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ABSTRACT

SARMASOGLU, S. Il nt ern Doct foSpsaking Up flrePatiertt o o d
Safety, Hacettepe Uiversity Graduate School of Health S@ncesDepartment of

Medical Education Master of Science Dissertation, Ankara, 201@€ommunication
breakdowns maksignificant contributions to medical errors and adverse events in
health care. Speak up about patient safety creates a safe atmosphere which is vital to
keeping patients safe, preventing errors, and improving the quality of care. Intern
doctors are juniommedical staff in healthcare institutions, and they experience
difficulties in addressing situations that threaten patient safety. This study aims to
explore intern doctors' likelihood of speak up for patient safety and identify factors
that affect intern dctors' speak up decisions. A qualitative design was used in this
study. Purposeful sampling was used as a sampling technique, and a sample of this
study consists of nine intern doctors who were enrolled in‘théeér regular Medical

Doctor (MD) programat Hacettepe University Faculty of Medicine in 264018

Spring Semester. Data was collected with face to facestenatured interviews using
semistructured questions on June 2018. Thematic analysis was used to interpret the
data. The results of the siyirevealed that intern doctors frequently withessed medical
errorsduring internshi@and they attempted to speak up at least betare However,

intern doctors are reluctant to speak up about issues that threaten patient safety.
Individual, relationship, situational, decision making, consequence related and cultural
barriers are preventing intern doctors to speakFupther, he essential motivator
behind the decision to speak up in circumstances that threaten patient safety is feeling
empahy for the patient and their relatives. The hierarchical status of the person was
decisive in their way of speakintterns are supportive aggatefulto speak up, and
superiors' reactions are often suppressive, sometimes puhitiiree with the resus

of the research, recommendations were offered at the institutional and national level
to improve the records of medical errors, to make arrangenemt€rease intern

doctors' speak up, and to internalize the safety culture of all health care team.

Key Words: Patient safety, spealp, voice behavior, medical student
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1.INTRODUCTION
1.1. Theoretical Approach

Communication and collaboration have a powerful impact on reducing errors
and improving saty within an organizationl). Reflections of this information on
health care organizations are considerably dramatic. Institute of MedlCiv)
reported thatommunicationproblemspartakemore than 70% of medical errors in the
United States(U.S.A.) in 1999 (2). Although there are different types of
communication breakdowns, the failure to "speak up" is a vital communication
problem for keeping patients safe gwdventing errors3).

Sharing ideas, information and opinions might consider to speakiope
specifically speak up can be defined "#ise raising of concerns by health care
professionals for the benefit of patient safety and care quality upon recugizi
becoming aware of the risky or deficient actions of others within health care teams in
a hospital environmerit(4, 5.

Healthcare professionals commonly encounter challenging situations that need
to make decisions, whethepeakup or not.Maxfield et al., ) have classified
especially tricky and also essentiahversationfor health care professionalsseven
categories These categoriesonsist ofbroken the rules, mistakes, lack of support,
incompetence, poor teamwork, disrespect, and mianagement6).

The prevalence of difficulties with speak up among health care professionals
is notable More than twethirds of healthcare professionaleport witnessing
incompetent practices, less than 1 out of 10 are like to share their concerns with their
colleagues 4, 6). The reasons underlying the decision not to speak up draws the
attention of health care reseagchto get a deeper understandioigbarriers impede
patient safety. Richard,Pfeiffer, and Schwappacfyr), categorized the decision
whether one speaks up or not into individual factors, contextual factors, and
organizational factordn another research Raem&olbe, Minehart, Rudolph, red
PianSmith (8) examined the hurdles to speak up of anesthesiologist under four
categories: climate, contenelational and selfln cases where patient safety is in
danger, health care professionals are expected to take the initiative and speak up.
However, studies mention have mentioned many factors that affect the spdadutip



patient safety threats including the potential foerceived harm to patient
relationship communicationconcerns, perceived efficacy of speak lgadership,
culture and wddoad experience$3, 9.

Researcbsshow thathigh hierarcly in working environmentakespeakup
particularly difficult ©, 10. Moreover, professionals lower on the hierarchy are
generally hesitant to speak up or question the professional is who girer hi
hierarchical statu§7). Even if a patient is at risk due to a medical er®rfindings
show that barriers tgpeakup are involved, may differ across healthcare settings, and
need to be measured if they are to be better understapd (

When employees do not speak up about problems, organizations miss
opportunities for improvement and learnirid). Interns as the front line healthcare
professionals have valuable information about patient safety that organizations need
to know to mitigate safg concerns and improve quality1). Despite the underlying
mechanisms of giving a decision whether to speak up or not are very complex and
depend onindividual, cultural variables; speak up the behavior of Turkish medical

students remains unclear in hbahre literature.
1.2. Aim and Research Questions

This study aims to explore intern doctors' likelihood of speak up for patient
safety and identify factors that affect intern doctors' speak up deci$iuegesearch

has been sought to answer the foilogvquestions:

1 What is intern doctors' likelihood of speak up for patient safety?

1 What are the factors that affect intern doctors' speak up?



2. THE LITERATURE REVIEW

The literature review that follows is structured around nine emerged topic
areas. Twowvays of thinking safety: Safety | and Safety II, patient safety, degree of
harm related to medication errors, patient safety, and communication, seven crucial
conversations for health care, patient safety and speak up, influencing factors of speak
up, barrers for speak up, intervention for increasing speak up.

2.1. TwoWays of Thinking Safety: Safety | and Safety I

Hollnagel, Wearsand Braithwaitg(12) provide two approaches to safety in
"From Safety | to Safety II: A White Paper" and explain the needransformation
from Safety | to Safety Il approaches comprehensively within the framework of
changes in the health system and world. Paper explaint&®dfetyl approach may
treat many adverse events. However, there is a need to develop a ngwamaieach
in order to understand how everyday actions achieve saieédafetyll approach tk
investigationsfocuses onunderstanding of how things usually go righ®). The
foundation of Safety signifies two essential assumptions: systems are dedardo
their parts and systems, and their elements either function accurately @vhilet.
writers agree on the assumption that causes predate consequences, they critique the
assumption that the causes can always be fdRook cause analysis might bealid
example of telling the causality credone of the well known example of root cause
analysis is the Swiss Cheese Mod&l).

"Swiss Cheese" Model of Error Causation

According to James Reason's the SviitbeeseModel of System complex
systems anavorking environments have many defensive layers that offer protection
against the harmful consequences of er(d83. This model describes the conditions
that must be realized in order to make the negative consequences of errors made visible
by usingSwiss CheeseAlthough the cheese has a perforated structure, there is a
cheese texture that prevents the gaps from creating a dangerous transition when the
whole is taken into consideration. Therefore, according to the model, to reach a

damaging dimensiom this structure, it is necessary to cross the defense lines first. It



Is explaining the fact that there mtliiyers safety barriers in front of the adverse
effects; the problem is explained as the combination of problem areas (holes in the

cheese) in éfense layer§See Figure 2.1(13, 19.

Layers of
defence \

Medical
error

Holes in
defence

Adverse O
event Q

Figure21l.J ames Reasond6s fASwiss chlBed4eo mode

Safetyll is fibased on the principle that performance adjustments are
ubiquitous and that performance not only always is variahbtehat it must be so. The
variability should, however, not be interpreted negatively, as in performance
deviations, violations, and nesompliance. Since performance adjustments and
performance variability constitute the foundation of Safetyt follows that the
mechanisms cannot rely on causality and linear propagations of causes andeffects
(12).

2.2. Patient Safety

In the 21st century, health systems are required to be equipped to enable people
to access services when they need them, and to edoemly, safe, effective, efficient,
equal and equitable health services from a patdaehted perspective. After nearly
2,500 years of Hippocrates' "Primum non nocere / do not harm" principle, health
statistics show that preventing patients from hanchraaking them safe is one of the



most problematic issues to be addressed in the provision of health services on a global
level.

According to the milestone report To Err is Human, medical errors could be
responsible for almost 100,000 deaths per yedrattS.A. (2). This report, with its
dramatic consequences related to medical errors, has brought attention to patient safety
not only in America but all around the world. However nearly 15 years after the
publication of the report, medical errors werd sbmmon and from all causes led to
as many as 400.000 deaths per year in 20%3anhd medical errors were already the
third leading cause of death in theSUA. hospitals behind cancer and heart disease in
2016 (16).

The World Health OrganizatiofWHO) (17) European data show that
healthcaraelated adverse events and medical errors occainost every terof
hospitalizationsDeveloped Eurepan countries suchlTag United Kingdom, Spain,
France, and Denmark have similar estimated adverse eventsl&a8outf hospital
admissions a year (17).

Unfortunately, there are no statistics related to medical errors in Turkey.
However, it is possible to find assumptions in the "Patient Safety: Turkey and the
World" report published by the Turkish Medical Assoadatin 2008(18). According
to the assumptions in this report, 18,950 to 99,000 people died as a result of medical
errors in Turkey(18). Although the assumptions point out to a wide range, even the

lowest rate is substantial and vital

The WHO declared tt patient safety is a serious global public health concern
in 2018 @9). In line with the fact that 1 in 300 chance of a patient being harmed during
health care, 1 in 10 patients is harmed while receiving hospital care and patient harm
is the 14th leadingause of morbidity and mortality across the wdtlé). Depending
on the multi dimensional structure of health systems, every stage of health care
delivery has a potential for patient harm due to medical errors. For instance, medical
errors can occur ahé diagnosis stage, at the treatment stage or other sia)es (
However, some areas carry a much higher risk for patient safety.
Joint Commission International (JCI) publishes International Patient Safety Objectives
in order to ensure the safety of aclited organizations and to highlight areas where



they have particular difficulty in avoiding threafsiproving effective communication
wasone of the goaldeclaredasinternational Patient Safety Goats2018(20).

2.3. Degree of Harm Related to MedideErrors

Medical errors do not always harm the patient, and the outcomes of medical
errors vary from ndarm errors to hazardous conditions. International Classification
for Patient Safety Repo(R1) definedpatient outcomesfian impact upon a patient
which is wholly or partially attributable to an incidelmtind the degree of harm is as

follows:

fANonei patient outcome is not symptomatic or no symptoms detected, and

no treatment is required.

AMild i patient outcome is symptomatic, symptoms are toig, of function
or harm is minimal or intermediate, but short term, and no or minimal intervention

(e.g., other observation, investigation, review or minor treatment) is required.

AModeratei patient outcome is symptomatic, requiring intervention (e.g.,
additional operative procedure; additional therapeutic treatment), an increased

length of stay, or causing permanent or long term harm or loss of function.

