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Abstract 
 

Objectives: Tο investigate the attitudes of healthcare professionals in Greece towards 

safety practices in gynecological Operation Rooms (ORs) and quality and quality 

management in Healthcare Facilities (HFs) with an anonymous self-administered 

questionnaire focusing on: a) safety practices during vaginal deliveries (VD) and 

gynecological operations and b) on quality objectives associated with the everyday 

workflow in HFs and on Quality Management Systems (QMS). Results: When 

questioned about surgical safety procedures, 85.2% considered that surgical counting 

after VDs is essential and 84.9% admitted to do so, while far less reported counting 

documentation as a common practice in their workplace and admitted to do so 

themselves (50.5% and 63.3% respectively). Furthermore, while 86.5% considered a 

documented protocol as necessary, only 53.9% admitted its implementation in their 

workplace. Remarkably, 53.1% were unaware of the WHO safety control list for 

gynecological surgeries. When asked about quality and quality management in their 

HFs, although 87.5% recognized the importance of QMS implementation and 

accreditation, over 50% believed that it would lead rather to increased workload and 

bureaucracy than any considerable quality improvement. More than 60% were 

completely unaware of the implementation of quality objectives such as Quality 

Handbook, quality policy, audit meetings and accreditation status in their HFs. This 

unawareness was also reported in terms of patient, data, human and general resources 

management. Finally, awareness over medical malpractice and positive attitude over 

official reporting were detected. Conclusions: Although Greek healthcare professionals 

considered surgical safety measures and quality management as important for their 

services, there was a critical gap in knowledge when it came to responsibilities and 

standardized processes during their relative implementation. 
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1. Introduction  
 

This study had two main aims and areas of investigation. More specifically, the first aim 

was to investigate the opinions and attitudes of healthcare professionals in Greece 

towards fundamental practices that ensure surgical safety in gynecological Operation 

Rooms (ORs) with a questionnaire focusing especially on surgical counts and counting 

documentation report while the second aim was to investigate the opinions and attitudes 

of the same healthcare professionals towards quality, quality management and 

accreditation in the full continuum of everyday workflow in gynecological Healthcare 

Facilities (HFs) in Greece, where Quality Management System (QMS) implementation 

and accreditation are still not mandatory by law, with a questionnaire focusing on 

various quality objectives including, among others, QMS and accreditation.  
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2. Literature review  

2.1.1 Medical errors  
 

“Human error” is used to describe a situation in which a planned sequence of mental 

and/or physical activities by a person fails to achieve its intended purpose and as an 

outcome this individual is responsible for the consequences of that conduct (Senders & 

Moray, 1991). Errors occur commonly in every sector involving human activity 

including, among others, modern healthcare (Institute of Medicine Committee on 

Quality of Health Care in, 2000). It has estimated that, on average, 60–80% of errors are 

caused by human action (McGill, 1984). Healthcare settings will always involve 

humans in both the mental decision-making and physical care delivery and, thus, will 

always be prone to human errors (McNutt, Abrams, & Arons, 2002; O'Connor, Reddin, 

O'Sullivan, O'Duffy, & Keogh, 2013). 

 

Medical errors include unintended acts (of omission or commission) or acts that fail to 

achieve their desired outcomes (Leape, 1994), failures of a planned action to be 

successfully done as intended (execution error), the use of wrong strategies to achieve 

aims (planning error) (Reason, 1990), or deviations from the process of care that may 

cause harm to the patients or not (Vincent, Burnett, & Carthey, 2014). The role of a 

medical error can be complex because while many errors are non-consequential, others 

can end the life of an individual with a long life expectance or accelerate an imminent 

death (Makary & Daniel, 2016). Medical errors can occur at any step of patient 

management, including diagnosis, treatment, prevention and follow up and can include 

equipment failures, communication errors and overall system failures (Institute of 

Medicine Committee on Quality of Health Care in America, 2000; Leape, Lawthers, 

Brennan, & Johnson, 1993). 

 

Historically, medical errors are not considered as a new objective of study since relative 

reports are dated back to the early 1980s. In fact, Florence Nightingale, who is 

considered the founder of Modern Nursing, had already realized that patients were not 

being necessary cured by being hospitalized. She was working in a hospital and 

registered her findings in her book called “Notes on Hospitals”, where she recognized 

that mortality in hospitalized patients was very high in comparison with individuals that 
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did not receive any medical attention at all and that hygiene measures were crucial to 

ensure patient safety (Nightingale & Goldie, 1987).  

 

At the beginning of the 20th century, patient safety was gradually becoming a crucial 

issue around the globe. In 1999, in the United States of America (USA), the Institute of 

Medicine released its work entitled “To Err is Human”, a report focusing on medical 

errors in USA and the state of patient safety in hospitals. The study, which was based on 

the data from 1984 Harvard Medical Practice Study (Brennan et al., 1991) and the 1992 

Utah & Colorado Study (Thomas et al., 1999), assessed the medical records of patients 

treated in hospitals and estimated that up to 98,000 Americans died each year from 

medical errors (Institute of Medicine Committee on Quality of Health Care in America, 

2000). That positioned medical errors as the 8th cause of death worldwide and drew 

public and political attention to this worrying matter. Four years later, the Agency for 

Healthcare Quality and Research Patient Safety Indicators in the Medicare population 

released a report of inpatients deaths between 2000 and 2002 in which a mean annual 

average of 195,000 deaths due to medical errors was calculated (HealthGrades, 2004). 

 

In 2006, The European Commission published the results of a Eurobarometer survey 

investigation the perception of European citizens towards medical errors. 

Approximately 80% of the citizens were concerned and shared the view that medical 

errors were a worrying issue in their own countries. Almost 25% admitted having been 

a victim (either directly or indirectly through some close relative or family member) of 

medical errors. Finally, it was revealed that approximately half of the European citizens 

were of the opinion that it was possible and not very rare to suffer from a medical error 

while being treated in a HF in their own country (European Commission, 2006). A year 

later in a press release, World Health Organization (WHO), reported that medical errors 

were the cause of death of tens of millions of patients worldwide. In detail, regarding 

Europe, it was found that 10% of the total patients that were treated in European 

hospitals had been harmed from a medical error that could in fact be prevented (World 

Health Organization, 2007). The US Department of Health and Human Services Office 

of the Inspector General carried out an assessment of the health records of hospitalized 

patients during 2008 and reported an annual number of 180,000 deaths due to medical 

errors among Medicare beneficiaries alone (Department of Health and Human Services, 

2010). 
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In the 2010 a publication from the WHO Regional office for Europe entitled “A brief 

synopsis on patient safety” estimated that 8-12% of the total patients that were treated in 

a hospital somewhere in Europe, suffered some form of preventable harm related to 

their hospitalization (Annalijn, Vilamovska, de Vries, & Hatziandreu, 2009; WHO 

Regional Office for Europe, 2010). Relative reports from other European countries 

revealed similar findings associated with the incidence of medical errors in hospital 

around Europe (Ministry of Health and Social Policy, 2006; United Kingdom 

Department of Health, 2000). In 2013, a literature review study from the USA estimated 

a lower limit of 210,000 deaths per year associated with preventable harm in hospitals 

due to medical errors that could go up to 400,000 deaths per year due to the limitations 

of the applied analysis tool in that study (James, 2013). For 2016, medical errors were 

considered to be the third leading cause of death in the USA (Makary & Daniel, 2016). 

2.1.2 Surgical operations & Retained foreign objects 
 

Surgical operations are therapeutic processes for many conditions, that despite their 

value, are still prone to medical errors having a potentially critical impact on patients’ 

health, even lethal sometimes (Anderson, Davis, Hanna, & Vincent, 2013; Bainbridge, 

Martin, Arango, & Cheng, 2012). Although a healthcare professional leaving surgical 

objects within patients is a rare phenomenon, the retention of foreign objects is 

considered as one of the most devastating errors that may accompany operations with 

impact on hospitalized patients. Retained foreign objects (RFOs) due to operations have 

been characterized as a medical “never event”, one of the total 27 ones that have been 

included in the official list of the American National Quality Forum (USA) and the 

British Department of Health (United Kingdom) in 2011 (National Quality Forum, 

2011; UK Department of Health, 2011). The term “never event” refers to a medical 

error that optimally should not occur under any circumstance (S. P.  Stawicki, 

Galwankar, Papadimos, & Moffatt-Bruce, 2014).  

 

RFOs can have potentially catastrophic implications for patients while at the same time 

can seriously implicate the healthcare professionals. In fact, RFOs are regarded as the 

main basis for a malpractice claim on behalf of the patients against the surgical staff. 

