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Abstract

Introduction: Quality of healthcare is a relatively new concept, and until recent decades it
was hard to describe or measure it. Donabedian defined quality of health care as a product of
two main factors — science and technology of health care and application of that science and
technology in the practice. High quality of care serves as a marker of optimal patient safety.
No extant studies of healthcare quality and patient safety completed in Armenia are
represented in the peer-reviewed literature. There is extremely limited evidence and
understanding of how quality and safety are perceived and defined by different stakeholders
in Armenian healthcare, and whether those perceptions and definitions are cohesive and
correspond to international standards or not.

Study Purpose: The primary aim of the study is to understand how healthcare quality and
patient safety in the ICUs of Yerevan hospitals are perceived and defined by the different
stakeholders of the system. The secondary aim of the study is to explore the cultural context
of frontline clinicians' perceptions of quality and safety through investigation of safety
culture existent in those ICU settings.

Methods: The project is a mixed methods QUAL-quant cross-sectional study of different
stakeholders' (ICU physicians, nurses, hospital administration representatives, policy makers
and real-time ICU patients' family members) perceptions of healthcare quality and patient
safety in the ICUs of Yerevan hospitals, as well as of features of safety culture existent in
those ICUs. The qualitative component is the dominant element of the study. The quantitative
part serves as a complementary method to reflect the context of safety culture in the ICUs of
Yerevan hospitals.

Results: The respondents naturally separated “real” and “ideal” situations from one another,
indicating that the expectations on quality of care and the current situation are very different.
Hierarchical control, as the main way of quality assurance, and culture of blame are the main
attributes of the real situation regarding healthcare quality and patient safety in the ICUs of
Yerevan hospitals. Whereas, there should be clearly defined criteria, quality standards and
protocols along with transparent flow of information to judge about healthcare quality. The
organizational culture in all of the targeted ICUs can be described as pathological,
considering the fact that blame and hierarchical control are the main driving forces of quality
and safety initiatives. Patient-centered care, emotional support, access to care,
communication and information, efficiency of care, are among the most popular dimensions
of quality according to the patients and their family members. The next major finding is that
in order to improve the quality of care and patient safety financing, education and the way the
system functions need to be changed. The mean scores for teamwork climate, safety climate,
job satisfaction, stress recognition, perceptions of management, and working conditions were
respectively 79.7 (SD=9.2), 75.8 (SD=10.8), 93.1 (SD=12.9), 36.3 (SD=28), 82.4 (SD=19.4),
and 92.7 (SD=13.3). There were statistically significant differences between the hospitals
only in the working conditions scale (between Hospitals A and B (p=0.032), and between
Hospitals C and B (p=0,005).The mean score for working conditions in the Hospital A was
90.3 (SD=14.9), in Hospital B it was 98.7 (6.1), in Hospital C it was 86.3 (SD=16.1).
Conclusion: While the frontline clinicians and administration representatives accept that
without clearly defined standards, criteria, and protocols, the quality and safety wouldn't be
achieved; there is ambiguity, when we will have those in practice. The patients and family
members’ understandings of quality and patient safety are mostly based on the nice and
caring attitude of the clinicians. The accessibility of care, patient rights, interests, and patient
engagement in establishing quality of care are still to be achieved. Our findings also suggest
that in order to achieve tangible results in terms of healthcare quality and patient safety, we
need comprehensive strategies to modify healthcare financing, healthcare education, as well
as both - hospital level and system level management.



Introduction

Quiality of healthcare is a relatively new concept, and until recent decades it was hard to
describe or measure it". Donabedian defined quality of health care as a product of two main
factors — science and technology of health care and application of that science and
technology in the practice™?. The terms of quality and safety in healthcare are closely related.

High quality of care serves as a marker of optimal patient safety.

An important landmark in the health care quality and safety movement is considered the
publication of the Institute of Medicine’s (IOM) report “To Err is Human: Building a Safer
Health System” in 1999, as a result of which quality of care was prioritized by the health care
providers. The report pointed out that up to 98 000 deaths per year occur in the US as a result
of medical errors®*. Shortly after the publication of the latter another report by 10M was
published, “Crossing the Quality Chasm: A New Health System for the 21* Century”, which
emphasized that there are safety and quality problems in healthcare, because the healthcare
relies on outmoded systems of work. Accordingly, in order to achieve safe and high quality
of care, the systems of care need to be redesigned®. A Similar report about the health care
system of United Kingdom, “An Organization with a Memory”, was published in 2000,
pointing out that in NHS hospitals adverse events, when harm is caused to patients, occur in

approximately 10% of hospital admissions (more than 850 000 patients per year)®.

Currently in Armenia there is no precise information available about the prevalence of
medical errors and adverse events occurring in the Armenian health care system. The latter
might be a result of absence of clear culture of safety, as well as lack of appropriate reporting
systems. However, based on some US estimates, it is assumed that in Armenia nearly 8000
hospital admissions (out of 200,000 hospital admissions) per year may be associated with

medical errors, which counts for loss of approximately AMD 1 billion of hospital costs’.



Background and Significance

Concepts of Healthcare Quality and Patient Safety

The global healthcare industry has adopted some of the commonly used quality assurance and
quality improvement strategies from other industries, i.e. airline industry, gas and oil
industry, nuclear power industry, car industry, which, due to the character of their practice,
require a strong accent on safety. In those industries the core driver for quality movement was

in fact safety *.

Safety in the healthcare context can be discussed on different levels. The term safety in
healthcare may refer to the system safety at a larger scale and to the patient safety in a
narrower scale®®. The Lucian Leape Institute, established by the United States National
Patient Safety Foundation, has identified five fundamental concepts related to healthcare
system safety: transparency, care integration, patient engagement, restoration of joy and
meaning in work, and medical education reform. The realization of those concepts is
essential in achieving healthcare system safety®. Safety at a narrower scale - patient safety,
can be defined as reduction of risk of healthcare-associated unnecessary harm to an
acceptable minimum, where healthcare-associated harm, in its turn, is the harm, which arises
from plans and actions taken during the provision of healthcare, rather than caused by disease
or injury®. The core idea underlying patient safety is that patients should not be harmed by the

care that is intended to help them, and safety should be a precondition in health care®,

In order to assess the quality of care the necessary information can be obtained from three
main domains: structure, process and outcome’. Donabedian's Structure-Process-Outcome
(S-P-O) model serves as a conceptual framework for this project. In this approach structure
refers to the attributes of the setting in which the care is delivered, including the material
resources, such as equipment, facilities, human resources and organizational structure. The

process is about what is being done in delivering and receiving care, involving the patient's
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activities in seeking health care, as well as the provider's activities in diagnosing and/or
implementing the treatment. Finally, the outcome refers to the effects of health care on the
patient's health status, improvements in the patient's knowledge, changes in the behavior, as
well as the patient satisfaction with the care"?. Donabedian determines and describes several
attributes of quality, which are efficacy, effectiveness, efficiency, optimality, acceptability,
legitimacy and equity®. (See Figure 1, Appendix 3) These attributes of quality are reflected in
the specific aims of quality improvement suggested by the Institute of Medicine in its report
“Crossing the Quality Chasm: A New Health System for 21% Century”. According to the
latter healthcare should be safe, effective, patient-centered, timely, efficient and equitable®.

(See Table 1, Appendix 3)

Medical Errors

There are two general approaches to understanding medical errors in the context of patient
safety — person approach and system approach. The person approach emphasizes individual
factors, and in case of adverse events the clinicians are blamed for inattention, forgetfulness,
moral weakness'. In terms of person approach to errors the harm reduction relies on ever-
increasing heroism of clinicians rather than designing safe systems™. A lesson learnt from
other industries is the recognition that the majority of errors in most industries occur because
of systems used. Approaching the errors from the systems' perspective implies that making
errors is possible whenever humans work, because of the limitations the humans face
regarding concentration, prolonged attention, multitasking®*2. In systems approach errors are
viewed as consequences rather than causes. One of the main ideas is that though the human
conditions can hardly be changed, the conditions under which humans work can be modified

building mechanisms to prevent errors and/or alleviate their effects™.

In terms of systems approach care consists of connected processes that influence each other
and patient outcome. An error occurring in one of the processes does not necessarily lead to
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fatal event. In this case, the hazards on one side and the losses on the other side are separated
by different barriers/layers, which are developed in different process stages. Every single
barrier is not perfect and can be penetrated, however the next barrier is designed in such a
way that even the error that penetrated though the previous barrier is put to hold in the next.
This model is known as the Swiss cheese model, which was initially designed and used in oil

industry, then airline industry™**3

. (See Figure 2, appendix 3) The application of Swiss cheese
model’® to health care suggests that there is need for comprehensive quality assurance
program to ensure quality and safety in the all processes of care, which in turn, will result in a

safer patient journey *°.

In the context of patient safety outcomes there is a challenge in separating preventable harm
from non-preventable/inevitable harm. In airline industry, for example, all fatal crashes are
viewed as preventable. Preventable harm means that clinicians did or failed to do something
(i.e. error) which caused harm; the latter would have been prevented if the error had not
occurred. Despite many similarities between healthcare and aviation industry in terms of
safety and quality, healthcare is different from it and other industries that deal with high-risk
handling situations, and even if the patients receive the best-known medical treatments, some
of them will inevitably die or suffer complications'®. The preventable adverse events and
potential adverse events (“near misses”) indicate that a medical error was existent in the
provision of care, while non-preventable adverse events reflect that there were unavoidable

complications™.

Safety Culture

The way how the errors are detected and handled within the healthcare organization is highly
dependent on the organizational culture of the setting, particularly the culture of safety”. In
this context Westrum *° has defined the culture as the organization's way to respond to the
challenges and opportunities it encounters. It shapes the organization's response to problems.
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Thus one of the most important things in terms of safety culture is the flow of information™®.
Organizational culture of safety can be described through the model of cultural maturity,
which suggests five stages of development of the safety culture: pathological (the main desire
is not to get caught by the regulator), reactive (organizations start to take safety seriously
only after incidents), calculative (there are systems to manage hazards), proactive
(organization works on the problems that can be still found) and generative (there is active

participation at all levels)™. (See Figure 3, appendix 3)

Medical training and the culture instilled during this training emphasize autonomy of action
putting accent on personal responsibility. The latter has led to a culture of hierarchy and
authority in decision making among the medical personnel and to a belief that mistakes
should not be made®. In case of occurring, mistakes/errors are usually treated in frames of
personal approach rather than systems approach, meaning that they are considered as
personal and professional failures®. However, in order to succeed in the pursuits of achieving
safety there is need to improve the culture of safety ensuring that reporting will be non-
punitive, and that improving patient safety requires fixing the system rather than blaming. As
there is always probability of making failures, this approach suggests learning from them and

training the workforce to recognize and recover from them**°.

In order to explore safety culture in healthcare settings, there is a widely accepted structured
questionnaire — the Safety Attitudes Questionnaire (SAQ), which can be used to measure
safety culture in different clinical settings. The SAQ, developed by Sexton and colleagues, is
one of the most widely used validated tools to measure safety culture’’. It has demonstrated
good psychometric properties in capturing the caregivers’ attitudes regarding six patient

safety related domains: teamwork climate, safety climate, perceptions of management, job



satisfaction, working conditions, and stress recognition. The SAQ gives a snapshot of the

safety culture of a particular setting through surveying the frontline caregivers'’*.

Healthcare Quality and Patient Safety in ICUs

Patient safety is a public health concern across all the countries in the world. However, issues
related to patient safety are different depending on the setting, available resources and
culture®. The existing evidence from population level data about the rates of injuries to
patients in hospitals as well as medical errors suggests that extremes of age, complex care,
11,14,15,20-22'

urgent care, and a prolonged hospital stay are associated with more medical errors

In this context the intensive care units pose an interest in exploring patient safety issues.

A multinational study conducted by Valentin and colleagues indicates that 38.8 sentinel
events occur per 100 patient ICU days®. The latter might be associated with the following
interrelated factors: complex interactions between medical/nursing/technician health care
professionals and therapeutic intervention per disease entity”’. There is a high risk for
infection among the ICU population. Another multinational study by Alberti and colleagues
discovered that 19% of ICU patients develop an infection sometime during their ICU stay®.
Healthcare quality and patient safety issues occur in ICU settings more intensely, thus they

are of special interest in terms of quality and safety research**4!>2%22,

Situation in Armenia

The global literature on healthcare quality and safety suggests that countries in different
development levels are affected by patient safety issues unequally?®. Currently the methods to
assess healthcare-associated harm have only been used in developed countries, where data-
rich medical records tend to be available. Healthcare-associated harm has been studied in
developed countries since the early 1990s*. However, methods for data-poor settings have

not been identified despite the fact that there is little known about the magnitude of harm in



developing and transitional countries. Data-poor settings, according to WHO, are “those
institutions that either do not have adequate routine information systems necessary to conduct
a particular investigation, or if they have them, the data sources are unreliable, incomplete or
inaccessible™®®. Armenia lacks adequate reporting systems, which could serve as a basis for
conducting particular investigation of patient safety issues’. Currently there are information
systems providing data about hospital fatality rates; however the analysis of that kind of data
provides only crude measures of the general picture, while the reporting and analysis of
adverse events and hospital readmissions could have been more useful in terms of describing

general situation of patient safety issues in Armenia®*.