ASeverei patient outcome is symptomatic, requiring-iving intervention
or major surgical/medial intervention, shortening life expectancy or causing major

permanent or long term harm or loss of function

ADeathi on balance of probabilities, death was caused or brought forward in

the short term by the incideat.

No-harm errors (close calls, nealisses, potential adverse events, warning
events or good catches) are any event that could have had an adverse patient
consequence2@, 23 and adverseevent (harmful incidents) is an incident which

resulted in harm to a patier3).
2.4. Patient Safety ad Communication

Communicatiorproblemspartaketo more than 70% of medical errors in the

U.S.A, (2) and miscommunication is a significant contributor to up to 60&eleérse



events in healthcare(24). Avoidable patient harm 25 may result in health
professionals’ failure to communica@6( 27. Greenberg et al.2@) identified that
communication breakdowns resulting in harm to patiedtisdy results showed that
analysisalso showed that communication breakdowmsre oftenoccurring in the
perioperdéive phaseandresidentanostly having difficulty to speak up tdhe senior
surgeon of critical event¥ermeir et al. 29), reviewed a total of 69 articles afodind

out thatpoor communication could lead to many adverse outcogasliffe, Lewton,

and Rosenthal 30), conductedsemistructured interviews with 26 residenasd
residents reported a total of 70 mishap incidents. Aspects of "communication” and

"patient management" were the two most commonly cited contributing factors.
2.5. Seven CrucialConversation for Health Care

Maxfielt et al, (6) conducteda comprehensive researalhich is one of the
ancestors of research that sheds light on the development of awareness and
understanding of healthreprofessionals' speak up behaviordJ.S.A Mix method
was used in thistudy including focus groups, interviews, and workplace observations,
and collecting survey data from more than 1,A6@lthcare professional§his study
identified the sevencategories of conversations that are especially difficult and, at the
same timeimportantfor healthcare professionals:

fiBroken Rulestaking shortcuts that could be dangerous to patients.

Mistakes, show poor clinical judgment when making assessmenisg do

triage, diagnosing, suggesting treatment, or getting help.

Lack of Support, reluctant to help, impatient, or refuse to answer their

questions

Incompetenceclinical care providers have concerns about the competency of

some nurses or other clinical capeoviders they work with.

Poor Teamwork clinical-care providers have one or more teammate who

gossips or is part of a clique that divides the team.

Disrespect, clinical-care providers work with some who are condescending,

insulting, or rude. Who areevbally abusivé yell, shout, swear, or name call.



Micromanagementnurses and other clinical care providers work with some
number of people who abuse their authd@ripull rank, bully, threaten, or force their

point of view on thera.
2.6.Patient Safety andSpeak Up

One of the most critical communication failures that threatens patient safety is
the hesitancy of health care professionals to speakSppakup is "assertive
communication in clinical situations that require (immediate) action through
guestions or statements of opinion or information with appropriate persistence until
there is a clear resolution to prevent error or harm froeaching the patieht(31-

33). Speakup has also been defined aké€' raising of concerns by health care
professionals for the benefit of patient safety and care quality upon recognizing or
becoming aware of the risky or deficient actions of others within health care teams in
a hospital emvironment"(5). Speakup has positive outcomes for patients, for the
healthcare organization, and healthcare providers. Rising concerns, discomfort, or
suspicion creates a safe atmosphere which is vital to keeping patients safe, preventing

errors, and improving quality of ca(é).
2.6.1.Frequency of Speak up

The prevalence of difficulties witspeakup is remarkable6). Researches
show that health professionals remain silent even if they are aware of a situation that
threatens patient safe§4,35- 38). In a study among healthcare professionals in labor
and deliveryshowedminority of doctors, nurses and midwives repottesirconcerns
about patient safetwith the colleague39). The results of the study conducted by
Maxifield et al. 6) showed that many health care professionals had seen some of their
colleagues cutting corners, making mistakes, and demonstrating serious
incompetence. However, less than 10% are willing to share with their colleafyues.
qualitative research with experimd nurses and doctors showed that oncology
healthcare professionals frequently experience situatemsring speak uput that
they occasionallyemain silen{33). A similar result obtained from another research
conducted in Switzerland by for invesdtghg the oncology healthcare professionals'

(nurses and doctors) likelihood ggeakup about patient safety. Analyses showed that



nearly every second healthcare professional was confronted with potentially harmful
errors and rule violations at least sdimes, whereas 70% of the respondents had
chosen to remain silent at least once in the @St Schwappach and Richardlj

aimed todetermine the frequencies of healthcare professionals speedatgd
behaviors. Findings showed that between 62% afd 8Dhealthcare professionals
reported at least one safety concern during the last four weeks. While withholding
voice was reported by 19%9% of healthcare professionatpeakup was reported

by more than half of healthcare professionals (6B8%0). Schwapach et al.42)
analyzedspeakup behavior and safety climateAustria. Results indicated that more

than 50% of health care professionals perceived concerns about patient safety within
the last four weeks and observed a potential error or noticediold¢ions. Between

16% and 42% of responders remained silent and between 96% and 98% responders

did speak up concerns for safety.
Frequency of Speak up Across Junior Healthcare Professionals

Sharing concerns about patient safety with another healtipcafessional in
the health care tegns a common problem for healthcare professionals, regardless of
the profession37). However, according to the limited number of research in the
literature for students, interns and resident who are in a criticatippsn ensuring
patient safety in the health care systepeakup is particularly challengin{4, 43)
Samuelet al.,(44) found thatthe of medical studentgereunwilling to speak up to
senior staff regarding inappropriate hand hygiene practicéise recent studyt was
found that manynedical (45)students had difficultgpeakup about medical errors.
In another studyesidents weranlikely to feel free to expredbeir concerns to other

members of the team about medical errors in patient(43dje
2.7. Influencing Factors of Speak Up

In the literature, there are many studies carried out to understand health care
professionals’ motivators to speak up or barriers that lead them to not speak up about
patient safety or neprofessional attitude€Okuyama et al.5) adapted Morrison's
model of employee voice to healthcare professionals and provided a conceptual

framework in their systematic review. In the Model of Health Care Professionals
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Speak Up influencing factors of speak ligve beerassignedo the six categories
(Figure 22). A closer look at the categories will provide a moredepth
understanding of the influencing factors of speak up.

The predictions of the severity of the harm that may arise due to medical error
and clarity of theclinical context are considered as the factors that will motive the
speak up of health care professior{ddstivation and clinical context) Powerful and
visible hospital administrative support, interdisciplinary polwegking, effective
teamwork, a good etationship between team members, and attitude of
leaders/superiors are considered as essential contributors to-ugpdshavior
(General contextual factors)lt was stated that being satisfied with the working
environment, feeling a responsibility towarthe patient, defining responsibilities and
roles, feeling safe, and having favorable speaking experiences had positive effects on
speak up(Individual factors). The possible reaction from an addressed person is an
important factor in the decision to speap of the health care professionalhé¢
perceived safety of speak upjealth care providers believe that nothing will change
even if they speak up, affects their speak up decision negafRetgeived efficacy
of speak up)It was stated that nursemsetimes use different tactics such as collecting
facts or selecting a person to speak up situatibastics and targets).

General contextual factors Individual factors

Hospital policy Satisfaction with the job
Interdisciplinary poficy-making Responsibility toward patients

Team relafionships Roles as professionals

Attitudes of leaders Confidence and previous experiences

Communication skills
Educational background

A

Perceived safety versus Perc;i-\'rfédﬂe'fﬁcacy Outcomes for
“costs”, such as: versus futilty .
’ i Lack of change the patient
Fear of the responses of g E ,
; Personal control fror correction
others / conflict )
Concems of appearing and impact
incompetent
Motive to help
patient Voice: message, Qutcomes for
Harm rafing tactics, targets the messenger
Clinical situation P Collect facts and others
Show positive infent involved
Select person

Figure 2.2. Model of health care profassn adpeakup (5).
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2.8. Barriers for Speak Up

Several factors may influencgpeakup about patient safety threats. The
decision of whether healthcare professional speaks up or withholds his or her voice
can be categorized into climatelated factors, contextual factors, relational factors
and self factorsg):

AIRepercussion expectatht an enironmental norm andlasence of apeak
up rubric have been reported to climatdated factors that are leading to nepeak
up.

Uncertainty about the issue, did not realispeakup opportunity was
happening, impaired situational awarenessisy or complexity, not considered a
speakup situation, uncertainty about the consequencespefakup, confidence
dealing with consequences, more immediate action spaakup and routine not to
speak up has been reported as contextual factors thatdsumspeakup.

Stereotypes of others on the team, familiarity with the individual, respect for
experience, perceived hierarchy, respect for the territory, the value of a relationship,
loss of professional respect, gender issue, futile to speak up have been reported as
relational factors that are leading to nepeakup.

Avoidance of potentially embarrassing situations, natural obedience,
protection of physician autonomy, fear of being wrong, personal reputation and
perception of limited responsibility have been repodsdself factors that hurdle to

speakup o
2.8.1. Barriers for Speak Up of Junior Healthcare Professionals

Medical students, intern doctorand residents are junior medical staff in
healthcare institutions, and they experience difficulties specifibaéw position in
addressing situations that threaten patient safety. There are qualitative and quantitative
study results in the literature about the barriers of speak up of the junior medical staff
(See AppendixXl). In this section, the barriers in thieetature have been compiled
under six categories in order to make the subject clear and understandable: individual

barriers, relationship barriers, consequence related barriers, decision making barriers,



situationalbarriers ve cultural barriers (See Tal1).
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Table 2.1.Barriers for Speak Up of Medical Students, Interns and Residents
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Barriers Resource
Personal factors (46- 48
_g Gender (3,49
3 Age (49
735 Personality of junior & senior (49
.'g Lack ofinterpersonal skills (50)
o Concerns already addressed assumption (50)
B No harm done assumption (50)
Behaviour, communication of seniors (51,52,53)
Fear of jeopardising an ongoing relationship (49,50,54)
) Intimidation (50)
'% Avoidance of conflict (3,49,54)
Cg_ Concern for reputation (59
% Fear of embarrassment of self or others (44,49, 54)
_5 A strong desire to o6 fit in|(5H
% Studentsd feeling of elitisi(30,4648).
@ No preexisting relationship (49
Respect and trust (49
Lack ofteam support (49
@ Concern over being misjudged (59
S Fear of repercussions (49, 55
%8 0 Fear of punitive response (30, 46 48, 59.
%’ % -% Concern for affecting future job assessments (44)
O @ m | Concern over being negativedyaluated (54
Barriers Resource
= Ambiquity-clarity (49; 50)
_E g Perceived effect on patient (49
g ES Perceived effect on self (49
n Perceived effect of relationship (49
Workloadrelated bariers (50
Lack of knowledge/ formal training (49,51
_E’ Lack of training in effective challenging techniques (51
é » Fear of being wrong (49-50, 54)
S -% Loss of situational awarenes (49
Zg 0 Lack of confidence (49
a Lack of experience (49
Lack of communicatioskills (49
) National/ country culture (52, 59
-% Power distance (49
o Professionatulture: Medicalhierarchicalculture (44,48, 49, 50,54,
g 56
% Organizational culture: inefficiency of speak up (5()))
O Departmentulture (43
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2.9.Interventions for Increasing Speak Up
2.9.1.Crew Resources ManagemeniCRM)

CRM training was adapted from aviation to healthcare teams for improving
patient safety and preventing accidental harm within the systemic and constant
approach. The concept of CRM originated in 1979 from National Aeronautics and
Space Administration workep based on the air traffic accidents can not be attributed
only to technical problems, and that problems in "social and human faatertfie
actual threat§s7,58).