Several studies have estimated the compensation costs associated with cases of RFOs to 

vary from 37,000 dollars to over 2 million dollars per case, with a mean average cost 

per case estimated around 95,000 dollars (Berkowitz, Marshall, & Charles, 2007; 
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Dippolito et al., 2016). The incidence of RFOs after surgical operations varies in the 

literature. A four-year review study at a tertiary care center estimated an incidence of 

about 1 in 5500 operations (Cima et al., 2008). Another study that reviewed the claims 

and incident reports of RFOs in 54 surgical patients that were hospitalized in four 

hospitals, calculated an RFO incidence that varied from 1 in 18,760 to 1 in 8,800 

inpatient operations (Gawande, Studdert, Orav, Brennan, & Zinner, 2003). 

 

A surgical sponge is the most commonly reported retained item following surgery while 

reports of retained needles and instruments do not show similar frequencies of incidence 

(Cima et al., 2008; Gawande et al., 2003; Gibbs, Coakley, & Reines, 2007; Lincourt et 

al., 2007). For instance, a landmark case-control study of malpractice claims in 

Massachusetts from 1985 to 2001 including 61 RFOs found that 69% involved sponges 

while only 31% were instruments (Gawande et al., 2003) while in an another study it 

was shown that most cases of RFOs involved sponges (45%), followed by instruments 

(31%) and needles (21%) (Greenberg, Regenbogen, Lipsitz, Diaz-Flores, & Gawande, 

2008). RFOs can occur in any surgical specialty during any surgical procedure. In the 

field of obstetrics and gynecology, objects that are routinely used in relative operations 

such as sponges, sutures, needles, vaginal swabs and packs are accidently left inside a 

patient during gynecological surgeries or vaginal deliveries (VDs). RFOs typically 

occur in the abdomen or vagina due to their difficult detection once soaked in patient’s 

blood (Lamont et al., 2010). In a study that reviewed closed malpractice claims of the 

Medical Professional Mutual Insurance Company (USA) between 1988 and 1994, it 

was shown that of the 9,729 claims reviewed, 67 claims (0.7%) involved 40 patients 

with retained surgical sponges. Of those 40 claims, 22 (55%) involved abdominal 

surgery, of which 11 were obstetric or gynecologic in nature (6 cesarean deliveries, 4 

hysterectomies, and 1 tubal ligation). In addition, 11 of those 40 cases (27%) involved 

uncomplicated vaginal deliveries (Kaiser, Friedman, Spurling, Slowick, & Kaiser, 

1996). Additionally, a study that reviewed and re-evaluated 254 cases published 

between 1963 and 2008, found the abdominal/pelvic cavity/vaginal vault to be the most 

common site for RFOs (74% of the total RFOs cases)(Wan, Le, Riskin, & Macario, 

2009).  

 

When a RFO is left behind after a surgery, a local or system inflammatory response 

may occur causing infection, bowel obstruction, sepsis, fistula, perforation, granuloma 

and sometimes even death (Cima et al., 2008; Gawande , Studdert , Orav , Brennan , & 
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Zinner 2003). These complications can occur early in the postoperative period, or even 

months or years later (Gawande  et al., 2003). There are numerous case reports of RFOs 

discovered years or decades after the surgical operation where patients had been treated 

for chronic symptoms related to the presence of the RFO or incidentally (Cima et al., 

2008; Lauwers & Van Hee, 2000). A study tracking outcomes in over 1100 RFO cases 

found associations with significant mortality (4.5% cases), permanent (16.3%), or 

temporary (78.1%) physical injury, as well as psychological sequelae (1.1%) (Mehtsun, 

Ibrahim, Diener-West, Pronovost, & Makary, 2013). 

 

2.1.3 Surgical Safety Procedures  

 

In 2007, given the high volume of surgical procedures and the severity of potential 

complications during surgery including RFOs, World Health Organization (WHO) 

designed an initiative with the title: “Save Surgery Saves Lives” whose goal was the 

improvement of surgical safety worldwide though the definition of specific surgical 

safety standards and procedures that would be implemented in every WHO Member 

State. More specifically, this initiative, that was officially launched in 2008, detected 

four areas in which there was definite room for improvement: a) surgical site infection 

prevention, b) safe anesthesia, c) safe surgical teams and d) measurement of surgical 

services. To this direction, four suggestions were made for the improvement of surgical 

safety: a) the establishment of a core set of uniform measures, b) the provision of 

information associated with the role and pattern of surgical safety, c) the identification 

of a set of surgical safety standards (compiled in a checklist) and d) the evaluation and 

dissemination of this recommended checklist (World Health Organization, 2008).  

 

This recommended surgical checklist was tested in a prospective pilot study in 8 

hospitals with different economic and social characteristics and the study conclusion 

was that, after the implementation of the proposed surgical checklist, the death and 

inpatient complication rates were decreased (Haynes et al., 2009). The new «WHO 

Surgical Safety Checklist” was officially released in 2008 with complementary 

implementation material and was gradually applied in hospital ORs in more than 120 

countries all over the world. This checklist included specific recommendations for the 

prevention of risk of potential RFOs that were included as part of official WHO 

Guidelines for Safe Surgery that were officially in 2009.  Those WHO Guidelines 
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included 10 Objectives covering the full spectrum of activities inside ORs. From all of 

them, Objective 7 clearly stated that RFOs are considered a preventable occurrence that 

is caused mainly by the following risk factors: a) emergency surgery, b) high body mass 

index, c) an unplanned change during the operational procedure, d) high-volume blood 

loss and e) the involvement of multiple surgical teams (Gawande  et al., 2003). It is also 

mentioned that careful surgical counts and relative documentation of the counting 

process can act as an effective defense against inadvertent retention of instruments and 

sponges during surgeries, if not completely eliminate such adverse incidents (World 

Health Organization, 2009).  

 

Surgical counts are a standardized operating procedure through which prevention of 

RFOs is successfully achieved by counting sponges, sharps, and medical instruments in 

any surgical case in which a body cavity is opened before use, after use and during the 

surgical operation (Hariharan & Lobo, 2013). Counts are performed to account for all 

surgical items and to lessen the potential for injury to the patient as a result of RFOs 

(Riley, Manias, & Polglase, 2006). Failure to account for all surgical items after an 

operation may lead to the inadvertent RFO which in turn may seriously harm patients. 

Surgeons and operating teams routinely rely on the practice of surgical counting to 

reduce the risk of RFOs. The WHO Surgical Safety Checklist released in 2008 requires 

surgical counts (World Health Organization, 2009). In USA, a case-control study of a 

total of 40 cases of RFOs, 11 of which VD-associated, revealed that in all of them cases 

the perioperative team skipped the surgical counting procedure (Lutgendorf, Schindler, 

Hill, Magann, & O'Boyle, 2011).   

 

This is the reason that explains why the United Kingdom Association for Perioperative 

Practice, the Australian College of Operating Room Nurses, Operating Room Nurses 

Association of Canada and the South African Theatre Nurse have all established 

recommendations and standards for sponge and instrument counts to reduce the 

incidence of retained sponges and instruments during surgery (Australian College of 

Operating Room Nurses and Association of peri-Operative Registered Nurses, 2006; 

Nurses, 2005; Operating Room Nurses Association of Canada, 2007; South African 

Theatre Nurse, 2007). Furthermore, the Association of peri-Operative Registered Nurses 

(AORN), in conjunction with the American College of Surgeons guided by the belief 

that perioperative team members are ethically and morally obligated to protect patients 

from RFOs, published eleven recommendations for prevention of RFOs in 2009 with an 
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update in 2011 (Association of periOperative Registered Nurses, 2010; Goldberg & 

Feldman, 2012).  Their most significant recommendation was associated with the need 

for systematic surgical counts that should be performed at 5 different times during an 

operation. Those standards also recommended that instruments should be counted in all 

cases involving an open cavity and in cases of incorrect counts, for all the used 

materials, radiography or manual re-exploration had to be performed. (AORN 

Recommended Practices Committee & Nurses, 1999). An NHS review of retained 

vaginal sponges between 2011 and 2013 found that most retained sponge events 

occurred either before or at the perineal suturing stage (Mahran, Toeima, & Morris, 

2013). 