Armenia has inherited from Soviet Union a highly centralized healthcare system dominated
by vertical management. In the Soviet Union the right to free medical care was guaranteed by
the Constitution, however the quality of care was not a priority. It was considered a part of
the providers' performance assessments only when dealing with severe failures. The system
mainly emphasized structural and quantitative indicators’. After gaining its independence,
Armenia faced several devastating social-economic and political challenges which made it
impossible for the health care system to function in the way it did during the Soviet period.
Since that time, the system has undergone number of changes, including decentralization and
privatization of services, which have transformed it from a centrally organized and run

system into a fragmented one that performs inconsistently”2.

Currently in the Armenian healthcare system systematic approaches towards quality
assurance, medical error reporting and prevention of adverse events are almost non-existent.
There are several official documents adopted by the government concerning the current
policy regarding health care quality. Particularly, there is a concept-paper on the

“Improvement and control of the quality of healthcare provided to RA Population” approved



by the Government in 2002. This document emphasizes that the tendency of worsening of the
health indicators of the population is related not only to the difficult social-economic
situation of the country, but is also conditioned by the absence of appropriate mechanisms
clarifying the rights, interests as well as the responsibilities of health care providers and
recipients. There are some criteria, standards, and protocols developed back in the Soviet
years that are currently partially used in practice. The majority of those protocols are
outmoded and are sometimes creating obstacles instead of serving their mission®®. Regarding
healthcare quality another concept paper was approved by the Government in 2010,
“Assessment of the quality of healthcare services in the Republic of Armenia”, which aims at
establishing and ensuring continuous application of an effective and viable system of
healthcare quality monitoring, continuous assessment and problem identification based on
systemic approach, clearly regulated methodology, procedures and functional means®.
However, the policy regarding healthcare quality is limited to those concept papers and there

are no systematic procedures implemented.

Despite the presence of some official documents about quality and safety, no extant studies of
healthcare quality and patient safety completed in Armenia are represented in the peer-
reviewed literature. Thus, there is extremely limited evidence and understanding of how
quality and safety are perceived and defined by different stakeholders in Armenian
healthcare, and whether those perceptions and definitions are cohesive and correspond to

international standards or not?®?’.

Study Purpose
The primary aim of the study is to understand how healthcare quality and patient safety in the
ICUs of Yerevan hospitals are perceived and defined by the different stakeholders of the

system. The secondary aim of the study is to explore the cultural context of frontline




clinicians' perceptions of quality and safety through investigation of safety culture existent in
those ICU settings. The findings may further serve as a basis for carrying out different

initiatives related to assurance of quality and safety.

Methods

Approach, Design, and Methodology

The project is a mixed methods QUAL-quant cross-sectional study of different stakeholders'
perceptions of healthcare quality and patient safety in the ICUs of Yerevan hospitals, as well
as of features of safety culture existent in those ICUs. Those stakeholders are ICU physicians,
nurses, hospital administration representatives, policy makers and real-time ICU patients'

family members.

The qualitative component is the dominant element of the study, aiming at understanding the
phenomenon of quality and safety within the naturalistic context of the ICU, rather than
experimental settings®®%°. The qualitative analysis provides rich descriptions of perceptions

of healthcare quality and patient safety in the Yerevan ICUs™.

The quantitative part serves as a complementary method to reflect the context of safety
culture in the ICUs of Yerevan hospitals. It helps to explore the cultural context of frontline
clinicians' perceptions of quality and safety through investigation of safety culture existent in
those ICU settings. The findings may further serve as a basis for carrying out different

initiatives related to assurance of quality and safety.

The qualitative and quantitative methods were used in parallel during the data collection, and
the mixing was done during the final stage of analysis synthesizing the information obtained

from both methods.

Participants



A purposive sample of stakeholders in ICU quality and safety in Armenian healthcare was
recruited to participate in the study. Those stakeholders include ICU frontline clinicians
(physicians and nurses), hospital administration representatives, ICU patients' family

members interviewed during hospitalization, and policy makers.

In order to contact ICU frontline medical personnel (physicians and nurses) and hospital
administration representatives, the student investigator with the support of her advising team
approached three Yerevan hospitals through official letters. The physicians, nurses and
hospital administration representatives at hospitals which agree to participate were asked to
engage in semi structured in-depth interviews. The frontline clinicians and the hospital
administration representatives were asked to share their perceptions and definitions of quality

and safety.

In frames of the quantitative component of the study self-administered, anonymous structured
questionnaire about the safety culture (SAQ) was distributed among all the physicians and
nurses of the selected ICUs. As the clinicians have different working shifts during the week,
some of them were having vacations, or were absent for different other reasons, in order for
the fieldwork not to last too long, it was decided to include only those clinicians, who were in

the hospital at the moment of distribution, or during the next day.

The SAQ consists of six scales, each of them capturing the caregivers’ attitudes towards
different patient safety domains: teamwork climate, safety climate, job satisfaction, stress
recognition, perceptions of management, and working conditions. Each scale contains a set of
questions to be answered using a five-point Likert scale (1=Disagree Strongly, 2=Disagree
Slightly, 3=Neutral, 4=Agree Slightly, 5=Agree Strongly)'’. There are some negatively
worded questions, which were reverse scored in the analysis stage in order for them to match

the positively worded questions. In order to calculate 100 point scale score for an individual
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respondent, reverse scoring of negatively worded items was done, and then the mean of the
set of items from the scale was calculated, 1 was subtracted from the mean, and the result was

multiplied by 25*".

The real-time ICU patients' family members were directly approached in the hospital and
asked to participate in the in-depth interviews. They reflected on their hospital experience, on

the way how they define quality and safety.

Policy makers were recruited through official letters of invitation. Representatives of the
Quality Management Division of the Ministry of Health® of the RA were approached
specifically. The policy makers were asked to share their perspectives on quality and safety,
as well as the current and future trends in the context of healthcare quality and safety in

Armenia.

Data Collection

Procedures
In order to understand how healthcare quality and patient safety in the ICUs of Yerevan

hospitals are perceived and defined by the different stakeholders of the system, semi
structured in-depth interviews were conducted with them. The interview guide has
predetermined questions, however the ordering was flexible based on the flow of the
conversation. The questions included in the interview guide have possible probes to obtain
the necessary information. Overall as much in-depth interviews were conducted as needed for
achieving data saturation, which refers to the point at which no new relevant data seems to

emerge concerning the phenomena under exploration®.

! By the time the research team completed the field work of this study and finished the processing of the paper,
several structural changes occurred in the MOH, as a result of which this division does not exist anymore.
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Additionally, in order to capture the safety culture of those 1CUs included in the study, the
Safety Attitudes Questionnaires was administered to all the frontline medical personnel (ICU

physicians and nurses) of the ICUs.

The participation in the study was anonymous, and the personal information about individual
study participants as well as participating hospitals was kept confidential. Besides, before
starting the data collection, all the tools for data collection passed IRB confirmation, ensuring

that no harm will be caused to the participants of the study.

Data Management

The in-depth interviews, upon the permission of the participants, were recorded by audio
recorders and then fully transcribed to Armenian, afterwards translated to English.
Additionally, notes were taken during the interviews to contextualize interview transcripts.
The completed Safety Attitudes Questionnaires were entered to SPSS data sheet. All the

transcriptions as well as the SPSS database were accessible only to the research team.

Data Analysis

The data obtained from the in-depth interviews was analyzed through content analysis, which
is a flexible method for dealing with large volumes of textual data®®. An inductive
conventional content analysis was done, meaning that the data was used to generate ideas,
unlike the opposite approach (deductive), which takes the idea and uses data to confirm or
reject it*>*233. The transcripts from the in-depth interviews were read, and coding was done;
codes were derived from words and meaningful units from the text. Afterwards, abstraction
was done: the codes were grouped, generating categories, and then the categories were
grouped to generic categories, which, in turn, were grouped to larger categories (such as main
categories or themes depending on the level of abstraction commensurate with the original

category)* .
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The analysis of the SAQs was done using SPSS. Descriptive statistics, frequency and

exploratory data analysis were conducted.

Mixing Data

At first the data obtained from in-depth interviews and SAQs were analyzed separately.
Afterwards, the data from the in-depth interviews of hospital administration representatives,
frontline medical personnel, real-time ICU patients' family members and the data from SAQs
were combined to present the cultural context of the different perceptions and definitions of
healthcare quality and patient safety. Thus, the quantitative data served as a complementary
component being a basis to derive the perceptions and definitions of different stakeholders

about healthcare quality and patient safety in the ICUs of Yerevan hospitals.

13



Results

Qualitative Analysis

Participants

Overall twenty two respondents participated in an interview and all but one agreed to audio

recording. Notes were taken for that interview. The respondents included policy makers,

frontline clinicians (ICU physicians and nurses), hospital administration representatives, and

patients' family members. The research team reached the policy makers from Ministry of

Health of RA, and the other stakeholders were recruited from three hospitals in Yerevan.

Stakeholder

Setting and number of respondents

Hospital A Hospital B Hospital C

Administration

. 2 1 1
representative
Physician 2 2 2
Nurse 2 2 2
Patient's family

1 1 2
member
Ministry of Health

Policy maker 2
Total 22

Two main themes emerged in analysis of the interview data. These themes are quality and

safety: hard to define and what needs to be changed. Each theme encompasses a set of

categories, which describe different aspects of the theme. The first theme — quality and safety

are hard to define, is described by the respondents through two main categories, which

emerged during the analysis — ideal situation (1) and real situation (2) in terms of quality and

safety. The second theme — what needs to be changed is represented by three main categories

financing (1), education (2), and the way the system functions (3). The categories themselves

consist of different interrelated subcategories.
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Subcategory

Category /v Comfortable, well equipped setting, nice attitude, cured patient

Theme Ideal Situation £, Criteria, standards, protocols

Blame, hierarchical control
Real Situation ~ Nothing is done, unless an error occurs

Quality and Safety: Hard to Define Exchange of information, transparency

Subcategory
Category Salaries of the medical personnel, financing of the hospitals
Theme Financing—______j How much we spend on healthcare system in general?
What needs to be changed? How the physicians and nurses are trained

Education 4 How they get retrained

The way the system functions i Recognizing the need of change
How the government controls and regulates the situation

15



Theme 1: Quality and Safety are hard to Define

The respondents shared their understanding and perspectives of healthcare quality and patient
safety during the in-depth interviews. The study was multi centered and included three ICU
settings, which differed from one another by their medical equipment, resources, financial
situation. However, the opinions of the respondents coming from those various ICU contexts
were quite similar and were triangulated among different participants. Different definitions of
quality and patient safety emerged from the interviews, emphasizing different aspects of

quality and safety.

Most participants, when talking about their understandings of quality and safety, described
what should quality and patient safety be like in ideal circumstances and what those are like
in reality. They mentioned a huge gap between so called “ideal” and “real” situations. Two
main categories were derived from their reflections on healthcare quality and patient safety -

ideal situation and real situation.

Ideal situation

Ideal situation as a category contains several subcategories, which emerged from the
interview data. Those subcategories are: (1) comfortable, well equipped setting, nice attitude,
(2) criteria, standards, protocols, and (3) exchange of information, transparency. As diverse
respondent groups were included in the study, their perspectives on quality and safety were
different. The differences were particularly more noticeable between professional
stakeholders (policy makers, hospital administrators, frontline clinicians) and patients' family
members. According to the patients' family members quality is represented by a clean,

comfortable, well equipped setting, and a caring attitude on the part of physicians and nurses.

“A good physician, an attentive nurse plus caring attitude, perhaps nothing else is needed™.
Patent's family member, Hospital B
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Patient’ family members emphasized structural components of care (fresh equipment,
medical devices and materials, clean setting) and positive patient outcome as indicators of

quality and safety of care.

“When your room is clean and comfortable, when you trust your physician, when you are sure that
s/he will do no harm to you, it means you receive high quality and safe care™.

Patient's family member, Hospital A

The patients’ and their family members’ expectations about the care play a crucial role in

shaping their understanding about quality and safety.

