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Abstract
Background: Sweden has undertaken many national, regional, and local initiatives to improve patient safety since
the mid-2000s, but solid evidence of effectiveness for many solutions is often lacking. Nurses play a vital role in
patient safety, constituting 71% of the workforce in Swedish health care. This interview study aimed to explore
perceived facilitators and barriers influencing patient safety among nurses involved in the direct provision of
care. Considering the importance of nurses with regard to patient safety, this knowledge could facilitate the
development and implementation of better solutions.
Methods: A qualitative study with semi-structured individual interviews was carried out. The study population consisted
of 12 registered nurses at general hospitals in Sweden. Data were analyzed using qualitative content analysis.
Results: The nurses identified 22 factors that influenced patient safety within seven categories: ‘patient factors’,
‘individual staff factors’, ‘team factors’, ‘task and technology factors’, ‘work environment factors’, ‘organizational and
management factors’, and ‘institutional context factors’. Twelve of the 22 factors functioned as both facilitators and
barriers, six factors were perceived only as barriers, and four only as facilitators. There were no specific patterns showing
that barriers or facilitators were more common in any category.
Conclusion: A broad range of factors are important for patient safety according to registered nurses working in general
hospitals in Sweden. The nurses identified facilitators and barriers to improved patient safety at multiple system levels,
indicating that complex multifaceted initiatives are required to address patient safety issues. This study encourages
further research to achieve a more explicit understanding of the problems and solutions to patient safety.
Keywords: Patient safety, Nurse, Qualitative content analysis, Interview, Implementation, Intervention, Multifaceted

Background
The Institute of Medicine report To Err is Human in
1999 [1] generated tremendous public and media attention, setting the stage for unprecedented efforts and
activities to improve patient safety. Sweden has undertaken many national, regional, and local initiatives to improve patient safety since the mid-2000s, with increased
activity over the last few years. A national study from
2008 showed that the incidence (8.6%) of adverse events
in Swedish hospitals was not lower than international
comparisons [2]. This brought increased focus to patient
safety in Swedish health care. The Swedish Association
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of Local Authorities and Region (SALAR), representing
the county councils (health care regions) and municipalities, has played a leading role in efforts for improved
patient safety. They have organized patient safety conferences, set up networks of experts and policy-makers and
published widely distributed handbooks and evidencebased guidelines for health issues such as falls, pressure
ulcers, medication errors in health care transitions and
health care-associated infections.
In 2011, a new law on patient safety was introduced and
a government-supported financial incentive plan was initiated by SALAR ), which has allocated over 2 billion SEK
for 2011–2014 to county councils that carry out certain
patient safety-enhancing actions and meet established requirements for specific patient safety indicators. A vision
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of zero tolerance for adverse events has been discussed in
Swedish health care [3,4].
How can the high ambition for improved patient safety
in Sweden be achieved? There are few evidence-based
patient safety practices that ensure improved patient
safety, if implemented with fidelity. Rather, much patient
safety work tends to be pragmatic and experience-based
instead of relying on solid evidence of effectiveness [5].
Walshe and Boaden (p. 224) [6] complain that many interventions are simply based on “a hunch that they may
work” and Vincent [7] (p. 374) believes that the urge to
“get on and change things” often takes precedence over
carefully planned and evaluated interventions. Thus, it is
important to investigate perceived facilitators and barriers to improved patient safety among those who are involved in the direct provision of health care.
Nurses are critical to patient safety. They often have
an important role as the coordinator of multidisciplinary
care and are involved in many aspects of patient care,
from providing comfort and hygiene to administering
drugs, updating medical records, as well as handling
some therapeutic and diagnostic procedures. Nurse staffing levels, workload, and education levels having been
linked to various patient safety outcomes [8-10]. Furthermore, nurses constitute the largest professional
group in Swedish health care; 43% of health care professionals are registered nurses and 28% are nurse assistants [11].
Considering the importance of nurses with regard to
patient safety, knowledge about their perceptions of the
factors that influence patient safety could facilitate the
development and implementation of better solutions. It
is also possible that their perceptions could help identify
less-known patient safety issues. Moreover, solutions
based on nurses’ views are likely to be more effective.
Based on interviews, the aim of this study was to explore
important factors influencing patient safety, as perceived
by registered nurses in general hospital care in Sweden.

and patient fees. According to the Swedish health care
act (1982:365), all residents are insured by the state
and should have equal access to different health care
services [12].
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The Swedish health care system is organized at national,
regional and local levels. At the national level, the Ministry of Health and Social Affairs establishes policies for
health and medical care and sets the primary agenda
for health care. At the regional level, the responsibility
for financing and provision of health care is decentralized
to 21 health care regions (county councils). The county
councils have full budgetary responsibility for providing
health care to all citizens. At the local level, municipalities
are responsible for social care and elderly care.
The Swedish health care system is primarily funded by
taxes. In addition to tax revenues, financing of health
care services is supplemented by governmental grants

Study design and participants

In response to the explorative study aims, we undertook
a qualitative interview study. We recruited 11 female
nurses and 1 male nurse, all with direct patient contact,
for individual interviews (details provided in Table 1).
All were registered nurses (referred to simply as nurses
in the study). Their average age was 48 years (range
27–63 years) and they had worked as nurses for an average of 19 years (range 4–40 years). The nurses came from
eight general hospitals in Sweden in six county councils.
The nurses were recruited by means of purposive sampling. Patient safety officers, health care practitioners
who hold key positions in the county councils’ patient
safety work [13], asked for nurses in their respective
county councils who might be interested in discussing
their patient safety work. The purposive sampling approach was intended to obtain heterogeneity with regard
to demographics, age, and gender, as well as the number
of years in practice.
Nurses who agreed to be contacted by the researcher
were sent an e-mail with information about the aims of the
study, estimated duration of the interview, confidentiality
and that participation was voluntary. Nurses who were
willing to participate in the study were asked to reply to
the e-mail and suggest a time for an interview. Before the
interview took place, information about the study was provided again and participants gave consent to participate.
They also gave consent to be quoted along with information about their age, sex, how many years of working with
Table 1 Description of interviewed nurses
Interviewee Age Sex Years of working Designated
Location
number
with direct
patient safety
patient care
responsibility
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direct patient care they had and whether they had designated patient safety responsibility in their work. They were
informed that they could withdraw at any time during the
interview and that the data would be handled with confidentiality. Ethical approval was obtained from the Regional
Ethical Review Board in Linköping.
Data collection

