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Abstract

Two hundred and eighty Health care; physicians, nurses and technicians were included in the
study, 133 (47.5) from 6th discrete HCF, 54 (19.3%) from Duwaiqa and 93 (33.2%) from Al
Haggana. Ages ranged between 22 and 59 years (35.14±10.13), years of experience in the study
group ranged between 1 and 35 years (8.72±8.18) and years of work in group ranged between
1 & 40 years (10.43±8.33). Doctors and nurses were males (72.55%) & females (86%) respec-
tively while technicians were mostly males (60%). The teamwork climate score was 3.98±0.87,
64.0% answered high or very high, 16.4% answered inadequate and 18% had answered few
or very few. Safety climate score was 3.61±0.63, 49.28% had high or very high score, 17.14%
answered inadequate and 32.15% had answered few or very few. Job satisfaction score
was 3.91±0.80, 32.15% had answered few or very few, 17.14% answered inadequate and
49.28% answered high or very high. Stress recognition score was 3.61±0.79, 25% had answered
few or very few, 28.6% answered inadequate and 45.7% answered high or very high. Percep-
tion of management score was 3.48±0.80, 23.2% had answered few or very few, 17.8% an-
swered inadequate and 57.6% answered high or very high. Working condition score was
3.51±0.84, 46.8% had answered few or very few, 17.1% answered inadequate and 35.7% an-
swered high or very high. A significant difference regarding team work score, safety climate
score, perception of management score, working condition score with highest value in doctors
and lowest in technicians. On the other hand no significant difference was detected regarding job
satisfaction score and stress recognition score.

A significant difference regarding team work score, safety climate score and perception of
management score with high values among older groups. No significant difference was detected
regarding job satisfaction score, stress recognition score and working condition score. Also, a
significant difference regarding team work score and safety climate score with higher value in
males. Significant difference regarding job satisfaction score and working condition score was
detected with higher value in females. No significant difference was detected regarding stress
recognition score and perception of management scores.
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Introduction
Patient safety is defined as avoidance and

prevention of patient injuries or adverse
events resulting from the processes of
health care delivery. Various definitions of
patient safety have been published, and
probably the shortest description is ‘to do
no harm to patients’ (Gaal et al, 2011).
The safety culture of an organization acts
as a guide as to how employees will be-
have in the workplace. Of course their be-
havior influenced or determined by what
behaviors were rewarded and acceptable

within work-place (Glendon et al, 2014).
Safety culture is defined as the collective

product of individual and group values,
attitudes and patterns of behaviors in safety
performance. Rall et al. (2001) stated that
“Patient safety" and "errors in medicine"
are issues gaining more and more promi-
nence in the eyes of the public. According
to newer studies, errors in medicine are
among the ten major causes of death in as-
sociation with the whole area of health
care. They added that the overall though,
the most important strategy towards a long-
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term improvement in patient safety will be
a change of "culture" throughout the entire
health care system. The "culture of blame"
focused on individuals should be replaced
by a "safety culture", that sees errors and
critical incidents as a problem of the whole
organization. The acceptance of human
fallability and an open-minded non-
punitive analysis of errors in the sense of a
"preventive and proactive safety culture"
should lead to solutions at the systemic
level. This change in culture can only be
achieved with a strong commitment from
the highest levels of an organization. Pa-
tient safety must have the highest priority
in the goals of the institution: "Primum ni-
hil nocere"--"First, do not harm". The char-
acteristics of a strong and proactive safety
culture include the commitment of the
leadership to discuss and learn from errors,
to document and improve patient safety, to
encourage and practice teamwork, to spot
potential hazards, to use systems for report-
ing and analyzing adverse events and to
celebrate workers as heroes improving
safety rather than as villains committing
errors (Wideman et al, 2005).