“Before coming to the hospital, you already have some expectations about the care, and those
expectations form the standard (norm) for you. | consider the care as high quality and safe if it fits my
standards”.

Patient's family member, Hospital C

The understanding and perspectives on quality and safety among professional stakeholders
including policy makers, frontline clinicians, and hospital administration representatives
differed from those of patients’ family members. The “criteria, standards, and protocols”

were terms around which the “professionals” organized their thoughts.

“The first thoughts that come to my mind when | hear the phrase healthcare quality are criteria and
standards; if you want to understand or measure the quality, you need to have clearly defined

criteria™.

Hospital B, Administration Representative
Professional stakeholders particularly emphasized the importance of measuring quality and
safety.
“Ideally we should have special veritable criteria and standards in order to link our discussion to and

to judge about quality based on them”.

Hospital C, Physician
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Policy makers discussed how relevant their current activities are to quality management
activities that they ideally should occupy their attention with. They mentioned that they are
not doing something they are supposed to do, and the reason for that is the absence of

standards for quality.

“The quality management procedures that we imagine, are not incorporated in our current everyday
activities; when we have the tools for quality management — criteria, standards, and protocols, we
will not be sitting in our rooms and writing referrals or doing other paper work™.

Policy Maker

According to frontline clinicians, patient outcomes and clinician-patient relationships are not
always a direct indicator of quality. Unlike family members, who mostly emphasized
treatment outcomes and perceptions of a caring attitude from physicians and nurses,

clinicians view quality and safety as much more complex:

“If you are, let's say, curing someone's teeth, and you cure very well, you excellently cure the caries,
and s/he is very satisfied, but during that process you infect her/him with Hepatitis B, then this kind of
health service cannot be considered as good quality service. If you rescue the patient from bleeding,
but because of transfusion s/he gets Hepatitis C, then it is not a good quality care too, despite the fact
that the life of the patient has been saved. The opposite is also possible: you may do everything right,
but the outcome might be very bad. In this case the care process might be organized according to the
criteria, but because of the health condition, it was not possible to have good results. So what? Was
the quality bad in the last case?”

Physician, Hospital A

Policy makers, frontline clinicians, and hospital administration representatives emphasized
flow of information and how information circulates in the healthcare system. The latter is not
only about the hospital level exchange of information, but rather a system-wide sharing of

information about what is going on in the system. The three hospitals, which were included in
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the study, had their specific reporting procedures. They mostly gather annual and/or trimester
reports. Then they analyze the obtained data and get the general picture about how the
hospital performed during the past year. However, in those reports mostly the structural and
guantitative components are emphasized (e.g. number of patients admitted by each
department, types of services provided to them, discharges, mortality rates, financial aspects
of care etc.). They do not get into the details exploring the issues related to quality and patient

safety.

“It would be excellent to have access to systematic and reliable information about different aspects of
care, about the patients, about the details of their care process, but currently we even have difficulties
in having appropriately filled-in medical records. In lots of cases there are huge discrepancies in
those medical records”.

Hospital Administration representative, Hospital B

Most participants emphasized that they know the literature and are aware of evidence-based
practices to collect information about the care processes from the patients. But they didn’t

seem to believe that evidence.

“We have tried to distribute survey questionnaires among them several times. But our surveys were
not informative at all; we didn’t get anything new from them. They do not complain to us; they rather

get out of the hospital and then start complaining through some hot lines to other channels™.

Hospital Administration representative, Hospital C
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Real Situation

In sharing their perspectives and understandings of healthcare quality and patient safety in
Armenia today, participants vividly described their experiences and perceptions of quality
and safety. Their reflections converged in the real situation. Real situation is comprised of
two inter-related subcategories. Those are: (1) blame, hierarchical control, and (2) nothing is
done unless an error occurs. In the reality the culture of blame is quite dominant in the ICU
settings, and it is the only thing that follows any kind of error. Many of the respondents
reported that the vertical/ hierarchical control is very essential; in fact it was the main way of
control. They were afraid of their supervisors, and higher level administration. Besides, in
terms of quality and safety the system itself can be characterized as a reactive, rather than
proactive one, because of the absence of any preventive measure. As with ideal situation, real
situation was described by the different stakeholder groups differently. The differences in real
situation as described by professional stakeholders and patients’ family members were more

marked than in the ideal situation.

According to the patients family members the access to high quality care is highly dependent
on the patients’ ability to pay. The latter, in turn, means that not all the people can afford high

quality and safe care.

“If my elderly father relied only on his own financial resources, he couldn’t afford this treatment.”

Patients’ family member, Hospital A

Patients’ family members expressed that they do not feel protected against possible harms

that can occur during care:

“If let’s say | need immediate treatment, and if during the care something goes wrong, maybe the

physician does something wrong, or something unpredictable happens, | will be alone in dealing with
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the consequences of the situation: nothing, no organization, no one, except for my family and
relatives, will stand next to me in order to protect me.”
Patients’ family member, Hospital B

The role of the physician is perceived by the patients’ family members as the most, if not the
only, important role. In fact, all family members explained that the most important thing is
the physician, who is in charge of taking care of them, rather than ther hospital setting in
which they receive care. Physicians are generally blamed by family members if the outcomes
of care are poor. In such cases, patients or their family members might complain about the
physician to the hospital administration or report that physician to the Ministry of Health
hotline. However, there are no systematic procedures do address those complaints. According
to the interview data, there are only few steps that might follow those complaints: the higher
administration of the hospital might continue blaming on the clinician; the physician might
get some sort of formal or informal notification, or the Ministry of Health might refer back to
the hospital to place blame on the physician. In this context the vertical control is the only

way of controlling and checking the situation in the hospitals included in the study.

“We don’t have any norms, we just check and control, check and control all the time No standards,
just common sense”.
Hospital administration representative, Hospital B

From the nurses’ perspective, the vertical control coming from the head nurse, physician,

head physician, and higher administration becomes even more essential.

“Qur job is acting in response to what our physicians tell us. We are not allowed to act based on
what we think. Thinking is not our job. No rules or norms, only control of the physicians and the
heads.”

Nurse, Hospital A
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Physicians and nurses share the opinion that quality is “everybody’s job”. However, unlike
nurses who view themselves as passive actors in the situation, physicians emphasize the
importance of using the literature and their knowledge.

“We do the best that we can, considering our resources; we do not have standards to follow, it is our
knowledge and expertise that we use. We do not rediscover things that were discovered long ago;
there is literature which we use, and of course, we are constantly supervised by the head of the
department and the higher administration.”

Physician, Hospital C

Only the most serious adverse events, such as death or very severe life-threatening
complications, are considered within hospitals as important to quality and safety. The less
severe complications are not usually paid attention to. All the hospitals included in the study
have a special group designated to discuss severe adverse events (in the participants’ words —
all those events when they had a negative patient outcome, such a death, or severe

complications). These groups usually include clinicians from various departments.

"We might come together once in three months, or more frequently depending on the need, to discuss
“problematic cases”. We do not have our criteria to define which cases to discuss. We mainly rely
just on common sense and our medical expertise".

Physician, Hospital A
Those groups are also discussing those cases, when the clinicians cannot find out the final

diagnosis. However, there is no similar practice for less severe cases, which indicates that

severity is considered as the most important issue to react to.

““Less severe case, is already a less severe case — nothing to discuss”

Nurse, Hospital A
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Theme 2: What needs to be changed?

When sharing their understanding and perspectives on healthcare quality and patient safety
the participants also touched upon different aspects/factors, which, in their opinion, need to
be changed in order to achieve higher levels of healthcare quality and patient safety in the
ICU settings. The second main theme, which emerged from the interview data is labeled as
"What needs to be changed". The theme is represented by three main categories: financing
(1), education (2), and the way the system functions (3), each of them consisting of a set of
interrelated subcategories. The theme captures the stakeholders' opinions and thoughts,
emerged from the interview data, about the problematic issues, barriers, and difficulties that
the ICUs face in terms of quality and patient safety. According to the participants all those
mentioned aspects need to be modified to see tangible results in the reality.

Financing

Study participants stressed the importance of paying attention to finances. Their reflections
targeted various levels of financing, starting from the clinicians’ salaries and hospital-level

financing, to the financing of the healthcare system in general.

The importance of paying attention to the clinicians’ salaries was particularly emphasized by

clinicians and hospital administration representatives.

“When I was in the US, | was observing the physicians, they were even smiling, and they didn't have
concerns about financial and social instability. Their thoughts during the working hours were about
their patients. But the social issues particularly nowadays, distract the attention from the most
important things. Our physicians and nurses cannot think and act professionally because of many
concerns. They come to work, and, sorry that | am saying that, but they are thinking how to take
(meaning steal) something and bring home to take care of their families.”

Hospital administration representative, Hospital A
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The hospital administration representatives got very concrete about the role of physician low salaries

and emphasized how important it is to look at the situation as a whole.

“We blame the physicians all the time, but sometimes we need to look at the situation from their
perspectives. They get AMD 100 000 (approx. USD 240 per month), and with that 100 000 this person
has to try to live, to pay the communal fees, to pay for the children's education, to buy food. After that,
they blame the doctors for corruption. Ok, let's imagine, the physicians do not take additional money,
can you imagine a living with that much income? It is unacceptable.”

Hospital administration representative, Hospital C

In this context the clinicians’ thoughts were quite similar to those of hospital administration
representatives. They also accented the point that in order to have a good performance one

needs to be rewarded accordingly.

“The salaries of the clinicians are very low. We do our best and we need to be rewarded accordingly.
In order for us to be fully devoted to our job, we need to be financially and socially protected. In other
words, how are we going to take care of others if we are not protected? During our working hours we
should only think about taking care of the patients, not about ways to “beg’” for money™.

Nurse, Hospital B

Another related aspect discussed by the physicians was that they do not feel comfortable to
be concerned and informed about the payment details of their patients. They rather prefer to

only think about their patients’ treatment.

“I don't want to be aware of my patients' payment issues. This is not my job. I am here to take care of
them. Don't make me a sales person, and in case if | am mistaken, punish me, disqualify me, use
different sanctions, don't let me work for a year, for example. But assure the preconditions.”

Physician, Hospital A

Interestingly, the patients’ family members also seemed to be concerned about the low

salaries of the clinicians. They were informed that clinicians get low salaries and seemed to
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admit the fact that in order for the clinicians to perform well, they need to be paid

accordingly.

“Sometimes | am thinking how unaffordable the healthcare is. There are certain services that one
cannot have access to without paying a huge amount of money, and | am thinking that the services
should be cheaper to be more affordable, but I really don't want that money to be cut from the
physicians' and nurses' salaries, because | know that they are getting very little compared to the
efforts they insert”.

Patients' family member, Hospital B

Another important aspect of financing emphasized by the study participants is the hospital-
level financing, or, in other words, how do the financial resources flow to the healthcare
providers. The policy makers and hospital administration representatives were the ones who

particularly emphasized the hospital level financing.

According to the hospital administration representatives, the Government should motivate the

providers to compete for quality. The latter is not done nowadays in their opinion.

“Incentivizing the providers could help. Otherwise hospital gets from the Government the same
money irrespective of the quality of the services provided. If the patient outcome was good - you get
the same amount of money, if there were complications - you get the same money, if the patient dies-
you get the same money. The providers do not have incentives to pay attention to their quality; they
are not competing with each other for quality. This needs to be changed.”

Hospital administration representative, Hospital A

The policy makers share the administrators perspectives about the need to incentivize the
providers based on their performance. They also mentioned that sometimes they experience
lack of certain medications, which are essential for assuring proper treatment. The latter is

again a result of financing.
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“We cannot keep 100% performance with such few financial resources. We are having many
problems with availability of certain drugs, we are kind of trying to just be on surface, to keep
existing, we are "trying to meet the ends", but this is not the right arrangement of the things.”

Policy maker
Finally, the last aspect of financing discussed by the study participants is about general
healthcare financing, or, in other words, how much the country spends on health care. All the

stakeholders, while discussing the lack of finances, mentioned that the Government allocates

very little money to healthcare.

From the patients’ family members perspective the Government money allocated for certain
healthcare services included in the Basic Benefit Package is either not enough or is not spent
in away it is supposed to be. They brought several examples from their experience when they
were rejected to be treated under the BBP, because the allocated money for it has already been

spent.

“l know that my mother can get certain treatments free of charge, but when we take her to the
hospital, we are told that the money is used and they cannot give us treatment free of charge. But
where does that money go? How it can happen that in the middle of the year the money is over? The
Government should calculate and allocate proper amount of money, otherwise we are told that
several services are free, but in the reality there is no money for the treatment.”

