
situation. Some cultural barriers seem to impede them to do
so. Although they strongly believe some medical errors are
unavoidable and they should openly discuss them, in reality
that does not happen. The prevailing name-and-blame
culture is still in place.

Change in the organization’s processes is theoretically
praised and welcomed by all categories of professionals,
but in practice methods to enhance change are not
encouraged. Doctors do not encourage shared leadership,
and the communication with other professionals is not
formally established through clear rules; also, among senior
and junior doctors mentoring is not well established or
multidisciplinary. These findings may indicate that doctors
do not consider other staff’s work as being as important as
theirs. Such an attitude is not uncommon, since the
literature shows (Stein et al. 1990) that nurses have been
perceived as merely assistants to doctors till the late 1960s.
But they discretely moved from that status by influencing
decision-making by observations, experience and informa-
tion in a way that did not challenge doctors’ positions. By
the 1990s, they achieved a more independent status in the
medical profession (Krogstad et al. 2004).

On the other hand, doctors tend to take more responsi-
bility for the others’ work, and they do not complain as
much about pressure at work. This may be considered
normal, given that they are at the top of the hierarchy and

are used with being assisted. However, they tend to see
only the clinical side of the patients’ experience, while
nurses have a more general approach. The majority of
nurses take responsibility for problems and try to fix them;
they are more interested in monitoring and evaluating
processes, in documenting clinical work and in using care
pathways. Also, they are willing to improve communication
with other staff. Although overwhelmed by work, they
seem very capable of managing their own time.

Further, communication of both categories with the
patient seems poor. Most nurses and doctors confess that
they actually do not consider patients part of the team.
Also, they do not think to ask patients about how to
improve the informative materials given to them.

More conclusions were reached by exploring the second
hypothesis of research. This was that in the context of
similar organizational cultures, patient safety is perceived
differently by different categories of healthcare professio-
nals. In fact, overall nurses tend to agree more than doctors
about having some communication problems, problems in
the way new ideas are generated and accepted, on how the
team works, or related to patient involvement. Among
respondents it could be noticed that the problems related to
patient safety are better understood and perceived among
nurses than among doctors.

These findings are a confirmation of the fact that nurses
are more team workers than doctors, and they prefer to
work in a well organized environment, with clear rules and
tasks, having well documented processes and established
leadership in the organization. This appears to be consistent
with findings from other countries. For example, a study
performed in four hospitals in the UK and in two hospitals
in Australia (Degeling et al. 2001) concluded that doctors
and nurses perceive the hospital work differently. Doctors
tend to act more individualistically in their clinical work,
while nurses have more of a team-work approach in their
profession.

Also, Krogstad et al. (2004) shows differences between
these professional categories, concluding that “doctors
professionally and self-confidently maintain their traditional
focus on diagnosis and medical treatment,” while for nurses
cooperation means ‘“not only communicating medical
observations or administering medication, but also being
appreciated for their independent contributions to the
healing process, e.g., by mapping and understanding the
patients’ complete situation and set of needs and mobilizing
his/her coping strength.[...] Nurses’ satisfaction depends
more strongly than of the doctors on their general job
satisfaction.”

In the end, when asked about ways to improve patient
safety, respondents linked all of the problems with the lack
of resources, considering that if financing increased most of
the problems would be solved. This leads to a straightfor-

@ Springer



96

J Public Health (2008) 16:87-96

ward conclusion: as long as the nature of the problem of
poor patient safety is not understood among professionals,
more resources will not solve the problem. Teamwork in
practical terms, clinical processes organized around care
pathways and real patient involvement do not necessarily
require more resources, but certainly require a cultural
change in the organization. And this is the way to change.

Results of this study reveal aspects of organizational culture
already known, but yet not measured. They should be regarded
as a starting point for a more extensive study in order to say
that the results reflect the organizational culture in Romanian
hospitals. However, solutions to the system’s problems will
come from the cultural change discussed in this study.

Acknowledgments Professor Don Hindle conducted the survey in
the context of a PHARE project in Romania. The project was funded
by the EU and awarded to the Gesellschaft fiir Versicherungswissen-
schaft und -gestaltung (GVG). However, the views presented here are
those of the authors and not necessarily those of either of the funding
bodies, or their directors, officers or staff.

Conflict of interest statement The authors disclose any relevant
associations that might pose a conflict of interest.
References

Brennan TA, Leape LL, Laird NM, et al (1991) Incidence of adverse
events and negligence in hospitalized patients. N Eng J Med 324
(6):370376

@ Springer

Davies HTO, Nutley SM, Mannion R (2000) Organisational culture
and quality of health care. Qual Health Care 9:111-119
[Pubmed]

Degeling P, Kennedy J, Hill M (2001) Mediating the cultural
boundaries between medicne, nursing and management-the
central challenge in hospital reform. Health Serv Manag Res
14:36-48 [Medline]

Hindle D, Braithwaite J, ledema R (2005) Patient safety: a review of
technical literature. Centre for Clinical Governance Research,
UNSW: Sydney, pp.101, ISBN 0733421768

Hindle D, Braithwaite J, Travaglia J, ledema R (2006) Patient safety: a
comparative analysis of eight inquiries in six countries. [SBN:
0733424112

Institute of Medicine (2000) To err is human: Building a safer health
system. National Academy Press, Washington DC

Kizer KW (2001) Patient safety: A call to action: A concensus
statement from the National Quality Forum. Medscape General
Medicine 3 (1)

Krogstad U, Hofoss D, Hjortdahl P (2004) Doctor and nurse
perception of inter-professional co-operation in hospitals. Int J
Qual Health Care 16(6):491-497

Munir SK, Kay S (2003) Organisational culture matters for system
integration in health care. American Med Informatics Associa-
tion, Annu Symp Proc 484-488

Newman J (1996) Shaping organisational cultures in local govern-
ment. Pitman, London

Occupational Safety and Health Administration. The New OSHA:
reinventing worker safety and health. Available at: www.osha.
gov/oshinfo. Accessed on: Dec. 16, 1998

Robbins SP (1996) Organizational behavior: concepts, controversies,
and applications. 7th edn. Prentice Hall, Englewood Cliffs, NJ

Runciman WB, Moller J (2001) Iatrogenic Injury in Australia,
Commonwealth Department of Health and Aged Care

Stein LI, Watts DT, Howell T (1990) The doctor-nurse game revisited.
N Engl J Med 322:546-549 [ISI][Medline]


http://www.osha.gov/oshinfo
http://www.osha.gov/oshinfo

	What do health professionals think about patient safety?
	Abstract
	Abstract
	Abstract
	Abstract
	Abstract
	Abstract
	Contributions
	Background
	Study on health professionals views about patient safety
	Context of the study
	Description of the study
	Objectives of the study
	Method of study
	Description of questionnaire


	Results
	Specific views on patient safety (part II)
	Generating ideas
	Communication between junior and senior staff
	Communication between clinicians in different professions
	Management of information systems
	Responsibility and accountability

	Discussion
	References




<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (None)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (ISO Coated)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Perceptual
  /DetectBlends true
  /ColorConversionStrategy /sRGB
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 524288
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveEPSInfo true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts false
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 150
  /ColorImageDepth -1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 150
  /GrayImageDepth -1
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 600
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org?)
  /PDFXTrapped /False

  /SyntheticBoldness 1.000000
  /Description <<
    /ENU <>
    /DEU <>
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [2834.646 2834.646]
>> setpagedevice


