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Relationship between nurses’ and physicians’
perceptions of organizational health and quality of

patient care
A.H.M. Hussein’
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ABSTRACT This study investigated the relationship between nurses’ and physicians’ perceptions of the
organizational health of a hospital and the quality of patient care. Data were collected using 2 self-report
questionnaires from 75 nurses and 49 physicians working in 4 intensive care units in a university-affiliated
hospital in Saudi Arabia. Among the determinants of hospital health in the modified Quality Work Competence
questionnaire (12 domains), teamwork was the highest scoring determinant [mean percentage score 70.5 (SD
11.8)]; however it was not significantly correlated with any of the predictors of quality of patient care. In the Quality
of Patient Care questionnaire (7 domains) quality results was the highest scoring predictor [69.7 (SD 14.3)]. There
was a significant positive correlation between participants’ perception of overall mean percentage scores on the
determinants of organizational hospital health and the predictors of the quality of patient care (= 0.26). In contrast,
patient-centred care had no significant positive correlation with any of the studied hospital health determinants.

Relation entre la perception du personnel infirmier et des médecins a I'égard de la santé organisationnelle
et la qualité des soins aux patients

RESUME La présente étude a évalué la relation entre la perception du personnel infirmier et des médecins a
I'égard de la santé organisationnelle d'un hopital et de la qualité des soins aux patients. Les données ont été
recueillies a ['aide de deux autoquestionnaires remplis par 75 membres du personnel infirmier et 49 médecins
travaillant dans quatre unités de soins intensifs d'un hopital affilié a une université en Arabie saoudite. Parmi
les déterminants de la santé hospitaliere dans la version modifiée du Quality Work Competence questionnaire
(12 domaines), le travail d'équipe était le déterminant ayant le score le plus élevé [pourcentage moyen 70,5 (ET
11,8)], mais n'était fortement corrélé a aucun des facteurs prédictifs de la qualité des soins aux patients. Dans le
Quality of Patient Care questionnaire (7 domaines), les résultats concernant la qualité étaient les facteurs prédictifs
ayant le score le plus élevé [69,7 (ET 14,3)]. Il existait une corrélation fortement positive entre la perception
qu'ont les participants des scores moyens globaux exprimés en pourcentage pour les déterminants de la santé
organisationnelle et les facteurs prédictifs de la qualité des soins aux patients (r= 0,26). En revanche, les soins axés
sur le patient n'avaient pas de corrélation significativement positive avec les déterminants hospitaliers étudiés.
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Introduction

Over the past decade there has been
a growing body of workplace health
research that has moved beyond
assessing individual employees’ well-
being to investigating the workplace
determinants of wellness and job
performance and how organizational
health might contribute to the delivery
of quality patient care in health-care
agencies (1-3). It is now common
knowledge that the quality of health
systems and their performance and
services can be assessed by consider-
ing the essential features of so-called
“healthy workplaces” (4). Organiza-
tional health refers to an organization’s
ability to achieve sustainable outcomes
and to cope appropriately with its en-
vironment, to enhance organizational
performance and to support employ-
ees’ well-being (1,5).

Organizational health audits pro-
vide the means whereby health-care
organizations such as hospitals can
continuously learn how to improve
themselves (6,7). The organizational
health of a hospital encompasses all
the psychological, physiological and
social components of the organizational
system—all the distinctly human parts
(8,9), organizational processes and cul-
ture elements that contribute to organi-
zational function and capacity (8,10). If
these elements are designed inappro-
priately or incongruently this can nega-
tively affect the quality of patient care.
Given the assumption that many nurses
and physicians are full participants and
significant players in key committees
and hospital performance, this research
can have profound implications in cre-
ating a healthy hospital. Understanding
hospital organizational health may help
its managers to build strong hospital
systems, maintain nurses’ and physi-
cians’ well-being, as well as improve the
quality of patient care. The latter could
be achieved by studying how hospital
workplace health could be a predictor
of patient care quality.