Errors and adverse events are common
in the outpatient setting because most
health care is delivered in the ambulatory
setting, providers and researchers are in-
terested in improving patient safety for
outpatients. Research in health care and
other safety-critical environments, such as
the aviation industry, indicates that under-
standing the systems involved in the deliv-
ery of services is important for developing
interventions to prevent errors. Attitudes of
individuals within organizations may pro-
vide insight into how systems function and
how they may be improved (Hammons et
al, 2003). Health care errors and conse-
quent adverse events are a leading cause of
death and injury in the United States,
even though methods to prevent many of
these errors exist (Gandhi et al, 2003).

A cross sectional study done in 35
primary health care centers in Egyptian

Governorates to measure attitudes of health
personnel towards patient safety, and to
determine how the concept of patient safety
varies between maternal health centers and
types of healthcare personnel. Study partic-
ipants comprised all managers, physicians,
nurses, pharmacists, and technicians. The
overall mean for all questions and re-
spondents were 3.89±0.59. The safety cli-
mate mean was 3.64±0.67. The percentage
of respondents viewing the safety climate
as positive was 36%. Only 7% of respond-
ents had received feed-back after referral
of a case of severe pre-eclampsia. The con-
cept of patient safety in the centers studied
is not as strong as desirable for the provi-
sion of reliable health care. The culture is
one of a penalizing nature with suppressed
error reporting, lack of proper communica-
tion, and feedback failure (Nabhana et al,
2007).

The Aim of the work was to measure atti-
tude of health care providers towards pa-
tient safety culture in primary health care
centers in Nasr City in Cairo, and To de-
termine different factors affecting patient
safety culture.

Subjects, Materials and Methods
This descriptive cross-sectional study

was conducted in three randomly chosen
primary governmental health care units
in  Cairo in 2013. The study population
included all available Health care providers
(Physicians, Nurses and Technicians)
working for more than one year in these
three centers. The inclusion criteria: 1-
males and females, 2- full and part time
staff, and 3- working for at least one year
prior to the study.

Sampling and study population: For de-
termining the sample size, STATA pro-
gram version 10 was used, assuming pow-
er 80%, CI 95% the worst positive safety
score was 25% among physicians after
Burford et al. ( 2013) and the worst ac-
ceptable frequency was 18%. The least cal-
culated sample size was 280. Although 324
subjects were asked to participate in the
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study, only 287 accepted to participate. Re-
sponse rate = 287/324×100 = 88.6%.
Safety attitudes questionnaire ambulatory:

A self-administered questionnaire was used
for physicians and an interviewing ques-
tionnaire to nurses and technicians. The
questionnaire is adopted from “The Safety
Attitudes Questionnaire Ambulatory Ver-
sion by the University of Texas at Austin
2003”. This questionnaire is designed to
assess healthcare provider attitudes about
issues relevant to patient safety (often
called safety Climate or safety culture). It
measures areas of patient safety culture in-
cluding knowledge and attitude. It was in
English and was translated into Arabic
with back translation to assure the appro-
priate meaning.

The SAQ elicits caregiver attitudes
through the six factors analytically derived
the client scales: teamwork climate; safety
climate; job satisfaction; perceptions of
management; working conditions; and
stress recognition (Relihan et al, 2009)

The SAQ is a questionnaire with 30 items
and demographics information (the age,
sex, experience and nationality). The ques-
tionnaire took approximately 10 to 15
minutes to complete. Each of the 30 items
is answered using a five-point Likert scale
(Disagree Strongly, Disagree Slightly,
Neutral, Agree Slightly, Agree Strongly).
Some items are negatively worded. Each
version of the SAQ in the current study
includes a "Collaboration  and Communi-
cation" section, where respondents  are
asked to indicate the quality of collabo-
ration and communication they have ex-
perienced with each of the types of provid-
ers in their clinical area using a five-point
Likert scale; Very Low, Low, Adequate,
High, Very High (Zaghloul, 2001).

Pilot study: Twenty questionnaires were
distributed to health care workers in
Mahkama Primary Health Care Unit before
conducting the study.