Semi-structured individual interviews were carried out
by the first author who has a background in nursing
and clinical patient safety work. The first three interviews were conducted face to face in an office of the
respondents’ choice (at their ward or clinic); the other
interviews were conducted over the telephone [14]. The
face-to-face interviews lasted from 35 to 60 minutes
and the telephone interviews between 20 and 45 minutes.
The interviews were conducted between June and
September 2012 during regular working hours to facilitate participation. All interviews were audio-recorded
with the respondents’ permission.
A semi-structured interview guide with open-ended
questions was developed by the authors. Each interview
started with an open question asking the respondent to
describe their patient safety work. The interview was
then based on two overarching questions: “What do you
believe has been most important to improve patient
safety where you work?” and “What do you believe hinders improved patient safety where you work?” We considered patient safety in simple terms of prevention of
errors and adverse effects to patients associated with
health care [15]. Probing questions were used to obtain
more elaborative answers.
Data analysis

Interviews were transcribed verbatim and then reviewed
by the interviewer for accuracy. Data were then entered
into Nvivo v 9 for data management. Qualitative content
analysis was used in accordance with Hsieh and Shannon
[16]. Qualitative content analysis is a technique for analysis of texts based on empirical data with an explorative
and descriptive character [17].
All authors read all transcripts to obtain an understanding of the whole. The transcripts were then coded
by the first author using conventional content analysis,
which entails a structured analysis process to code and
categorize the data [16]. The next step was to highlight
words in the text that captured various key statements
and thoughts in relation to the study aim, that is, factors
perceived to influence patient safety [16]. Key statements
were given labels to describe their contents [18], which
then formed factors that were categorized as (1) facilitators, (2) barriers, or (3) facilitators and barriers. Facilitators were factors that respondents perceived to have a
positive impact on patient safety, whereas barriers were
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factors they perceived to have a negative influence on
patient safety. Factors that were identified as both facilitators and barriers acted in a dual sense, positively or
negatively affecting patient safety according to the respondents’ different descriptions.
The authors approached the text several times. During
this process, codes that reflected more than one key
statement or thought developed; the codes were then aggregated into clusters based on similarity of the content
and their relation to each other. After re-examination,
the initial clusters were merged into categories. The
categories were given labels that provided an overall description of their content [16]. The categories were reexamined to ascertain that they were defined so that
they were internally as homogeneous as possible and externally as heterogeneous as possible [17].
All authors discussed the content of the categories
using triangulating analysis, that is, the authors independently analyzed the same data and compared their
findings. Several 2-hour meetings took place to discuss
the analysis of factors. In the next step, the categories
consisting of facilitators and barriers to patient safety
were mapped onto different categories of a multilevel
framework developed by Vincent et al. [19]. This framework categorizes various influences on injuries produced
by medical care (i.e., factors) into seven categories (i.e.,
types of factors), providing a conceptual basis for analyzing these injuries and allowing for a wide range of
possible influences to be considered [7]. This mapping
occurred as we recognized that the emerging coding
structure was very similar to Vincent’s framework, which
is well recognized in the patient safety field. This deductive approach can use an unconstrained matrix that allows new categories to be created, adhering to principles
of inductive analysis [18].
Discussion about this mapping continued until no inconsistencies existed and a shared understanding was
reached in order to prevent researcher bias and strengthen
the internal validity [20]. Representative quotations were
selected to illustrate the findings. Quotations were then
translated from Swedish to English by the first author,
and then re-examined and re-translated by all authors
for accuracy.

Results
Table 2 presents a summary of the categories and the
factors associated with influencing patient safety, as perceived by the nurses.
Patient factors

The nurses believed that patient interaction could facilitate
or hinder enhanced patient safety. According to the nurses,
patient safety was positively affected by having an open dialogue with patients so that they knew who to contact when
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Table 2 Factors influencing patient safety, as perceived by the nurses
Category

Description of the category

Barriers (B) and facilitators (F)

Patient factors

Patient factors relate to patients’ influence on patient
safety as perceived by the nurses

Patient interaction (B + F)

Individual staff factors

Individual staff factors refer to various personal
characteristics of the nurses and other health care
providers that the nurses perceived to influence
patient safety

Interest and knowledge (F)

Patient engagement (F)

Skills and abilities (B + F)
Feelings (B)
Fallibility (B)

Team factors

Team factors refer to various aspects of the interaction Collaboration in multiprofessional teams (B + F)
between nurses and other health care providers that
Communication with colleagues (B + F)
the nurses perceived to influence patient safety

Task and technology factors

Task and technology factors concern workplace
technologies and processes involved in storing
and sharing of data, information and knowledge
that the nurses perceived to influence patient safety

Collecting, storing and sharing patient safety-related
data and information (B + F)
Medical records (B + F)
Incident reporting (B + F)
Computerized technology (B + F)
Written protocols (F)

Work environment factors

Work environment factors relate to workplace
conditions that the nurses perceived to influence
patient safety

Structures and forums for learning from errors (B + F)
Work schedule (B)
Staffing levels and competence mix (B + F)
Physical environment (B)

Organizational and management factors Organizational and management factors concern
conditions of the health care organization (beyond
the specific workplace in which the nurses work)
that the nurses perceived to influence patient safety

Leadership (B + F)

Institutional context factors

Use of knowledge from external sources (B + F)

Institutional context factors refer to conditions of the
outer context of the health care organization that
the nurses perceived to influence patient safety

Financial resources (B)

Communication with people external to the workplace (B)
Societal interest in patient safety (F)

something had gone wrong. Well-structured information
provided both orally and in writing facilitated patient safety.
On the other hand, poor patient interaction due to communication problems could hinder patient safety.

Individual staff factors

The nurses believed that having a personal interest in
patient safety issues had a positive impact on patient
safety.