The present study was guided main-
ly by the conceptual framework of or-
ganizational health developed by Arnetz
in 1997and 2005 (11,12). This concept
concerns the psychosocial work condi-
tions and work organization at every
workplace (13) and rests on 12 funda-
mental determinants—goal/organi-
zational clarity, performance feedback,
participatory management, leadership,
organizational eflicacy, change motiva-
tion, competence development, work
climate, mental energy/emotional
exhaustion, work intensity/tempo,
internal communication (11,12) and
teamwork (14). It was hypothesized
that these hospital health determinants
could predict the extent of quality of pa-
tient care. The assessment of quality of
care was based on the work of the Insti-
tute of Medicine (IOM) to identify the
components of quality of patient care
for the 2 1st century whereby health care
should be: patient-centered, effective,
safe, timely, efficient and equitable (15).

Intensive care units (ICUs) are
recognized as especially stressful en-
vironments. However, the conditions
in which stressors may affect health
professionals’ performance and well-
being and the conditions that poten-
tially lead to impaired performance
and staff psychological distress are not
well understood (16,17). Health-care
professionals face many demands, both
externally from the world around and
internally from their own health-care
organizations. These demands can re-
sult in ill health and work exhaustion
(17,18). High levels of stress among
health professionals can also negatively
affect patients’ outcomes (19,20).

The objectives of this study were
to investigate the relationship between
ICU nurses’” and physicians’ percep-
tions of the organizational health of a
hospital and the quality of patient care;
and to assess and compare the percep-
tions of nurses and physicians. The pur-
pose was not only to identify the present
work situation but also to identify its
characteristics, to target possible causes

of organizational ill health and then to
focus on the required improvement
efforts.

Study design and setting

A comparative, correlational design
was followed in this study. The study
was carried out in 4 ICUs—paediatric,
neonatal, medical and surgical—at
one of the university hospitals in Saudi
Arabia. These units incorporate many
characteristics of well-defined organi-
zational and clinical practice, formed
on the basis of internationally recog-
nized guidelines and an operational
philosophy/goal of quality of patient
care. They are equipped with modern,
complex technologies such as clinical
computer systems and digital diagnos-
tic medical machines, act as centres of
excellence in some types of research
and have an executive information
system; however, they are intensely
interactive workplaces with hazard-
ous environments. The study hospital
underwent an accreditation process
from 2007-08, and 6 months before
data collection the hospital was in the
process of renewing its accreditation
status.

This hospital is one of the inde-
pendent government bodies that serve
particular populations. It works under
the umbrella of the Saudi Arabian Min-
istry of Higher Education (University
Hospitals) and it is totally owned and
financed by the government to serve
particular populations. All health servic-
es that are provided by the government
sector are free of charge. Health-care
personnel are reimbursed by monthly
salaries while the facilities are funded
by annual budgets. The objectives are
geared towards educating and training
current and future health professionals,
exploring new areas of research and
providing high-quality, compassionate
health care by well-trained and special-
ized health professionals.
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The hospital has a decentralized
health-care delivery system and man-
agement authority which is responsible
for developing its strategic planning,
formulating specific health policies and
supervising health-service delivery pro-
grammes. Strategic decision-making is
mainly taken by top management with
some level of participation from the oper-
ational staff such as nurses and physicians.
It has the accountability for planning,
training and management of human
health resources and achieving health
outcomes. Nurses’ and physicians per-
formance is reviewed annually through a
meeting with their direct supervisor.

Sample

The study participants included 77
nurses and S1 physicians who were
working in the studied ICUs and had
sufficient work experience in their
current work unit to be able to assess
the studied variables (at least 1 year of
experience). Overall 75 out of 77 nurses
and 49 out of S1 physicians completed
and returned the questionnaires.

Data collection

Collection of data was done from 17
April to 10 June 2010. The question-
naires were hand delivered by the cur-
rent researcher to each participant in
the beginning of his/her morning shift
or during break time in the work unit.
Completion of the questionnaires was
done through self-reporting and each
participant needed about 45 minutes to
complete both questionnaires.