Salas and colleagues defined CRM training ds &mily of instructional
strategiesdesigned to improve teamwork in the cockpit by applying-tesiéd
training tools (eg, performance measures, exercises, feedback mechanisms) and
appropriate training methods (egsimulators, lectures, videos) targeted at specific
content (eg., teamworknkwledge, skills, and attitudes§59). For instance, CRM
training is mandatory for military flight crews since the early 1990s spedkup is
an important comgnent of their trainingg0).

The first efforts to transfer CRM training from aviation healthcare
organizations were initiated in the 198@i)( Since then, CRM training has been
implemented in many healthcare disciplineecentlyGross et al.q2) reviewed the
literatureant showedhat operating room teams and surgery, emergency medicine
intensive care unit staff, and anesthesiology came in contact most with a majority of

the CRM interventions

2.9.2. Team Strategies and Tools to Enhance Performance and Patient
Safety(TeamSTEPPS)

TeamSTEPPSis one example of standardized curriculattbddresss the
impact of human factors on medical tearfts3). TeamSTEPPS has five key
principles: Communication, Leadership, Situation Monitoring, and Mutual Support
(63).

Communication: A structured process by which information is clearly and

accuratdy exchanged among team members.
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Leadership: Ability to maximize the activities of team members by ensuring
that team actions are understood, changes in information are shared, and team
members have the necessary resources.

Situation Monitoring: Processof actively scanning and assessing situational
elements to gain information or understanding, or to maintain awareness to support
team functioning. The situation monitoring process component is situational
awareness and shared mental model.

Mutual Suppot: Ability to anticipate and support team members needs

through accurate knowledge about their responsibilities and workload.
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3.STUDY DESIGN AND METHODS
3.1. Study Design

Phenomenologic research methodology was used in this qualitative. study

Patton 64) explaines phenomenology as

fPhenomenology is a study based on the assumptignthieaé is an
essence or essences to shared experiefibese essences are the core
meanings mutually understood through a phenomenon commonly experienced.
The experienceof different people are bracketed, analyzed, and compared to
identify the essences of the phenomenon, for example, the essence of loneliness,
the essence of being a mother, or the essence of being a participant in a
particular program. The assumption efs s enc e, l i ke the et
assumption that culture exists and is important, becomes the defining

characteristic of a purely phenomenological stady.

* COREQ (@nsolidatedCriteria for Reporting QualitativeResearch) Checklist has been used as an
guality assessment tool ftris study (See AppendR®

3.2. Participants and Sample

The population of the studyonsist ofintern doctors who were enrolled in the
6" year (ast year) regulaMedical Doctor D) program at Hacettepe University
Faculty d Medicine in 20172018 Spring Semestdfacettepe University Facultyf
Medicine aims tofiprovide a mission and a vision to individuals to become self
determined and sefhotivated and to attain problesolving capabilities based on
knowledge and experimen. Physicians who graduated from Hacettepe University
are expected tfbecome hardworking and adhere to the principles of medicine, serve
the best interests of their country and humanity with a sincere attitude, and to act
responsibly towards theipatient®. Regular MD program and a dual degree
MD/Ph.D. program are offered by Hacettepe University Faculty of Medicine in
medical sciences in an undergraduate deddeeergraduate program éfacettepe
University Faculty of Medicindas been accredied Bgsociation for Evaluation and
Accreditation of Medical Education Progran@s).
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The regular MD programf Faculty of Medicinestarts with core lessons with
minimal clinical exposure during the first three years and continues with a mixture of
clinical rounds and medical courses in the fourth and fifth years, and completes with
full-year internship periodn the sixth yearsinternship in Hacettepe University
Faculty of Medicine consist of Internal Medicine (2 months), Child Health and
Diseases (2 monthsEmergency Medicine (2 months), Public Health (2 months),
Mental Health (1 month), Obstetrics and Gynecology (1 month), General Surgery (1
month) and Elective Internal/ Surgical Sciences (1 moithjing this period, intern
doctors prepare themselves fbeing doctor by taking responsibility under the
supervision of faculty and expe(B5).

Hacettepe University Faculty of Medicine students were selecting elective
courses related to patient safety and interprofessional collaboration, starting in the
20142015 academic year. However, these courses covered only general subjects, such
as safety culture and the main domains that threaten patient safety. Mandatory
interprofessional collaboration and patient safety courses began to take place in the for
1 hour peweek in the % and 3 grade Medicindaculty curriculum. Especially in the
39 grade curriculum, the subject of patient safety is predominantly involved.
Moreover, in the dlay orientation training, the emphasis is given to patient safety;
continuing elucations are conducted to draw attention to specific issues throughout
the internship period. Following the review of the sample education programs such as
the WHO Patient Safety Curriculum Guide for Medical Schd6lg) the original
design was developaabnsidering the needs and priorities of the institution.

Purposeful samplingras used as a sampling technique. Purposeful sampling,
as a widely used qualitative design study sampling technique, allows the selection and
identification of informatiorrich cases in order to use limited resources efficiently
(64). Despite the invisibility of importance their contributions, intern doctors are
especially experienced with the phenomenon of speak up regarding their crucial role
in health care teams. The convenieacel snowbalsamplingtypes of purposeful
sampling weraused to collect information from intern8g; 69. Intern doctors were
invited to participate in the study via the announcem&esAppendix3) which took
place at the bulletin board at Hacettépaversity Faculty of Medicine in May and

June 2019convience sampling). Threetern doctorsesponded to this announcement
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and we asked each of themrefer us to other intern doctors (snowball sampling).
Since the researcher has no personal or pirofesdsrelationsthat might have
perceived as a potential threat by intern doctors, intern doctors were willing to engage
in sharing their experiences and opinions. There were not any criteria for inclusion or
exclusion for the studyDue to the qualitativenature of the study and to capture
valuable and unique information about the intern docspesikup for patient safety,

data was collected until the study has reached a saturation point to ensure that adequate
and quality data collected to support tiedy. The study was cqoteted with nine

I nt er n valuotaryt participaiion.

3.3. Data Collection

Interndoctors were invited to study laypynouncements or recommendations of
the participant interns. Thayere informed abouhe aim of the study, method of the
study, voluntary participation, and all intern doctovgere given the right to refuse
participation or withdraw at any time without any penalties even if they previously
agreed to participate.

All interviews were held odune 2018Interview schedules and places were
arranged according to the intastoctoss' working scledules andequess. Interviews
were conductedh a Faculty of Medicine buildingnd at the Hacettepe University
Hospitals Interviews were held in intemooms, meeting roomand cafeteriaNo one
else presented besides the participants and researcher in intern room and meeting
rooms during interviews. Andetcessarymeasures were taken to ensure thlht
meeting could be conducted in a quiet environment without being distyrbed.

On the day of the interview, each participant received a further verbal
explanation of the purpose of the study. Confidentiality was ensured with verbal and
written consent obtained fromarticipants (See Appendi&). Before beginning to
interview for the anonymity of the data, students were asked to determine a code or
nickname. Students preferred to be called with their real names during interviews.
However, numbers were used during tta¢a interpretation process in an attempt to
respect the wishes of the intatactorss and privacy.

Oneintern was the pilot sample of the study. The questions were tested in terms
of intelligibility, applicability, and suitability, and researchers made téquired
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changes. Since there was no need to make significant changes in the questions after
the pilot interview, the data obtained from the pilot interview were also included in the

study results. The shortest interview lasted approximately 12 mirantédshe most

extended interview lasted approximately 43 minufdkinterviews were conducted
facetofaceby kenay Sar marlssb jahguageiand atdio eecorded
Researcher took notésiring andafter the interviemk enay Sar masoj |l u h;
degree in Fuldamentals of Nursirgheconducted two qualitative research before this

study (SeeCurriculum Vitag.
3.3.1.Semi Structured Interviews

The data of the study was collected using s&timictured questiongt the
beginning of the interviews froductionary questions (could you talk abgatirself,
how would patients describe you as an intern doctor, and what is your general
assessment about your internship? What were your duties, roles, and responsibilities?)
were askedSemistructured questions wedevelopedo gather data according to the
aim of the study coherent with the researches examined intern doctors' and residents'
speak up behaviors and barri@isout patient safety44, 52, 53. Semistructured
interview qustions were as follows:

You see that;

1 A senior doctor who wilperforma surgery,
1 A resident doctor who will intubate the patient in the emergency room,

1 A doctor who is performing wound care in the ward,
Violates the principles of surgical asepsis.

1. Complet this story in accordance with your own possible decision. How
would you behave?

2. How will your decision reflect on the patient? Can you explain it?

3. How will your decision reflect on you? Can you explain it?

4. What are the factors that lead you to end tlbeydike this (speak up or
keep silent)? Can you explain it?

5. Would you like to change your decision regarding speak up or keep silent

after reviewing the possible consequences for the patient and you?
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6. What would be the possible reaction of the doctorimghuation?
7. How difficult would it be for an intern/ for you to face such a situation?
Can you rate the difficulty between 1 and 10? Why is it so difficult/easy?

For interns who feel difficult tq Forinterns who feel easy to speak
speak up

Underwhich conditions would it b¢ Under which conditions would b

easier to talk? more difficult to talk?

9. Why do you think those who oppositely complete the story? What are the
factors that push them to speak up/ keep silent?

10.What is the possibility of expenmcing such a situation for an intern?

11.Why could the doctors in the case violate the principles of surgical asepsis?

12.Have you ever experienced or withessed such a situation? (when, where,
how, what did you feel afterward? Would you like to behave diffgrent

13.What can be done to make all interns speak up for patient safety in such

situations?
3.4. Ethical Considerations

The ethical review and approval of the study was obtained from the Hacettepe
University Ethical CommissiorNumber: 431.141393 (SeeAppendix5).