 

In addition, there are cases in which surgical counts are performed under pressure and 

lack of time resulting in counting errors. Such counting errors are called 

“discrepancies”, as in the hypothetical scenario when a surgical count is not in 

agreement with a previous counting documentation. These can be miscounts, when the 

number of counted surgical objects doesn't reflect the real number of surgical objects, 

and misplaced surgical objects, such as those unintentionally lost in the nearby surgical 

area (Greenberg, Regenbogen, et al., 2008). In a retrospective analysis of count 

discrepancy data stored in a digital reporting platform (over 150,000 operations), it was 

shown that count discrepancies occurred once every 145 operations (0.69%). The 

performance of surgical counting as a screening method was statistically assessed and 

excellent results were obtained (sensitivity 77.27%, specificity 99.32%, positive 

predictive value (PPV) 1.6%, negative predictive value 100%). The low PPV was a 

result of the low frequency of RFO events (17 true positives, 5 false negatives). The 

odds of a foreign body being left behind in a patient increased by >100 times when the 

count was discrepant (positive likelihood ratio 113.3) (Egorova et al., 2008). In another 

study, the odds of RFOs increased 100 times with a discrepancy in counts (Garry, 

Asanjarani, & Geiss, 2012). Finally, a prospective observational field study estimated 

the rate of intraoperative count discrepancies and from a total of 2,476 distinct counting 

episodes during 148 cases, 29 count discrepancies in 19 cases were reported. Of these 

29 discrepancies, 59% were due to misplaced items, representing potential RFOs, while 

41% were due to actual counting errors (Greenberg, Regenbogen, et al., 2008).  
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2.2.1 Quality and Quality Standards in healthcare 
 

The term “Quality” is difficult to define since it can be explained with various 

definitions associated with the sector or field in which it applies every time. Generally, 

quality can be interpreted as the superiority or excellence that characterizes a provided 

service or product that meets its predefined requirements and expectations and can 

adequately satisfy implied needs (Crosby, 1980, 1999; Harteloh, 2003). As expected, 

quality applies in the field of Healthcare Provision as well although it made its 

transition from the industrial world to the medical one quiet slowly.  

 

In 1847, the American Medical Association (AMA) was founded to address the problem 

of poor medical education system and, thus, low quality levels of the provided 

healthcare services. In fact, at that time, medical degree were obtained after only 6-8 

months of medical school and 3 years of apprenticeship (Starr, 1982). A need for a 

tougher, standardized medical education system emerged and this is the reason why the 

AMA in 1904 created the Council on Medical Education, which asked the Carnegie 

Foundation for the Advancement of Teaching to carry out an evaluation of medical 

schools in USA and Canada. Six years later, the main investigator Abraham Flexner 

released his report emphasizing on the dramatic condition of medical education, which 

in turn was responsible for the poor and unreliable provided healthcare. This report was 

the landmark that led to an extensive and radical transformation of medical education 

system (Starr, 1982). 

 

While the above transformation was taking place, Ernest Codman, a surgeon from 

Harvard Medical School and Massachusetts General Hospital, in his effort to improve 

hospital care introduced his three-step approach to quality assurance with his work 

called “End Result System of Hospitalization Standardization Program”. In detail, he 

used quality measures to determine if whether problems caused by the patients, the 

clinicians or the healthcare system itself, quantified the lack of quality and corrected 

those problems in a way to prevent their re-occurrence (Cooper, 1999). 

 

QS for Healthcare Facilities (HFs) including hospitals were initially introduced by the 

American College of Surgeons (ACS). ACS was founded in 1913 to address potential 

variations in the quality of medical education and the competence of physicians. 4 years 

later, ACS after properly adopting Codman’s “End Result System”, developed its 
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Hospital Standardization Program and published their work entitled “Minimum 

Standard of Hospitals” (Brauer, 2001). This program was basically a minimum set of 

uniform, high standards to apply to physicians practicing at hospitals seeking the 

distinction of achieving the standards (J. Roberts, J. Coale, & R. Redman, 1987). Those 

standards required that, among other things: a) all hospital physicians shall be well-

trained, competent and licensed b) staff meetings and clinical reviews shall be organized 

and carried out periodically and c) medical histories, physical exams and laboratory 

tests shall be. All the above were considered the minimum requirements for quality 

medical services (Luce, Bindman, & Lee, 1994). In 1918, the ACS began using its 

quality standards to inspect hospitals. More specifically, it was shown that only 89 out 

of a total of 692 assessed hospitals were in compliance with the above defined 

minimum standards. However, this number greatly increased in the following decades 

reaching over 3,200 hospitals by 1950 (Commission., 2006). 

 

By 1920, after the World Word II, the industries and factories generated a need for 

effective and efficient production procedures with the minimum possible human error 

occurrence. All these created the ideal environment for the engineer Joseph Juran and 

the physician Edwards Deming to gradually develop their theories on quality assurance 

and quality management (Demming, 1986; Juran, 1995). The growing interest for 

quality standards and quality management, that were firstly introduced in the 

manufacturing sectors, made its first steps in the sector of healthcare provision. The 

fundamental quality assurance and improvement theories from Juran and Deming, as 

well as other outstanding quality management objectives such as the approaches of 

Total Quality Management and Continuous Quality Improvement, gradually found their 

way into the daily operations of healthcare organizations over the globe (Kolsar, 1993; 

Rooney & van Ostenberg, 1999).  

 

An increase in world trade and markets led to foundation of the International 

Organization for Standardization (ISO) in Switzerland aiming to the design of 

universally accepted Quality Standards (QS) that would be gradually adopted by HFs all 

over the world leading to standardization and improvement of healthcare (Greenfield & 

Braithwaite, 2008). In 1999, the Institute of Medicine (IoM) was the first to describe 

Quality in Healthcare as “the degree to which health services for patients increase the 

likelihood of desired health outcomes and are consistent with current professional 

knowledge” (Institute of Medicine Committee on Quality of Health Care in, 2001; Lohr 
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& Schroeder, 1990). This definition associated quality with QS which are documents, 

consisting of requirements, specifications and guidelines, that can be used consistently 

to ensure that provided services are fit for their purpose (Mitchell & Lang, 2004). ISO, 

having created a network that includes the national standard institutes of more than 160 

countries, is considered today the largest developer and publisher of QS many of which 

are implemented in HFs all over the world. 

 

The development of ISO 9001 QMS expanded the scope of ISO from industries and 

factories to almost any kind of organization including, among others, HFs. ISO 9001 is 

considered a valuable tool in the hands of HFs aiming to identify systemic errors and 

breakdowns, to standardize the everyday workflow, to maximize their performance and 

enhance the quality of their services (C.D. Shaw, Groene, Mora, & Sunol, 2010; 

Wagner, Groenewegen, de Bakker, & van der Wal, 2001). Today, there are ISO QS that 

promote patient safety and privacy along with the continuous effort for quality 

improvement, one of the most fundamental principles of every ISO QS (Fleming & 

Armes, 2001; Sweeney & Heaton, 2000; Vavoulidis et al., 2016). 

 

2.2.2 Accreditation & Certification in healthcare  
 

All the above gradually led to the emergence of two new terms: “accreditation” and 

“certification” that are sometimes used interchangeably, however, they are not 

synonymous. Accreditation is a formal recognized evaluation process from a neutral 

auditing body that officially assesses and recognizes that HFs have designed and 

implemented a Quality Management System (QMS) that meets applicable pre-

determined and published standards suitable for its services and purpose for fitness 

while certification is a third-party authorized confirmation of compliance of HFs with 

set standards (Brubakk, Vist, Bukholm, Barach, & Tjomsland, 2015; C. D. Shaw et al., 

2014; Stichler, 2010).  

 

Accreditation in healthcare usually involves a peer-reviewing team of external experts 

that assesses whether the evaluated HF complies with specific pre-determined quality 

standards and performance characteristics or not. This assessment is not a static process 

consisting of a single evaluation visit but it is a rather dynamic one that includes 

periodic re-evaluation of the HF at designated time-internals, usually every two or three 
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years (C. D.  Shaw, 2004). During the assessment, the evaluation team reviews the 

documentation of policies, standards, protocols, working instructions, medical records 

and standardized operating procedures associated with any activity within the HF from 

the initial patient hospitalization to patient discharge (C. D.  Shaw, 2004; Vavoulidis et 

al., 2016). It also may involve interviews with the managers and personnel of the HF or 

even hospitalized patients as well as direct observation and evaluation of medical 

practice on real-time conditions (Rooney & van Ostenberg, 1999). Obtaining an official 

accreditation status can result, among others, in increased levels of team work and 

internal cohesion, inspiration and motivation for the personnel and managers to 

standardize clinical and administrative procedures, more efficient integration and better 

revision of the quality agenda of the HF and the development of internal self-assessment 

and finally, in HFs image and in patient and personnel satisfaction (Fonarow et al., 

2010; Tabrizi, Gharibi, & Wilson, 2011). 

 

Certification in healthcare is a less demanding evaluation process aiming to HFs that 

have established minimum standards, requirements and criteria for their operation. Such 

programs involve external review and assessment as well as accreditation but to a lesser 

degree. Obtaining an official certification status usually implies that the certified HF has 

received additional education, training and demonstrated competence while having 

additional services, technology, or capacity in comparison with those ones found in 

other HF without any certification status. The certification standards are usually the 

minimum ones while accreditation standards are usually considered as optimal and 

achievable while at the same time aiming at continuous improvement efforts within HFs 

(Rooney & van Ostenberg, 1999). 

 

Accreditation and certification are considered as effective tools that can be used by HFs 

to introduce continuous quality improvement programs and to create new leadership for 

continuous quality improvement initiatives (Fonarow et al., 2010; M.-P. Pomey et al., 

2010).  