Ethical consideration: 1. The informed
oral consent was obtained from all partici-

pants and confidentiality of the data was
assured. 2. To ensure confidentiality of da-
ta questionnaire was anonymous. 3. Ap-
proval from Ain Shams University Ethical
Review Committee and from the Public
Health Directorate was obtained before the
starting this study.
Data management and processing: Data

was collected, revised, coded and PC statis-
tical analysis using SPSS version 12.

The Likert scale (1 = Disagree Strongly,
2 = Disagree Slightly, 3= Neutral, 4 =
Agree Slightly, 5 = Agree Strongly) was
used to score SAQ items. Negatively
worded items were reversely scored so that
their valence matched the positively word-
ed items.

Total score of the six factors climate
scales: teamwork climate; safety climate;
job satisfaction; perceptions of manage-
ment; working conditions; and stress
recognition were calculated by summating
the response of their related questions.
Each scale includes number of questions:
Team work climate scale (n= 6 questions),
Safety climate scale (n=7), Job satisfac-
tion scale (n=5), Stress recognition sca-
le (n=4), Perception of management scale
(n= 4), Working condition scale (n= 4).

Total score for each safety attitude scales
was calculated by averaging the scores of
its subscales. The scores ranged from  1
to 5, and then these score were classi-
fied into 4 categories as follow; 4 most
favorable attitudes, ≤ 4 somewhat favorable
to slightly favorable, ≤ 3 somewhat unfa-
vorable attitudes 2 and 1reveals very unfa-
vorable attitudes.

Descriptive statistics and graphical dis-
plays were conducted to describe sample
population. Frequency tables were utilized
to describe nominal and ordinal variables;
continuous variables were described using
means, standard deviations and range. Chi-
square test compared the nominal and the
ordinal variables. The student's t-test and
ANOVA test were used to compare means
of continuous variables for groups.
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Results
All available health care providers

[Physicians (215), Nurses (50) and Techni-
cians (15)] working for more than one year

in three randomly chosen primary health
care centers were included in the study. De-
tails were given in tables (1 to 24).

Table 1: Age of participants in study group, years of experience and years of work
Variant Min Max Mean SD

Age (years) 22.00 59.00 35.14 10.13
Years of experience 1.00 35.00 8.72 8.18

Years of work 1.00 40.00 10.43 8.33

Table 2: Age of health care staff groups

Table 3: Sex & Marital status of group (n=280)

Table 4: Sex of health care staff groups

Table 5: Specialties of medical staff
Specialties N=280 %
Family physicians 78 27.9
Dentists 50 17.9
Nursing staff 46 16.4
Pediatrics 36 12.8
Pharmacists 28 10.0
Technicians 16 5.7
Obstetrics & Gynecologists 13 4.7
Physiotherapists 13 4.6

Table 6: Distribution among health care facilities
Variant N=280 %

Sixth District 133 47.5
Duwaiqa 54 19.3
Haggana 93 33.2

Table 7: Employment status of group

Variant Physicians (n=215) Nurses (n=50) Technicians (n=15) Total
(n=280)N (%) N (%) N (%)

< 30 52(24.76%) 26(52%) 1(6.6%) 79(28.2%)
30-44 86(40%) 11(22%) 8(53.3%) 105(37.5%)
45-54 73(33.9%) 5(10%) 5(33.3%) 83(29.6%)

≥ 55 years 4(1.8%) 8(16%) 1(6.6%) 13(4.6%)

Sex: No. %
Male
Female

75 26.8%
205 73.2%

Marital status
Single 103 36.8%
Married 151 53.9%
Divorced or Widowed 24

26
9.6%
9.3%

Sex Physicians (n=215) Nurses (n=50) Technicians (n=15) Total
Male 59(27.44%) 7(14%) 9(60%); 75(26.78%)

Female 156(72.55%) 43(86%) 6(40%) 205(73.21%)