If they feel unsafe in a situation, it will go wrong. Or
if they haven’t really understood what we’ve said,
then it will go wrong, and you could call that patient
un-safety. N 9

I have undertaken education in patient safety at [a
Swedish university]. It was a course that I requested
when I resigned as manager three years ago because I
wanted to know a bit more about it. N 1

Some nurses said that patient safety could be positively
influenced by patient engagement, that is, when patients
were involved in their own care and their next of kin
were involved in the care.

Patient safety was also facilitated by several skills and
abilities, such as having the capacity to learn from mistakes, being prepared for risks, and generally acting proactively in everyday work situations. Other facilitating
skills were the capacity to act as a role model for colleagues and having experience from different areas of
health care.

You can make patients aware of patient safety. A
small leaflet with information about our work with
patient safety, that [we] always check the patient’s
identity, just basic stuff, could help. I often think that
you must assume that the patient has never been in
hospital before, and then an explanation of how we
work with patient safety may be good. N 11

You can lead by example. […] Try to comply with all
the rules. You cannot correct others if they are not
behaving or doing this or that unless you do it
properly yourself. N 6
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Conversely, insufficient skills could act as a barrier to
enhanced patient safety. Being a newly graduated nurse
was mentioned as a barrier, due to a general lack of experience and the need for learning concerning many
new aspects of work.
Those things that come more natural for the rest of us
are unnatural for them [newly graduate nurse] and
they barely have much time left [for the normal
duties]. N 6
The nurses believed that feelings such as anxiety or
worry about various aspects of their work could inhibit
patient safety. They underscored that feelings of shame
could lead to reluctance to admit to faults and reporting
of incidents.
It’s not always easy to report, because you feel
ashamed and don’t want to confess that you have
done something wrong or almost did something wrong.
N 12
The nurses perceived that the general fallibility of
humans, for instance, insufficient attention to or awareness of various risks, could have a negative impact on patient safety. A lack of vigilance and reliance on habits
could lead to reduced ability to detect potential problems.
What do we have to be aware of? That we are
humans and we make mistakes. N 7
I think you fall back on old routines and do what you
have always done. Then you might handle things a bit
carelessly. You send samples to the lab with the wrong
name and so on. It’s not common, but it does happen.
N 11
Team factors

Collaboration in multiprofessional teams was described
by many nurses as an important factor for improved patient safety, whereas some nurses believed a lack of collaboration between physicians and other health care
personnel functioned as a barrier to improved patient
safety due to perceived hierarchical differences.
We don’t work much in teams, which affects patient
safety. I have worked in another hospital for 13 years.
I experienced less hierarchy there than here. N 3
We do have a very close cooperation across the
boundaries, so that physicians, nurses and the nurse
assistants work relatively close together. And that, I
believe, is an important part in ensuring that it is safe
for patients. N 8
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Communication with colleagues in the workplace
could influence patient safety positively or negatively, according to the nurses. The nurses believed that communication could facilitate patient safety when there was
time set aside to discuss patients, there was an open climate that encouraged people to voice their opinion, and
learning was encouraged.
When you make a mistake, it’s important that you
share this with others, so that you can learn […]We
learn continuously and we, the staff, try to learn from
what we do and don’t do and share with others. N 12
However, ineffective communication could inhibit patient safety. The nurses mentioned that unwillingness to
share knowledge could provide a barrier to improved
safety.
It sometimes feels like people prefer to keep things to
themselves, ‘I won’t let anyone in on this.’ N 2
The nurses also described various disturbances in
communication, for instance cell phones and various social media, which sometimes demanded their attention,
resulting in ineffective transfer of information and knowledge. “Lost” information sometimes caused problems.
We call it the whispering game. Sometimes it’s, ‘Yes,
Anna told me this, but I misunderstood it because she
was unclear.’ It can be really hard with
communication. I might think I have been really clear
and said that; ‘the daughter perceived it like this,’ but
she might hear something different. N 10
Task and technology factors

The process of collecting, storing, and sharing patient
safety-related data was identified by the nurses as an important facilitator for patient safety because it made risk
factors more visible, thus promoting preventive efforts.
I think that the quality registry [Senior Alert] has done a
lot, because it makes it possible to detect risks early. N 5
Senior Alert is a quality registry which documents risks
regarding nutrition, falls and pressure ulcers, and specifies
what measures have been or will be taken to minimize
these risks. The nurses mentioned templates that required
certain details to be filled in when entering information
into the medical records. They believed these forms facilitate patient safety because they contribute to increased
awareness of risks by highlighting critical areas.
Well, at least three of these [keywords in templates]
pop up automatically when I’m entering information
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about a patient [in the medical record]. And that, I
believe, is also patient safety work. N 2
On the other hand, medical records could also inhibit
patient safety when they were not properly updated,
contained outdated prescription information, lacked
vital information, or included notes that were difficult
to understand.
If the information was clearer in the medical record, to
make it explicit what we should do, then we wouldn’t
have to do unnecessary things. That’s not good for the
patient, either. N 3
For about two or three years ago we introduced
computer-based medication lists. And I perceive at
least, that the physicians often don’t know how they
should prescribe so that we nurses are able to see in a
clear way what to give and when and how. N 11
Incident reporting was identified by the nurses as an important tool for enhanced patient safety. Feedback from
incident reports raised awareness, fostered further reporting, and led to initiatives for improved care, especially
when several reports pointed in the same direction or patterns could be detected. However, these systems also had
their weaknesses, some of which might inhibit patient
safety. Many nurses commented that not all incidents or
risks were reported even though incident reporting had
improved considerably. Some nurses remarked that the
systems failed to capture small disturbances (such as lack
of available wound care applies or a broken printer) that
occurred in the workplace that might affect patient safety.
The nurses also believed that insufficient data collection
and poor dissemination of results, both formal and informal means of reporting, provided barriers to enhanced
patient safety.
You learn from these [incident reports] when you sit
down and talk about it. You develop [by learning]
from your mistakes all the time. That’s how you
learn in patient safety, when something awful has
occurred. At least it means it will never happen
again. N 10
Most nurses agreed that the use of computerized
technology facilitated reporting and sharing of patient
safety-related data and information, thus enhancing
patient safety.
This computer system that we now have here makes it
easier to find information, I think, and that is also
part of patient safety. It becomes easier; it is more
transparent and visible. N 8
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However, many also complained about functionality issues, such as non-compatible systems, which they believed
could inhibit ambitions for improved patient safety.
You can’t answer the phone at the same time because
if you interrupt yourself [in the computer system], it’s
likely that you won’t be able to get back to the right
place [in the computer program][…] You’ll lose the
information. N 1
The nurses believed that the availability and use of
written protocols that provide structure for their work,
such as guidelines and standardized care plans, positively influence patient safety. They mentioned that
various forms of protocols saved time and provided
guidance on what to do in specific situations, thus contributing positively to patient safety. However, many
nurses emphasized the importance of using protocols as
long as it did not inhibit their own critical thinking. Rather, they felt protocols must raise awareness and improve understanding. The nurses mentioned several
examples of guidelines that were beneficial for patient
safety, including hygiene and nutrition routines and
various handbooks.
I think the ‘The Handbook for Healthcare’ [title of a
book with evidence based guidelines and instructions
concerning patient care/treatments/examinations etc.]
is very good, as it provides information on procedures
about everything, really. You cannot just rely on what
the person you’ve asked said. Where did that person
get that information from? It probably works, but a
reference is preferable. N 11
Work environment factors