Researchers followed the standards of the Declaration of Helsinki.

Students were informed verbally about the aim of the study, voluntarily and
anonymous participation, as well as the data handling process. Written informed
consent was obtainddom students who accepted to be a part of this research, and
they were informed that they could withdraw at any time. The students do not get any
grades for participation.

Data were treated with informed confidentiality and were coded to ensure
anonymity during the presentation of data. The study was carried out using non

invasive techniques. Interns were protected against psychological stress or discomfort,
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anxiety, personal embarrassmemtdindignity. Confidentiality of all data and records
associatedwith this research study were maintained. After completing the data
collection, it is not possible anymore to trace the back to a person, as their names were
not recorded.

The data will be stored on secure drives, and only the study group will have
acces to the data. Audiorecordethta will be kept in a locked file for seven years

after record and will be used only by the study group.
3.5. Data Analysis

Thematic analysis was used tdeirpret the data. The audiorecordedords
were transcribed verbatim by the researcher simultaneously data collection process.
Each interview was listened again and compared with the transcribed text in order to
verify transcriptions. Transcriptions of all interviews were combined in title f
qualitative data. The full qualitative data text was read over again to become familiar
with the entire body of the data. The researcher took notes and wrote down early
impressions on the textlotes that taken by researcher during and after the ienesv
were added to the text as commeAtfser gaining a more profound perspective over
interviews, the text was imported to MicrodofExcel Electronic file for coding

procedures. Interviewee number, questions, and answers were labeled.

Each segment ofadla that was relevant to or captured something interesting
about the research questions was highlighted and coded with open coding. After
gaining initial ideas about codes, researcher and adviser discussed the initial codes and
developed codes together.l Abding process was held by handtial themes were
generated from codes. Then codes and themes were organized contkeits
Contexts, lhemes, and codes were reviewed by compahegMicrosoft Excell file
data. Researchers in the supervision of adigsdefined finalcontexts,themes,
subthemes, and codes. Thematic maps were used to demonstrate the codes, subthemes,
and themes in a more constructed manner. Quotations were provided to explore intern

doctors' experiences.
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Limitations of the Study

This study was conducted with a relatively small sample of intern doctors who
were enrolled in the ' year regular medical doctor program at one university in
Turkey. Therefore, there should be a limitation on the generalizability of the study

results.
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4. RESULTS

Nine intern doctors participated in the study. Intern doctors' were between 24
and 30 years of age. Three intern doctors were male, and six intern doctors were
female.Eight intern doctors were born in Turkey, and one of the intern doctors was
foreign-born.

Findings from analysis of the quantitative data were explained tselen
contexts, related theméSee Figure 4.1.)

Context 1.Internd o ¢ t waluaidns aboutheir internship

Context 2. Caussof medical erro{Themesindividualfactors, organizational
factors theory & practice gamnd cultural factors)

Context 3. Decision of speak up

Context 4. Barriersto speak up(Themes:individual barriers, relationship
barriers, situational barriers, consequence related barriers, degiaking barriers,
cultural barriers)

Context 5. Motivators of speak ufrhemes: empathy for patient and relatives,
empathy for the doctor, professional responsibility and mbedief)

Context 6. How to speak up (Themes: direct communicatioierarchical
pathway and speak up to authority)

Context 7. Reactions to speak uihemes: supportive reactions, negligent
reactions, suppressive reactions and punitive reactions)

Context 8. Solutions forsilence (Themes:education, breaking prejudice,

exteanal control mechanism, empatisgfety culture, peanteractionsand impossible
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____________ \

\ ______

Figure 4.1.Mi ndmap of I ntern Doctorsd Speak Up
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Context 1: Intern Doctors' Evaluations About Their Internship

Intern doctors stated that their expectations from the internship were to have
an opportunity to integrate the theoretical knowledge into real patient care. However,
when they evaluated the internship process, they conclude that most of thesr du
consisted of routine tasks such as doing secretarial work, taking blood and wound
dressing, and they often did not feel like doctors. The internship generally did not meet

the expectations of the intern doctors and also failed to achieve their dgsired

"l will not lie. We were exposed to secretarial work, postal work such as
bringing blood tubes to and from the lab. Well, it is a bad expression | know,

how can | say interns are seen as cheap workforce in our school.” (Intern 4)

"l thought we woudl learn more. In semester 4, | was saying that we are
learning these things theoretically, but we do not see in practice. So | cannot
learn. | had a very high expectation about the internship...but it has not happened.

Maybe my expectations were too higfiritern 6)

“Learning and integration are a bit more difficult because things are more
like taking blood and wound dressing. | do not know what can be done to
improve it, but sometimes there have been times when | said that | don't know
what I'm doing. Yotre not a doctor in the internship ... you are somewhere in

the middle of nowhere ..." (Intern 6)

"Overall, | was satisfied. It was going well, and | liked what | learned
during my internship. | found the opportunity to make many applications, but
when weare going to learn slowly, we are constantly doing paperwork, we are
doing a chore, it just started to feel like we are just trying to fill it up. After that

day, | am so bored; it's got to end, | really wanted it to end". (Intern 9)
Context 2. Causes oMedical Error

Figure 4.2. Shows intern doctors' perception of the cause of the medical error.
Intern doctors mentioned that many factors might cause the medical error to threaten

patient safety in healthcare settings.
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Moreover, according to the intern dod, the incidence of these harmful
medical errors is very high, nearly high enough to be normalized. Findings from the
intern doctors' perceptions about the cause of medical error analyzed under four
themesindividual factors, theory & practice gap, orgaational factors, and cultural
factors.Individual factors were the most mentioned causes of medical errors by intern
doctors. The second important factor was organizational factors such as working

conditions and department culture.

[ Causes of Medical Error ]

- i Cultural factors
[ Individual factors ] [Organlzatlonal factor} [ Theory & practice gap ]

A\

Working Department
conditions culture
I Mistake I[ nality ] [ Ignorance ][ Disregard ]

Figure 4.2. Thematic network diagram ahe causgof medical errcs.

Theme 2.1Individual Factors

According to the intern doctors' perception, mistakes, personality, ignorance,

disregard, arendividual factors that might cause the medical error.

"I do not thinkthey made such mistakes knowing. | think it's often

overlooked." (Intern 8) Mistake

"I think they were careless. However, | do not know what caused these
errors. Because of their personalities? I've met very relaxed people. They do not

care about anyth@" (Intern 2)- Personality
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"If we do not know how to do something. When we first started, no one
knew how to get a blood culture. It has been told, but ... yes, it has explained in
the orientation, but you do not know exactly 100% of anything witpradtice.

You ask someone who does. Come show me how we do it." (Intefn 8)

Ignorance

"People may be ignoring it because the possibility of infection is low,

very low." (Intern 6)i Disregard
Theme 2.2. Organizational Factors

Working conditions and depament culture are organizational factors that
might cause medical errors that intern doctors mentioned. Some of the intern doctors
mentioned that the ratio of medical mistakes or patient safety threats is mostly related
to the department culture. Some dépents, like oncology, pediatrics, and internal
medicine, pay more attention to nocauseharm to a patient. However, sioal
departments do not pay enough attention to such issues:

"working conditions, keeping watch for 36 hours, inserting a catheter in
too many patients, taking blood from too many patients, dressing too many
patients. All of them reduce the quality of the service we provide to the patient.
I'm sure if we were working under optimal conditions, patient care or quality

would be much bettér(Intern 6)- Working conditions

"In pediatrics, for example, they pay much more attention to the asepsis.
I do not know if it is a child or not. Doctors are paying attention. The nurses are
paying attention. They warn you if you miss it. It depends @n much the
senior person cares. In other words, if the senior person gives supreme
importance, dictates says to be done, it is done. If not, it is up to the person. So
it is entirely up to the person. It is up to the person's approach and perspective.

(Intern 8)- Department culture
Theme 2.3. Theory& practice gap

Intern doctors mentioned that principles, methods, and the theory they learned

during courses and practiced at the laboratory are quite different frofifeeales:
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"For example, before intravenous catheterization, they say to wipe it only
once. Sometimes | do it twice, and | do it two or three times. Sometimes when |
could not catheterize the vein, | use the same cotton for another vessel. There is
such a thing as piection, and there is such a thing as real life. The practice is
completely different ... the practice is always different. Maybe we need to make
an extra effort to do it as it does in theory." (Intern Bheory& practice gap

Theme 2.4. Cultural Factors

Some intern doctors brought a broader perspective, and they motioned national

culture also has an essential effect on the attitudes towards safety issues:

"l think we, as a nation, are not people who do a job according to a book

or rule. It is because @f" (Intern 6)
"Cultural features are also involved." (Intern 1)

"l might be more careful if the patient looks like a nice person. For
example, if the patient looks like a rude person, | might not care so much. | saw
this in myself, so I'm saying .f the patient looks like a nice person, I'm more
sensitive. However, | do not care about it if he/she is rude. | do what | need to

protect myself, but the patient is less important for me." (Intern 3)
Context 3. TheDecision of Speak Up

Almost all of theintern doctors assumed to decide to speak up in given cases.
One of the interns assumed to remain silent because of the unpleasdif¢ real
experience. According to the intern doctors, the frequency of violations of the
principles of asepsis in the promn of health care is quite high. Concerning this, all
the intern doctors have encountered such a situation many times and speak up at least
once. However, they did not speak in all caBegure4.3. shows some examples from
intern doctoréspeak up exp@nces. Almost all of the intern doctors were hesitant to

speak up under any circumstance in the future.