Variant N=280 %
Full Time 235 84.2
Part Time 45 15.8



501

Table 8: How group feel about different personals in health facilities
Workers Mean SD
Physicians 3.83 0.11
Nursing staff 4.26 0.99
Nursing management 4.74 1.28
Resident doctors 4.17 0.82
Director of center 4.75 0.99
Receptionists 3.13 1.99
Nutritionists 2.81 1.33

Table 9: Teamwork Climate scores
Variant Mean SD

I have the support I need from other personnel to care for patients/clients 4.81 1.15
The staff in my area work as a well-coordinated team 3.14 0.59
Total score 3.98 0.87

Table 10: Answer frequencies in team work climate questions
Score Frequency n=276 %

High & v. high 179 64.9
Inadequate 46 16.7

Very few & few 51 18.4

Table 11: Safety climate scores
Variant Mean SD

I would feel safe being treated here as a patient/client 3.14 0.94
I am encouraged by colleagues to report any patient/client safety concerns I may

have
4.08 0.32

Total score 3.61 0.63

Table 12: Answer frequencies in safety climate questions

Table 13: Job satisfaction scores
Variant Mean SD

My health service is a good place to work 3.96 0.79
I am proud to work here 3.86 0.82

Total score 3.91 0.80

Table 14: Answer frequencies in job satisfaction questions

Table 15: Stress recognition scores

Table 16: Answer frequencies in Stress recognition questions

Score Frequency n=276 %
High & v. high 138 50
Inadequate 48 17.39
Very few & few 90 32.61

Score Frequency n=276 %
High & v. high 138 50
Inadequate 48 17.39
Very few & few 90 32.61

Variant Mean SD
Fatigue impairs my performance during emergency situa-

tions
3.71 0.8

I am more likely to make errors in tense or hostile situa-
tions

3.52 0.79
Total score 3.61 0.79

Score Frequency n=278 %
High & v. high 128 46.04
Inadequate 80 28.78
Very few & few 70 25.18
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Table 17: Perception of management scores

Table 18: Answer frequencies in Perception of management questions
Score Frequency n=276 %
High & v. high 161 58.31
Inadequate 50 18.14
Very few & few 65 23.55

Table 19: Working condition scores

Table 20: Answer frequencies in working condition questions
Score Frequency n=279 %
High & v. high 100 35.85
Inadequate 48 17.20
Very few & few 131 46.95

Table 21: Comparison of SAQ areas total scores regarding different jobs
Variant Physicians Nurses Technicians P
Team work scores 3.96±0.64 3.87± 0.74 3.68±0.96 0.02*
Safety climate score 4.18±0.42 3.85±0.89 3.44±0.56 0.001**
Job satisfaction scores 4.03±0.56 3.93±0.76 3.89±0.59 0.09
Stress recognition scores 3.89±0.93 3.75±0.45 3.69±0.68 0.07
Perception of management

scores
3.64±0.78 3.43±0.54 3.46±0.78 0.03*

Working condition scores 3.76±0.59 3.55±0.88 3.38±0.63 0.01*

Table 22: Comparison of SAQ areas total scores regarding different age groups
Scores Less than

30
30-44 45-54 55 or

more
P

Team work 2.92±1.02 3.87± 0.74 3.96±0.64 3.68±0.9
6

0.03*
Safety climate 3.14±0.56 3.85±0.89 3.97± 0.72 4.18±0.4

2
0.002**

Job satisfaction 2.03±1.26 3.93±0.76 3.89±0.59 4.23±0.5
6

0.09
Stress recognition 3.53±0.77 3.75±0.45 3.69±0.68 3.89±0.9

3
0.07

Perception of management 3.64±0.78 3.43±0.54 3.46±0.78 4.32±0.9
2

0.001*
Working condition 3.43±0.32 3.55±0.88 3.48±0.63 3.66±0.5

9
0.11

Table 23: Comparison of SAQ areas total scores regarding sexes
Scores Males Females P
Team work 3.97±0.96 3.89± 0.44 0.05*
Safety climate 3.88±0.42 3.85±0.93 0.05*
Job satisfaction 3.23±0.86 4.43±0.66 0.005**
Stress recognition 3.87±0.84 3.55±0.85 0.09
Perception of management 3.54±0.75 3.53±0.68 0.351
Working condition 3.36±0.78 4.25±0.96 0.001**