Patient family member, Hospital B
Though all the stakeholders were mentioning that the Government should allocate more

financial resources for healthcare, they were also discussing that there are other factors that

prevent the Government from financing the healthcare system properly.

“The financial situation needs the biggest attention. | understand that we are a small, poor country,
but if we need high quality healthcare, there is a need for investments. Well, we went through war, we

had to maintain the army, and it is somehow understandable why we spend so little on healthcare.”
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Hospital administration representative, Hospital C

The opinion that the general situation in the country should improve in order to have

improvements in the healthcare system was quite popular among the policy makers, too:

“Qur country is a poor country, so to expect highest quality of care is not justified. The country needs
to get better in order to improve the health system as well. The social-economic conditions have
major role in everything, in order to improve the healthcare in general; firstly the socio-economic
conditions should be improved™.

Policy maker

While the majority of the study participants shared the same opinion that the general situation
needs to get better in order to expect improvements in the healthcare system, several
clinicians pointed out that healthcare system should be prioritized by the Government, and
the Government should undertake specific actions and initiate changes in the sphere of

healthcare.

“There are some spheres that need more Government attention. Health is a public good, and the state
should regulate and finance it appropriately. This is one of the most, if not the most important sphere.
Everyone deals extensively with healthcare system during their entire lifetime; starting from
conception till death, humans encounter it.”

Physician, Hospital A

Education

Medical education is the next major factor, which, according to the study participants, needs
to be modified in order to see tangible improved results in terms of healthcare quality and
patient safety. This category involves not only the education of clinicians, but also their
continuous lifelong training. Though education, as a factor influencing on the quality of

healthcare, was emphasized by all the stakeholders, the professional stakeholders gave much
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more importance to and expressed more concerns about it compared to the patients' family

members.

“The question of quality also involves the training of the specialists. The way how our specialists are
trained and educated in the past 25 years is highly questionable. Who is educating them? How are
they retrained later on? In the past, in order to become a good physician in Armenia, you needed to
do a scientific work, to go and see what is done outside of your country (Kiev, Moscow, Leningrad),
to work there, to pass that school, you needed to do a scientific work, you needed to see what is done
elsewhere, and the return back to Armenia to work. Now we don’t have that experience.”

Hospital administration representative, Hospital A

The physicians expressed lots of concerns regarding the quality of the current medical
education. They particularly mentioned that the teaching methods and materials are
outmoded, that science develops and there are new methods, new ideas, which should be
taught to the clinicians during their studies.

“In several years we will not have physicians who are really competent and can behave in terms of
professionalism. We have very few good specialists nowadays, and the existing ones are migrating. In
order for the physician to really provide high quality of care, s/he needs to be very knowledgeable,
very educated, trained, and informed about the best practices. Do you know how poor the state of

medical education is now?”

Physician, Hospital B

In this context, the patients’ family members’ perspectives differed from those of
professional stakeholders. Unlike the clinicians, hospital administration representatives, and
policy makers, the patients’ family members were not that much aware of the problems of
current medical education; they were rather focusing on their subjective perception, whether

the clinician seems educated to them or not.
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“When the nurse and the physician, who take care of my brother, talk to us in a polite, respectful
manner, | understand from their words that they are knowledgeable and are masters in their field,
and we can trust them and believe that they will provide safe and high quality care.”

Patients’ family member, Hospital C

The next important aspect of education discussed by the study participants was the lifelong
training of the medical personnel. In the era of technological advancement and scientific
progress new approaches and methods are developed, new evidence is generated, and the
clinicians should be continuously trained to refresh and update their knowledge. In the Soviet
times there was a practice when the physicians went to other Soviet countries, to different
medical and research centers for training. The latter is not done anymore. There are cases
when some physicians have the opportunity to go abroad for different exchange projects,
conferences, and other events, which usually are very short and do not give opportunity for
comprehensive training. According to the hospital administration representatives it would be
very useful to establish connections with foreign advanced medical centers and give chance

to their physicians and nurses to get trained.

Unlike the physicians, who might have different chances to participate in professional short
trainings, conferences, and exchange projects, the nurses do not have such opportunities. All
the nurses, who were included in the study, kept mentioning how important they find

refreshing their knowledge.

“Sometimes, when | see the physicians going for trainings to other countries, I am thinking “Oh,
lucky they, I wish I could be there, too”. Particularly, | am interested in refreshing my knowledge, in
learning new approaches, and it would be so nice if the nurses were also given the opportunity to
improve themselves.”

Nurse, Hospital B
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The way the system functions

The next important aspect, which needs to be modified in order to achieve improved quality
and safety in the healthcare, is the way the system functions. It refers to the policy processes,
government regulations, as well as political will to initiate changes in the system. According
to the study participants, for any system to function properly, setting priorities is essential.
The hospital administration representatives and clinicians kept mentioning that in Armenian
healthcare system no systematic prioritization is done. Moreover, the decision-making in the
policy level is not evidence-informed, which is another thing to worry about according to the

respondents.

“If you have scarce finances in your family, you plan on what to spend, you prioritize. But here
(referring to the government), when a new minister comes, he adopts something new, without taking
into consideration the evidence, and the money, like a wind, goes without any positive outcome/result.
This means that the scientists should develop plans, and the ministers shout act accordingly
independent of who is the minister, what party s/he represents. We should have such scientific
programs in all the spheres in order not to waste the government’s money on the wind, in order not to
make stupid decisions, in order to be efficient. The key is, the clever people should think and develop
a plan and give the implementers to act accordingly.”

Hospital administration representative, Hospital B

Another idea, which was quite popular among the clinicians, was that they feel a huge gap
between the policy and the clinical practice. The clinicians kept mentioning that the ones
who are involved in policy making processes seemingly do not understand what is going on
in reality. The clinicians seemingly do not find practical clinical implications to most of the

decisions in the policy level.

“The overall organization and management of the system are inefficient. Who are sitting in the policy

level, in the ministry? Those are people who don’t know what is going on in the clinical field; they are
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just sitting in their places, writing some papers, which are irrelevant to the practice. There is a huge
gap between the policy makers and the clinicians. Besides, “not the right people have taken the
positions in the policy level”. The family connections still remain the major determinant of staffing
policy. This needs to be changed.”

Physician, Hospital A
In this context another major aspect emphasized by the study participants was the lack of
relevant government regulations in the sphere of healthcare system. Interestingly enough all
the hospital administration representatives, who participated in the study, stated that the
hospitals are given too much freedom in terms of providing healthcare services to the

population.

“The hospital administrations are given flexibility on many issues, whereas it would be better to
regulate the situation systematically. It would be preferable if the Government had strict regulations
on many important aspects of service provision.”

Hospital administration representative, Hospital B

Physicians had similar reflections, too. While talking about the existing gap between policy

and practice, clinicians shared their recommendations about how to change the situation.

“We lost our system starting from the moment when medicine became a business. We need to create a
real system, we need more government regulation, and we need more collaboration with the
government”.

Physician, Hospital A

Though the study participants where openly sharing their understanding and perspectives on
the healthcare quality, and patient safety, were discussing the challenges that the system

faces, they didn’t seem to be hopeful for the future positive changes in the field.
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“Do you know why everything remains the same despite all the problems that we face? Because, no
one is interested in change, no one (referring to higher level decision-makers) is eager to establish
good quality of healthcare; they think it is not their business... It is not profitable for them to put the
effort ...”

Physician, Hospital C
The way the system functions was highly emphasized by all the stakeholders. All of them
kept mentioning that in order to achieve changes in the medical education and financing of
the healthcare system, there is need to start changing the way of management of the

healthcare system in general.

Quantitative Analysis

Eighty one participants in three Yerevan ICUs completed the Safety Attitudes Questionnaire
(SAQ). The overall response rate was 73.6%. The mean age of the participants was about 33
years, ranging from 20 to 59 years. The clinicians' mean work experience in the ICUs was

approximately 11 years, ranging from 2 to 35 years.

Table 2 represents descriptive data about the six domains of the SAQ administered in three
hospital ICUs (See Appendix 3). The mean scores for teamwork climate, safety climate, job
satisfaction, stress recognition, perceptions of management, and working conditions were
respectively 79.7 (SD=9.2), 75.8 (SD=10.8), 93.1 (SD=12.9), 36.3 (SD=28), 82.4 (SD=19.4),

and 92.7 (SD=13.3).

Table 3 shows mean scores for SAQ six scales organized by hospital. In all the scales, except
for working conditions scale, there were no statistically significant differences among the
three hospitals (See Appendix 3). The mean score for working conditions in the Hospital A

was 90.3 (SD=14.9), in Hospital B it was 98.7 (6.1), in Hospital C it was 86.3 (SD=16.1). In
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terms of the mean scores of working conditions scale there were statistically significant

differences between Hospitals A and B (p=0.032), and between Hospitals C and B (p=0,005).

Table 4 shows descriptive data about the scale scores by the positions of the clinicians.
According to the t-test of the equality of means, there were no statistically significant
differences in the mean scores of the SAQ scales, except for job satisfaction scale, and
working conditions scale (See Appendix 3). The mean score for job satisfaction scale among
nurses and physicians is statistically significantly different (p<0,001): nurses - 95 (SD=8),
and physicians - 79,5 (SD=26,5). The mean scale score for working conditions is also
statistically significantly different between nurses and physicians (p=0,002): nurses — 95

(SD=9), physicians — 80,8 (SD=25,8).

Table 5 shows descriptive data for mean scores on SAQ scales among men and women
clinicians. The results were not statistically significantly different between males and
females, except for the working conditions scale (See Appendix 3). The latter was
statistically significantly different (p=0,008) among male and female clinicians: women - 95

(SD=8,9), men — 81,3 (SD=21,9).

As there were no men among the nurses who participated, we decided to drop the nurses from
the analysis in order to see whether the difference in mean scores of working conditions scale
among men and women remain statistically significant after controlling for the position or
not. It turned out that there is no statistically significant difference in the mean scores of
working conditions scale between men and women. The same thing happened while
comparing the mean scores of physicians and nurses. Since the nurse population was only
presented by women, we dropped the men from the analysis to see whether the differences in
the means scores of job satisfaction and working conditions scales remain statistically

significant between physicians and nurses after controlling for gender. Here again, the

32



bivariate analysis showed that difference in mean scores of job satisfaction and working
conditions scales are not statistically significant among physicians and nurses. While putting
the position and the gender into the regression model, none of them show statistically

significantly different results.

Discussion

The study results describe how healthcare quality and patient safety in the ICUs of Yerevan
hospitals are perceived and defined by the different stakeholders of the system. The findings
also delineate the cultural context of frontline clinicians' perceptions of quality and safety
through investigation of safety culture existent in those ICU settings. To our knowledge, this
project is the first attempt to explore the perceptions and understanding of healthcare quality
and patient safety among different important stakeholders of the healthcare system in

Armenia.

The respondents differentiated what healthcare quality and patient safety should be ideally,
and what is the current situation regarding quality and safety in the Armenian healthcare
system. In this context, one of the major findings is that there is a huge gap between so called
ideal and real situations. The fact that the respondents naturally separated “real” and “ideal”
situations from one another indicates that the expectations on quality of care and the current
situation are very different. The findings show that hierarchical control, as the main way of
quality assurance, and culture of blame are the main attributes of the real situation regarding
healthcare quality and patient safety in the ICUs of Yerevan hospitals. Whereas, according to
the results of the study there should be clearly defined criteria, quality standards and
protocols along with transparent flow of information to judge about healthcare quality.
Though the primary data collection was done in three different hospital ICU settings, all of

them seemed quite similar in terms of clinicians’, administrators', and patients' and their
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family members' perceptions of healthcare quality and patient safety. The organizational
culture in all of the targeted ICUs can be described as pathological®®, considering the fact that

blame and hierarchical control are the main driving forces of quality and safety initiatives.

The way how patients perceive and define healthcare quality and patient safety goes in line
with findings represented in the international literature. Patient-centered care, emotional
support, access to care, communication and information, efficiency of care, are among the
most popular dimensions of quality according to the patients and their family members cited

in the peer reviewed literature.**%

The next major finding driven from the study is that according to the stakeholders of the
system in order to improve the quality of care and patient safety financing, education and the
way the system functions need to be changed. This finding is also accordant to what the

literature suggests.>****

Our literature review showed that no studies on different perceptions of healthcare quality
and patient safety in transitional countries are represented in the peer-reviewed literature,
which makes it impossible to draw more precise comparisons between the findings that this

study revealed with the existing ones.