 

In 1951, the first accreditation and certification programs were initiated in USA with the 

formulation of the Joint Commission on Accreditation of Healthcare Organizations. In 

detail, the Join Commission was founded as a not-for-profit organization by the 

American College of Surgeons, the American College of Physicians, the American 

Hospital Association, the American Medical Association, and the Canadian Medical 
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Association, to design and offer voluntary accreditation programs to hospitals in USA 

and Canada by applying at first the minimum quality standards introduced in 

Hospitalization Standardization Program and gradually applying more demanding and 

rigorous standards (Donabedian, 2005). 

 

During the next decades, such programs were applied in Canada and Australia and 

reached Europe in the 1980s (J. S. Roberts, J. G. Coale, & R. R. Redman, 1987). In the 

1990s, accreditation was widely adopted and spread globally. In 1996, the Academic 

Hospital of Utrecht became the first HF in Europe that successfully implemented a 

QMS in its radiology department (van den Heuvel, 2007). At the beginning of this 

millennium, World Health Organization carried out a study that finally identified 36 

national healthcare accreditation programs worldwide (C. D. Shaw, 2003). Furthermore, 

another study identified over 70 national healthcare accreditation agencies all over the 

world that aim in the design and proper implementation of QS in HFs for better and 

more effective provided healthcare services ("The imperative for quality: a call for 

action to medical schools and teaching hospitals," 2003). 

 

Since then, Quality in Healthcare has come a long way and now it is considered as key 

driver in the healthcare reform. HFs are expected to provide high quality medical 

services to patients while at the same time society request efficient management of 

public funding. This is the reason why the official government authorities, in an attempt 

for better healthcare services with transparency, accountability and credibility, have turn 

to QS and health service accreditation programs for relative implementation in national 

HFs during the last 20 years (Brubakk et al., 2015; C. D. Shaw, 2006) making 

accreditation a vital part of healthcare in more than 70 countries (C. D. Shaw, 2003). In 

some European countries, there are laws that oblige HFs to design and apply QMS (e.g. 

Finland, Netherlands, Hungary) (van den Heuvel, Koning, Bogers, Berg, & van Dijen, 

2005; Wagner, Gulacsi, Takacs, & Outinen, 2006), while in some others only some 

internal/external assessment of healthcare services, based on ISO QS, has been 

legislated (e.g. Germany, France, Austria) (Daucourt & Michel, 2003; Heaton, 2000; M. 

P. Pomey, Contandriopoulos, Francois, & Bertrand, 2004; Sluijs, Outinen, Wagner, 

Liukko, & de Bakker, 2001). Moreover, it should be noted that there is a number of 

countries that are adopting (with or without modifications) accreditation systems 

developed in other countries. For example, in Ireland the authorities decided to apply 

the accreditation system that was designed by the Canadian Council on Health Services 
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Accreditation while in Hong Kong they adopted the Australian Council of Healthcare 

Standards accreditation system (Donahue & vanOstenberg, 2000). 

 

In Greece, there are no laws or other legal requirements that oblige HFs’ compliance 

with specific QS and as an outcome such standards are adopted only by a minority of 

hospitals (Heaton, 2000; Sluijs et al., 2001).  

3. Methodology 
 

Our team conducted a quantitative survey during 2016 in which healthcare professionals 

including midwifes, midwife interns, physicians and others, were recruited to express 

their opinions about surgical counts and surgical safety on the one hand, and quality in 

healthcare, quality management and accreditation on the other hand. A well-structured 

self-administered questionnaire was provided to every participant asking to answer 

multiple choice questions. 

 

The initial version of the questionnaire was developed during a preparative period in the 

second semester of 2015. During that preparative period, our team members, with the 

form of informal communications during normal working hours, discussed the nature of 

a hypothetical questionnaire, associated mainly with surgical safety and quality 

management in different areas covering the full range of activities inside ORs and HFs 

in Greece, that could be administered to working personnel asking for their opinions 

and attitudes towards those study objectives. More specifically, the team members 

exchanged valuable information from their working experience in ORs and HFs in 

general and, in agreement with the International Guidelines on Surgery Safety by WHO 

and AORN (AORN Recommended Practices Committee & Nurses, 1999; Association 

of periOperative Registered Nurses, 2010; World Health Organization, 2009) and the 

requirements of internationally accepted healthcare-associated QS (ISO 9001:2015, BS 

EN 15224:2012, Joint Commission International Accreditation Standards for Hospitals 

2014), the first draft questionnaire was generated consisting of a core part with two 

different thematical sections: the first one that was associated with surgical safety 

objectives in Greek ORs and the second one focusing on quality and quality 

management objectives in Greek HFs.  
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Before its administration, the draft questionnaire was pre-tested through a control group 

of gynecology healthcare professionals at a private hospital. This specific hospital had a 

unique set of characteristics that made it an ideal choice as a control group for the study. 

Firstly, the procedures of surgical counting and counting documentation report were 

widely applied and implemented in the everyday workflow routine of this hospital. In 

addition, this hospital was accredited and its working personnel was completely aware 

of the requirements, standard operating procedures and documentation associated with 

the hospital’s quality management and accreditation status. The personnel of this 

hospital were asked to evaluate the comprehension level of the questionnaire and 

suggest possible modifications for better understanding. The comments from this 

control group were evaluated and assessed by our team members leading at the end to 

some slight alternations made to a few questions and available responses for better 

clarity. It should be reported that this initial control group of respondents was not 

included in our study as participants.   

 

The final version of this anonymous self-administered questionnaire was distributed to 

working personnel though three different ways: a) during staff meetings in Hippokration 

General Hospital of Thessaloniki b) during academic activities in Thessaloniki Medical 

School and c) during educational seminars where healthcare professionals from public 

and private HFs and ORs in Greece participated. Before completing the questionnaire, 

each participant was asked to read and sign an informed consent form.  

 

The introductory part of the questionnaire explored demographic characteristics of the 

respondents. In detail, participants were questioned about their age, educational level, 

profession, marital status, and numbers of deliveries (if women).  The core part of the 

questionnaire was consisted of two different thematical sections: the first one that was 

associated with surgical counts and surgical safety in ORs and the second one 

associated with quality and quality management in HFs in Greece.  

 

The first section was consisted of two groups of closed-ended questions investigating 

the respondents’ attitude towards counting sponges and sutures and documenting the 

counting report after VDs or gynecological surgeries. Furthermore, the participants’ 

knowledge of other objectives associated with surgical safety including, among others, 

WHO safety control list and documented protocols in the gynecological ORs, were also 
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investigated mainly in terms of awareness of existence and relative implementation in 

their workplace and acceptance and approval of this relative implementation or not.  

 

The second section, focusing on quality in healthcare, quality management, quality 

objectives and accreditation, was consisted of seven question-groups investigating the 

respondents’ view about quality in the full continuum of everyday workflow in Greek 

HFs. In detail, the questions of this second section were associated with: a) quality in 

HF in general, b) Quality Management Systems in HFs in general, c) quality in 

everyday health provision practice in HFs, d) quality in everyday management of 

information and data in HFs e) quality in patient management f) quality in human 

resources management and g) quality in general resources management. Most of the 

questions were based on a Linkert scale where the respondents were asked to specify 

their level of agreement or disagreement on a symmetric agree-disagree scale for a 

series of statements addressed by the questions. The Linkert format was a typical six-

level Likert item where: 1* corresponded to “Strongly disagree” (St/Dis), 2* to 

“Moderately disagree” (M/Dis), 3* to “Somewhat Disagree” (S/Dis), 4* to “Somewhat 

Agree” (S/Ag), 5* to “Moderately agree” (M/Ag) and 6* to “Strongly agree” (St/Ag). 

The remaining questions were closed-ended offering either two (Yes/No) or three 

(Yes/No/Do not know) possible responses.  

 

The data obtained from the responses of the participants who answered the 

questionnaires were collected and analyzed with the Statistical Package for the Social 

Sciences (SPSS) (the IBM Corp. Released 2013. IBM SPSS Statistics for Windows, 

Version 22.0. Armonk, NY: IBM Corp). 

4. Results and Discussion 

4.1 Sample Characteristics and Demographics 
 

The questionnaire was administered to a total of 242 healthcare professionals. From this 

initial group of 242 participants, a total of 227 agreed to answer (93.80% response rate) 

the questionnaire of the study. This group of 227 respondents was mainly consisted of 

midwifes and midwife interns. In detail, the final study group included 105 midwifes, 

104 midwife interns, 4 physicians and 14 other healthcare professionals working in 

gynecological ORs and HFs of either public and/or private sector in Greece. (Table 1).  
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The assessment and analysis of the submitted questionnaires revealed some important 

observations. Firstly, it should be noted that not all the 227 participants responded to all 

the questions which resulted in some partially completed questionnaires. Secondly, 

some participants gave more than one correct answers in some specific questions 

leading to questions answered with two or more from the available responses. The 

above observations explain the reason why some figures in the Tables do not sum up to 

the total number of participants in some questions. The questions that were not 

answered by everyone are presented with * while the questions for which more than one 

answer was given from some respondents are presented with ** at the end of the 

corresponding question.  