"I'd speak up. In our university, we are given the confidence that we
should speak up if we are sure of what we are doing." (InternAssumed

decsions
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"All interns have certainly faced such a situation at least once. I've seen
it many times ... These are very ordinary." (Intera Bast decisions

"Yes, | mean, we usually try to speak up."” (Intern Bast decisions

"l cannot say 100% | will speak up under any circumstances. This would

be an exaggeration.” (Intern 8Future assumptions

T il cannot remember very well. | n g
procedure during the gynecology internship.pbke up, and they did not rea
negatively.o0o (lIlntern 1)

T Al experienced something |ike that
the patients had an open wound. The resident intervened without wearing
gloves. His hands were not sterile, dmelwas touching inside the wound. | as
himm-We have to be steril e, donot we
that, | asked the senior doctor the same question to be sure about my obse
| was not sure about being sterile in the sitaatiThe senior doctor saiges, we

have to be sterile.o |I did not tal
anything to the resident too. He is my senior, after all. | could warn him, but
not. | pretended nothing happened. I coulelfe | ess gui |l ty
(Intern 3)

T AOf course, | saw someone t ouwdlimea

with hands. | saw organ palpation with disposablevgio | worried about the
patient. The procedures which must be perftnunder operation theatr
conditions or sterile conditions were perfagdin the patient bed. You know wh
you get used to them. Even if you

T ANo one pays attention to Iwékdr(ilnmgt

T AYou know before operation surgeoi
mean very, very detailed. One of the professors just put his hands underwa]
then went to the operation theatre. Of course, | could not say anything. &d
professor. How am | supposed to say something? He is not the kind of pers
we can communicat e. I cannot say 4

T AWe were in the emergency r oom. @)
While a nurse was preparindné drug, he noticed that she was not using
appropriate syringe. So he askade should use xxx syringe for this drug, sha
not we? Then the nurse gave the syringe to my friend andisginl know very
well, doctor, do it yourself. (Intern 9)

Figure 4.3. Intern doctors speak up experiences.
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Context 4. Barriers to Speak Up

Intern doctors considered barriers from personal issues like individual features
to moreconsiderable scale barriers like cultural issues and brought a multidimensional
perspective to barriers to speak up. Barriers were analyzed untiegrsiegs according
tointerndoct or s 0 imdividualebarsers,orelasianship barriers, situational
barriers, consequence related barriers, decision making barriers, culturasi&ese
Figure 44.). Individual features and medical hierarchy were mentioned by most of the

intern doctors.
Theme 4.1 Individual Barriers

The personality of juniors, disregamb harm done assumption, trust others,

andgender isndividual barriers tospeak up mentioned by intern doctors:

"It is also about personality. | am such a person in my social life." (Intern
6) - Personality of juniors

"It might be about personality. | know, | have friends who are withdrawn.
They can not express their feelingsdahoughts.” (Intern 2) Personality of
juniors

"Sometimes, | don't care. There may not be hope for the patient. | made
my own opinion. Let's go over a patient or case we follow, for a patient who
comes to the emergency room, and | might not care if he is very old or has much

illness. Somehow | can sd#yatit does not matter." (Intern 2)Disregard

"In the surgery department, one of the senior doctors washed his hands
once before the operation. We reminded him to wash his hands two times, and
he said that | wear sterile glows, this is the right wagudn wash my hand to
give no offense to nurse. He has been performing the same operation for 30
years, and it means nothing happens to patients. After that, there is nothing to
say. The doctor has established his principles regarding sterilization.h(@)ter
- No harm done assumption
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"l do not know what could happen to the patient because of the sterile
glow touch to watch. | think nothing happens.” (Intern-3lo harm done

assumption

"l think sterilization is not extremely necessary, for example, for
erdotracheal intubation. | mean these minor breaches... maybe not minor but

happens all times." (Intern-4)o harm done assumption

“Let's imagine | am at the operation theatre and assisting a professor from
the General Surgery Department. | have noticetittteaprofessor had violated
the surgical asepsis principles. | would think that there are residents and nurses
in the theatre. If there were something wrong, they would raise their voices. If
they are not speak up, it means, there is no violation to geakout.” (Intern
9) - Trust others

"One of the previous operations | was cold, and | brought a coat from
outside to the operation theatre. Even though she was very far away from me, a
nurse saw me and warned me to take off my coat. Nurses are sorimapeak

up their concerns without hesitation."” (Intern Jyust others

"l think gender affects about to speak up. There are obsessive persons
mostly consist of female interns; they speak up in any condition. Male interns
do not prefer to speak up.” (Interni5§ender
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Theme 4.2 Relationship Barriers

Communication of seniorandthe value of a persoare relationship barriers
for speak up mentioned by intern doctors:

"Even residents can not speak up. T
behave well at residents too... behave
proper attitude but | do not want to have trouble with him." (Intemn 8)
Communication of seniors

"Communia@tion between the intern and the senior doctor is critical.”

(Intern 2)- Communication of seniors
"Loving someone very much, and do not want to break his/ her heart."

(Intern 7)- The value of a person
Theme 4.3. Situational Barriers

More immediate action than speaking yerceived effect on the patient,
perceived effect on the related person are situational barriers for speak up mentioned
by intern doctors:

"We should consider the cesbenefits. For example, in an urgent
situation,the patient is intubating. | cannot say stop! You breached the aseptic
principles.” (Intern 3} More immediate action than speaking up

"If the patient is in a complicated situation and probably cannot tolerate
any delay, | will not speak up. It is aboutst and benefit. Changing the gloves
will not take so long | know, but the patient needs every second in emergencies."
(Intern 8)- Moreimmediate action than speaking up

"For me it depends on the procedure. If it is a lumbar puncture, | speak
up, but if the procedure is wound care, | do not speak up." (IntefRefreived
effect on patient

"It depends on the procedure. There is a difference between intubation
and urinarycatheterization.” (Intern 6)Perceived effect on patient

"Taking a blood sample from the femoral artery is different from tracheal
aspiration.” (Intern 8) Perceived effect on patient

"It would be tough for me to speak up if | see a mistake resultdtein
death of a patient.” (Intern 8Perceived effect on patient
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"If there are relatives of the patient in the room, | will not speasppak
up means put the senior in a dangerous position. We are all aware of the violence
to health care professionalEhe senior will damage greater than the possible
harm to the patient; that is why | will not speak up." (InternP@rceived effect
on the related person

"If there are relatives of patients in the environment, | think it is not time
to talk. Because thpatient can die, and the relatives of the patient can connect
to this mistake. | do not want them to relate the patient's death to this mistake,

even if it is so." (Intern 2)Perceived effect on the related person
Theme 4.4.Consequencedrelated Barriers

Fear of punitive responsand concern over being negatively evaluated are
consequence related barriers for speak up mentioned by intern doctors:

"Mobbing is the number one barrier for me...No one wants to experience
mobbing." (4)- Fear of punitive respse

"It depends on the person | speak up. If | do not know him/her, | might
hesitate to speak up because of fear of punitive response, but | give a chance and
speak up.” (Intern 5)Fear of punitive response

"Sometimes, the responses of the seniors are too rigid and irrelevant. | do
not speak up." (Intern 8)Fear of punitive response

"Someone might ignore to speak up about mistakes because of the fear
of the negative consequences like mobbing, punishmentaliisigning more
challenging jobs for one month." (Intern-1fear of punitive response

"Here, we learn from seniors how things wo8peakup may cause
trouble in a relationship, and this trouble may cause the senior doctor to interfere
with our learningprocess.” (Intern 2) Fear of punitive response

"l would not speak up even the patient undergoing surgery was my
brother. He/she is a senior, and | am a junior. He/she is responsible for my exams
and all evaluations.” (Intern 8)Concern over being negeely evaluated

"l do not want to cause any misunderstanding, especially at the beginning

of the internship.” (Intern I)Concern over being negatively evaluated
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Theme 4.5. Decision Making Barriers

Lack of knowledge/ experience, loss of own situati@wereness are decision
making barriers to speak up mentioned by intern doctors:

"Someone might not have proper knowledge about the situation and
might think if the senior doing the procedure in this way, maybe this is the right
way to do." (Intern 4) Lack of knowledge/ experience

"At the beginning of the internship, we are not very knowledgeable. We
learn most of the things during the process.” (Intern IBdck of knowledge/
experience

"There are experience differences between the beginning and thé end o
the internship. We are getting more and more experienced." (Intetra8k of
knowledge/ experience

"Do not notice the mistake in the situation might cause you to remain

silent.” (Intern 9) Loss of own situational awareness
Theme 4.6. Cultural Barriers

Department culture organisational cultureinefficiency of speak upand
hierarchical medical cultureare cultural barriers to speak up mentioned by intern
doctors:

"When | speak up in such situations they say "This is how we do here.
This is theway we do it." | say okay and do not persist." (InternBgpartment
Culture

"Let me tell you that in some departments, | do not think | will bring a
benefit to anyone. From intern to a senior doctor, everyone behaves the same
way. | think even | decided to speak up they will not consider my opinions and
| prefer to keep silent.'liftern 5)- Department Culture

"The department | started internship was a terrible example for me. In the
beginning, my friends and | tried to speak up several times, but then we realized
that things are not working the way we thought, and we did not spgak
anymore." (Intern 9) Department Culture

"l spoke up many times previously, and | have always got a negative
response.” (5) Organizational culture: inefficiency of speak up
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"l spoke up many times previously, and nothing changes." (Intern 7)
Organizational culture: inefficiency of speak up

"Someone may think like he/ she is my senior, this is none of my
business" (Intern 5)Medical Hierarchical Culture

"l am not brave enough to tell my professor that he/ she is doing a mistake
and should wash hisér hands or he/ she should be careful aboweglo(Intern
8) - Medical Hierarchical Culture

"It is difficult because | have to speak up to senior. If a person is an
intern, | will speak up directly. It would not be difficult to speak up to intern for
me. Interns do not overreact. We know each other, we are friends we are at the
same level of the hierarchy. He/she would agree with me." (InterM2yical

Hierarchical Culture

Due to the depended nature of the factors that affect the decision tougpeak
or not, determinants of the difficulty of speak up also showdeigare 4.5. Intern
doctors perceived very difficult to speak up when the medical error consequences with
mortal harm to patient, there are relatives of the patient in the envirorihegnére at
the beginning of their internship periothe communication of the seniors are
pathological, the punishment culture exists at the department, the person is unfamiliar,

or professor and the patient has an urgent situation.



37

10 Mortal Beginning
9 of Professor
Crowded internship Punishment
culture
8 ) Unfamiliar
Pathological Urgent
7 person
6
5
4
3 End of
2 internship » Resident/
Safety Familiar )
1 Harmless Isolated " senior
culture erson
Gentle p Stable doctor
0 Intern
: 5
< 5 g = 2 5
T o = ) >
= .= c s 2}
58 £ g 52 £, £ g. gt
=] o o 2 E c c o = =T o =
O ®© = o = E o c 5 = S © = ®
s 2 Z o 2 s 2 o = © 2 g 9 o
a S w o £ O %6 o 3 o2 n a = T
Figure 4.5. Factors effecting the difficulty cfpeak p.
Context 5: Motivators of Speak Up
Figure 46. Shows I ntern doctorsd motivato

motivators behind the decision to speak up in situations that threaten patient safety are
feeling empathy for the patient and thelatives, feeling empathy for the doctor who
made a mistake, professional responsibility and mbedief.
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Motivators of Speak Up

//\\

[ Empahty for patient and Emphaty for doctor Professionzl Moral- Balisf }

relatives rasponsibility

Figure 4.6. Thematic network diagram of motivators of speak up.