The quantitative component of the research revealed the organizational culture of safety in
the ICU settings through measuring six predetermined domains of safety culture: teamwork
climate, safety climate, job satisfaction, stress recognition, perceptions of management, and
working conditions among the frontline clinicians (physicians and nurses) in the ICUs. All
the three included ICUs showed quite high scores in all the domains. Those scores are
similar, or even higher, than the scores found in countries such as the USA, UK, New
Zealand, Sweden, etc'”*®. However, when the findings from the qualitative and quantitative

components were combined, a controversial image of the reality regarding healthcare quality
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and patient safety emerged. On one hand in the ICU settings of Yerevan hospitals there are
basically no quality and patient safety assurance processes, no systems in place. Moreover,
the understandings and perceptions of patient safety issues and medical error reporting are
very personalized. Besides, the existing organizational culture of safety is overwhelmingly
blaming one according to the qualitative interviews. On the other hand, the SAQ showed
quite positive results in all the six domains of safety culture: teamwork climate, safety
climate, job satisfaction, stress recognition, perceptions of management, and working
conditions. This kind if dissonant representation of the reality makes it hard to synthesize the
results from qualitative and quantitative parts. One of the possible explanations could be the
fact, that while filling in the self administered SAQ, the respondents tried to make good
impression while trying to hide the reality. Unlike the quantitative part, in the qualitative
component the researcher had opportunity to go deep into the details, tried to understand the
inner issues, revealing the real picture regarding healthcare quality and patient safety in the
ICUs of Yerevan hospitals. Another reason could be the fact, that the terms healthcare
quality and patient safety are quite new for the Armenian clinicians, and sometimes they do
not deeply understand the real meanings of those or related terms and give quick and

impressive responses without fully realizing.

Strengths and Limitations

To our knowledge this study is the first attempt to explore how the terms healthcare quality
and patient safety are perceived and defined by the different stakeholders of the system. The
study design gives opportunities to not only explore different perceptions and definitions of
quality and safety in the ICUs of Yerevan hospitals, but also helps understand the cultural
context of those perceptions and definitions. One of the strengths of this study is that it
involves wide range of important stakeholders of the system, exploring quality and safety

from different perspectives. The QUAL-quant mixed methods design attempts at getting into
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the deep layers of the topic, at the same time not forgetting about the objective cultural
context. Another strength is that the results were triangulated among different ICU settings
and different stakeholders, which adds credibility to the findings. This study could serve as a
basis for further exploration of healthcare quality phenomenon in Armenia in broader scale or

setting.

One of the major limitations of the study is the lack of generalizability of the findings. This
study is limited to Yerevan hospitals only, and does not describe the situation in Armenia in
general. Another limitation is that the Safety Attitudes Questionnaire used as a data collection

tool in the quantitative component, is not validated in Armenia.

Conclusion

This study is the first attempt to explore the stakeholders perceptions and understandings of
healthcare quality and patient safety in the ICUs of Yerevan hospitals, as well as to measure
the safety culture existent in those settings. Our findings suggest that there is a huge gap
between the expectations of how quality and patient safety should be achieved and what we
have in the reality. While the frontline clinicians and administration representatives accept
that without clearly defined standards, criteria, and protocols, the quality and safety wouldn't
be achieved, there is ambiguity, when we will have those in practice. The patients and family
members’ understandings of quality and patient safety are mostly based on the nice and
caring attitude of the clinicians. The accessibility of care, patient rights, interests, and patient
engagement in establishing quality of care are still to be achieved. Our findings also suggest
that in order to achieve tangible results in terms of healthcare quality and patient safety, we
need comprehensive strategies to modify healthcare financing, healthcare education, as well

as both - hospital level and system level management.
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Appendix 1

Consent Form: English and Armenian Versions

Hello, my name is __Lusine Musheghyan__. | am a student of the Master of Public Health
program at the American University of Armenia and currently, in frames if my thesis project
we are doing a study to better understand how healthcare quality and patient safety are

perceived and defined by the different stakeholders of the system.

I am inviting you to participate in an interview for this project because you are an important
stakeholder in terms of healthcare quality and safety and because you speak Armenian.
Participating in the project only involves this interview today. It should take no longer than
45 minutes to complete. Your name will not appear in any presentation of the project. What
you say will contribute to this project but what you say will be put together with what is said
by other participants. Quotes from what you say may be used in reporting the final project
findings but will not be identified by your name or any other personal and identifiable
information. | will record the interview and take notes throughout the interview. Do you
consent to the recording? My notes and the recording will be stored without any information
that will identify you, and they will be destroyed at the end of the entire project after we

finish the analysis.

Your participation in this study is voluntary. There is no penalty if you decline to take part in
this project. You may refuse to answer any question or stop the interview at any time.

There is no financial compensation or other personal benefits from participating in the study
and there are no known risks to you resulting from your participation in the study. Your
participation will help us understand the perceptions of quality and safety in the ICUs of

Yerevan hospitals.

If you have any questions regarding this study you can call the Associate Dean of the School
of Public Health of American University of Armenia, Varduhi Petrosyan, at (37410) 51 25
92. If you feel you have not been treated fairly or think you have been hurt by joining the
study you should contact Dr. Hripsime Martirosyan, the Human Subject Protection
Administrator of the American University of Armenia (37410) 51 25 61.

Do you agree to participate? Please say YES or NO.

Thank you.

If yes, shall we continue?
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Punpl Qkq, hd wunitup _ [nwuhulk Unppbngut_ E: Bu Zwjuunwuih Udkphljjut
hwdwjuwpwinid hwipwihtt wpnnowuwwhnipjut dtwghunnph dpwgpnid ntuwing
td, bt wydd hd dwghunpnuuljut phqh oppwbwljutpnid dktp hbwnwgnunipiniu kup
hpuwjwtwginid wyth juy hwuljwbwni, pk htyywhku b wenpouwywhwlub
dSwpwynipnititbph npwlp b hhdwinubph wbdunuwbgnipmniup puljupynd b

unwhdwiynid hwdwljupgh wnwwppbkp owhwgnpghe Ynnubph tnbuwljiynithg:

Gu hpuwyppnud Bl QEq dwubtwlghnt hwpguqpnygh wju niunidbwuhpnipjub
opowbwljutipnid, pwtth np Inip hwinhuwunid tp Jupbnp swhwqpghn Ynnd
wnnnowywhwljuwb Swpwynipjniuubpnh npulh b whunuwignipjut mbubiwlniuhg b
pwith np Fnip junumd bp huybpbku:. Ep dwutwlgnipniup tipunpniud dhuytt wyu
hwpguqnpnyg wyuon: Uju sh wlth ny wykjh, pwb 45 pnwh: Akp wuniup dpwgqph
wpyniptbph ubpjuyugdwi dudwbwl ny dh wbnnud sh Gphw: Ujt, hy Inip
Juubkp, Juywuwuwnh wju oSpwgpht, uvwluyl, wyl, huy Fnip Juubp, dvhwuhb
Jhwdwwnbnyh wy dwubwlhgutph wuwstubph hbw: Opny dbgophipnudubp 2kq
hunuphg htwpwynp £ oqunugnpsytt ndjujutph thpuyugdwt dudwtwly, vuljuyu
Qbtp wunttp jud wdtwlut npuk wndjuy sh tpgh: Bu Jawguwgpbd b tonidubp
Jwikd hwpguqpnygh pipwgpnid: dmp nhd sEp dwjimgpymb: bu tomudubkpp b
dwjtwgpnipiniubpp jywhwywiydbkt wpwig QEp dwuhtt npbk mbknkjunynipyui, b
npuip Ynsuswgykt Spwgph Jhppwbwnit whu Jhpnidnipmnitt wdwpunbng
htwn:

Qbp dmutwlgnipiniut wyg dpwugph judwynp k: 24w nplk wninyd, Ept Ynip dkpdtp
dwutwlgl) dpwgpht: Fnip Yupnn bp hpwdwpyb] yuunwupwil] wju jud wyi
hwipght, hyybu twb fupnn p punhwnk] hmpguqpnygp guujugws ywwhh: 2w
nplt dhtwbuwlut thnjuhwinnignid jud wy] wbdtwlwb swh wju Spwgqpht
dwutiwlgnipjnithg, b sfwt hwynuh nhitp, np Jupnn ot wnwowbwy Qbp
dwutwlgnipinithg: Qbp  dwubwlgnipniup Yoquh dukq hwulwbw] Bphwih
hhjwunwungutph hunkuuhy phipuwwyhwih pudwtdniipbpnid wnnpewwywhwlw

dwnwynipinibttph npuljh b wbtdunutgnipjut dwuht wunlkpugnudutpn:
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Gpt mubktwp hwpgip wju Spwgph dwuhl, YJupnn btp qubgl] Zwjwuwnwth
Udbphljjut hwdwjuupwuh  hwipwhtt  wenpowwwhnipjut  dwlniyntnh
thnpuntjut Ywpnnihh MEwnpnuywtht (37410) 51 25 92 htnwjunuwhwdwpny: Gph
qqup, np RbEq tjundudp wbiwpnupwugh o Jupyl), jud tphk Jupstp, np Qbq
Juwu E hwugdl] wju nwunudbwuhpnipjutt pupwgpnud, YJwpnn Gp phuby
Zujuunnwth Udbkphlpjuwt hwdwjuwpwth ghunwut Ephiuyh hwtdtuwdnnngh
pupuniqup Zehthuhdk Uwpunhpnuywuht® (37410) 51 25 61 htnwjunuwhwdwpny:
Amp hundwdw ji bp dwubwlghy: Mangpnud b wub) U8N ud N2:

Cunphwljunipnit

Bphk wyn, Jupn'n ip pupnibulyby:
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Appendix 2

Tools for Data Collection: English and Armenian Versions

In-depth interview guide for ICU frontline medical personnel (physicians and nurses)

As | already mentioned the main aim of this interview is to understand your perceptions

about quality and safety in this ICU.

N o g b~ w Db oE

10

11.

12.
13.
14.
15.

Would you please briefly describe this ICU?
What is your role in it?
Tell me, please, what do you understand when saying "quality of healthcare"?
What is quality here in the ICU?
How do you define patient safety?
In your opinion what is patient safety in the ICU?
Please, describe any special programs to assure quality and safety in your ICU.
a. Any examples that you feel best exemplify these programs?
What is the importance of these programs of quality and patient safety?
Frontline clinicians, particularly in ICUs, deal with many stressful events. What do

you think, how all those events influence your work?

. What do you think are the major threats to quality and safety here in the ICU?

Describe, please, any standards for quality and safety that you have in this setting.
a. Any examples of standards you feel are most important?

Who is responsible for quality and safety here in the ICU?

How are approaches to quality and safety structured here in the ICU?

What processes are used under normal circumstances?

How about processes when an adverse event occurs?
a. Are there reporting procedures?

b. Who is informed?

(Possible probe: Does the severity of the adverse event influence the way the reporting

proceeds? E.g. Less severe events might not be reported, whereas the severe ones are

reported.)

16.

Please, describe the general attitude towards adverse events in this ICU.
(Possible probes: How the adverse events are perceived by the majority of clinicians

of the ICU? Is the occurrence of errors considered as someone’s fault?)

17. What about your personal professional attitude towards adverse events?
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18.

(Possible probe: In your opinion what should be done to prevent errors? Is it done?)
Now let’s talk about the teamwork and cooperation between the physicians and

nurses. How will you describe it?

19. What about your relationships with the managerial staff of the hospital?

(Possible probe: What is their role in assuring quality and safety in this ICU and in the

hospital in general?)

20. There is increasing interest in making patients and their families as part of the care

21.

22,

process. In what ways do you engage patients and families in care and offer feedback?
How do you receive their feedback?

(Possible probe: Do you collect follow up data on patients? For example, do you
monitor follow-up visits, use post-discharge telephone calls, or send surveys to your
patients?)

Please describe any areas for improvement in terms of quality and safety in this ICU.
(Possible probe: What about the barriers to assurance of quality and safety in this
ICU?)

In the conclusion, as an experienced frontline clinician what would be your
recommendations in terms of safety and quality assurance in the ICU settings

particularly and for our healthcare services in general?
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In-depth interview guide for hospital administration representatives

As | already mentioned the main aim of this interview is to understand your perceptions
about quality and safety in this ICU.

Would you please briefly describe this ICU?

What is your role in it?

Tell me, please, what do you understand when saying "quality of healthcare"?
What is quality here in the ICU?

How do you define patient safety?

In your opinion what is patient safety in the ICU?

N o g M w Db oE

Please, describe any special programs to assure quality and safety in your ICU.
a. Any examples that you feel best exemplify these programs?

8. What is the importance of these programs of quality and patient safety?

9. What do you think are the major threats to quality and safety here in the ICU?

10. Describe, please, any standards for quality and safety that you have in this setting.
a. Any examples of standards you feel are most important?