 

Regarding the age of the study group, more than half of the respondents were in their 

early thirties (57.3%), one quarter of them were between 30 and 50 years old (26%) and 

only 16.7% were older than 50 years old. Because of the relative low average age, more 

than 60% of the participants were single and had no children (140 and 138 out of 227 

respectively) while only 33% were married and had families with 1 to 3 children. 

Regarding educational level and status, 202 out of 227 had attended or were attending a 

Nursing Technical Institute (89%), 6 had attended or were attending a University 

Department (2.6%) and 19 had obtained a higher educational post-graduate status (MSc 

or PhD) (8.3%). 
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Table 1.  Demographic characteristics of women participating in the study.  

(*) question not answered by every participant  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

Demographic characteristics  % (n=227) 

Age (years)    

<20  11.9 27 

20-29  45.4 103 

30-39  15.9 36 

40-49  10.1 23 

50-59  16.7 38 

Educational level    

Technological Educational 

Institute 

 
89.0 202 

University  2.6 6 

Post-Graduate (MSc)  7.9 18 

Post-Graduate (PhD)  0.4 1 

Profession    

Midwife  46.3 105 

Midwife intern  45.8 104 

Physician  1.8 4 

other  6.2 14 

Marital status    

Single  61.7 140 

Married  33.0 75 

Divorced  4.0 9 

Widow  1.3 3 

Deliveries (*)    

0  65.1 138 

1  7.1 15 

2  21.2 45 

3  5.7 12 

>3  0.9 2 
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4.2 Questions associated with Surgical Safety objectives 
 

Table 2 presents the questions that were asked to respondents about their opinions on 

counting of sponges and sutures as well as the relative counting documentation report 

after VDs along with the received answers. More specifically, 85.2% considered that 

surgical counting after VDs was essential and approximately an equal number of 

individuals admitted to do so (84.9%) themselves while working. However, only one 

out of every two healthcare professionals (54.8%) stated that post-VD counting was a 

common practice in their workplace while others either denied or were unaware of the 

implementation of post-VD counting in their workplace or not (23.5% and 21.7% 

respectively).  

 

As responsible of the counting process, according to 50.7% of the respondents, this duty 

had to be assigned to both the surgeon performing the VD and the assistant midwife 

while one third of them considered that this task should be exclusively assigned to the 

assistant midwife (32.7%) and only 4% were of the opinion that it should be assigned 

only to the leading surgeon. In terms of the counting report documentation, more than 

50% of the participants reported that the counting of sponges and sutures is documented 

in their workplace and admitted to do so themselves (50.5% and 63.3% respectively). In 

a hypothetical question concerning if they would count sponges and sutures, 68.0% 

confirmed that they would always do so in any case and 23.7% admitted to so only if 

they were leading or assisting the VD. Regarding the right person for the counting 

documentation, 92.0% were of the opinion that either the midwife alone or together 

with the leading surgeon had to fill in the counting documentation report while only 

5.3% believed that it should be carried out by the clinician performing the delivery. In 

addition, 63.3% of the respondents stated that they carried out the counting 

documentation report themselves while 36.7% denied acting this way. From that 36.7%, 

27.6% explained their negative response by stating that counting documentation report 

was a common practice in their workplace although they were aware of its importance 

and the rest of them presented as a reason of their attitude the fact that they considered 

counting documentation report as not a useful procedure at all for their work.  Finally, 

for every 10 healthcare professionals, there were approximately 4 stating that the 

counting documentation report should be performed on both the patient’s obstetrical 
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record and the relative record kept in the delivery room, about 4 considering either the 

delivery room record or the woman’s obstetrical record and about 2 rejecting the 

process of counting documentation report as not necessary at all.     

 

Table 3 shows the questions associated with the respondents’ attitude towards the 

counting of sponges and sutures and relative counting documentation report after 

gynecological surgeries together with the received responses. For every 10 healthcare 

professionals who completed the questionnaire, about 8 of them stated that in their 

workplace there was always a scrub midwife and about 7 of them that there was always 

a circulating midwife in the OR where they were working. Surprisingly, it seems that in 

both questions there were more than 12% of the respondents that were unsure whether a 

scrub midwife or/and a circulating midwife were present in their ORs or not (12.0% and 

15.7% respectively).  

 

As responsible of the counting documentation report process, almost one in every two 

participants admitted that the counting process was carried out by both midwifes while 

an equal number of participants considered this job assignment to be correct (51.1% and 

49.3% respectively). Additionally, 36.1% considered either the scrub or the circulating 

midwife as responsible for the documentation, 1.8% pointed the surgical team and 

11.9% shared the view that counting documentation report required team-work and both 

nurses and surgeons should be involved. When asked about when surgical counts should 

be performed and how many times they should be repeated, according to most 

healthcare professionals, the counting of sponges and sutures should be carried out 

either before or after the surgery and it should be repeated as many times as it was 

necessary. Furthermore, most of them agreed that peritoneal closure should not start at 

any case before the counting process was completed (86.9%). 

 

 In terms of the relative counting documentation report, even though most respondents 

considered that the documentation should be reported officially, almost half of the 

participants admitted that counting documentation was a common practice in their 

workplace while one third of them were totally unaware of any relative documentation 

procedure in their workplace. Finally, when asked about the right record in which 

surgical counting documentation should be included, the vast majority considered 

surgery logbook, surgical procedure description or both of them as correct answers. 
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In other questions not exclusively associated with surgical counts, while 86.5% 

considered that a documented protocol was necessary in the gynecological OR they 

work, only 53.9% admitted its relative implementation while 46.1% denied or were 

unaware of any relative implementation in their workplace or not. Regarding their 

thoughts on safety control lists, 83.3% were of the opinion that they should be available 

in their workplace. However, for every 10 respondents there were approximately only 3 

stating that such a list was printed in their workplace while there were 2 denying its 

availability and 5 completely unaware of its existence or absence. Additionally, the 

majority believed that the safety control list should be signed by either the head midwife 

or the surgical team performing the operation. Remarkably, more than half of the 

respondents admitted that they did not know about the WHO recommendations that 

provide a protocol with safety control list for gynecological surgeries (53.1%). Finally, 

when asked about their opinions about potential RFO cases, the vast majority of the 

participants stated that in such cases it is most likely that the leading surgeon would be 

the one to be considered as responsible and that is what should really be done in such 

cases (75.3% and 77.5% respectively). 

 

 

Table 2.  Health-care professionals’ attitude towards counting sponges and sutures after 

vaginal deliveries and documenting the counting report.  

(*) question not answered by every participant 
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Questions investigating attitude towards counting sponges and sutures  

after a VD and documenting the counting report 
% (n=227) 

Do you think that sponges and sutures should be counted after vaginal delivery 

(VD)? (*) 
  

Yes 85.2 190 

No 11.2 25 

Do not know 3.6 8 

The sponges and sutures after VD should be counted by (*)   

The health care professional performing the delivery 4.0 9 

The assistant midwife 32.7 73 

Both 50.7 113 

No-one 11.2 25 

Do not know 1.3 3 

Are sponges and sutures counted after a VD at your workplace? (*)   

Yes 54.8 121 

No 23.5 52 

Do not know 21.7 48 

Would you count sponges and sutures after a VD? (*)   

Yes if I performed the delivery 6.8 15 

Yes if I was the assistant 16.9 37 

Yes, always 68.0 149 

No 5.5 12 

Do not know 2.7 6 

Do you count sponges and sutures after a VD? (*)   

Yes 84.9 180 

No, it is not useful 2.8 6 

No, it is useful but it is not common at my workplace 12.3 26 

Concerning documentation on counting after VD do you believe that (*)   

It is not needed since counting is not needed 5.0 11 

It is not needed, only counting is needed 15.5 34 

It should be performed on the woman’s obstetrical record 8.7 19 

It should be performed on the delivery room record 27.9 61 

It should be performed on both the woman’s obstetrical record and the delivery 

room record 
42.9 94 

Is sponges and sutures counting report documented at your workplace? (*)   

Yes 50.5 111 
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Table 3.  Health-care professionals’ attitude towards counting sponges and sutures after 

gynaecological surgery and documenting the counting report.  