Structures and forums for learning from errors were perceived as an important workplace factor that influenced
patient safety. The nurses described several learning
methods for influencing patient safety, including root
cause analysis, quality registers, studies at their own
work place, and continuous professional education on
patient safety issues.
I'm learning all the time. I feel that my colleagues are
too […] We meet and discuss, and then I try to
disseminate to others. N 7
The nurses believed their work schedule influenced
patient safety. They described that shift work, with irregular working hours, as something that inhibited patient safety because it led to non-continuity of care, both
for the nurses who have to report to many different colleagues and for the patients who meet many different
health care professionals.
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If I work one week on the ward, it may well be that
I’m in three different teams during this week. And
that’s not safe. N 10
Staffing levels and the mix of competences also affected
patient safety, according to the nurses. Patient safety was
facilitated when there were a sufficient number of health
care providers and the staff included a mix of competent
and experienced providers. Conversely, one nurse said
that locum physicians tended to have insufficient insight
into the day-to-day-routines and usually lacked the
mandate to initiate activities for improved patient safety,
and that patient safety was compromised when the staff
was stretched thin and/or there was a shortage of nurses
with the right competences.
This clinic is so specialized that it’s difficult to have a
locum nurse here. It’s very hard. It’s almost impossible
to replace a nurse here. N 7
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That is something that you almost don’t say because
it’s so obvious. You know that’s how it is, of course.
That is probably the most important thing, having the
resources to have fewer patients. N 10
Restricted resources affected patient safety in many
ways, according to the nurses. They said that there was
not enough time or funding for ambitious patient safety
work, including training in patient safety-related issues.
Scarce resources also made it more difficult to address
problems detected in risk analyses, medical records, or
quality registries.
I know that all patients that lie in bed need one of
these extra mattresses. We have only two mattresses
but four [patients] need them, but they haven’t been
purchased because there is no money. So it’s a bit of
an uphill struggle. N 10
Institutional context factors

Various aspects of the physical environment were also
perceived to influence patient safety. The nurses pointed
out that patient safety was compromised when they
worked in busy, hectic environments and when they
were interrupted by telephones, for example, when they
were handling medication. They believed disorganized
environments and substandard or outdated equipment
posed threats to patient safety.
We need to buy new equipment. We have wheelchairs
that are from the wartime period; they are about to
fall apart. Things like that also play a part in patient
safety work. N 8
Organizational and management factors

The nurses perceived leadership as an important factor
that could both facilitate and inhibit patient safety. They
observed that engaged managers provided a positive influence as they worked with the staff and learned what their
strengths and weaknesses were. Conversely, many nurses
pointed out that managers who had a negative attitude to
patient safety-related issues or perhaps professed that patient safety was important but did not live up to their
words could provide barriers to patient safety.

The nurses believed that patient safety was affected by
the availability and use of knowledge from external
sources, such as health care providers employed in other
areas of the health care organization or even outside
their own health care organization. Some nurses described how the challenges of getting specialists from
other clinics to see critically ill patients could jeopardize
patient safety.
When we get very ill patients, it is hard to get an oncall physician from a different clinic [specialty], such
as surgery or medicine, because they have too much to
do. And we have trouble getting our patients into intensive care [unit]; even though they have a bed available, they are still to be cared for in our ward. It’s a
huge problem. N 8
The nurses mentioned communication with people external to the workplace in negative terms regarding patient safety. They felt that reporting in transition of care
was insufficient, for example, when transferring patients
from municipal care to hospital care, and could inhibit
patient safety.

Well, as long as the managers at the highest level don’t
think it’s important nothing happens. It’s politically
correct to say [that patient safety is important], but if
they don’t really demonstrate [with action] that it’s
important, well then we are getting nowhere. N 3

Many patients are admitted to hospital from
municipal [care] and we often receive very little
information concerning the patient. We usually have
to make contact by telephone, but these patients are
usually admitted to the hospital very quickly and are
critically ill. N 8

Limited financial resources were mentioned by many
nurses as an important barrier at the organizational level
to achieving improved patient safety.

One nurse mentioned that communication problems
between staff in different departments played a part in
the death of one patient.

Ridelberg et al. BMC Nursing 2014, 13:23
http://www.biomedcentral.com/1472-6955/13/23

The communication didn’t work; he [the patient]
actually died. This [communication problem] was not
the primary cause, but it probably contributed. N 3
Societal interest in patient safety was thought to be
important for prioritizing patient safety issues, such as
infections.
There are statistics to show [the magnitude of the
problem]. That’s why I think an invasion of bacteria
would put infection on the map [and lead to activity]. N 2