11. Who is responsible for quality and safety here in the ICU?

12. How are approaches to quality and safety structured here in the ICU?

13. What processes are used under normal circumstances?

14. How about processes when an adverse event occurs?

a. Are there reporting procedures?
b. Who is informed?

(Possible probe: Does the severity of the adverse event influence the way the reporting

proceeds? E.g. Less severe events might not be reported, whereas the severe ones are

reported.)

15. Describe, please, the general attitude of the administration towards adverse
events/errors occurring in the ICU. (Possible probe: How the adverse events are
perceived by the majority of the administration representatives?)

16. What about your personal professional attitude towards adverse events?

(Possible probe: In your opinion what should be done to prevent errors? Is it done?)

17. Now let’s talk about your relationships with the frontline clinicians of the ICU. How

will you describe it?
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(Possible probe: Do they have their role in assuring quality and safety in the ICU of
this hospital?)

18. Please describe any areas for improvement in terms of quality and safety in this ICU.
(Possible probe: What about the barriers to assurance of quality and safety in this
ICU?)

19. In the conclusion as an experienced representative of the hospital administration what
would be your recommendations in terms of safety and quality assurance in the ICU

settings particularly and for our healthcare services in general?
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In-depth interview guide for policy makers

As | already mentioned the main aim of this interview is to understand your perceptions as a

policy maker about healthcare quality and safety in the ICUs of Yerevan hospitals.

1.

o g bk~ w DN

10.

Please, briefly describe what you do as a policy maker in terms of healthcare quality
and safety assurance? What are the main activities that this division carries out in
terms of quality management?

Tell me, please, what do you understand when saying "quality of healthcare"?

What is quality here in the ICU?

How do you define patient safety?

In your opinion what is patient safety in the ICU?

Please describe any policies and programs to assure quality and patient safety of our
healthcare services in general and for the ICUs particularly.

Please describe any protocols, criteria and standards of assuring healthcare quality and
safety implemented nationwide. What about ICUs?

(Possible probe: What about national goals, benchmarks for healthcare quality and
safety indicators?)

Now let’s talk about the risks that healthcare may pose to the patients. It is known that
there might be cases when the provision of care may result in adverse events/
complications. | wonder about the official statistics available about those adverse
events. How is the data obtained, and what is done with the data?

In your opinion what are the areas for improvement at the policy level in terms of
healthcare quality and safety of the ICUs?

(Possible probe: What should be done in the policy level to prevent errors, particularly
in the ICUs? What about the policy level barriers to assurance of quality and safety?
In the conclusion, as an experienced policy maker in the sphere of healthcare quality,
what would be your recommendations to assure safety and quality for our healthcare
services in general and for the ICU settings particularly? Let's link our discussion to

the policy level.
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In-depth interview guide for real-time ICU patients’ family members

As | already mentioned the main aim of this interview is to understand how you perceive and

define healthcare quality and safety.

1.

I know that your family member is in this ICU now for treatment. Let's talk at first
how it happened that you came to this ICU?

(Possible probe: What is the main reason you chose particularly this ICU for your
family member's treatment?)

How long is your family member in this ICU?

How have you been involved in the care that your family member has received during
this hospitalization?

(Possible probe: How are you informed about the care/treatment that your family
member receives in this ICU? What is your relationship to/communication with the
doctors and nurses who are caring for your family member? If you have any questions
or concerns regarding the treatment of your family member, how do you raise them?
How would you describe your level of satisfaction with the healthcare services
provided in this ICU?

(Possible probes: In your opinion what are the areas for improvement in this ICU,
which influence the quality of healthcare services provided here? If you or your
family member needed treatment in future, would you revisit this ICU for the
purposes of treatment again? Why or why not?)

Tell me, please, what does "quality of healthcare" mean to you?

(Possible probe: What are the indicators of good quality of healthcare? How are you
thinking of the quality of care during this hospitalization?)

Talk with me about what the phrase patient safety means to you? (Possible probes:
Can you tell me what you think unsafe patient care involves? How have you thought

about safe care during this hospitalization?)
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Safety Attitudes Questionnaire

A B c D E X
Disagree | Disagree Agree | Agree Not
) Neutral | )
strongly | slightly slightly | strongly | applicable

Please check one
option

Nurse input is well received in this clinical area.

In this clinical area, it is difficult to speak up if | perceive a
problem with patient care.

Disagreements in this clinical area are resolved appropriately
(i.e., not who is right, but what is best for the patient).

I have the support | need from other personnel to care for
patients.

It is easy for personnel here to ask questions when there is

something that they do not understand.

>

The physicians and nurses here work together as a well-
coordinated team.

I would feel safe being treated here as a patient.

Medical errors are handled appropriately in this clinical area.

© |V O

I know the proper channels to direct questions regarding patient

safety in this clinical area.

I receive appropriate feedback about my performance.

11

In this clinical area, it is difficult to discuss errors.

12

I am encouraged by my colleagues to report any patient safety

concerns | may have.

> (> > > (> > P
W W W W W@ @
O [00] O |00 O

O |O|O| U |O|0| O
m (m{m| m |[m{m| m
X [ XX X [ X|IX]| X

13

The culture in this clinical area makes it easy to learn from the
errors of others.

>

w
O
O
m
X

14

My suggestions about safety would be acted upon if | expressed

them to management.

15

I like my job.

16

Working here is like being part of a large family.

17

This is a good place to work.

18

I am proud to work in this clinical area.

19

Morale in this clinical area is high.

20

When my workload becomes excessive, my performance is

impaired.

21

I am less effective at work when fatigued.

22

I am more likely to make errors in tense or hostile situations.

23

Fatigue impairs my performance during emergency situations
(e.g. emergency resuscitation, seizure).

W WW W W W W@ ®E @
O (OO O |O000O 0| O
O |O|O| O |0|0|0|0|0| O
m (m{m| m [mmmmm| m
X [ XX X XXX X[ X| X

24

Management supports my daily
Efforts.

25

Management doesn’t knowingly compromise patient safety.

26

Management is doing a good
Job.

27

Problem personnel are dealt with constructively by our:

> > (> > > > > > P>

W W W @
O O |0 O
O O O O
m{ m |m m
X| X | X] X
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28

| get adequate, timely info about events that might affect my
work, from management.

w
O
O

29

The levels of staffing in this clinical area are sufficient to handle
the number of patients.

30

This hospital does a good job of training new personnel.

31

All the necessary information for diagnostic and therapeutic
decisions is routinely available to me.

32

Trainees in my discipline are adequately supervised.

33

I experience good collaboration with nurses in this clinical area.

34

I experience good collaboration with staff physicians in this
clinical area.

W WWm W W W

O 00 O |0 O

O (0|0 U (O O

m mim; m (m| m

35

Communication breakdowns that lead to delays in delivery of
care are common.

> | > (|>> > P> >

w
O
O

X | X [X|X| X |[X] X | X

36

Position
37. Years in Specialty ------------

1. Physician
38. Gender 1. Male
2. Nurse

2. Female

Thank you for your participation!
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binkiuhy pltpugyhuyh  pudwbdniph  poidwbdbwlugqdh hbwn junphi

hwipguigpnygh hupguipup

buswtu wpnpkt Whgh, wju hwpgugqpnygh hpdbwfuwt  tyunuwli E hwulwbuw;  Qbkp
yuwnltpugmdubpp htunkuuhy plpuyhuygh pudwidntiipnid wnnnowywhwlju
dwnuynipniutinh npuwlh b wiunuwtgmpjut duuht:

23. vugpnid Bd hwjhpd ujupugqptp wyu pudwindniupp:

24. N"pl t Qbp nhpl wyu pudwbndniipmud:

25. Uuwgtp punptd, hus Ep hwulwinmd «wpnnowuwuwhwlwt dwnwnipju
npulp» wubkny:

26. b’y E npuljlt wyuinkn” hnkuhy phpuyhugh pudwidniipnud (PER):

27. buswyk u Juwhdwikp hhjwinh winjnwbqnipmniip:

28. 2tp Yupshpm] s E hpjuinh wiunwbgnipemniip hinbbup] phpuuhugh
pudwiuniipnid:

29. ‘Ljupugpkp pugpbd nplk hwwnnly spughp/épugqptp wyju PEL-nid hhywnh
wijunuwignipjniih wywhnybnt hwdwnp:

a. Uik p nplik ophtiwly, np Yupsmud bp qujwgnyut t tjupugpnid wyy
Spwgnpbpp:

30.0p b wpnppuwwhwlwl  Swowympibitph  npuyh b hhgwbgh
wijunwiugnipjut wywhnydwb spugpbph upbnpnipniun:

31. Pnidwbidtwljuqup, hwnljuybu POF-nd, gnpé E mubkunud puquuphy
uppbuwghll hpugupdnipnibikph htwn: bos bp Yupsnud, hisybu ki wy
hpunupdnipnibtitphtt winpunununid AEp wpjpwnwuph Ypu:

32. b’y bp updnid npn’tp ki hEL-mud npuljhl b winfunwbgnipjuip
uywnbwgnn hhdttwluwb Junwbqubpp:

33. Ljupwugntp puungpbd, npulh b widunuwbgnipjutt vnwbnuwpunbkpp, npniup
wnlu Lt wju pudwtidnttpnud:

a. Uik p unwinupunibph ophwlikp, np Jupsnud kp wikhwluplnpl
Ll

34. N7 t yunwuwbunn npuljh b wiunwbqnppui hudwp wju bEA-nud:
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35. huswyphuptt ki npuljh b widuubgnipjut tjundwdp dnnbgnidutptt wyu
pudwtidniipnid:

36. busyhuh” qnpépipugitp ki hpunynid tnpuw] wupdwibbpnuod:

37. buswhuh’  gqonpéplipugitp ki Ghpwoudmd,  Lpp  whgublugh
hpunwpdnipiniuubp b inbknh nibkunud:

a. Uw 't wpmynp huwsyknynipjui pupwgulupgbp:
b. Nt wyn dwuhb nbnblug]nud:

(Lpwignighs: Upmynp wbgwiuluwh hpunwupdnipjut jponipniup twyuwnnmd k

hwoybnnipjut pupugulupgh Ypw: Ophtwl dbknd hpwunwpdnipmibttph

ntypnid htwpwiynp E hwpdbwnne s1huky, dhsntin nipe hpunuwpdnipiniutbph

dwuht hwpybkwnnt (hund Lp:

38. Ljupugnptp  hungpbd  wbgwuyh  ppwnwpdnipniuubph hwinby
hhdtwljut JEkpwpkpuntupp wyu puudwndniipnid:
(Lpwignighs: Pisyku kb wipupkiyuun hpugupdnipmiuatbph piljuyynud
wyg pwdwiniiph hhdtwlwt poidwbdbwluquh Ynnuhg: Upyn’p nbknh
niutgnn uppwubpp phunnwplynud Eu nputu hus-np UEYh dknpp:)

39. P’y uubp wiguiluih hpugupdmpnibibph hwinby 2bp whdbwlwui
dwubwghunwljut ykpwpkpuniuph dwuht:
(Lpwgnighs: Qb&p Jupshpny huy E  wbhpwdbpn  wbl]  upowjubpp
Jwijuupgkym hudwp: Upyn’p nu wpnud k)

40. Ujdd Ehtp hunubkp pdholutiph b pnidpnynptph dholi phuwjhtt wpwwnwuph b
hwdwgnpswlgnipjut dwuht: buswk u Juwljwpgpbp wyi:

41. by Juubp hhjwunuingh ntjujupmput htwn 2Ep hwpwpkpnipniuubph
dwuh:
(Lpugnighs: N'pi £ ipuig nhpp dwubunpuybu PER-nd b phghwimp
wndwdp nng hhjwinuingnid npuljh b widunuwbgnipjut wywhnydwb
hwipgnid:)

42. Q@nnipjnitt  nith  wé&nn  hbwwppppnipnit hhwunubphtt b tpwbg
punwthputphtt wpnpowwywhwljwb pubwdph dwup nupdubnt wpnudny:
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43.