(*) question not answered by every participant  

(**) question to which some participants responded with more than one correct answer 

 

 

 

 

 

 

No 22.7 50 

Do not know 26.8 59 

The sponges and sutures counting after VD should be documented by (*)   

The health care professional performing the delivery 5.3 11 

The assistant midwife 42.5 88 

Both 49.5 103 

Do not know 2.4 5 

Do you document the sponges and sutures counting report after a VD? (*)   

Yes 63.3 124 

No, it is not useful 9.1 18 

No, it is useful but it is not common at my workplace 27.6 54 
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Questions investigating attitude towards counting sponges and sutures after 

gynaecological surgery and documenting the counting report 
% (n=227) 

At your workplace is there always a scrub midwife in the OR? (*)   

Yes 83.8 181 

No 4.2 9 

Do not know 12.0 26 

At your workplace is there always a circulating midwife in the OR? (*)   

Yes 71.8 155 

No 12.5 27 

Do not know 15.7 34 

At your workplace who performs counting of sponges and sutures during 

gynaecological surgery? (**) 
32.2 73 

Circulating midwife 17.6 40 

Scrub midwife 18.5 42 

Circulating and scrub midwife 51.1 116 

Surgical team 1.8 4 

All of the above 11.9 27 

Who do you think should perform counting during gynaecological surgery? (**)   

Circulating midwife 10.1 23 

Scrub midwife 12.8 29 

Circulating and scrub midwife 49.3 112 

Surgical team 3.5 8 

All of the above 24.7 56 

When should counting be performed during a gynaecological operation? (**)   

Before surgery 45.8 104 

During surgery 18.1 41 

At the end of surgery 44.1 100 

Once 1.8 4 

Twice 10.6 24 

As many times as it is needed 56.4 128 

Do not know 0.9 2 

Should peritoneal closure start before counting is completed? (*)   

Yes, if the surgeon is sure 2.3 5 

Yes, in any case 4.1 9 

No, in any case 86.8 190 

It is irrelevant since in case of disagreement the abdomen could be re-opened before 2.7 6 



25 
 

the patient wakes up 

Do not know 3.2 7 

Should counting of the sponges and sutures after gynaecological surgery be 

documented? (**) 
  

Yes, in the patient’s medical record 7.5 17 

Yes, in the surgery logbook 30.8 70 

Yes, in the surgical procedure description 28.2 64 

Yes, in all of the above 37.4 85 

No 3.1 7 

Do not know 4.8 11 

At your workplace is the counting of sponges and sutures after gynaecological 

surgery documented? (**) 
  

Yes, in the patient’s medical record 2.6 6 

Yes, in the surgery logbook 24.2 55 

Yes, in the surgical procedure description 17.6 40 

Yes, in all of the above 15.0 34 

No 5.7 13 

Do not know 33.9 77 

At your workplace is there a documented protocol for the gynaecological OR? (*)   

Yes 53.9 117 

No 11.1 24 

Do not know 35.0 76 

If not do you think that there should be one? (*)   

Yes 86.5 154 

No, the usual procedure is sufficient 1.1 2 

No, it would be difficult to implement 2.8 5 

No, it would increase workload 0.0 0 

Do not know 9.6 17 

At your workplace is there a printed safety control list? (*)   

Yes 31.5 67 

No 19.2 41 

Do not know 49.3 105 

If a safety control list is not available, you think that: (*)   

It should be 83.3 155 
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It should not be since the usual procedure is sufficient 1.6 3 

It should not be since it would be difficult to implement 3.2 6 

It should not be since it would increase workload 0.5 1 

Who do you think should sign the safety control list? (**)   

Circulating midwife 30.4 69 

Scrub midwife 27.3 62 

Head midwife 41.4 94 

Surgical team 37.4 85 

All of the above 24.7 56 

Do you know that WHO provides a protocol with safety control list for 

gynaecological surgery? (*) 
  

Yes 46.9 99 

No 53.1 112 

In case of a foreign body misplaced in the abdominal cavity after a gynaecological 

operation who will be considered responsible? (**) 
  

Circulating midwife 45.4 103 

Scrub midwife 68.3 155 

Surgeon 75.3 171 

No one 2.2 5 

In case of a foreign body misplaced in the abdominal cavity after a gynaecological 

operation who really is responsible? (**) 
  

Circulating midwife 43.2 98 

Scrub midwife 68.7 156 

Surgeon 77.5 176 

No one 1.3 3 
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4.3 Questions associated with Quality Management objectives 
 

Table 4 presents the questions that were asked to respondents about their general view 

on quality and QMS in their HFs. It was shown that almost 9 for every 10 healthcare 

professionals considered that quality at their workplace was important for their services. 

Also, over 80% characterized their personal work as of high quality while at the same 

time an equal percentage of participants agreed that there was still room for further 

improvement of their provided services. However, more than half the participants 

(56.5%) expressed their disagreement to the statement that the administration had 

established a vision and set goals associated with the quality level of the provided 

services in HFs. In addition, the participants were asked about their opinions about 

QMS in their workplace. It appeared that although the vast majority (87.5%) 

acknowledged the importance of QMS implementation and accreditation at their 

workplace, only somewhat more than half the participants were familiar with the QMS 

and accreditation process (55.0%). Despite the highly-reported significance of QMS and 

accreditation, 57.0% considered both of them to be more a matter of status/prestige than 

a factor of actual healthcare improvement and approximately an equal number (55.5%) 

believed that they would lead rather to increased workload and bureaucracy than any 

considerable quality improvement in HFs. Surprisingly, it was shown that 

approximately 6 out of every 10 Greek healthcare professionals were completely 

unaware of the implementation of QMS, Quality Handbook, official quality policy, 

quality indices and audit meetings for quality assessment in their workplace. Moreover, 

over 60% of the participants did not know whether their HF had obtained accreditation 

status in compliance with the requirements of any QS or not. Finally, in terms of 

distinguishing between accreditation and certification, the large majority of the 

participants (83.7%) were under the impression that either accreditation and 

certification were of the same value and importance (70.9%) or that certification was 

more significant than accreditation (12.8%) while only 16.3% were aware of the 

superiority of accreditation over certification. 

 

Table 5 shows the questions associated with the respondents’ view regarding quality in 

everyday health-provision practice and management of information/data. Concerning 

the existence of official procedure protocols in their workplace, it was shown that for 

every 10 respondents there were 4 confirming their existence, 2 denying it and 4 

unaware if such protocols were applied or not. Additionally, most participants reported 
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their ignorance about procedures related to document control in their facilities. In 

particular, the majority was unsure if their HF has implemented standardized procedures 

associated with the personnel notification about recent versions of working protocols 

and the removal of older expired versions. Additionally, three fourths of the participants 

either stated their ignorance or denied being notified by the administration in their 

workplace about any external documents related with their services including EU and 

WHO Guidelines.   

 

In terms of internal and external audits, although 81.6% regarded audits as necessary, 

more than half of the participants shared the view that the audit findings were not taken 

under serious consideration either by the administration or/and the working personnel 

(54.3% and 57.8% respectively). Furthermore, 46.8% were unsure whether a relative 

schedule of internal and external audits was applied or not in their HFs. In cases of non-

compliance or malpractice, 86.2% considered that it is necessary to design and apply 

proper corrective/preventive measures for the effective management of such cases while 

57.9% were not sure if such measures were implemented in their HFs or not. In the 

same context, the vast majority (59.9%) outlined their ability to accurately identify 

potential malpractice or non-compliance and that they would officially report such cases 

caused either by their colleagues or even themselves (54.0% and 79.2% respectively) 

despite the fact that most of them were unaware whether their HF had established a 

relative reporting process or not while at the same time declaring their lack of 

knowledge concerning the way how such malpractice reports should be written (53.9% 

and 69.5% respectively). 

 

In terms of quality in data and information management, over 50% confirmed that 

administration in their workplace was keeping records of phone, postal and electronic 

communication that is associated with the everyday workflow of their HFs even though 

42.2% were unsure about the quality control of electronic data in their facilities. 

Furthermore, most participants regarded confidentiality associated with the medical 

information and data that were available to them as highly important in their work 

(90.5%) even though a significant number of them (60.5%) admitted not having signed 

any relative confidentiality agreement at their workplace. 

 

Table 6 presents the questions related to the participants’ opinion about quality in terms 

of management of patients, human and general resources in HFs. When asked about 
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patient complains, only 45.9% confirmed that there was a documented process for 

complaint submission in their workplace and far less (38.8%) shared the view that such 

complaints were managed effectively. Regarding medical ethics principles, even though 

almost all the participants (94.7%) acknowledged the importance of these principles, the 

vast majority admitted that they were unsure whether these principles were documented 

in their HFs or not (55.6%). To that direction, 44.1% denied having been properly 

informed and having signed any relative legal agreement of medical ethics principles at 

their workplace. Finally, 53.7% disagreed with the statement that their HF has 

established a policy for informing patients. 