Study tools

Two tools were used in this study. The
first was the Quality Work Compe-
tence questionnaire, which was de-
veloped (21) and modified by Arnetz
(11,12,22). This was adapted by the
current researcher from the original
42-item version—to be suitable to
this hospital culture, to facilitate assess-
ment and to add to what was already
known—into a validated, 80-item
questionnaire that covered nurses” and

physicians’ perceptions in relation to
12 determinants of hospital health.
These were: goal/organizational clarity
(eg hospital goals are clearly stated);
performance feedback (e.g. continuous
feedback is given to employees about
their performance) ; participatory man-
agement (e.g. work objectives and plans
are developed jointly); leadership (e.g.
immediate supervisor coaches employ-
ees to solve their problems); internal
communication (e.g. information flows
freely in the work unit); organizational
efficacy (e.g. the decision-making pro-
cess is functional ); competence devel-
opment (e.g. there is a chance to attend
training programmes); work climate
(eg. there are supportive colleagues);
mental energy/emotional exhaustion
(e.g during work I feel stress); work
intensity/tempo (e.g. enough time is
available to carry out work); change
motivation (e.gr the management pro-
vides recognition of any new achieve-
ments) (12); and teamwork (e.g. both
nurses and physicians consider the
experience of each other) (23). The
responses were measured on 4-point
Likert scales ranging from strongly
agree (4) to strongly disagree (1).
Mental energy statements were reverse
scored—the fewer the symptoms, the
higher the score. The higher the score
the healthier the hospital was perceived
to be. The overall scores of these de-
terminants constituted the focus score
enhancement index.

For the purpose of the present
study, the current author developed the
Quality of Patient Care questionnaire
based on the current literature (24-26).
It consisted of 33 statements grouped
into 7 predictors to measure the quality
of care provided to all patients eligible
for ICU services, as perceived by the
participants. A total of 29 statements
measured the first 6 predictors derived
from the IOM’s aims (24) including:
patient—centred care (e.g. continuous
feedback given to patients and fam-
ily); effectiveness (e.g. health care is an
evidence-based practice); safety (e.g.
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patient privacy is maintained); timeli-
ness (e.g. careis given at the exact time);
efficiency (e.g supplies are used accord-
ing to patient-care needs); equity (e.g.
care is accessible to all patients) (16);
and 4 statements which measured the
final predictor, quality results: “Over the
past one year, the hospital has shown
steady, measurable improvements in
the quality of patient care” (11,12,25~
27). The responses were measured us-
ing a S-point Likert scale ranging from
strongly agree (5) to strongly disagree
(1). The higher the score, the higher the
quality of patient care was perceived.
The overall scores of the predictors of
the quality of patient care reflect the
quality-of-care enhancement index. In
addition, data were collected on par-
ticipants’ demographic and professional
characteristics including their age, sex,
nationality, marital status, unit, occupa-
tion, qualifications and total years of
experience since graduation and in the
current work unit.

The questionnaires were tested for
content validity by S experts in the same
field of the study. The necessary modi-
fications were carried out. The reliabil-
ity of the internal consistency was done
using Cronbach alpha for the Quality
of Work Competence and Quality of
Patient Care questionnaires. The results
proved to be reliable (a = 0.78 and 0.70
respectively). A pilot study was carried
out on 7 nurses and 7 physicians who
were working in the hospital units other
than the studied ICUs.

Ethical considerations

Permission was obtained from the
original author of the Quality of Work
Competence questionnaire to use it
and to make the needed modifications.
The ethics committee of the studied
hospital approved the study plan. Before
embarking on data collection informed
consent was obtained from each study
participant. All participants were as-
sured that their participation was vol-
untary and that their privacy and data
confidentiality would be maintained.
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Data analysis

The collected data were revised, coded
and entered into the statistical software
program SPSS, version 16. Mean and
standard deviation (SD) scores were
used to describe the scales data, which
were converted into mean percentage
scores, while frequency and percentag-
eswere used to describe the categorical
data. Pearson correlation coefficient
analysis was used to test the nature of
the relationship between 2 quantita-
tive variables—the summation of the
overall determinants and predictors
and the underlying dimensions. In-
dependent samples f-test was used to
compare the mean percentage scores
of 2 independent groups that followed
a normal distribution. All statistical
analyses were done using 2-tailed tests
and a-error of 0.05. P-value < 0.05 was
considered to be significant.