44,

b’y mnhtbpm] bp dnip hhjwinbphi b tpwug punwbhputphtt thpunnid
hutwdph gnpépupugnid b wpdwquupmd bpwbg: bPisyk'u bp uwnwbnud
upwug wpdwquipn:

(Lpwignighp: Upmyynp hwjwpwgpnid tp hbwnwqu wdjujutp hhquunukph
dwuht: Ophttwy” hEwnlnd Ep tpwbg nnipu gpnidhg htwnn, gnipu qponudhg
htinn qubquhwpnid bp tpwig Jud mupyni U bp hwupgnmudubkp dtp
hwtintitpht)

Ljwpuwgpbp hbugpbd pupbjuddwut Bipujuw nnpunubtpp wyju PEA-nd
npulh b whdunuwignipjut mkutwlyniuhg:

(Lpwignighs: Pus Juub p wju pwdwidniipnid npuljh b wijnwbgnipjui
wywhnydwt hwupgnid wnljw junspunnunkph dwuhie)

Bl Ykpemd, npyhu  thnpddws  pnidwsliwnnn  npn’up ko Qbp
wnwowplmipnitubpp npuljh b widunuwbgniputt wywhnddwi hwdwp
bEPL-ukpnid dwutwynpuybu b wennowywhwlwt Swnwnipniutbpnid
punhwunip wndwdp:
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Zhtjw

nwbngh nkhuwywpnipyub GEplujugnighsibph hkwn funphli hupguqgpnigh

hupguipwp

buswtu wpnpkt Whgh, wju hwpgugqpnygh hpdbwfuwt  tyunuwli E hwulwbuw;  Qbkp

yuwnltpugmdubpp htunkuuhy plpuyhuygh pudwidntiipnid wnnnowywhwlju

dwnuynipniutinh npuwlh b wiunuwtgmpjut duuht:

20

21.
22,

23.

24,

25.

26.

217.

28.

29.

30.
31.

32.

. vugpnud Bd hwijhpd tjupugqpkp wju puudwidniipp:
N"pl k Qbp nhpl wyu pudwbndniipnud:
Uuwgtp huugpbd, hus Gp hwuljuwinid «wnnpouyuwhwljub Swnwynipjut
npulp» wubkny:
Bl E npulji wyunbn’ hnbiuh phpughugh pudwiintipnd (PER):
Pusyk u Juwhdwitp hhjwinh winjnwbhqmpniip:
Qtp Yupshpmy s t hpjuinh winunwmbgnipemniip hiunbbupy] phpuughugh
pudwiuniipnid:
‘Ljwpwugpkp puunpbd nplk hwwnntly Spwghp/sSpugptp wyu PER-nud hhyuunh
wijunuwignipjniih wywhnybnt hwdwp:

a. Uik p nplk ophtiwly, np Yupsmud bp (ujwgnyut t tjupugpnid wyy

Spwgnpbpp:

Npt b wenppuuwhwlwl  Swouympibitph npuyh U hhdwbgh
wijunwiugnipjut wywhnydwb spugpbph upbnpnipniun:
Bty bip Qupsnid npn’tp ki bEL-nud npulht b winjnwignipjuin
uyuntwgnn hhdtwluw Junwbqubpp:
Ljwpwqgplp puunptd, npuljh b whdunwignipjut uinwunupwnubpp, npntp
wnlju kb wju pudwuniipnid:

a. Uik p unwinupunibph ophwlitkp, np Jupsnid kp wikhwluplnph

ku:

N t yunuwupwbuinn npuljh b wijnwignipput hudwp wju bER-nu:
busyhuhtt Et npwlh b widunwignipjut Wjundwdp dninbgmdubtpt wyu
pudwtidniuipnid:
buswhup’ gnpépupwgubp ki hpwnynid unpdw) yuydwutbpnud:
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33.

34.

35.

36.

37.

38.

bPuswhuh®  gnpéphpwgitp i Yhpwoumd,  Lpp  whguiluph
hpwnwpdnipiniuubp b wnbknh nibkunud:

a. Yw't wpnynp hwodkumpjui pipuguljupgbp:

b. Nt wyn dwuhb nbnblugdnud:
(Lpwignighs: Upynp wbugwulwh hpunwpdnipjut penipjntup tywwnnd
hwoytwnnipjut pupuguljupgh Jpu: Ophtiwly” dbnd hpwnwpdnipjniiubph
ntypnid httwpwynp £ hwpytwnnt s1huky, Uhspbn inipg hpunwpdnipiniuubph
dwuht hwpybkwnnt (hund bp:
Ljwpwugpkp pungpbd nijudupnipjut hhdbwlwt JEpwupkpuniupp be-E-nid
wnbnh niitignn wuguwulwh hpunwpdnipjniuubpnh hwinby:
(Lpugnighs: Puswbu i whguilugh hpunupdmpoiabbpt phlupdmd
ntjwupnipjut tkpjuyugnighsutph dkdwdwutnipju Ynnuhg:)
by Juubp whgwulwh hpunupdmpmnittiph hwinby Ep wduwlub
dwutwghunwljut ykpwpkpuniuph dwuht:
(Lpwgnighs: QbLp Jupshpny hus b wbhpwdbon  wul)  upuwubpp
Jwijuupgbkym hudwp: Upyn’p nu wpnud k)
Ujdd Eltp junutup PF pnidwbdtwlquh htn Qbp hwpwpbkpnipmniuttph
dwuht:
(Lpwgnighs: npu tpwbg ntipp wju hhwunuingh PEE-nd npulh b
widunutgnipjutt wywhnydwb hwupgnid:)
Ljwpuwgpbp hugpbd pupbjuddwut tipujuw nnpunubtpp wyju PEA-nd
npulh b whunuwignipjut mkutwlniuhg:
(Lpwignighs: Puy Juub p wju pwdwidniipnid npuljh b wijnwbgnipjui
wywhnydwt hwupgnid wnljw junspunnunkph dwuhie)
61 Jtponmud, npuybu hhjwinuingh nilju]wpmpjui tkpluyugnighs npn’up
Eu Qtp wnwowplnipmnitubpp npulh b witunwignipjut wywhnydwt
hwdwp bP-utpnid dwubiwynpuy biu 61 wnnnowywhwljwut
dwnwynipinibtibpnid pinhwinip wndwdp:
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LPunupwlwbnipmnii Uowlnnhlph hlwn unphi hwpgugnpnygh hupguiowp

buswtu wppk  Wokgh, wju hwpguqpnygh hpdtwljut bwywnwlt bt hwoljwbw;  QWp

yuwnljtpugmdubpp huwnkuuhy plpuuyhuygh pudwidntiipnid wnnnowywhwlju

Swnwymipniututnh npulh b widunwignipjut dwuhic

11.

12.

13.

14.

15.

16.

17.

18.

unpnud B hwljhpd ubkpjuyugptp, pk htsyny Ep qpunynid Inip npuybu
punupuwljuinipinit dpwljnn wnnpowuyywhwljwb Swnwnipjniiitph npuljh
b wiunwigmpuit wywhnydwi nbuwblyyniuhg: Np'np uyl hhdbwlwb
gnpénipnittpp, npnup hpwlwbwgnid E pwdhup npuljh junwdupdwu
wnbkuwllyniuhg:

Uuwgtp puunpbd, R’y bp huuljwinmd «wpnnowyuhwljui Swunuymppub
npwlp» wubkny:

Bty £ npuiljlh hinkuhy phpuughugh pudwindniipmd (PE-R):

Pusy b u juwhdwikp hhuinh winfunwignipyniip:

Qtp Jupshpmy s t hpjuinh wiuwmbgnipemniip hiunbiupy] phpuughugh
pudwtidniipnid:

Ljwpwgpbp puugpbd punupwljuinipniup b wjt dpwugpbpp, npntp wnlju
tt npuljh b wtdunutgnipjuit wywhnydwt hwupgnid punhwinip wndwdp
Ubp wnnnowwwhwlwb dwnwynipniutbpnid b dwubwynpuybtu httnnktuhy
ptpuyhwjh pudwtdniuptbpnid:

Ljwpwgplp pungpbd  wpnpouyuwhwlwt Swowmipmniuubph npulh b
wijunuignipjutt wmywhnydwt hwdwp wejw wytt hwwnnil] ninkgnygukpp,
swthwihoubpp b uwnwbnupnubpp, npnup ubkpppjws Eu hwdwqquyht
dwljupnulnud: B’y juubkp PEA-ukph dwuhb:

(Lpwignighs: by Juubp wenpowwywhwlwi Swpumpmbibph npulh b
wijunwbgnipjutt gniguthpubph Jbipwpbkpu; wqquyhtt  tyuwnwlukph,
suthwthoukiph/benchmark dwuht:)

Ujdd tykp pnubktp wyt phuljbph dwuhty, np Juwpnp G unbnshy
wnnnowywhwlwt swnwnipniutbpp hhywunubph hwdwp: Sununthp sk,
np 1hunmd Gt wyyhuh nhwpbp, Epp wenpeuywhwljw Swnwnipniutbph
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19.

20.

npuwdwunpnudp phipnud E whgwulwiyh hpunwpdnipiniutbph/
pupnnipiniuubph: bua htwnwppppnid | wyn wiguiuih
hpuupdmpnibibph twuht welw wqquyht Jhdwljugpnipniip: busyk v
kb njupiikpp uvinwgdnud, hos Ewpynud wdyugabph hton:

Qtnp Jupshpny npnup Eu bEE-tkpnid nonnowwywhwljut swnwynipniuupkh
npulh b widuuignipjut wywhnydwi hwpgnid pupbjuydut Eipulju
nnpuikpp punupujuinipjut dwjupgulnid:

(Lpwgnighs: Lunupuljuimpui  dwjupgulnud  hiy whwnp L wpdh
hunljuybu PEL-Ukpmd  vubbpp jwijoupgbiint typunwlng: Bos
Juukp npuljh i1 wijunuwignipjui wywhnddwi hwupgnid
punupwljuinipjut dujupgpuljnid wnlw junspunnunitph dwuhi:)

By Jbpenud, npwbku  thopddws  punupwluwinipyutt dowlng
wnnnowyuwhwlwi Swowynmpmnitubph npulh nppuonud, npn’up k. Qhp
wnwowplmpnitubpp npuljh b widunuwbgniput wywhnddwi hwdwp
bEA-ukpnid dwubwynpuybu b wpnpouywhwljut Swnwnipniuutpnid
punhwinip wodwdp:  Bibkp plubwplnudp juwybiup punupulwtnipjub
dwjupnuljht:
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binkiuhy pltpuyhuyh pudwbdniipnid hhyjwbnabph phunwipbbph whnpwdbabph

hbwn junphi hupguignnygh hupgupup

buswtu wpnpkt Whgh, wju hwpgugqpnygh hpdbwfuwt  tyunuwli E hwulwbuw;  Qbkp

yuwnltpugmdubpp htunkuuhy plpuyhuygh pudwidntiipnid wnnnowywhwlju

dwnuynipniutinh npuwlh b wiunuwtgmpjut duuht:

7.

10.

11.

Gu qghwtd, np 2tp punwthph winudp hhdw pniddwt hwdwp gunudnid k
wju hunbkuuhy ptpuyhuwh pwdwudnitupmd (PER): Bhtkp wwpqtup, ph
hlswyk v kuiy, np goip Eyup hkig wyu bEA:

(Lpugnighs: N'ph £ 2bp plunwihph winudh poiddwi tyunnulyng hkig wu
b R-u punpknt hhdtwlut wuwndwnp:)

Puspwt  dwdwbwl E  2kp  plunwbhph  winudp  quidmd  wju
pudwiuniptnid:

bPuswhu btp nmp Ukpumlky 2bp  phnwbhph  winuiuh  wnwgus
pnidoqunipjut gnpépupwugnid:

(Lpwgnighs: bPusyku bp nbnkjugynid wju PEE-md 2tp ptwnwthph
winuuh  uwnwgwé  pnidoqunipjub  dwuht: biswhuhn ki Qbp
hwpwpbpnipniuubpp wyu pdholutph b pnidpnypbph hbwn, ndpkp ptwdnid
ki Qbtp puunwbhph winudhu: Gpk Inip mbbunmd bEp QEp pwnwthph
wunuup pniddwt gnéplpugh htnn juuydws hupgkp b dnwjuwunipniutby,
hiswk u bp nputip pupdpuguniu:)

buswbu Jujwpwugptp wyu PEE-nid wpwdwnpynn wpnpouyuwhwljub
dwnwynipiniutitpny Qtp pujupupjudnipjut dujupnpuyp:

(Lpwignighs: Qtp Jupshpny npn tp ki wyu bEL-nud pupkjun]uwt bhpuluh
ninpunubkpp, npnup wqnmud bt wjunbn wpwdwnpynn wennowywhwljwt
dwnwynipinibttph Jpw: Gph dkp pinnwthph wunudp wywqund pniddwt
Junhp ntubkbwp, wpynp pniddwt byuwnwyny Yphhtt juygkkhp wyju bEF:
Pusn’t wyn Yuad hisnt” ny: )