Intern doctorswith the awareness, that doctors are also human and can make
mistakes stated that they would want to speak up when they made mistakes. Empathy
with patients and their relatives is among the motivators that make it easier for intern
doctors to decide to speak up. Intern doctors have stated that they know their
profesional responsibilities towards the patient and have decided to speak up with the
awareness that they should not harm the patient. The moral values and beliefs of the
inter doctors are the other motivators of their decision to speak up.

"Because we all camake mistakes. If the other health care professional
knows the right thing, I'd prefer him/her to tell me." (Interri Zmpathy for
doctor

"l do not think the doctor would be pleased with the patient's harm.
He/she may not be aware of what he is doingwould speak up” (Intern I)
Empathy for doctor

"The patient who would be hurt is the relative of someone. He/ she could
have been my relative. What it means for the patient's relatives should mean the
same thing for us. (Intern 1)Empathy for patien

"We need empathy ..... | usually try to underline it myself* (Intern 6)
Empathy for patient

"The first principle in medicine always first do no harm." (Intern 6)
Professional responsibility

"There is a rightful s hightfuleshafek u | h a

Everything we do is about rightful share.” (Interri @loral -beliefs
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"In the end, my duty in the service will be over, and the important thing
is to give me peace of mind." (Intern-Myloral -beliefs

Context 6. How to Speak Up

As shownin Figure 47. Intern doctors speak up path preferences analyzed

under three themes: direct communication, hierarchical pathway, and speak up to
authority.

How to speak up ]

[ Direct communication] [ Hierarchical pathway] [ Speak up to authorit)}

Figure 4.7. Thematic network diagram of how to speak up.

Most of the intern doctors mentioned that they would prefer to speak up directly
to the related person. However, it is understood from intern doctors' statements that
they shared their concerns only once and then did nothing. The hierarchical path was
theway for some intern doctors who do not want to share their discomfort directly to
the superior. This path is mostly preferred when the superior is a professor, or superior
does not communicate well. Speak up to authority has been mentioned as a way to
express intern doctors' feelings and thoughts regarding patient safety in repetitive
situations by one intern doctor. Interns prefer to talk directly to authority or a person
in charge of the solution of the problem, rather than talking to the related person i
safety threat:

"I would say: "Brother or sister, you touched with your arm and broke
the sterility" and wait for his/her reaction. | would not intervene anymore- (7)"
Direct communication

"When that happens, if there is a resident, | tell her/hmst.fif the

assistant does not speak up, | do. However, usually | tell the resident, the resident
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tells his/her senior, and the senior tells the professor. This is how the professor
learns." (Intern 2) Hierarchical path
"If this is a recurring situatiorthen | could speak up to resident or senior

doctor in order to warn them." (3Bpeak up tauthority

Context 7. Reactions to Speak Up
Figure 48. illustrates reactions to speak up. Intern doctors mentioned
supportive reactions, negligent reactions, suppressive reactions, and punitive

reactions/ mobbing as reactions of superiors to speak up situations.

Reactions to speakup

//\\

[ ElLPPf‘ sive reactions E'Lppl}i'tﬂ. a :I.':'E.EH.{H.'E- Wt :-r.rhwan[ reachons Punitive reactions }

Figure 4.8. Thematic network diagram of pobk reactions to speak up.

Intern doctors were agreed on the reaction of interns would be supportive and
wel coming in case they speak up. However
suppressive reactions are the most likely consequences of spdaksuperiors.
Punitive reactions or mobbing, supportive reactions, and negligent reactions and are
mentioned as other likely consequences of speak up to superiors by intern doctors:
AHe/ she might say fAMind your own bt
(Intem 4)- Suppressiveeactions
AHe/ she might s wPBuaitive reactiorfsimobbingd ( | nt
Al can get a sRuntiveddactiangmopbingt er n 8)
ASenior might b e up aboyl lyis/hér entstake. He/ | S ¥
shemi ght probably say AYes, you are righ
(Intern 6)- Supportive reactions
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Al think the senior/ professor migh
of the patient i's Iimportant froky al | (
Supportivereactions

AHe mi ght say, fACome -dNegligenteactonet wor
Context 8. Solutions for Silence

Intern doctors were not able to produce many solutions for silence. Offered
solutions were mostly related to the individwald hierarchical medical barriers.
Solutions for silence context were analyzed under education, breaking prejudice,
external control mechanism, empathy, safety culture, peer interactions, and impossible
themes (See Figure3).

One intern doctor offered solution for lack of knowledge barrier, and one
intern was hopeless about solutions for silence. The solutions were mostly referred to
as education and safety culture. Other solutions were focusing on breaking the
prejudice, using external control meclsans, promoting peer interactions, and
improving empathy among intern doctors:

“Listening to real patients and their relatives good and bad experiences
before internship might make a difference. Small group interactions, for
example. The social aspect of di@ne is underestimad in the education

program.” (Intern 1) Education service user involvement

[ Solutionsfor Silence

\\

Breaking Safety Peer Interactions$
Culture

Prejudice

[ Education]

Service use
involvement

External
Control
Mechamsm

Continuous
education

Standardized|
patients

Figure 4.9. Thematic network diagram of intern doctors' solutions for silence.
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"Standardized patient encounters might help the shy, silent intern doctors
to overcome these problems. | was so shy at the beginning too. The first
encounters were so fanny for me. | was acting, and the patient was acting. The
standardized patient encourstewere nonsense for me. My perception has
changed; now, | think different. They prepared us for real patients. They are
supporting. Standardized patient feedbacks mader@dahing impact on my
self-confidence. Such an encounter might be helpful foemthterns too."
(Intern 2)- Education standardizedpatients

AFirst of al |, [ think that the rul
explained through continuous educations. If someone does not know the right
way of the procedure, he/ she can not make any comment on it. Continuous
education must be mandatory fall health care professionals. There are
continuous educations for sure,- but t
Education continuous education

"The organizational culture must be changed. The seniors might say to
the personnel at the lower hierarchyy fniends, whenever you see | made a
mistake, please warn me." (Interni6$afety culture

"We fill in a written feedback form at the end of the internship. To be
honest, | think the responsible persons do not care about our feedbacks. Interns
encounteredd he same probl ems | ast year and
However, these written feedbacks might be useful, and we write the difficulties
we encountered during internship” (Interri Qafetyculture

"The rules must be set by the seniors from the beginfioigexample, a
senior doctor might make a conversation like there is no judgment here; we have
to speak up about everything. We have to work as a team for the patient. Yes,
something like that.” (Intern 9)Safetyculture

il cannot see anything missing in
Nevertheless, there is still the why (
i's empat hy Empathyl nt er n 3)

AfWe touch someone's | ife. Mayrbe pat
health is significant for them. We should be more sensitive. We need to be aware
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of what we mean for them. | think if we can vaccinate this idea to our colleagues,
they will do their job morEmpateyr ef ul |y

"People who ca supervise the mistakes can be employed. For example,
in the newborn unit, there are people we do not know who controls us. They
make observations and report violations as far as | know". (Intéricgjernal
control mechanism

AfWe need t o dices.deejudicestike a genice gloator might
get angry with me or might not allow doing anything. We should express
ourselves better to everyone from different hierarchical status. We should get rid
of the prejudices, but | do not knewow. How can we hatel this problem?
Should we focus on the personality, or should we raise social awareness? | do
not know. -Bregkingprepidice 4 )

"Peer interaction might be helpful. | can help other interns. On the other
side, making changes totally up to the pat$ (Intern 2)i Peer interaction

Al wi || be honest. They decide not
know the consequences to the patient. They remain silent because they do not
care. That is why it is impossible to make all interns speak up." flimesr
Impossible
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5. DISCUSSION

According to grceptions of interndoctorsnt er nshi p generally
expectations and also failed to achieve their desired gains. The Report of the Internship
in Medical Education Workshop, organized by CouatHigher Education to discuss
internship education in Medical Faculties on January 10, 2018, included the results of
the study conducted with the participation of 2078 intern doctors (response rate: 22%)
from different universities at national level. Tiesults of the study are in parallel with
our findings about i nternsd unsatisfied
helps to understand underlying causes. The results of the study also showed that 66.8%
of intern doctors stated that they didt have the opportunity to work within the
framework of their duties and responsibilities. The rate of intern doctors who had to
do a job of the staff in another occupational group was 91.3% (most frequently stated
that the job of nurses and other staffind only 9.8% of the participants stated that the
targeted goals were achieved during internsi{fty. When the recent report of
Internship in Medical Education Workshop analyzed it is seen that the experiences of
intern doctors during internship aretdionited to the university where the research is
conducted, and that the experiences of interns can be generalized to the national
dimension. Over and above it should be considered that the uncertainties about their
duties and responsibilities during timternship process and the fact that they do not
feel like doctors may have an effect on reducing their sensitivity to patient safety.

Intern doctors mentioned that incidence of medical error is very high at the
healthcare settingé\s stated in the T&rr is Human 2), regional and country data
and declarations of WHAL9, 21 and researche& ), the high incidence of medical
errors threatens patient safety at a global level. In this respect, it is expected that intern
doctors and residents who arettad integral part of health care services will have a
high rate of observing medical errors. White et &l) (carried out a crossectional
survey with medical students, interns and residents to measure trainees' attitudes and
experiences regarding mediearor and error disclosure. Personal involvement with
medical errors was common among the foyear students (78%) and the residents
(98%). In another study Martinez et al2) conducted a research with residents and
medical studest It was found thiaalmost half of theesidents and medical students

(54%) had observed and also made a harmful medical error during tré&oimgjstent
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with the previous research results, fin
predictions about incidence of medi@ators is very highHowever, due to lack of
data related with medical errors in Tur
incidence of medical errors and compare with literature.

Intern doctors brought a multidimensional perspective frafividual context
to national culture to the reasons underlying medical errors vary. However, they
mostly mentionedndividual factors (mistake, personality, ignorance, disregard) as
causes of medical errors. ReasbB) (conceptualize the contributors to medieaior
within two approachesHuman/person and system factors. The person approach
focuses on the errors of individuaad he system approach centers on the working
conditions and focuses to build defenses to prevent errors or reduce their @8ects (
When the intern's responses are taken in line with the Reason's approach, the results
showed that, the intern doctanst sufficientto develop arsystematic approach to
medical errors. Our results are consistent with the qualitative research findings
conducted by Roh, Park and Kisg) to examine changes in the perceptions, attitudes
and the sense of individual and collective responsibility in incoming third year medical
students after they received patient safety education. According to results, most
students blamed individuals for errors and expressed a strong sense of individual
responsibility before education and patient safety education effectively shifted
student sé att i tbastetbinkihgoWhie irtespreting theseerasslts,
we shoutl take into account that the intern doctors who participated in our study almost
completed their medical education and will start to work as a doctor in health systems
within a month.