Background characteristics of
the sample

All 49 physicians who participated
in this study were of Saudi Arabian

nationality. The 75 studied nurses
were non-Saudi (Egyptians 1.3%,
South Africans 6.6% and south-east
Asians such as Filipinos 92.1%). All
participants were English speakers.
The majority of nurses were females
(92.0%), while 71.4% of physicians
were males; 60.0% of nurses were
married and 77.5% of physicians were
single. The age group 25-< 35 year
comprised 54.7% of nurses and 40.8%
of physicians.

The highest proportion of nurses
(82.7%) had a baccalaureate degree
and 17.3% had a diploma degree in
nursing. Of the physicians, the high-
est percentage (40.8%) were assistant
professors while the lowest (6.1%)
were associate professors. The high-
est percentage of nurses (30.7%) and
physicians (36.7%) were working in
the surgical ICU and the lowest in the
paediatric ICU (22.7% and 20.4% re-
spectively). The modal total years of
experience of nurses was S—< 10 years
(53.3%), which exceeded that of physi-
cians (< 5 years, 38.8%). Less than S
years’ experience in the current work
unit was the common pattern among
nurses and physicians.

Nurses’ & physicians’
perceptions of determinants
of hospital health

Table 1 shows that the mean per-
centage score for the focus score en-
hancement index—the measure of
participants” overall perceptions of the
determinants ofhospital organizational
health—was 65.3 (SD 4.2). The high-
est mean percentage scores were for
the domains of teamwork and change
motivation [70.5 (SD 11.8) and 70.2
(SD 10.4) respectively]. In contrast,
the lowest scores were found for men-
tal energy/emotional exhaustion [53.5
(SD 11.6)] and work intensity/tempo
[56.2 (SD 12.9)]. The overall mean
percentage score of nurses’ perceptions
on the focus score enhancement index
was 66.5 (SD 3.6), significantly higher
than that of physicians [63.4 (SD 4.4) ]
(t=44,P<0.001).

There were significant differences
between the nurses” and physicians’
perceptions of all the individual de-
terminants of hospital health, except
for change motivation and teamwork.
The highest mean percentage score of
nurses was for the domain of compe-
tence development [72.7 (SD 10.1)],

Determinants (no. of items)

Goal/organizational clarity (6)

Performance feedback (7)
Participatory management (7)
Leadership (7)

Organizational efficacy (7)
Change motivation (7)
Competence development (4)
Teamwork (4)

Work climate (6)

Mental energy/emotional exhaustion (9)
Work intensity/tempo (7)
Internal communication (9)

Overall focus score enhancement index

Table 1 Nurses” and physicians’ perceptions of the 12 hospital health determinants

Total Nurses
Mean score (SD) Mean score (SD)
(%) (%)
67.6 (10.0) 69.1(10.4)
69.5(8.9) 72.3(72)
69.7 (9.6) 72.0(9.8)
66.2 (10.9) 70.3(9.9)
68.7 (10.7) 70.9 (10.9)
70.2 (10.4) 71.0 (10.6)
69.3 (11.8) 72. 7(101)
70.5 (11.8) .7 (11.2)
684 (10.1) 70.4(10.5)
53.5 (11.6) 50.3(10.4)
56.2 (12.9) 53.7 (12.1)
69.6 (10.6) 72.0(9.7)
65.3(4.2) 66.5 (3.6)

Physicians t-value® P-value
Mean score (SD)
(%)
65.2(8.9) 2.2 0.033
65.2(9.7) 4.7 <0.001
66.2(3.5) 8.2 <0.001
59.9(9.4) 5.8 <0.001
65.3(9.6) 2.9 0.004
69.1(10.0) 1.0 0.320
64.0 (12.3) 4.3 <0.001
68.8(12.6) 13 0.181
65.2(8.8) 2.9 0.005
58.3(11.8) 3.9 <0.001
60.1(13.4) 2.7 0.007
65.9(10.9) 33 0.002
63.4 (4.4) 44 <0.001

“Independent samples t-test.
SD = standard deviation.