Discussion
This study sought to explore important factors for patient safety, as perceived by registered nurses in general
hospital care in Sweden. The nurses identified 22 factors
that influenced patient safety, of which 12 functioned as
both facilitators and barriers, six constituted barriers,
and four were facilitators. These 22 factors belonged to
many different levels, ranging from patient interaction
and individual staff to institutional context. There were
no specific patterns in which barriers or facilitators were
not more common at any level. They were quite evenly
distributed at the different levels.
Our findings indicate that the nurses had a multilevel
perspective of patient safety, viewing facilitators and barriers to patient safety in terms of several system levels.
Nurses often have an important role as coordinators of
multidisciplinary care and are involved in many aspects
of patient care. Their role facilitates systems thinking because they are able to see interrelationships, patterns,
and underlying structures that reveal the dynamic interplay among system components. The importance of systems thinking in understanding the dynamics of the big
picture and the multiple levels of interacting influences
on patient safety has been emphasized since the publication of the Institute of Medicine report To Err is Human
in 1999 [21-23].
The multifaceted systemic nature of patient safety facilitators and barriers suggests that solutions will need to be
as complex as the problem, targeting different levels such
as individual health care practitioners, teams, departments, and organizations [24]. In Sweden, the Swedish
Association of Local Authorities and Regions (SALAR)
has taken a multifaceted approach to patient safety by
promoting a multitude of initiatives [25]. Although many
of these efforts and activities have considerable face validity, solid evidence of effectiveness is lacking for many patient safety solutions because they are often too complex
to study under rigorous controlled conditions. There is
debate among patient safety researchers and policy makers
regarding the degree to which various solutions should or
could be studied scientifically before dissemination and
implementation [5,7,15].
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The nurses mentioned several factors that are associated
with patient safety culture, including collaboration in
multiprofessional teams, communication with colleagues,
leadership, and structures and forums for learning from
errors. Patient safety culture, which is one aspect of the
wider culture of the organization, has been defined as the
shared assumptions, values, and norms among members
of an organization or group concerning practices that directly or indirectly influence patient safety [26,27]. The Institute of Medicine report recommended that health care
organizations create an environment in which safety culture is an explicit organizational goal and a leadershipdriven top priority [1]. There is emerging evidence to
support the potential effectiveness of solutions to promote
improved safety culture. The best evidence to date seems
to include solutions comprising multiple components that
incorporate team training and mechanisms to support
team communication, and include management engagement in front-line safety work [28-31].
The culture of an organization is often studied as an
organization-wide issue, but researchers have increasingly shown that subcultures should be studied to develop an in-depth understanding of an organization’s
culture [32,33]. A subculture in an organization is “a
group or unit in an organization that is in frequent
interaction perceives itself to be distinct from other
groups in the organization, and that shares similar problems as well as in-group understanding of ways of solving such problems” [34]. An important issue is the
extent to which the nurses’ views on facilitators and barriers to patient safety overlap with factors identified by
other professions. Studies have shown that the perception of patient safety and how it can be improved differs
depending on the position in the health care system
[35-37] and the profession [38,39]. There is a need for
studies of other professions to investigate whether the
subcultures are aligned with the organization-wide safety
goals and the extent to which there are interprofessional
communication and collaboration difficulties that affect
patient safety.
Communication is closely linked with hierarchy, with
research showing that the authority gradient, i.e. the psychological distance between individuals and professional
groups, can lead to withheld information or information
being adapted to suit the recipient. Commercial airline
crews have learned to speak up and raise concerns, contributing to a remarkable safety record in commercial
aviation over the past 50 years [15]. While some nurses
in our study perceived hierarchical difference between
nurses and physicians as a barrier to patient safety, research by Berbyuk et al. [40] suggests that the professional hierarchy in Swedish health care is rather flat and
that the authority gradient is relatively low [40]. The lack
of steep hierarchies could mean that most nurses feel
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comfortable raising their concerns with physicians, but it
could lead to unclear professional roles which would
cause other difficulties. Learning is widely considered to
be a critical aspect of a beneficial safety culture [7,41].
The nurses in our study pointed to several issues related
to learning, including the importance of having time and
structures for discussions on patient safety issues and the
skills, abilities, and interest that may affect patient safety.
Organizations learn through their individual members,
yet organizational learning is not simply the sum of the
learning of each of its members. Organizational learning
is usually conceived as a process that results in relatively
lasting changes in organizational practices due to changes
in routines, rules, norms, strategies, and technologies that
are assumed to guide the behavior of the organization’s
members [42,43]. A learning organization is competent in
creating, acquiring and transferring knowledge, and modifying its behavior to reflect new knowledge [44]. However,
the nurses in our study mentioned disturbances in communications with their colleagues and with patients, and
they noted that all incidents were not reported and that
feedback was not always given for reported incidents, thus
suggesting that organizational learning was difficult.
Feedback is also imperative to achieve continuous high
rates of incident reports [45,46]. Incident reporting was
mentioned by the nurses as important for patient safety,
which was expected considering that local reporting
systems have been given a dominant role in efforts to
improve patient safety in Sweden [47]. However, the reliance on incident reporting systems in many countries
has been criticized because these systems are insufficient
on their own to identify incidents [48,49]. The systems
have also been described as being too outcome oriented,
resulting in an incomplete picture of the event [50]. The
nurses in our study group emphasized the importance of
having meetings where they can discuss and reflect on
the events for increased learning.
The nurses believed patient interaction and engagement
were important for patient safety. There is an international
trend towards greater patient involvement in health care
delivery. Government policies in many countries aim for
patients to be generally more involved in their health care
[51]. However, despite increased international emphasis
on patient involvement in safety, there is a paucity of research findings on the acceptability to patients of a new
patient role and the extent to which such involvement actually leads to safety improvements [52]. Research has
identified numerous barriers to enlisting patients in efforts
to improve patient safety, including limited acceptance of
a more active patient role [53] and insufficient health literacy, that is, the capacity to obtain, process, and understand basic health information and the services needed to
make appropriate health decisions [54]. One facilitator, as
our nurses also emphasized, is that the patient’s relatives
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should be included and involved in the care, if acceptable
to the patient [55,56]. There have been calls for more research for better understanding of how patients can be involved in their own care [51,52].
We have found few comparable studies on hospital
nurses’ perception of factors of relevance for patient
safety. Other studies within this field have either been
set in a specific setting such as the operating theatre or
intensive care [57-59], examined quality improvement
work [22,60,61], been limited to one factor such as communication or medical errors [45,46,62], or investigated
the perspectives of other professional groups [13]. However, two studies are broadly similar to our study. A
study by Currie and Watterson [60] set in the United
Kingdom focused mainly on barriers and quality improvement, identifying training and education in patient
safety-related issues as essential to achieve improved patient safety. They also mentioned organizational context
and organization and management of care as important
factors, which were also mentioned by nurses in our
study. A Canadian study by Nicklin and McVeety [63]
emphasized the importance of work environment–related factors, including issues related to workload, nursing shortages, and the physical environment. These
somewhat overlapping results might suggest that other
health care systems in other countries present similar
challenges as those in Swedish health care. Further research on patient safety perceptions of nurses and other
professional groups is warranted. It is also important to
analyze these perceptions in relation to the existing evidence base for various solutions.
The researchers behind this study have previously
undertaken a survey of patient safety officers in the
county councils, i.e. the meso level of Swedish health
care, to identify factors they believed to be of relevance
for improved patient safety [13]. There was some overlap
with the findings of this micro-level study, including the
importance attributed to patient safety culture and communication. The previous study also pointed to the importance of education and training in patient safety
issues. Considering the paucity of evidence-based patient
safety practices, it is important to investigate perceived
facilitators and barriers for improved patient safety at
different levels of health care since the “patient safety
determinants” do not necessarily correspond.
This study has a number of shortcomings that must be
considered when interpreting the results. The sample
size was relatively small (12 nurses) although the data
analysis confirmed that data saturation was reached before cessation of the interviews. The voluntary nature
of participation in the study means that the nurses interviewed may differ from the broader population of
nurses. These nurses were recommended by patient
safety officers in their county council and almost half of
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them have an explicit patient safety responsibility in
their duty. This could bias the results to some extent
since they are likely to be interested in patient safety issues and might have more insights into factors that contribute to or detract from improved patient safety.
However, knowledgeable interviewees have probably
given us a fuller interview material, and there is little
evidence that imply other, less interested, nurses would
mention other factors.
The factors associated with patient safety are not
intended as an exhaustive list of all possible facilitators
and barriers to patient safety as perceived by nurses;
other studies may yield partially different factors or give
different priorities to various factors. The interviews
were mostly conducted by telephone. Although face-toface interviews have the advantage of eliciting nonverbal information, telephone interviews allow the researcher to follow and respond to the interviewee
through language and reflection, which has the potential
of making the interviewee’s descriptions richer [64].
Telephone interviews were also practical as the participants were from different areas in Sweden. They were
suitable for the descriptive aim of the study [60]. Further,
research suggests that transcriptions of telephone and
face-to-face interviews do not differ much [14]. The telephone interviews were shorter in duration, but we did
not notice any differences with regard to the richness of
the interview material.
The study also has strengths. The decision to conduct
interviews instead of undertaking a survey was based on
the belief that the interviews would lead to a more indepth understanding of the factors concerning patient
safety that are important to front-line nurses. The multidisciplinary research team may also be considered a
strength, permitting different perspectives on the issues
under study. The team consisted of a nurse (MR) with
experience from clinical patient work and work with
safety issues such as conducting risk- and root cause
analyses, a researcher (KR) with a background in implementation science, innovation research and medical
technology research and a researcher (PN) with experience from implementation science and injury prevention
research. We believe the study has provided unique information on factors contributing to improved patient
safety according to nurses in Sweden.
Implications