Variant Mean SD
My administration supports my daily efforts 3.44 0.84
Levels of staffing in my area sufficient to handle number of patients/clients 3.52 0.76
Total score 3.48 0.8

Variant Mean SD
This health service does a good job training new personnel 3.57 0.87
All necessary data for diagnostic &therapeutic decisions routinely available to clinical staff 3.43 0.82

Total score 3.51 0.84
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Table 24: Comparison between study groups regarding team work score.
team work Doctors Nurses Technicians Chi square test

A few 20 (9.3%) 2 (4%) 1 (6.7%) 23.139
Inadequate 20 (9.3%) 2 (4%) 5 (33.3%)
High & v. high 175 (81.3%) 46 (92%) 9 (60%) 0.003**

#Non applicable answers were omitted

Table 25: Comparison between groups regarding job satisfaction score
job satisfaction Doctors Nurses Technician Chi square test

A few 16 (7.5%) 9 (18%) 1 (6.7%) 11.288
Inadequate 17 (7.9%) 4(8%) 0
High & v. high 179 (83.2%) 37 (74%) 14(93.3%) 0.322

# Non applicable answers were omitted
Discussion

Quality and safety issues in healthcare
continue to receive a growing amount of
attention, as role of patient safety culture is
regarded as important for patient safety. A
positive patient safety attitude is the guide
many behaviors of healthcare professionals
towards viewing safety as one of the
highest priorities (Fujita et al, 2013).

In the present study, two hundred and
eighty health care providers (Physicians,
Nurses and Technicians) working for more
than one year in three randomly chosen
primary health care centers were included
in the study. 6th discrete facility included
133 (47.5%) medical staff personal, Du-
waiqa included 54 (19.3%) medical staff
personnel and Al Haggana included 93
(33.2%) medical staff personnel. In the
present study, 280 questionnaires gave re-
sponse rate of 88.6%. Ages ranged be-
tween 22 and 59 years (35.14±10.13).
Years of experience ranged between one
and 35 (8.72±8.18) and years of work
ranged between 1 & 40 years (10.43±8.33).

Thomas et al. (2003) reported a response
rate of 58% from 320 participants (90
physicians and 230 nurses). The physi-
cians mean age was 47 years (SD±10),
of whom 16 with mean (SD±10) years of
working experience. The nurses’ mean age
was 39 years (SD±9) years, of whom 9
wi th mean (SD±7) of critical care expe-
rience. The physicians were predominantly
males (86%), and the nurses were predom-
inantly female (92%).

Ages of participants ranged between 30-
44 years (37.5%), 45-54 (29.6%) and, less
than 30 years (28.2%). Only 4.6% of the
sample were 50 years old or more. The
majority of medical staff included in the
study were females (73.2%). 0ne hundred
and three subjects (36.7%) were single, 151
(53.5%) were married, and 24 (9.6%) were
divorced or widowed.