Lo 1 32 denall Aol

637



EMH] . Vol.20 No.10 - 2014

638

Eastern Mediterranean Health Journal

La Revue de Santé de la Méditerranée orientale

Predictors (no. of items)

Mean score (SD)
(%)

Total

Table 2 Nurses’ and physicians’ perceptions of the 7 predictors of quality of patient care

Nurses

Mean score (SD)
(%)

Patient-centred care (4) 58.7(10.3) 58.7(9.8)
Effectiveness (3) 56.1(15.9) 58.1(13.7)
Safety (3) 59.1(15.3) 56.6 (15.3)
Timeliness (3) 62.6 (13.6) 63.5(13.6)
Efficiency (10) 63.8 (12.1) 65.2 (10.7)
Equity (6) 64.6 (10.5) 64.6 (10.4)
Quality results (4) 69.7 (14.3) 70.1(14.3)
Overall quality-of-care

enhancement index 58.8(5.3) 59.1(4.6)

Physicians t-value®  P-value
Mean score (SD)
()

58.8(11.2) 0.09 0.930
52.9 (18.5) 1.7 0.094
62.9 (14.6) 23 0.024
61.4(13.7) 0.84 0.402
61.8 (13.8) 15 0.136
64.5(10.6) 0.03 0.975
69.0 (14.3) 0.44 0.661
58.3(6.2) 0.47 0.460

“Independent samples t-test.
SD = standard deviation.

and this was significantly higher than
physicians scores [64.0 (SD 12.3)] (¢
= 4.3, P <0.001). On the other hand,
the highest mean percentage score of
physicians was for change motivation
[69.1 (SD 10.0)], although this was not
significantly different from nurses’ mean
percentage scores for this domain [71.0
(SD 106)] (¢ = 1.0, P = 0.320). The
lowest scores of nurses were for mental
energy/emotional exhaustion and work
intensity/tempo [50.3 (SD 10.4) and
53.7 (SD 12.1) respectively] and these
were significantly lower than the corre-
sponding scores of physicians [58.3 (SD
118) (£=3.9,P < 0.001) and 60.1 (SD
134) (t=2.7,P=0.007) respectively].

Nurses’ & physicians’
perceptions of predictors of
the quality of patient care

Table 2 shows that the mean percentage
score for the quality-of-care enhance-
ment index—reﬂecting participants’
overall perceptions of the predictors of
the quality of patient care—was 58.8
(SD 5.3) The mean percentage score of
nurses was 59.1 (SD 4.6) and of physi-
cians was 583 (SD 6.2) (t=047, P =
0.460).

The highest mean percentage score
for the individual items was for quality
results [69.7 (SD 14.3)], and this was
the highest scoring predictor among
both nurses [70.1 (SD 14.3)] and

physicians [69.0 (SD 14.3)] (t=044, P
= 0.661). The lowest mean percentage
score [56.1 (SD 15.9) ] was for effective-
ness. There were no significant differ-
ences between the scores of nurses and
physicians on the individual predictors
of the quality of patient care, except
the safety domain. Nurses’ perceptions
of safety was the lowest rated domain
[56.6 (SD 15.3)], and this was signifi-
cantly lower than among physicians
[62.9 (SD 14.6)] (t = 2.3, P = 0.024).
The lowest mean percentage score of
physicians was related to effectiveness
[52.9 (SD 18.5)] and this was 58.1 (SD
13.7) for nurses.