Nurses play a vital role in patient safety. We believe this
study will be useful as a basis for discussions on how improved patient safety can be achieved among health care
personnel at all levels of health care, from those in training to front-line staff and senior managers, as well as
participants in the patient safety network coordinated
by SALAR. Although this study focused on nurses’
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perceptions, other professional groups may echo some
of the facilitators and barriers to improved patient safety
identified here, but there may also be differences that
warrant further investigation.
The study points to the relevance of a multifaceted system perspective on patient safety problems and solutions.
The results imply that improvements are possible in the
area of communication, for example in the handoff of patients to another caregiver, i.e. transferring primary patient
responsibility and essential information about a patient’s
condition to oncoming staff. Communication is also an
important part of patient safety culture, an area which has
attracted an increased attention since the publication of
the Institute of Medicine’s report and is an important
focus of SALAR’s initiatives. Some of the findings show
that nurses have positive attitudes to involving patients in
their care, for potential safety benefits. However, this is an
area where more research is needed.

Conclusions
A broad range of factors are important for patient safety
according to registered nurses in general hospital care in
Sweden. The nurses identified facilitators and barriers to
improved patient safety at multiple system levels, indicating that complex multifaceted initiatives are required
to address patient safety issues. This study encourages
further research to achieve a more explicit understanding of the problems and solutions to patient safety.
Competing interests
This work was supported financially by the Swedish Association of Local
Authorities and Regions (SALAR). The authors report no conflicts of interest.
The authors alone are responsible for the content and writing of the paper.
Authors’ contributions
MN, PN, and KR designed the study; MN collected the data; MN, PN and KR
analyzed and interpreted the data, MN and PN drafted the manuscript; PN
and KR critically revised the manuscript. All authors read and approved the
final manuscript.
Acknowledgments
We express our gratitude to all the nurses who took part in the study. We
also wish to thank all the patient safety officers who helped us recruit the
respondents. Sincere thanks also to Eva Estling, SALAR, for positive
encouragement.
Received: 13 August 2013 Accepted: 8 August 2014
Published: 13 August 2014
References
1. Kohn LT, Corrigan JM, Donaldson MS: To Err is Human: Building a Safer
Health System. Washington, DC: National Academies Press; 1999.
2. Soop M, Fryksmark U, Köster M, Haglund B: The incidence of adverse
events in Swedish hospitals: a retrospective medical record review
study. Int J Qual Health Care 2009, 21:285–291.
3. Ministry of Health and Social Affairs: Patientsäkerhetslag [Patient Safety Act]
2010:659. Stockholm: Ministry of Health and Social Affairs; 2010.
4. Swedish Government: The Government invests in patient safety. 2012,
http://www.government.se/sb/d/15471/a/184679.
5. Pronovost PJ, Goeschel CA, Marsteller JA, Sexton JB, Pham JC, Berenholtz
SM: Framework for patient safety research and improvement. Circulation
2009, 119:330–337.

Ridelberg et al. BMC Nursing 2014, 13:23
http://www.biomedcentral.com/1472-6955/13/23

6.
7.
8.

9.

10.
11.

12.
13.

14.
15.
16.
17.
18.
19.
20.
21.