We found that some departments like internal medicine, oncology aradmedi
pay more attention to not harm to patient. However,isargepartments do not pay
enough attention to patient safety issues, surgical asepsis and hygiene in particular.
Results of the study conducted with surgical and nonsurgical residents age?2 lar
academic medical centers in U.S.A. showed different results from our t8dy (
Martinez and Lehmannd®) found thatsimilar proportions of surgical (65%) and
nonsurgical residents (62%) reported having observed a harmful medical error. One of
theinte pretati on of researchersd about this

tangible or apparent than medical errors. These differences recall the importance of
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evaluating the functioning of the health system of the country in which the research
was comucted. Despite the data problems, it is accepted that the rate of hospital
acquired infection varies betweenl5% in Turkey and surgical site infections are
among the most common health service related infecti@sAccording to National

Health Servie Related Infections Surveillance Network 2017 data, the overall surgical
site infection rate is 0.72% and > 1.0 in 25 of the 60 operations followed in Turkey in
2017(75). It is thought that the excessive violations of the rules of asepsis in surgical
branches may be caused by differences in approach in postoperative care and
differences in patient followp after discharge procedures in Turkey.

Safetyll approach emphasizes the importance of understanding of how things
usually go right Hollnagel, Wearand Braithwaite 12). In this context, exploring
intern doctorsé motivators of speak wup
atmosphere for more students to speak up in challenging situét@nd/artinez et
al. (3) found thatspeakup results in reaningful change and an anonymous reporting
mechanism were the two most commonly reported facilitatospéakup of interns
and residents. Unlike the results of his study, the most important motivators behind
the intern doctors speak up were feeling etmpéor patient and their relatives, feeling
empathy for the doctor who made the mistake, professional responsibility and moral
belief in our study. When the results of the two studies are compared, it can be
concluded that the interns in our study grodg not have enough information
regarding reporting systems more generally, the patient safety culture to motivate
them about speak up or that these parameters are not motivators for them. In our study,
the motivators of intern doctors had more affectmenidations such as empathy, and
professional responsibility. Empathygj and sense of responsibility are critical for
the development of professionalism in medical students. With the findings of our study
we took a step to understand the contributionempathy and sense of professional
responsibility to ensuring patient safety.

According to the results of this study, intern doctors have encountered
violations of the principles of asepsis many times and speak up at least once. However,
they are hesitartb speak up in the future. These results are consistent with those of
previous studies illustrated that for students, interns and resident who are in a critical

position in ensuring patient safety in the health care system, speak up is challenging
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(34, 43 76) and silence among junior healthcare professionals is respectable. In the
recent study, Lee, Hahm, and Let5)(examined undergraduate medical students’
perceptions and intentions regarding patient safety during clinical clerkships in Korea
and smilar results were found with our study, that many students had difficulty
speaking up about medical errors.

In our study, barriers to speaking up discussed under individual, relationship,
situational, consequence related, decision making, and culturalrbaivereover,
individual barriers and medical hierarchy were the most challenging barriers for
interns. This result supports the findings that hierarchy is one of the significant barriers
for junior health care professionak4( 48 50, 54, 6%. Samuel etl., @4) assessed
the willingness of medical students to speak up about poor hand hygiene practices
among their colleagues and supervising doctors. A total of 83% medical students were
willing to speak up to fellow students about inadequate hand hydienever, this
number decreased in a stepwise fashion for those who were willing to do so to interns
(30%), residents (16%), registrars (9%), and consultants (6%). The results of this study
demonstrated the unwillingness of medical students to speak gpnior staff
regarding inappropriate hand hygiene practices. When the studies on the barriers that
prevent doctors from speaking in the literature and our results are examined together
it might be concluded that the barriers have a complex and multidiomahgattern
that needs to be deeply studied to be understood, with the potential to be influenced by
many factors, from gender to contextual characteristics, from procedure to
departmental culture.

Most of the intern doctors mentioned that they wouldgpite speak up directly
but once to the related person and then remain silent. Hierarchical path is mostly
preferred when the superior is a profess
speak up to an authority as a way to speak up in repetitivenpatfety violations. In
literature, a limited study of how intern doctors speak up was found. One of this studies
was conducted by Kobayashi et &@2) with residents in teaching hospitals in the
USA.and Japan to assess fliagngsoto guesdoh bre ct i n
challenge their superiors. In this study one Japanese resident mentioned the importance
of howto speakupas 6| f we chall enge others, we sh
speak politely, be f riietnid®uyétddyrfiddingsamsip e ct
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other study results demonstrates that speak up to seniors is definitely challenging for
intern doctors. Implementing standardized curricula like TeamSTERPSder to

gain effective, appropriate communication skills migk a contributor to increase
their knowledge and confidence of intern doctors in when and hospdakup.
However, educating only those healthcare professional who are already in a relatively
vulnerable group, such as intern, medical student, residesgmmunication will not
contribute sufficiently to the solution of the speak up difficulties. Since we treat speak
up as a communication problertite inclusion of individuals, such as seniors or
professors who are difficult to reach or in a relativelywedul position, in
communication education will be an important step in achieving language unity in
patient safety and establishing safety culture.

Consistent with prior research, we found that while juniors react supportive,
superiors show unpleasaptctions to junior health professional in speak up situations
(43, 44, 50, 2). Samuel and Shudd4) questioned medical students about how they
perceived that medical staff might react to being reminded to perform hand hygiene.
44% medical student belied that medical students would be thankful and the
majority thought 37% of interns, 51% of residents, 65% of registrars, and 68% of
consultants would be annoyed or irritated. Martinez and colleagReseported that
medical students were more likely thenterns or residents to believe that if they
acknowledged making a medical error, they would be treated harshly. Martinez and
Lehmann 43) found that surgical residents more frequently observed colleagues being
treated harshly for errors than nonsurgiedidents. Landgren and colleaguBs) (
showed that unpleasant reactions might generalizable to other health care
professionals. In their research, several residents commented that if they challenged a
nurse on what they believed to be a safety issue,weeg concerned about passive
aggression or nursesod refusal to wor k wi
being treat harshly, passive aggression and annoyed, irritated reactions are some
examples of disruptive behavior which threateworking relatiorships,
communicationpatient safety and impedes speak4)p (

In our study intern doctodssolutionsfor silencewere mostly referred to
education and safety culture. Otlodfered solutions were focusing on breaking the

prejudice, using external contranechanisms, promoting peer interactions and
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improving empathy among intern doctors. The use of structured curriculum such as
TeamSTEPPS simulations, creating safety culture inspired from CRM are becoming
widespread in the solution for silence of metistudents, interns doctors and
residents. Martinez at alfd) measured medical students, intern doctors and residents
exposure to negative and positive roledeling for responding to medical errors.
According to the results of the study more frequepbsure to negative role modeling

was independently associated with more negative attitudes regarding disclosure and
an increased likelihood of nontransparent behavior in response to a harmful error. In
contrast, positive role modeling and training on hawréspond to errors were
independently associated with more positive attitudes, but did not directly protect
against nontransparent behavior. P&mith an colleague$4) conducted a study to
determine whether a debriefing intervention that emphasizasrgsponsibility for
safety awthat hendgewoul ed using a conversa
and collaborative can improve the frequency and effectiveness with which residents
Aspeak upo t o s up ¢hedelriefing andhstructiwraspecificallu nd t h
improved the frequency and quality of challenges directed toward superordinate
physicians, without improving resident challenges toward nufses.is understood

from the literature, as researchers, we are in search of a methedltimprove speak

up behaviors ofjunior healthcare professionals to prevent errors that may arise from
not speak up. The solutions offered by interns in our study should be considered as
precious suggestions of junior healthcare professionals whe streiggling with the
problem and should be taken carefully into consideration in the process of finding
solutions for silence and promoting speak up
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6. CONCLUSIONSAND RECOMMENDATIONS
CONCLUSIONS

The internship generally did not meet the expectatbtise intern doctors and

also failed to achieve their desired gains.

According to the intern doctors, the incidence of the harmful medical error is
very high, almost high enough to be normaliziedividual factors were the

most mentioned causes of mediearorsby intern doctorsand the second
major factor was organizational factors such as working conditions and
department culture.

Intern doctors have encountered violations of the principles of asepsis many
times and speak up at least once. Howevey, #e hesitant to speak up in the
future.

Intern doctors considered barriers fromdividual issues to largescale
barriers like cultural issues and brought a multidimensional perspective to
barriers to speak up. However, individual features and medmarchy were

the most challenging barriers for interns.

The essential motivators behind the decision to speak up in situations that
threaten patient safety are feeling empathy for the patient and their relatives,
feeling empathy for the doctor who madmiatake, professional responsibility

and moral belief.

Intern doctors prefer to speak up directly to the related person just once. Interns
doctors speak up from junior to senior when they do not want to share their
discomfort directly to the superior.hi® path is mostly preferred when the
superior is a professor, or superior does not communicate well.

Intern doctors were agreed on the reaction of the interns are supportive and
welcoming to speak up. However, superiors' reactions are often suppressive,
sometimes punitive.

Education, breaking prejudice, external control mechanism, empathy, safety
culture, and peer interactions aescommendedolutions of interns for the

silence of intern doctors.



51

RECOMMENDATIONS

For intern and patient safety, itsaggested that the internship process, which
has an essential place in the professionalization and professional acculturation
process, should be organized as a more structured and guided learning process.
In health institutions, effective communication aswbperation with interns

are needed for ensuring patientetaf

Properly keeping records of medical errors, event reports, andmesar
situations at an individual, institutional, and national levels will facilitate the
identification of medical errons our country.

Patient Safety Course needs to be revised in order to enable medical students
to develop a comprehensive overview (person and system approach) to patient
safety and medical errors.

It is suggested that all related key persons, leadgesjsionmakers,
institutions, and organizations should come together and insist on preparing
and implementing action plans that can contribute to the elimination or
mitigation of barriers that prevent barriers.

Managers, authorized persons, and healtHeaers should utilize strategies

for improving safety culture at Hospitals.

Junior healthcare professionals should be empowered to speak up or report
safety and quality issues.

Continuous educations should be planned for the healthcare team, with the
paticipation of primarily senior staff, to internalize safety culture.
Interprofessional teathased training should be included in orientation and
continuing education curriculum at Hospitals.

Courses that will improve the empathy of medical students sheulicluded

in the undergraduate curriculum.