Correlations between
determinants of hospital
health & predictors of quality
of care

Table 3 showsthattherewasasignificant
positive correlation between the mean
percentage scores of the participants’
overall perceptions of the predictors
of the quality of patient care in terms
of quality-of-care enhancement index
and focus score enhancement index
(r=0.26, P = 0.028). There were sig-
nificant positive correlations between
the scores on the overall quality-of-care
enhancement index and each of the
following individual determinants of
hospital organizational health: goal/
organizational clarity, leadership,

competence development and work cli-
mate. Furthermore, significant positive
correlations were found between the
participants’ mean percentage scores
on the overall focus score enhancement
index and the following individual
predictors of quality: patient-centred
care, effectiveness, safety, efliciency and
equity.

In contrast, the predictor of pa-
tient-centred care had no significant
positive correlations with any of the
12 individual hospital determinants.
Furthermore, 2 of the healthy hospital
determinants—performance feedback
and teamwork—had no significant cor-
relations with any of the 7 quality of
care predictors, while 3 other determi-
nants— efficacy, emotional exhaustion,
and excessive work intensity—corre-
lated with only 1 quality of care domain.

Discussion

The findings of the present study in-
dicated that the participants acknowl-
edged that their hospital was a healthy
organization, as reflected in their mean
percentage score on the focus score
enhancement index [65.3 (SD 4.2)],
the measure of overall hospital work-

place health. This hospital’s good work-
place health status could be explained
in the light of the supportive social
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environment that the hospital maintains
among co-workers and supervisors,
peer and team cohesion, utilization of
skills, rewards and an emphasis on plan-
ning and efficiency. These conditions
are the characteristics of any accredited
health-care organization wishing to at-
tain high quality patient care. As the
studied hospital is a university institu-
tion accredited by the Canadian Inter-
national Accreditation Organization,
the afhliated ICUs have specific written
guidelines to regulate the performance
of patient care and workforce-related
aspects. These speculations about
the reasons for this hospital’s healthy
workplace are consistent with the view
of Grifiin et al. that the availability of
mechanisms, programmes, policies, ini-
tiatives, actions and practices all create
healthy workplaces that provide the
health workforce with good physical,
mental, psychosocial and organizational
conditions. These, in return, contribute
to improvements in employees” health
and well-being, quality of care and pa-
tient safety, organizational performance
and societal ou comes (28).

The present study found that team-
work was the highest scoring domain
among the hospital health determi-
nants characterizing participants’ work
environment. Effective health-care
organizations are those which are able
to encourage the professionals to work
and learn together, engage in clinical
audit of outcomes together and gener-
ate innovation to ensure progress in
practice and service. However, some-
times these practices are not designed
in a way that facilitates the work and
enhances employees’ well-being in
order to achieve the best outcomes for
patients and customers due to inad-
equate performance feedback. In this
respect, Mitchell et al. explained that
multiple clinicians working with each
other provide the best possible care;
each clinician relies upon information
and action from other members of
the team (29). In contrast, Skela Savi¢
and Pagon found that physicians and
nurses had a low level of personal in-
volvement in their organizations and
in work teams, while nurses were more
likely than were physicians to think

that they were subordinated to physi-
cians (30).

Change motivation was the second
highest scoring hospital health deter-
minant, and this could be considered as
a key factor in team effectiveness. The
degree of participants’ motivation to
change is a critical precursor to success-
ful implementation of organizational
change and the strength of the hospital
workplace health. Good teams that
create a friendly atmosphere among
team members may stimulate health
professionals to accept change in their
work environment, particularly if it is
introduced to facilitate work and main-
tain a safer workplace. Caldwell et al. ar-
gued that much of the responsibility for
implementing changes within health-
care organizations is given to groups
or teams (31). Also, Lemieux-Charles
and McGuire pointed out the impor-
tance of teams in implementing change
in health-care organizations and sug-
gested that effective team dynamics are
related to team success (32). However,
Burningham and West found that com-
paratively little research has investigated

Table 3 Correlation between the nurses’ and physicians’ mean percentage scores of the 12 determinants of hospital health