22.

23.

24.

25.
26.
27.
28.

29.
30.

31.

32.

33.

Boaden R, Walshe K: Patient Safety, Research into Practice. Maidenhead: Open
University Press; 2006.
Vincent C: Patient Safety. 2nd edition. Wiley-Blackwell: Chichester; 2010.
Aiken LH, Clarke SP, Sloane DM, Sochalski J, Silber JH: Hospital nurse
staffing and patient mortality, nurse burnout, and job dissatisfaction.
JAMA 2002, 288:1987–1993.
Kirwan M, Matthews A, Scott PA: The impact of the work environment of
nurses on patient safety outcomes: a multi-level modelling approach. Int
J Nurs Stud 2013, 50:253–263.
Page A: Keeping Patients Safe: Transforming the Work Environment of Nurses.
Washington, DC: National Academies Press; 2004.
SKL: Table 4a: Number of contracts, actual annual employees, employed
and completely vacant after staff group in counties 2011] Tabell 4a:
Antal anställningar och faktiska årsarbetare efter personalgrupp. 2011,
http://www.skl.se/vi_arbetar_med/statistik/statistik-personal/
landstingsanstalld-personal/landstingsanstalld-personal-2011.
Ministry of Health and Social Affairs: Health Care Act 1982:763. Stockholm:
Ministry of Health and Social Affairs; 2011.
Nygren M, Roback K, Ohrn A, Rutberg H, Rahmqvist M, Nilsen P: Factors
influencing patient safety in Sweden: perceptions of patient safety
officers in the county councils. BMC Health Serv Res 2013, 13:52.
Sturges JE, Hanrahan KJ: Comparing telephone and face-to-face
qualitative interviewing: a research note. Qual Res 2004, 4(1):107–118.
Wachter RM: Understanding Patient Safety. New York: McGraw Hill; 2008.
Hsieh HF, Shannon SE: Three approaches to qualitative content analysis.
Qual Health Res 2005, 15:1277–1288.
Krippendorff K: Content Analysis. An Introduction to its Methodology. 3rd
edition. Thousand Oaks, CA: Sage; 2013.
Elo S, Kyngäs H: The qualitative content analysis process. J Adv Nurs 2008,
62:107–115.
Vincent C, Taylor-Adams S, Stanhope N: Framework for analysing risk and
safety in clinical medicine. BMJ 1998, 316:1154–1157.
Patton MQ: Qualitative Research and Evaluation Methods. 3rd edition.
Thousand Oaks, CA: Sage; 2002.
Cohen RI, Jaffrey F, Bruno J, Baumann MH: Quality improvement and pay
for performance: barriers to and strategies for success. Chest 2013,
143:1542–1547.
Ferlie EB, Shortell SM: Improving the quality of health care in the United
Kingdom and the United States: a framework for change. Milbank Q
2001, 79:281–315.
Benn J, Burnett S, Parand A, Pinto A, Iskander S, Vincent C: Studying large-scale
programmes to improve patient safety in whole care systems: challenges for
research. Soc Sci Med 2009, 69:1767–1776.
Shekelle PG, Pronovost PJ, Wachter RM, Taylor SL, Dy SM, Foy R, Hempel S,
McDonald KM, Ovretveit J, Rubenstein LV, Adams AS, Angood PB, Bates DW,
Bickman L, Carayon P, Donaldson L, Duan N, Farley DO, Greenhalgh T,
Haughom J, Lake ET, Lilford R, Lohr KN, Meyer GS, Miller MR, Neuhauser DV,
Ryan G, Saint S, Shojania KG, Shortell SM: Advancing the science of patient
safety. Ann Intern Med 2011, 154:693–696.
SKL [SALAR]: [patient safety] Patientsäkerhet. 2013, http://www.skl.se/
vi_arbetar_med/halsaochvard/patientsakerhet.
Reason J: Human error: models and management. BMJ 2000, 320:768.
Feng X, Bobay K, Weiss M: Patient safety culture in nursing: a dimensional
concept analysis. J Adv Nurs 2008, 63:310–319.
Jeffs L, Abramovich IA, Hayes C, Smith O, Tregunno D, Chan WH, Reeves S:
Implementing an interprofessional patient safety learning initiative:
insights from participants, project leads and steering committee
members. BMJ Qual Saf 2013, in press.
Thomas L, Galla C: Republished: building a culture of safety through
team training and engagement. Postgrad Med J 2013, 89:394–401.
Neily J, Mills PD, Young-Xu Y, Carney BT, West P, Berger DH, Mazzia LM, Paull
DE, Bagian JP: Association between implementation of a medical team
training program and surgical mortality. JAMA 2010, 304:1693–1700.
Weaver SJ, Lubomksi LH, Wilson RF, Pfoh ER, Martinez KA, Dy SM:
Promoting a culture of safety as a patient safety strategy: a systematic
review. Ann Intern Med 2013, 158(5 Pt 2):369–374.
Sirriyeh R, Lawton R, Armitage G, Gardner P, Ferguson S: Safety subcultures
in health-care organizations and managing medical error. Health Serv
Manage Res 2012, 25:16–23.
Haugen AS, Softeland E, Eide GE, Nortvedt MW, Aase K, Harthug S: Patient
safety in surgical environments: cross-countries comparison of

Page 11 of 12

34.

35.
36.

37.
38.
39.

40.

41.

42.

43.
44.

45.

46.

47.

48.

49.

50.

51.
52.

53.

54.
55.