Courses that will improve the teamwkaskills of medical students should be
included in the undergraduate curriculum.

Courses that will improve the communication skills of medical students,
especially in chaéinging situations, should be included in undergraduate and

also continuing education curriculum.
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1 Innovative teaching strategies such as simulation can be used in both
undergraduate and continuing education curriculum.

1 Hospital administration and leadersoshd consider integrating standardized
curricula like TeamSTEPPSo their health teams routine in order to improve

collaboration and communication within their hospital.
It is recommended that further studies will be carried out,

1 to show the effect oiterns working conditions on patient safety and speak
up.

1 tounderstand the impact of national culture on medical errors further and speak
up.

1 to understand and evaluate the effectiveness of the interventions to facilitate
intern doctors' speak up.
to again deeper understanding of barriers to intern doctors' speak up.
to understand how departments like internal medicine, pediatrics, and
oncology maintain good practices for patient safety in their routines.

1 to develop valid and reliable measurement tdolseveal speak up of intern
doctors.
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8. APPENDICES

Appendix 1. Literature about the barriers of speak up of the junior medical staff.

Author Year

Objective

Study Design

Country, Setting,
Participants

Results Regarding Speak Up

Conclusion Regarding Speak Up

their colleagues and

supervising doctors.

Landgren et al. To examine the reasons | Crosssectional | U.S.A., pediatric, The most common reported barriers to Pediatric residents reported individual
(2016) reported by pediatric study, medicinepediatric, | speaking up were as follows: perceived barriers, pernal safety concerns, lack ¢
residentdor not speaking | anonymous and personal safety of speaking up (camsences, | efficacy, and contextual factors as
up about safety events electronic pediatricneurology | intimidation, and hierarchy concerns), reasons to not speak up about patient
when they are observed in survey Residents (50 individual barriers (communication skills and| safety. Concerns about the safety of
practice and to test a prior participation in confidence), perceived efficacy of speaking | speaking up and the efficacy of speakin
hypotheses of association 2013, 43 (feeling powerless), and contextual factors | up were correlated with teamwork and
between categories of participation in (high workload). safety culture, respectively.
barriers to speaking up 2014)
with perceptions of safety
and teamwork culture.
SamueR, Shuen | To assess the willingness| Crosssectional | Australia, The reasons why students would not speak | The unwillingness of medical students t
A, Dendle C, of medical students to study, 209 medicaktudents| reluctance to question senior staff (from 64% speak up to senior staff regarding
Kotsanas Det al. | speak up about poor hand anonymous for interns to 74% for consultants), inappropriate HH. The hierarchical
(2012) hygiene practices among | survey unwillingness to interrupt (from 28% to 12%)| culture within the healthcare setting mu

embarrassment (from 25% to 9%), 5% of

students were concerned about hbeir
actions might affect future

job assessments.

be addressed to ensure that an equal v/
is givento all members of the treating
team, so that the best outcomes in patie

care are achieved.




Author Year

Objective

Study Design

Country, Setting,

Participants

Results Regarding Speak Up

Conclusion Regarding Speak Up

RohH, Park SJ, | Toexamine changes in th¢ Prepost test, Republic of Before training, they showed good Patient safety education effectively

Kim T. (2015) perceptions and attitudes | questionaire Korea, comprehension of the inevitability of error, by s hi ft ed studentsod
as well as the sense of 103 thirdyear most students blamed individuals for errors g systemsbased thinking and increased
individual and collective medical expressed a strong sense of their sense of collective responsibility.
responsibility students individual responsibility. Due to the Strategies for improvinguperior
in medical students after hierarchical culture, students described subordinate communication within a
they received patient safet difficulties communicating with senior doctorg hierarchical culture
education. after patient safety education. should be added to the patient safety

curriculum.
Martinez et al. To compar e i] crosssectional | U.S.A. 1800 Respondents more commonly observed Interns and residents commonly

(2017)

residentsodo e
attitudes and factors
associated with
speaking up abou
traditionalversus
professionalisrrelated

safety threats.

study, survey

medical and surgica
interns and residentg

from Six US
academic medical
centres

unprofessional behaviour (75%) than
traditionalsafety threats (49%); p<0.001, but
reported speaking up about

unprofessional behaviour less commonly
(46%, vs 71% ; p<0.001). Respondents morg
commonly reported fear of conflict as a barri
to speaking up about unprofessional behavig
compared with tradibnal safety threats (58%,
vs 42%; p<0.001). Respondents were also le
likely to speak up to an attending physician i
the professionalism vignette than the
traditional safety vignette, even when they
perceived high potential patient harm (20%,
71; p<0.001).

observed unprofessional behaviget
were less likely to speak up about it
compared with

traditional safety threats even when the|

perceived high potential patient harm.




Author Year

Objective

Study Design

Country, Setting,
Participants

Results Regarding Speak Up

Conclusion Regarding $eak Up

Salazar, Minkoff,
Bayya et al.
(2014)

To determine if a
b €

encourage or discourage

surgeonoés

trainees from
speaking up when they

witness a surgical mistake|

A randomized

clinical trial

U.S.A., 55 medical
students

The students in thencouraged group were
significantly more likely to speak up (23 of 24
[82%)] vs 8 of 27 [30%]; p < 0.001). There w4
no statistically significant difference between
the two groups in personality traits, student

ng | evel (p 1

traini

A discouraging environment decreases
the frequency with which trainees spea
up when witnessing a surgical error. Th
senior surgeon plays an important role
improving intraoperative communicatio
between junior and senior clinicians ang

can enhance patiesafety.

Beament and
Mercer (2016)

To explore the concept of

6barriers to

seniorso6 for
trainees, and proposes

a conceptual framework.

Mixed method
study

UK, 13 junior and
12 senior anaestheti

trainees

Junior anaesthetitainees challenged
erroneous decisions effectively, but trainees
with an additional year

of experience challenged more quickly and
effectivel y,-adeoscatymduinyi

chall engewrbavi t h édnon
cuesd6. Focus group a
O6barrier networko wi

concerns around relationships;
decisionmaking; and risk/cosbenefit.
Emotional maturity is an important protective
layer around decisions to

challenge.

Despite significant multifactorial barriers
systematict ai ni ng in ef

upd could i mprove
confidence and ability of juniors to

challenge erroneous decisions.
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Conclusion Regarding Speak Up

Martinezand
Lehmann (2013)

Compare surgical and
nonsurgical
exposure to role modeling

Crosssectional
study,
electronic

U.S.A., 66 surgical,
187 non surgical
residents? large

Surgical residents were more likely than
nonsurgical residents to believe they would K
treated harshly by others if they acknowledg

The punitive response to error by senio
members of the health care team might
an impediment to the transparent

for responding to medical | survey academic medical | making a medical error (35% vs 12%; p < disclosure of errors among residents th
errors and their attitudes centers 0.001) and believe they have to compromise| might disproportionally affect surgical
about error disclosure their own values when dealing with medical | training programs.
errors at their institution (11% vs 2%; p
=0.008). Surgical residents were less likely
than nonsurgical residents to feel free to
express concerns to other members of the te
about medical errors in patient care (7086
83%; p= 0.02).
Martinez et al. To measur e t| Crosssectional| US.A, 134 Negative rolemodeling had the largest Exposure to rolenodeling predicts
(2014) exposure to negative and | study, residents and 119 | independent, negative effect (standardized [t r ai neesd atti t ude
positive rolemodeling for | electonic interns attwolarge [ ef f ect e st i B0} Rositive 0 .| the disclosure of harmful errors. Negati
responding to medical questionnaires.| academic medical | rolemodeling had a positive effect on role models may be a significant
errors and to examine the centers, 631 attitudes (standardized effect estimate, impediment to disclosure among traineg
association between that medical students 0.26, P <.001). Exposure to negative
exposure and from seven medical | role-modeling was independently

attitudes and behaviors

regarding error disclosure

schools

associated with an increased likelihood

of traineesd nontran

responséo an error (OR 1.37, 95% ClI
1.151.64; P <.001).
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PianSmith et al.

determine whether the

Post test, video

U.S.A, 36

describe perceived barriers to action,

This instructional interventioimproves

(2008) conversational technique | rating anesthesia trainees | including (1) assumed hierarchy, (2) fearof |ispeaki ng upo by r
of pairing advocacy and embarrassment of self or otee(3) concern physicians during simulated obstetric
inquiry could be learned b over being misjudged, (4) fear of cases. Providing increased opportunitie|
anesthesiologyesidents being wrong, (5) fear of retribution, (6) for resident learning, sharing
and applied to acute jeopardizing an on going relationship, (7) responsibility for patient safety, and
clinical situations where natural avoidance of conflict, and (8) concerri overcoming communication barriers
ispeaking up for reputation. When these discussions invol| within the medical hieraly may
indicated. the situation of a studenhallenging a teacher| improve teamwork and patient safety.

or a mentor, the related issues of (1) respect

the teacher/student relationship,

(2) violation of a special trust, (3) high value

placed on experience, and (4) concern over

being negatively evaluated
Friedmann et al. | To examined the effect of| Randomised Canada, The highest median (Advocacy The study did not show a significant
(2015) a consul t ant| trial, video 44 secongyear Inquiry Score [range]) score was 3.0 {22 effect of consultant behaviour on

interpersonal behaviour o

traineeso6 ab
effectively challenge
clearly incorrect clinical

decisions.

rating

anaesthesia traineeg

[1.075.0]) in the exclusive communication
group, and 3.5 (3i@.5 [2.56.0]) in the
inclusive communication group (p = 0.06).

traineeso6o ability
did o

inability to challenge their seniors

superior. It

effectively, resulting in critical

communication gaps.




Author Year

Objective

Study Design

Country, Setting,

Participants

Results Regarding Speak Up

Conclusion Regarding Speak Up

Kobayashi et al.
(2006)

To identify perceived

barriers to
questioning or challenging
their seniors, to determine
how these barriersffect
decisions, and to assess
how these barriers differ

across cultures.

Crosssectional
study, written
questionnaire

U.S.A.and Japan,
175 US and 65

Japanese residents

Residentsd decisions
related to the relationships and peved
response of the superiors. There was no
statistical difference between the US and
Japanese residents in terms of the threshold

challenging their seniors.

There was no difference in the threshol
for challenging seniors by the Japanese
and USresidents studied. Changes in

organizational and professional culture
may be as important, if not more so, tha
culture t
s h
overcome barriers to challenging, and

national

up66. Resi dent s
training programs shoulidster improved
relationships and communication betwe

trainers and trainees




Appendix 2: QUREQ (Consolited Criteria for Reeporting Qualitative Research)
Checklist