Determinants of hospital

health Patient-

centred
care

Goal/organizational clarity 0.19
Performance feedback -0.20
Participatory management 0.10
Leadership 0.05
Efficacy -0.06
Change motivation 0.09
Competence development 0.18
Teamwork 0.10
Work climate 0.08
gx)l(ir;tuaslt?gr?rgy/emotional 0.02
Work intensity/tempo 0.07
Internal communication 0.06
Focus score enhancement

index 0.43**

and 7 predictors of quality of patient care

Predictors of quality of patient care

Quality-

Effectiveness Safety Timeliness Efficiency Equity Quality of-care
results €nhancement
index
0.27* -0.01 0.40** 0.12 0.19 0.34* 0.31**
-0.01 -0.1 0.21 0.05 0.01 0.04 -0.01
0.16 -0.18 0.25* 0.25* 0.10 0.25* 0.18
0.27* -0.01 0.44** 0.13 0.21 0.22 0.26*
0.18 -0.1 0.31* 0.10 0.19 0.19 0.16
0.32** -0.04 0.35%* 0.07 0.20 0.18 0.23
0.24* -0.06 0.42** 0.16 0.34** 0.31%* 0.32**
0.17 -0.15 0.20 -0.02 0.20 0.18 0.13
0.26* 0.06 0.26* 0.12 0.21 0.20 0.24*
0.22 0.37**  -0.09 -0.14 0.02 -0.23 0.05
0.02 0.13 -0.13 -0.07 1.00**  -0.12 -0.02
0.12 -0.18 0.27* 0.19 0.30* 0.21 0.19
0.54** 0.28* 0.14 0.45** 0.51%* 0.21 0.26*

Significant correlations (2-tailed): *P < 0.05; **P < 0.01.
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how teams within organizations can
either facilitate or inhibit organizational
attempts to implement new ideas (33).

In contrast to these positive find-
ings, the present study also provided
empirical data about perceptions of
high levels of emotional exhaustion and
undue work intensity among our partici-
pants. These variables were significantly
more perceived by the nurses than the
physicians. Emotional exhaustion and
inability to cope with work intensity are
inevitable problems for staffwho work in
ICUs, who deal with physical and emo-
tional problems of seriously ill patients
while also having to cope with teamwork
and deal with complex management
structures and conflicting demands at all
hours of the day and night. Cronqvist et
al. argued that health professionals suffer
from tension specifically related to occu-
pational stress and that stress at work is
greater in ICUs (34). Professionals who
work in these units might experience
excessive workload, lower work satisfac-
tion and psychological disorders (35).
Hence, the risks of stress and health
problems are manifested when work de-
mands do not match employees’ needs,
expectations or skills (36).

Other factors that could intensify
nurses’ feelings of excessive mental en-
ergy/emotional exhaustion and work
intensity/tempo are the culture, the
payment system and variations in
educational background. As all of the
studied nurses were expatriates with dif-
ferent cultures, religions, value systems
and languages, this cultural diversity
could lead to culture shock and com-
munication problems among nurses
with other health care customers. The
presence of a culturally diverse work-
force in health-care environments is
an emerging global reality. Not only
are nurses delivering care to culturally
diverse clients, the nurses themselves
may come from different cultural and
educational backgrounds (37). To
date, health care for the citizens of Saudi
Arabia has been provided largely by a

foreign labour force, the vast majority

of whom are non-Arabic speaking (38).
Alack of respect for acquired skills, loss
of status and reverse culture shock are
recurring problems in many health-
care organizations, especially among
expatriates (39). Bonache found that
expatriates, as compared with domes-
tic employees, experienced greater job
overload and greater pressure from the
visibility of their jobs. In addition, their
functions were not always completely
defined, so they may experience a
higher degree of uncertainty and role
ambiguity (40). Moreover, unfair pay-
ment compared with others, in particu-
lar Saudi citizens, and the possibility
of termination of employment in case
of failure to meet career requirements
and professional accomplishments
could cause them to feel higher levels of
emotional exhaustion and undue work
intensity. Research on expatriates’ atti-
tudes has uncovered low levels of salary
satisfaction among these workers. For
example, Black et al. asserted that 77.0%
of expatriate employees were highly
unsatisfied with their compensation
systems (41).