Uuwgtp futnpbd, R'us E «upnnowuyuwhwlwb  Swpuympjub  npulp»
wpwhwlnid pun Qkq:
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(Lpwgnighs: Opntp LU wonnewwwhwlwh sSwpwympub ju] npulh
gniguithpubipp: Pisyk'u hp vnwénud wpnnowwuwhwljwh Swowmnipjui
npulh dwuhtt wju hnuyhwnwihqughwh pipwugpnid:)

12. Uuwgkp hutnphbd, s k «hhJwunh wijunuignipjni»
punwluyuwlgnipniup tywbwlnid pun kq:
(Lpwgnighs: Yupn, bp wukp, phk hpjwinh hwdwp  Juubquunp
wnnneuwwhwljwi jtudph his £ ibpunnid: busyk v bp dnwst) winunwig
hutdph dwuhl wju hnuuy hnhuhqughwjh pupwugnid):
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UlnJuinubgniprul bljunndwdp JEpupkpuni iph huipguioup

A B C D E X
Uijkjh pnin Uijkjh pnin Uhwbquiduyl Ghpuinkh sF
hudwduyl sbd hudwduyl b/ | hwdwduyl B

LChphwbpuyku
hudwduyl st

Okgnp

Tvigpnid B ook JEl
wwpplpul

Pnidppng ubpypnidp juy k guwhwnynid wju pudwidniipnid:

Uju pwdwiidntipnid ndduip E pupdpwdwyiuky, Epp hwuljuwinud Bd, np hhquunh jptwdph hupgnid juinhp jue

m

Swpwduwyjuntpmniuttpt wju pudwtdniipnid ywuwnpwd Yipwny Eu jnisynid (op., ns ph 2yt dhow, wy npé -
Juuwgniyip hhquunh hwdwnp):

m

Gu niubd wmtdtwljuquh wy) winwdubph Ynnuhg hud withpudbyn wewlgnipniup hhquunutph ptwdph hwdwp:

Ubdtwljuquh hwdwp wjunbn hton £ hupgbp vy, Epp npbik pwt fu, np tpwp skt hwuljuwbnud:

Ujuunkn pdholjutinti nt pnidpnyptpp wohiwwnnid Eu dhwuhl, htsybu jud hwdwljupgus phu:

Gu hud wmijunwig/wyuwhny Yqquyh, bpt npytu hhwig wjunktn pnidnid vnwbiugh:

(N[O b~

Pdoljulut ujpwibpt wyju pudwidniipnid yuwmowd YEpyn/huwdwyunwupwwpwp/ Eu pugniadnud:

Gu mtinyulj U ghon ninhutiph dwuht, npnugny Yupbih £ hhyuingutph widunwignipyut dwuhtt hwpgtp ninnt] wyu
pudwtidniipnid:

m |mim{mj|m|m

10

Gu hudwywwnwupuwt wpdwqup bl vnwinid hd juwnwpnyujutnipjut dwuhie

m

11

Uju pwdwidniipnid ndduip E upuwjubpp putiwplyp:

m

12

bu §njkquubpt hud fppwpuniunid Bt hwjntt) hhwinubph wijunwignipiut Jepuptkpyu) hd niitbigus pnjnp
htwpuwynp dnwjuunipiniuitpp

m

13

Uowljnjpp, np wnfuw £ wju pundwtidniipnid, hkywnwgunud £ niphoutiph upuwjubphg undnpbyn:

m

14

Zhquunubph widunuwignipjut dwuht hd wnwewpnipniuttpp Ypugnidkl, Epbk tu npputg dwuht hwypnubd
wnuhtuhunpughwjht:

15

Gu uhpnud U hd wpjuwnwipp:

16

Ujunbn wohiwwnbp tdwib E h Ubs piinuthph dwup juqubjniie

17

Uw juy Juyp E wphiwwnbnt hwdwnp:

18

Gu hyyupwn Ed, np wpowwnnid bl wju pudwtidniipnid:

-2 RS- D- -2 2B A AP AP DD

| WD W| W W T W W W DWW T T T®W W T
OO0 O O] O OO O O/0O0|0|0] O OO0
o oo o |[OQl O OO0l OO O/0O00|0| O OO

mim|m|im| m

XIX|IX|[X| X | X]| X | X|X| X | X[X[X[|X[X|] X |X|X




19 | Pupnjujub Jhdwlt wju pudwidniipnid pupdp E: A |B |C |[D |E |X
20 | Bpp hd woluwnwlipp swptwpkntiynid E, hd junwpnquljuwbnipynip nnidnd E: A |B |C D |E |X
21 | bu wdljh phy wpyynmbwybn bl woiwinnud, Epp hngwd & A |B |C |D |E |X
22 | Bu wljh hwljdwd td ujpwiubp gnpdtnt jupdus jud hwjuwuwlub hpulhdwlukpnud: A |B |C D |E |X
23 Znquusnmipiniup Juwunid | hd junwpnpuljuinipjutp withtnwdgbh/wpunulupg hpudhdwlutpnud (op. Al lc ip |lE Ix

Jhpulkunuiwgnid, seizure).
24 Unuhtuhunpughwb fppuwpuniunud £ hd Pudwuiinmuph Alslciple!lx

wdkliopyw owitipkpp. wnuUhtthunpughw

Unudhthunpughwt dnwsdws fhpyn
25 mgmlllml;m I}lllll?lllllhr}hhpb ARl pudutntortgh A|B|C|D|E|X

wiudnwignipiniip. wrplhthunpughuw
26 Unuhtuhunpughwi juy] wpouwnwip £ Pudwuiinmuph Alslciple!lx

Juwnwpnud: wnUhtthunpughw
97 Unuhtuhunpughwi juy] wphouwnwip £ Pudwuiinmuph Alslciple!lx

Juwnwpnid §nudhljrnughtt midwg hbwn. wunuhuhunpughw

Gu wndhtthunpughwh §nnuhg uvnnwinid

Ed wnklduwn, wmpphuljut
28 | mhnkunwwnynipnit uyh Su:{iuillhdmhph A|B|C|D|E|X

hpununpdnipiniutiph dwuht, npntup ppthutnpughw

Jupnn Eu wqnl) hd wohiwwnwuph Ypu:
29 | Uju pwdwidntipnid mbdtwljuqup pajupupnid £ nifjuy pynyd hhjugubphtt vyywuwplbnt hwdwnp: A |B |C |D |E |X
30 | Uju hhwunwingp jud woiwwmwp E junwpnid unp unpbph ywunpuwundw hwpgnid: A B |C D |E |X
31 Nn9 hupnpuwghwi, npt wthpwdbown £ whinnpnydw b pniddwt dwuht npnonidubph juyugdw hwdwp, Ale lc Ip | Ix

Juintwynp Jpyny hwuwbh E hbd:
32 | Muwunnutpp hd npnpunid wuwwpwd Ypwny JEpwhuljdnud G A |B |C |D |E |X
33 | Uju pwdwidntipnid ku niubd juid hwdwgnpduljgnipini pnidpnypbiph htn: A |B |C |D |E |X
34 | Uju pwdwidntipnid ku niubid jud huwdwgnpdwljgnipini pdholjutinh htiwn: A |B |C |D |E |X
35 | Uju pudwtdniipnid bu nitbd ju] hwdwgnpduilignipini nhnugnpsubph htwn: A |B |C |D |E |X
36 | Zmdwpwuyh ki hunnppuljgdwt nddupnipiniuubpp, npnup hwigkgunid ku hhywunh ptwdph hbnwdquw: A B |C D |E |X

(2]
o




Nuwouvnbp

a s~ wbd e

Pudwtdntph Juphy
Rdhoy

Udwg pnidpnyp
Pnidpnyp

Upprunnwlipuyhls ihopdp ----

Ukpp 1. Upujutu 2.bquljul

Swipfpp -
Uduwphy (op/widhu/tnwunh)

Clunphwljuympnil dvwulnuljgnippul hudwp
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Appendix 3

Tables and Figures

Table 1: Characteristics of healthcare quality according to loM

Safe Avoiding injuries to patients from the care that is intended to help them.
Providing services based on scientific knowledge to all who could benefit
Effective and refraining from providing services to those not likely to benefit (avoiding

underuse and overuse, respectively).

Patient centered

Providing care that is respectful of and responsive to individual patient
preferences, needs, and values and ensuring that patient values guide all
clinical decisions.

Reducing waits and sometimes harmful delays for both those who receive

Timely and those who give care.
Efficient Avoiding waste, including waste of equipment, supplies, ideas,
and energy
Providing care that does not vary in quality because of personal
Equitable characteristics such as gender, ethnicity, geographic location, and

socioeconomic status.

Table 2: Descriptive data about the six domains of the SAQ in 3 hospitals

Descriptive Statist

ic

Minimum Maximum Mean Std. Deviation
Teamwork Climate 50 100 79.7 9.2
Safety Climate 46 100 75.8 10.8
Job Satisfaction 25 100 93.1 12.9
Stress Recognition 0 100 36.3 28.0
Perceptions of Management 29 100 82.4 19.6
Working Conditions 25 100 92.7 13.3
Table 3: Mean scores for SAQ six scales organized by hospital
Descriptive Statistics
Scale Hospital Mean SD | SE 95% ClI
Working Conditions Hospital A 90.3 149 | 2.7 84.7 95.8
Hospital B 98.7 61| 11| 964 100.9
Hospital C 86.3 | 161 | 39| 780 94.6
Total 927 | 133 | 15| 897 95.7
Multiple Comparisons
Bonferroni
95% Confidence
Mean Interval
Difference Lower Upper
Dependent Variable (1-J) Std. Error Sig. Bound Bound
Working Hospital | Hospital B | _g37814" | 3.19654 032 | -16.2060 -.5503
Conditions A Hospital C
4.00327 3.78896 .882 -5.2754 13.2819
Hospital | Hospital A 8.37814" |  3.19654 032 5503 | 16.2060
B Hospital C .
12.38140 3.76679 .005 3.1571 21.6057
Eiospital Hospital A -4.00327 | 3.78896 882 | -13.2819 5.2754
Hospital B -
12.38140" 3.76679 .005 | -21.6057 -3.1571
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Table 4: Descriptive data about the scale scores by the positions of the clinicians

Group Statistics
Scale Position Mean SD SE
Job Physician 79.5 26.5 8.4
Satisfaction Nurse 95.0 8.1 1.0
Working Physician 80.8 25.8 8.2
Conditions | Nurse 95.1 9.2 12
Independent Samples Test
Levene's Test
for Equality of t-test for Equality of Means
Variances
] 95% Confidence Interval
F Sig ¢ df Sig.(2- | Mean | Std.Error of the Difference
' tailed) | Difference | Difference
Lower Upper
Equal
variances | 52.612 | 0.000 | -3.733 | 69.000 0.000 -15.500 4.153 -23.784 -7.216
Job assumed
Satisfaction Equal
Scale i
varlenees -1.835 | 9275 | 0099 | -15500 8.445 -34.518 3518
assumed
Equal
variances | 33.686 | 0.000 | -3.303 | 69.000 0.002 -14.249 4.314 -22.854 -5.643
. assumed
Working
Conditions Equal
A 1730 | 9377 | 0116 | -14.249 8.235 -32.764 4.267
assumed
Table 5: Descriptive data for mean scores on SAQ scales among men and women clinicians
Group Statistics
Scale Gender Mean SD SE
Working Men 81.3 21.9 11.0
Conditions
Women 95.3 9.0 11
Independent Samples Test
Levene's Test
for Equality
of Variances t-test for Equality of Means
95% Confidence
Interval of the
Sig. (2- Mean Std. Error Difference
F Sig. t df tailed) Difference | Difference Lower Upper
Working Equal
Conditions variances 15.418 | .000 -2.744 67 .008 -14.006 5.103 -24.193 -3.820
assumed
Equal
variances
not -1.272 3.062 291 -14.006 11.014 -48.661 20.648
assumed
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Figure 1: Attributes of healthcare quality according to A. Donabedian *

. EFFICACY

The ability of the science and technology of health care te bring about improvements
in health when used under the most favorable circumstances.

. EFFECTIVENESS

The degree to which attainable improvements in health are, in fact, attained.

. EFFICIENCY

The ability to lower the cost of care without diminishing attainable improvements in

health.

. OPTIMALITY

The balancing of improvements in health against the costs of such improvements.

. ACCEPTABILITY

Conformity to the wishes, desires, and expectations of patients and their families.

. LEGITIMACY

Conformity to social preferences as expressed in ethical principles, values, norms, mores,
laws, and regulations.

. EQUITY

Conformity to a principle that determines what is just and fair in the distribution of
health care and its benefits among members of the population.
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Figure 2: Swiss cheese model of quality assurance™
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Figure 3: Cultural maturity model of organizational safety culture®®
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