56.

psychometric properties and results of the Norwegian version of the
Hospital Survey on Patient Safety. BMC Health Serv Res 2010, 10:279.
Morgan PI, Ogbonna E: Subcultural dynamics in transformation: a
multi-perspective study of healthcare professionals. Hum Relat 2008,
61:39–65.
van Beuzekom M, Boer F, Akerboom S, Dahan A: Perception of patient safety
differs by clinical area and discipline. Br J Anaesth 2013, 110:107–114.
Richardson A, Storr J: Patient safety: a literature [corrected] review on the
impact of nursing empowerment, leadership and collaboration. Int Nurs
Rev 2010, 57:12–21.
Amalberti R, Auroy Y, Berwick D, Barach P: Five system barriers to
achieving ultrasafe health care. Ann Intern Med 2005, 142:756–764.
Listyowardojo TA, Nap RE, Johnson A: Variations in hospital worker
perceptions of safety culture. Int J Qual Health Care 2012, 24:9–15.
Gallego B, Westbrook MT, Dunn AG, Braithwaite J: Investigating patient
safety culture across a health system: multilevel modelling of differences
associated with service types and staff demographics. Int J Qual Health
Care 2012, 24:311–320.
Berbyuk N, Allwood J, Edebäck C: Being a non-swedish physician in
Sweden: acomparison of the views on work related communication of
non-physicians and Swedish health care personnel. J Inter Commun 2005,
191–207.
Patankar MS BJ, Sabin EJ, Bigda-Peyton TG: Safety Culture: Building and
Sustaining a Cultural Change in Aviation and Healthcare. Farnham: Ashgate;
2012.
Ellström PE: Organizational learning. In International Encyclopedia of
Education, Volume 1. 3rd edition. Edited by Peterson P, Baker E, McGaw B.
Amsterdam: Elsevier; 2010.
Swan J, Scarbrough H, Newell S: Why don’t (or do) organizations learn
from projects? Manage Learn 2010, 41:325–344.
Choi M, Ruona WEA: Individual readiness for organizational change and
its implications for human resource and organizational development.
Hum Resourc Dev Rev 2011, 10:46–73.
Benn J, Koutantji M, Wallace L, Spurgeon P, Rejman M, Healey A, Vincent C:
Feedback from incident reporting: information and action to improve
patient safety. Qual Saf Health Care 2009, 18:11–21.
Waters NF, Hall WA, Brown H, Espezel H, Palmer L: Perceptions of Canadian
labour and delivery nurses about incident reporting: a qualitative
descriptive focus group study. Int J Nurs Stud 2012, 49:811–821.
Ohrn A, Elfström J, Liedgren C, Rutberg H: Reporting of sentinel events in
Swedish hospitals: a comparison of severe adverse events reported by
patients and providers. Jt Comm J Qual Patient Safety 2011, 37:495–501.
Olsen S, Neale G, Schwab K, Psaila B, Patel T, Chapman EJ, Vincent C:
Hospital staff should use more than one method to detect adverse
events and potential adverse events: incident reporting, pharmacist
surveillance and local real-time record review may all have a place.
Qual Saf Health Care 2007, 16:40–44.
Sari AB, Sheldon TA, Cracknell A, Turnbull A: Sensitivity of routine system
for reporting patient safety incidents in an NHS hospital: retrospective
patient case note review. BMJ 2007, 334:79.
Nuckols TK, Bell DS, Paddock SM, Hilborne LH: Comparing process- and
outcome-oriented approaches to voluntary incident reporting in two
hospitals. Jt Comm J Qual Patient Saf 2009, 35:139–145.
Davis RE, Sevdalis N, Vincent CA: Patient involvement in patient safety:
the health-care professional’s perspective. J Patient Saf 2012, 8:182–188.
Ward JK, McEachan RC, Lawton R, Armitage G, Watt I, Wright J, The
Yorkshire Quality and Safety Research Group: Patient involvement in
patient safety: protocol for developing an intervention using patient
reports of organisational safety and patient incident reporting.
BMC Health Serv Res 2011, 11:130.
Longtin Y, Sax H, Leape LL, Sheridan SE, Donaldson L, Pittet D: Patient
participation: current knowledge and applicability to patient safety.
Mayo Clin Proc 2010, 85:53–62.
Byrd J, Thompson L: “It’s safe to ask”: promoting patient safety through
health literacy. Healthc Q 2008, 11(3 Spec No):91–94.
Kemper C, Blackburn C, Doyle JA, Hyman: Engaging patients and families
in system-level improvement: a safety imperative. Nurs Admin Q 2013,
37:203–215.
Doherty C, Stavropoulou C: Patients’ willingness and ability to participate
actively in the reduction of clinical errors: a systematic literature review.
Soc Sci Med 2012, 75:257–263.

Ridelberg et al. BMC Nursing 2014, 13:23
http://www.biomedcentral.com/1472-6955/13/23

Page 12 of 12

57. Elder NC, Brungs SM, Nagy M, Kudel I, Render ML: Intensive care unit
nurses’ perceptions of safety after a highly specific safety intervention.
Qual Saf Health Care 2008, 17:25–30.
58. Steyrer J, Schiffinger M, Huber C, Valentin A, Strunk G: Attitude is
everything? The impact of workload, safety climate, and safety tools on
medical errors: A study of intensive care units. Health Care Manage Rev
2012, in press.
59. Alfredsdottir H, Bjornsdottir K: Nursing and patient safety in the operating
room. J Adv Nurs 2008, 61:29–37.
60. Currie L, Watterson L: Challenges in delivering safe patient care: a
commentary on a quality improvement initiative. J Nurs Manag 2007,
15:162–168.
61. Muntlin A, Carlsson M, Gunningberg L: Barriers to change hindering
quality improvement: the reality of emergency care. J Emerg Nurs 2010,
36:317–323.
62. Hwang JI, Lee SI, Park HA: Barriers to the operation of patient safety
incident reporting systems in Korean general hospitals. Healthcare Inform
Res 2012, 18:279–286.
63. Nicklin W, McVeety JE: Canadian nurses’ perceptions of patient safety in
hospitals. Can J Nurs Leadersh 2002, 15(3):11–21.
64. Irvine A, Drew P, Sainsbury R: ‘Am I not answering your questions
properly?’ Clarification, adequacy and responsiveness in semi-structured
telephone and face-to-face interviews. Qual Res 2013, 13:87–106.
doi:10.1186/1472-6955-13-23
Cite this article as: Ridelberg et al.: Facilitators and barriers influencing
patient safety in Swedish hospitals: a qualitative study of nurses’
perceptions. BMC Nursing 2014 13:23.

Submit your next manuscript to BioMed Central
and take full advantage of:
• Convenient online submission
• Thorough peer review
• No space constraints or color ﬁgure charges
• Immediate publication on acceptance
• Inclusion in PubMed, CAS, Scopus and Google Scholar
• Research which is freely available for redistribution
Submit your manuscript at
www.biomedcentral.com/submit