All these problems perceived by the
participants, in addition to relatively
ineffective leadership, especially ac-
cording to physicians (reflected in their
significantly lower scores on the item on
leadership), could contribute to their
perceptions of a relative poorer quality
of patient care, as reflected in the over-
all quality-of-care enhancement score
[58.8 (SD 5.3)]. There was a significant
positive correlation between the mean
percentage scores of the participants
on quality-of-patient care enhancement
and focus score enhancement (r=0.26).
However, most of the healthy hospital
determinants—such as performance
feedback, teamwork, efhicacy, emotional
exhaustion and work intensity—had
few or no significant correlations with
the predictors of the quality of patient
care. Therefore, these determinants
could not be conveniently designed to
enhance the quality of patient care to
the anticipated standard.

La Revue de Santé de la Méditerranée orientale

Our participants gave lower ratings
to the domains of effectiveness, patient-
centred care and safe care. These findings
could be explained in the light of the
insufhcient support given by the leader-
ship to a patient-centred approach and
providing safe care based on scientific
knowledge in daily practice, as well as
non-compliance with the related poli-
cies and standards of patient care by all
health-care professionals. In this respect,
Hughes mentioned that, despite being a
relatively new field of enquiry, particu-
larly in terms of how patient safety and
quality are now defined, the need to im-
prove the quality and safety of care is the
responsibility of all clinicians, all health-
care providers and all health-care leaders
and managers (42). A range of organiza-
tional and management best practices
provide a foundation for enhancing pa-
tient safety and quality of care. Experts
highlight the importance of establishing
a culture of safety founded on a model of
proactive leadership and commitment
to beliefs and values that continuously
seek to minimize patient harm through
adoption of well-established policies and
procedures (43). Additional manage-
ment strategies that enhance patient and
staff safety and quality improvement
include integration of quality measures
on an ongoing basis, while collaborative
initiatives between health-care managers
and clinical leaders are an important
catalyst to organizational change.

A study on family-centred care has
shown that patient-centred care has
positive effects on patients (44). How-
ever, critical-care providers may be less
amenable to adopting the principles
of patient-centred care due to the high
workload in ICUs. Although the nurse’s
role is to provide care in a safe way, in
our study nurses rated safety in their
work situation significantly lower than
did physicians. This finding could be
explained in the light of Hughes” argu-
ment that a large part of the demands
of patient care is centred on the work of
nurses (45). Nurses spend more time
than physicians do caring for patients




Og_padl Ul

Al

and this could help them to evaluate
safety more accurately.

| Conclusions

We conclude that, although there were
several organizational determinants of
the hospital that correlated with the
quality of patient care, among the 12
determinants of organizational health,
competence development correlated
positively with the greatest number of
predictors of patient care quality. Most
of the other hospital heath determinants

(e.g performance feedback, teamwork,
organizational efficacy, mental energy/
emotional exhaustion and work inten-
sity/ tempo) had few or no significant
correlations with the predictors of pa-
tient care quality. The findings from this
study can serve as part of the planning
process for health-care facilities when
there is a need to evaluate the effec-
tiveness of hospitals, departments and
units. We also conclude that controlling
the emotional exhaustion and work
intensity of health-care professionals
and working on the enhancement of
care effectiveness and patient-centred

care are required to improve the well-
being of the workforce and the qual-
ity of patient care. Furthermore, more
emphasis is required to enhance team-
work and to develop the competencies
of health-care professionals in order
to increase the hospital’s capacity to
function effectively within the context
of patients’ needs. Policy-makers and
regulators should include patient safety,
patient-centeredness and effectiveness
as dimensions of quality in its own right
in strategic and other policy documen-
tation.
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