 

In terms of human resources management, almost 2 out of every 3 participants stated 

that the administration in their HFs allowed them to attend medical courses and 

educational seminars associated with the healthcare services they provide. However, 

only 36.9% stated that the same applied for educational courses about quality and QMS 

since administration tended not to offer equal opportunities compared with medical 

courses. Additionally, almost half the participants were unaware whether job 

descriptions, documents that describe in detail the qualifications, duties, assignments 

and tasks for each working position inside HFs, were available in their workplace or 

not. Also, over 60% were unsure whether an organization chart showing the 

connections and relations between specific working positions and assignments/duties 

during the everyday routine or list of clearances for the entire working personnel were 

applied in their HFs or not. Regarding technical competence assessment process of the 

working personnel in HFs, almost 80% regarded this process as highly significant 

although approximately 50% were unaware if a relative process was implemented in 

their workplace or not while at the same time one third of them denied the 

implementation of any technical competence evaluation of the working personnel in 

their HF. More than 70% claimed that administration in HFs tended not to reward their 

personnel for providing qualitative services or to evaluate their satisfaction levels 

through surveys. Finally, personnel’s hygiene and safety seemed to be taken under 

consideration by the administration in half HFs in Greece according to the respondents. 

 

In the final group of questions associated with quality in general resources management, 

for every 10 healthcare professionals, it was shown that there were about 4 of them 

stating that there were lists of confirmed orders and of available stock supplies in their 

workplace, about 2 of them denying it and about 4 of them that expressing their 
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ignorance whether such lists were available in their workplace or not. However, over 

70% expressed their unawareness about the way the approved suppliers were selected 

and if there was a periodical re-evaluation process or not (71.5% and 78.4% 

respectively). It appeared that less than 20% admitted the implementation of supplier-

associated procedures in their HFs. Finally, most respondents considered that the 

resources in their workplace were not adequate enough for the provision of high quality 

healthcare and that administration was not likely to spend resources for the further 

quality improvement of healthcare services (52.7% and 69.5% respectively). 

 

 

 

Table 4. Healthcare professionals’ view about Quality and Quality Management 

Systems (QMS) in Healthcare Facilities (HFs) in Greece.  
 (*) question not answered by every participant 
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    N 

(%) 

   

Questions about the general view on quality in 

HFs 

1* 2* 3* 4* 5* 6* Total 

To what extent do you think that quality at your HF 

is important for the services provided? 

0 

(0.0) 

6 

(2.6) 

17 

(7.5) 

46 

(20.3) 

67 

(29.5) 

91 

(40.1) 

227 

(100.0) 

To what extent do you think that you provide high 

quality services at your HF? 

0 

(0.0) 

10 

(4.4) 

32 

(14.1) 

85 

(37.4) 

71 

(31.3) 

29 

(12.8) 

227 

(100.0) 

To what extent do you think that quality in the 

services provided at your HF could be improved? (*) 

1 

(0.4) 

12 

(5.3) 

34 

(15.1) 

85 

(37.8) 

59 

(26.2) 

34 

(15.2) 

225 

(100.0) 

To what extent your HF has established a vision and 

set goals for quality associated with its healthcare 

services? (*) 

19 

(8.5) 

28 

(12.4) 

80 

(35.6) 

61 

(27.1) 

30 

(13.3) 

7 

(3.1) 

225 

(100.0) 

Questions on Quality Management Systems in 

HFs 

Yes No  

Are you familiar with Quality Management Systems 

(e.g. ISO Quality Standards) and accreditation in 

HFs? (*) 

121 

(55.0) 

99 

(45.0) 

220 

(100.0) 

 1* 2* 3* 4* 5* 6*  

To what extent do you think that QMS and 

accreditation are important at your HF? (*) 

1 

(0.6) 

5 

(3.0) 

15 

(8.9) 

41 

(24.4) 

63 

(37.5) 

43 

(25.6) 

168 

(100.0) 

To what extent do you think that QMS and 

accreditation are rather a matter of status than 

actual quality improvement? (*) 

8 

(5.1) 

15 

(9.5) 

45 

(28.5) 

55 

(34.8) 

27 

(17.0) 

8 

(5.1) 

158 

(100.0) 

To what extent do you think that QMS 

implementation and accreditation would lead rather 

to increased workload and bureaucracy than actual 

quality improvement? (*) 

13 

(8.0) 

15 

(9.3) 

44 

(27.2) 

65 

(40.1) 

19 

(11.7) 

6 

(3.7) 

162 

(100.0) 

 Yes No Do not know  

Is there a QMS at your HF? (*) 35 

(20.1) 

33 

(19.0) 

106 

(60.9) 

174 

(100.0) 

Does your HF provide a Quality Handbook for its 

services? (*) 

28 

(16.2) 

35 

(20.2) 

110 

(63.6) 

173 

(100.0) 

Is your HF accredited in agreement with any Quality 

Standard (QS)? (*) 

35 

(20.2) 

28 

(16.2) 

110 

(63.6) 

173 

(100.0) 
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Table 5. Health-care professionals’ view about Quality in everyday practice and 

management of information/data in Healthcare Facilities (HFs) in Greece.  

(*) question not answered by every participant 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Is there an official quality policy at your HF? (*) 29 

(16.5) 

40 

(22.8) 

106 

(60.5) 

175 

(100.0) 

Has your HF determine quality indices for the 

assessment of the services provided? (*) 

23 

(13.7) 

30 

(17.8) 

115 

(68.5) 

168 

(100.0) 

Are there audit meetings at your HF for the 

assessment of the quality indices and policy? (*) 

27 

(15.8) 

32 

(18.7) 

112 

(65.5) 

171 

(100.0) 

Accreditation according to a Quality Management 

System compared to certification is… 

More 

important   

Less 

important 

The same  

 37 

(16.3) 

29 

(12.8) 

161 

(70.9) 

227 

(100.0) 
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 N (%) 

Questions about quality in everyday health 

provision practice in HFs 

Yes No Do not know Total 

Does the administration provide official protocols 

for the necessary procedures in your HF? (*) 

72 

(42.1) 

29 

(17.0) 

70 

(40.9) 

171 

(100.0) 

Is there an organization chart involving different 

procedures in your HF? (*) 

34 

(19.9) 

42 

(24.6) 

95 

(55.5) 

171 

(100.0) 

Have you been notified on recent versions of the 

official protocols? (*) 

31 

(18.1) 

51 

(29.8) 

89 

(52.1) 

171 

(100.0) 

Are older versions of the protocols being 

withdrawn? (*) 

24 

(14.4) 

22 

(13.2) 

121 

(72.4) 

167 

(100.0) 

Are you being notified by the administration 

about external documents related to your work 

(e.g. EU guidelines)? (*) 

43 

(25.1) 

58 

(33.9) 

70 

(41.0) 

171 

(100.0) 

Are there internal or external audits at your HF? 

(*) 

45 

(26.3) 

46 

(26.9) 

80 

(46.8) 

171 

(100.0) 

 1* 2* 3* 4* 5* 6* Total 

To what extent do you think that these audits are 

necessary? (*) 

5 

(3.0) 

6 

(3.6) 

20 

(11.8) 

62 

(36.7) 

45 

(26.6) 

31 

(18.3) 

169 

(100.0) 

To what extent do you think the results of the 

audits are taken under consideration by the 

administration? (*) 

10 

(6.1) 

17 

(10.4) 

62 

(37.8) 

48 

(29.3) 

20 

(12.2) 

7 

(4.2) 

164 

(100.0) 

To what extent do you think the results of the 

audits are taken under consideration by the 

personnel? (*) 

10 

(6.2) 

23 

(14.3) 

60 

(37.3) 

51 

(31.7) 

17 

(10.5) 

0 

(0.0) 

161 

(100.0) 

 Yes No Do not know Total 

Is there an official process for reporting medical 

errors, non-compliance or malpractice at your 

HF? (*) 

27 

(16.4) 

49 

(29.7) 

89 

(53.9) 

165 

(100.0) 

Is there an implementation of 

corrective/preventive measures for the 

management of non-compliance at your HF? (*) 

38 

(23.9) 

29 

(18.2) 

92 

(57.9) 

159 

(100.0) 

 1* 2* 3* 4* 5* 6* Total 
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Table 6. Health-care professionals’ view about Quality in patient, general resources and 

human resources management in Healthcare Facilities (HFs) in Greece.  

(*) question not answered by every participant 

 

To what extent do you think that the 

implementation of such measures is necessary? 