In the present study, health care providers
in the 30 to 44 year old age group were
more likely than were younger to partici-
pate contrasts with previous  findings of
higher  response rates for younger health
care workers. Cull et al. (2005) in USA
tracked response rates across time for sur-
veys of pediatricians, to explore whether
response bias was present for these sur-
veys, and to examine whether response bi-
as increases with lower response rates. The
concluded that while response biases fa-
voring women, young physicians, and non-
specialty-fellow members were found
across the 52-81% response rates examined
in this study, the amount of bias was mini-
mal for these factors that could be tested.
At least for surveys of pediatricians, more
attention should be devoted by investiga-
tors to assessments of response bias rather
than relying on response rates as a proxy of
response bias. Armstrong et al. (2009) in
USA mentioned that nursing programs re-
spond to vital initiatives such as Quality
and Safety Education for Nurses (QSEN),
nursing faculty will discover important
shared values exist between competency-
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based curricular models and the latest call
for stronger foci on safety and quality.
They concluded that nursing faculty whose
teaching is focused in a competency-based
curriculum was well positioned to respond
to the call to integrate QSEN competencies
into their curricula. These differences
might be due to different cultures as well
as the speculation as Cull et al. (2005)
dealt with pediatricians and Armstrong et
al. (2009) dealt with nurses in contrast to
the current study dealt with all professional
medical groups.

In the present study, two hundred and
thirty five (84.2%) subjects were working
full time and 45 (15.85%) were working
part time. De Smedt et al. (2006) in Bel-
gian describes primary care professionals'
self-reported attitudes towards evidence-
based practice (EBP), attention to infor-
mation sources, perceptions of the barriers
to EBP and strategies to improve insight in
EBP and patient care They concluded that
the most appropriate method for actual im-
plementation of evidence-based practice at
all levels of health care is to provide sum-
maries of evidence, easily understandable
protocols and web-based databases acces-
sible from the working environment. Stu-
dents should not only learn the skills relat-
ed to EBP, but should be able to integrate
knowledge effectively in the clinical set-
ting and routine care. Above all, their su-
pervisors themselves need to evolve from
'experience-based' to evidence-based prac-
tice'. Braithwaite et al. (2011) found that
among all groups of health care staff the
most common age group was 45-59 years,
followed by 30-44 years. They added that
54% had a full time work which was lower
than the present results. They concluded
that differences between safety specialists'
and workforce groups' beliefs about how to
improve patient safety may impede the
successful implementation of the patient-
safety programs.

In the present study, the teamwork cli-
mate score was 3.98±0.87, safety climate

score was 3.61±0.63, job satisfaction score
was 3.91±0.80, stress recognition score
was 3.61±0.79, perception of management
score was 3.48±0.80, and working condi-
tion score was 3.51±0.84. Callen et al.
(2009) in Australia found that the scale
achieving the highest mean score was Job
Satisfaction (3.90). This was followed by
the centrally important scale in the ques-
tionnaire Safety Climate (mean = 3.88) and
Teamwork climate (mean=3.82). All the-
se scores were in the upper section of 3-
4 score band indicating that on average re-
spondents were somewhat in agreement
that their workplaces possessed such char-
acteristics. Stress recognition scores were
also within this upper band (mean =3.67).
Working Conditions were rated at midway
in the 3-4 band (mean=3.49) and Percep-
tion of Management received a slightly
lower rating (mean=3.44). Similar to the
present results, none of the mean scores
on the six SAQ scales  reached the 4-5
band, which indicates stronger agreement,
none were below 3 which would reveal
unfavorable or negative attitudes. Lehnbom
et al. (2014) in Australia examined the evi-
dence regarding the effectiveness of medi-
cation reconciliation and review and to im-
prove clinical outcomes in hospitals, the
community, and aged care facilities, They
concluded that the evidence demonstrated
that medication reconciliation has the po-
tential to identify many medication dis-
crepancies and reduced potential harm, but
the impact on clinical outcomes is less
clear.

Similarly, medication review could detect
medication-related problems in many pa-
tients, but evidence of clinical impact is
scant. Overall, there was limited evidence
that medication reconciliation and medica-
tion review processes, as currently per-
formed, significantly improve clinical out-
comes, such as reductions in hospital re-
admissions.

In the current study, comparing SAQ
sub-scores in different study groups, a sig-
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nificant difference regarding team work
score (p=0.02) with highest value in doc-
tors (3.96±0.64) and lowest in technicians
(3.68±0.96) was detected. Thomas et al.
(2003) reported that teamwork survey re-
sults with nurses and physicians working
together who viewed the success of their
teamwork with each other differently. Phy-
sicians reported more favorable perceptions
of teamwork. They demonstrated differ-
ences in teamwork climate scale scores
between physicians and nurses (p =0.001),
and nurses’ scores (M=3.23) showed less
satisfaction with teamwork climate than
physicians’ scores (M=3.74). De Fontes
and Surbida (2004) also reported that phy-
sicians viewed teamwork with nurses more
positively than nurses viewed teamwork
with physicians. Mills et al. (2008) found
that doctors rate teamwork and communi-
cation during their work more favorably
relative to nurses.

Matziou et al. (2014) in Greece investi-
gated the physician and nursing percep-
tions regarding communication and collab-
oration as well as the factors that may in-
fluence these activities. They concluded
that in everyday practice, both nurses and
physicians should acknowledge the im-
portance of their effective communication
and they should develop and implement
inter-professional teamwork interventions
to improve collaboration. Moreover, nurses
have to constantly consolidate their role in
the decision process and patients' care, es-
pecially in countries with limited interpro-
fessional collaboration culture. In addition,
factors that improve physicians' attitudes
toward collaboration and effective commu-
nication should be further explored.

The present study showed highly signifi-
cant difference regarding safety climate
score (p=0.001) with highest value in doc-
tors (4.18±0.42) and lowest in technicians
(3.44±0.56).

Singer et al. (2009) in USA administered
the Patient Safety Climate in Healthcare
Organizations survey in 2004-2005 to per-

sonnel in a stratified random sample of 92
US hospitals. They found that Differences
among and within hospitals suggest that
strategies for improving safety climate and
patient safety should be tailored for work
areas and disciplines and that nurses and
technicians perceived less institutional
commitment to safety than did physicians
may suggest that they are more likely to
observe deficiencies in the organizational
infrastructure related to patient safety than
are physicians

Steinemann et al. (2011) in USA evaluat-
ed the impact of a team training curriculum
for residents and multidisciplinary trauma
team members on team communication,
coordination and clinical efficacy of trauma
resuscitation. They found that aq relatively
brief (four-hour) a human patient simulator
(HPS)-based curriculum can improve the
teamwork and clinical performance of mul-
tidisciplinary trauma teams that include
surgical residents. This improvement was
evidenced both in simulated and actual
trauma settings, and across teams of vary-
ing composition. HPS-based trauma team-
work training appears to be an educational
method that can impact patient care..

The current study showed a significant
difference regarding perception of man-
agement score (p=0.03) with highest value
in doctors (3.64±0.78) and lowest in nurses
(3.44±0.56). Nurses and technicians often
spend more time with patients than do
physicians (Corser, 2000).

Finlayson et al. (2007) replicated a cross-
national study of nurses' perceptions of
staffing, work organization and outcomes
conducted in more than 700 hospitals in the
United States, Canada, England, Scotland,
and Germany. They found that the New
Zealand nurses report similar shortcomings
in their work environment as do the nurses
in countries with distinctly different health
care systems. While they report similar
high levels of competence and good rela-
tions between doctors and nurses as the
respondents in the other five countries,
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higher numbers of New Zealand nurses 30
years of age or younger report their inten-
tion to leave their current jobs. New Zea-
land nurses also report the highest levels of
job related stress, high levels of job dissat-
isfaction, and more than half report receiv-
ing inadequate organizational support. Mi-
ró (2010) stated that Spain has universal
public health care coverage. He added that
despite the high EM caseload and the po-
tential severity of the conditions, training
in EM is still unregulated in Spain. How-
ever, in April 2009 the Spanish Minister of
Health announced the imminent approval
of an EM specialty, allowing the first EM
resident to officially start in 2011. Spanish
emergency physicians look forward to the
final approval, which will complete the
modernization of emergency health care
provision in Spain.

Rainer (2014) reported that speaking up
to protect patients was a key ethical and
moral mandate for nurses, silence still pre-
vails in many situations. On the basis of
concepts of safety culture, generational
theory, personal cultural literature, advoca-
cy theory, oppressed group theory, and
moral distress theory, the proposed theory
identifies primary factors of speaking up:
generational, personal culture, and organi-
zational.

The present study showed a significant
difference regarding working condition
score (p=0.01) with highest value in doc-
tors (3.76±0.59) and lowest in technicians
(3.38±0.63) was detected. The relatively
negative nurse ratings of the dimensions
“working conditions” and “perceptions to-
wards the hospital” are unsurprising given
that work dissatisfaction and high turnover
are well-documented problems in the nurs-
ing profession (Lu et al, 2005). Inflexible
working schedules, overwhelming work-
loads and an unsupportive health-care envi-
ronment have been shown to have led to
the burnout among nurses.

Dalmolin et al. (2014) identified the fre-
quency and intensity of moral distress ex-

perienced by nurses, technicians and nurs-
ing assistants who worked in hospitals in
the South of Rio Grande do Sul State. They
found that nurses and nursing assistants
have higher perception of moral distress
when compared to nursing technicians. Or-
ganizational questions and ways of com-
munication influence lower perception of
moral distress. They concluded that Im-
plementation of actions to favor coping,
decision making and autonomy exercise
from those workers.

The current study showed no significant
difference was detected regarding job satis-
faction score and stress recognition score.

The technicians, whose primary tasks are
examining and analyzing body fluids and
cells and who tend to work independently
rather than in cooperation with coworkers
(Wolf, 1999) gave more negative ratings
than did physicians and nurses for the job
satisfaction. Huntington et al. (2009) stated
that the internet has only recently been
used for health research. However, web-
based methodologies are increasingly dis-
cussed as significant and inevitable devel-
opments in research as Internet access and
use rapidly increases worldwide. They
added that Internet-based technology can
support the maintenance of cohorts across
multiple countries and jurisdictions to ex-
plore factors influencing workforce partici-
pation. However, barriers to widespread
adoption of web-based approaches include
website development costs, the need for
fast broadband connection for large data
collection instruments, and varying degrees
of internet and computer literacy in the
nursing and midwifery workforce. They
concluded that the development of on-line
methods and tools is a major and exciting
development in the world of research. Re-
search via the world-wide web can support
international collaborations across borders
and cultures.

Tuckett et al. (2014) stated that the short-
age of nurses is known and explored nurs-
es' reasons for leaving the profession based
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on responses from an e-newsletter of the
Nurses and Midwives e-cohort Study. They
reported that by qualitative content analysis
of data from email responses (n = 66)
showed 'Lack of support' as a social work
value describing their manager's lack of
support, unsupportive relationships within
their work group, and a health-care system
putting business principles before care re-
sulting in job dissatisfaction and nurse
turnover.

Conclusion
As healthcare becomes more complex,

safe patient centered care is directly influ-
enced by the quality of the education that
health care professionals receive. Based on
a review of the literature, further research
to support and guide curricular change and
more studies focused on instructional
methods are needed.

It is possible to reliably and meaning ful-
ly measure caregiver attitudes and percep-
tions relevant to the safety of healthcare.
The use of the SAQ to assess climate in
clinical  areas will allow valid compari-
sons between hospitals, patient care are-
as,  and types of caregivers, and tracking
of change over time.   No doubt, quantita-
tive assessment of organizational safety
culture with reliable and valid question-
naire could distinguish features of organi-
zational culture for patient safety across
subgroups such as hospitals, professions,
management/non-management positions
and the units/wards further the understand-
ing of associated characteristics of each
subgroup and provide insight into organi-
zational readiness for patient safety im-
provement. The feedback from clinical in-
cident reviews closes the loop of the re-
view process and creates a platform for
necessary changes to be undertaken.
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