(*) 

0 

(0.0) 

8 

(5.0) 

14 

(8.8) 

57 

(35.9) 

58 

(36.5) 

22 

(13.8) 

159 

(100.0) 

 Yes No Total 

Would you report malpractice or non-compliance 

by a colleague? (*) 

119 

(54.0) 

101 

(46.0) 

220 

100.0) 

Would you report malpractice or non-compliance 

by yourself? (*) 

171 

(79.2) 

45 

(20.8) 

216 

(100.0) 

Do you know how to fill in non-compliance 

reports? (*) 

66 

(30.5) 

150 

(69.5) 

216 

(100.0) 

Can you accurately tell when an action should be 

reported as non-compliance or malpractice and 

when it should not? (*) 

127 

(59.9) 

85 

(40.1) 

212 

(100.0) 

Questions about quality in everyday 

management of information and data in HFs 

Yes No Do not know Total 

Does the administration keep records of phone, 

postal or electronic communication? (*) 

93 

(53.8) 

24 

(13.9) 

56 

(32.4) 

173 

(100.0) 

Is there a quality control process for electronic at 

your HF? (*) 

70 

(40.5) 

30 

(17.3) 

73 

(42.2) 

173 

(100.0) 

Have you signed a confidentiality agreement at 

your HF? (*) 

21 

(12.6) 

101 

(60.5) 

45 

(26.9) 

167 

(100.0) 

 1* 2* 3* 4* 5* 6* Total 

To what extent do you think that confidentiality 

concerning the medical information available to 

you is important? (*) 

7 

(3.9) 

5 

(2.8) 

5 

(2.8) 

39 

(21.6) 

64 

(35.6) 

60 

(33.3) 

180 

(100.0) 
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 N(%) 

Questions about quality in patient management Yes No Do not 

know 

Total 

Is there a patient complaint submission process at 

your HF? (*) 

79 

(45.9) 

34 

(19.8) 

59 

(34.3) 

172 

(100.0) 

Are medical ethics principles documented at your 

HF? (*) 

42 

(24.9) 

33 

(19.5) 

94 

(55.6) 

169 

(100.0) 

Have you been informed on medical ethics 

principles and signed an agreement? (*) 

28 

(17.2) 

72 

(44.1) 

63 

(38.7) 

163 

(100.0) 

 1* 2* 3* 4* 5* 6* Total 

To what extent do you think that patient 

complaints are managed effectively? (*) 

24 

(14.6) 

22 

(13.3) 

55 

(33.3) 

42 

(25.5) 

18 

(10.9) 

4 

(2.4) 

165 

(100.0) 

To what extent do you think that it is important to 

follow medical ethics principles? (*) 

0 

(0.0) 

7 

(4.1) 

2 

(1.2) 

44 

(25.9) 

73 

(42.9) 

44 

(25.9) 

170 

(100.0) 

To what extent do you think that there is a policy 

for informing patients at your HF? (*) 

24 

(14.5) 

19 

(11.5) 

46 

(27.7) 

49 

(29.5) 

17 

(10.2) 

11 

(6.6) 

166 

(100.0) 

Questions about quality in human resources 

management 

Yes No Do not 

know 

Total 

Does the administration offer the opportunity to 

attend medical courses and seminars? (*) 

114 

(65.9) 

41 

(23.7) 

18 

(10.4) 

173 

(100.0) 

Does the administration offer the opportunity to 

attend courses on Quality Management Systems? 

(*) 

65 

(36.9) 

58 

(33.0) 

53 

(30.1) 

176 

(100.0) 

Are there job descriptions for all the employees at 

your HF? (*) 

37 

(21.4) 

50 

(28.9) 

86 

(49.7) 

173 

(100.0) 

Is there an organization chart on the relationship 

of different parts/jobs at your HF? (*) 

23 

(13.2) 

47 

(27.0) 

104 

(59.8) 

174 

(100.0) 

Is there a technical competence assessment 

process for the personnel at your HF? (*) 

34 

(19.8) 

54 

(31.4) 

84 

(48.8) 

172 

(100.0) 

Is there a list of the employees’ clearances at HF? 

(*) 

17 

(9.8) 

54 

(31.2) 

102 

(59.0) 

173 

(100.0) 

Is the personnel’s hygiene and safety taken under 

consideration by the administration? (*) 

86 

(49.2) 

45 

(25.7) 

44 

(25.1) 

175 

(100.0) 

 1* 2* 3* 4* 5* 6* Total 
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To what extent do you think that an assessment of 

the personnel’s technical competence is 

necessary? (*) 

6 

(3.6) 

8 

(4.8) 

21 

(12.5) 

54 

(32.0) 

52 

(31.0) 

27 

(16.1) 

168 

(100.0) 

To what extent do you think that the 

administration rewards the personnel for 

contributing to high quality services provision? 

(*) 

54 

(31.9) 

21 

(12.4) 

51 

(30.2) 

35 

(20.7) 

5 

(3.0) 

3 

(1.8) 

169 

(100.0) 

To what extent do you think that the 

administration conducts personnel satisfaction 

surveys? (*) 

63 

(38.2) 

19 

(11.5) 

54 

(32.7) 

21 

(12.7) 

8 

(4.9) 

0 

(0.0) 

165 

(100.0) 

Questions about quality in general resources 

management 

Yes No Do not 

know 

Total 

Is there a list of confirmed supply-orders at your 

HF? (*) 

76 

(43.7) 

29 

(16.7) 

69 

(39.6) 

174 

(100.0) 

Is there a list of the available supplies at your 

HF? (*) 

78 

(45.1) 

31 

(17.9) 

64 

(37.0) 

173 

(100.0) 

Are there specific criteria for the supplier 

selection at your HF? (*)  

32 

(18.6) 

17 

(9.9) 

123 

(71.5) 

172 

(100.0) 

Is there a periodical re-evaluation process of the 

approved suppliers at your HF? (*) 

25 

(14.6) 

12 

(7.0) 

134 

(78.4) 

171 

(100.0) 

 1* 2* 3* 4* 5* 6* Total 

To what extent do you think that the usage and 

maintenance of the resources at your HF is 

sufficient for high-quality health services? (*) 

14 

(8.3) 

22 

(13.0) 

53 

(31.4) 

48 

(28.4) 

23 

(13.6) 

9 

(5.3) 

169 

(100.0) 

To what extent do you think that the 

administration spends on maintaining and 

improving quality in healthcare services? (*) 

18 

(10.8) 

26 

(15.6) 

72 

(43.1) 

41 

(24.5) 

5 

(3.0) 

5 

(3.0) 

167 

(100.0) 
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4.4 Discussion 
 

This study had two main aims and areas of investigation. More specifically, the first aim 

was to investigate the opinions and attitudes of healthcare professionals in Greece 

towards fundamental practices that ensure surgical safety in gynecological ORs with a 

questionnaire focusing especially on surgical counts and counting documentation report 

while the second aim was to investigate the opinions and attitudes of the same 

healthcare professionals towards quality, quality management and accreditation in the 

full continuum of everyday workflow in gynecological HFs with a questionnaire 

focusing on various quality objectives including, among others, QMS and accreditation. 

  

In terms of surgical safety, the questionnaire mainly focused on the surgical counting 

process of sponges and sutures and the relative counting report documentation. The 227 

respondents were asked to express their thoughts about two main categories of surgical 

counts: a) the ones that were performed in terms of VDs and b) the ones that were 

carried out in terms of other gynecological operations excluding VDs. 

 

It appeared that most of the participating healthcare professionals were well-aware of 

the significance of sponge and suture counting during either VDs or gynecological 

operations and that was probably the reason why the vast majority admitted that they 

personally carried out this task themselves or expressed their willingness to do so in 

their workplace. Also, it seemed that the surgical counting was a common practice 

applied in the everyday workflow of most labor wards and ORs in Greece and was 

mostly performed by the midwifes that provided assistance during operative hours. 

However, when asked for the proper timing and number of repeats for surgical counts, 

most of the participants gave contradictive responses leading to the assumption that it 

was rather unclear to them when a surgical count should be pursued and how many 

times it should be repeated.  

 

Regarding the surgical counting documentation, it was obvious from the received 

answers that the official documentation of the counting process was not as a common 

and widely accepted standard operating procedure as the counting process itself 

explaining the reason why most gynecology healthcare professionals were unsure or 

even unaware about the record-file in which the relevant counting documentation 

should be reported and which member of the surgical team should be assigned with this 
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duty. This low self-reported unawareness of the participants could be possibly 

associated, to an extent, with the relative small average age of the participants since 

most of them were up to 30 years old (57.3% of the total participants) meaning that they 

possessed only a few years of working experience in ORs justifying their unfamiliarity 

with surgical safety objectives and standardized procedures. Surprisingly, some 

respondents expressed a negative attitude towards counting documentation report with 

about 20% of them characterizing the documentation of surgical counts as not needed at 

all.   

 

Apart from the questions associated exclusively with surgical counts, the respondents 

expressed their opinions about other measures and objectives that aim to safety during 

surgeries and operations. More specifically, the vast majority acknowledged the 

importance of an official documented protocol in their workplace (86.5%), however 

over 50% reported the absence of a standardized protocol in the labor wards and 

gynecological ORs they work.  Furthermore, it appeared that only 3 out of 10 healthcare 

settings in Greece had included a safety control list in their surgical everyday routine 

despite the fact that almost all of the respondents (83.3%) considered that a safety 

control list should be present in their workplace. In addition, 53.1% of the 

gynecological healthcare providers were completely unaware of the existence of a 

WHO safety control list about gynecological surgical operations which was in contrast 

to their self-reported behavior that highly approved surgical counts and other measures 

for surgical safety improvement. Finally, when addressing the management of 

hypothetical RFO cases, almost 8 out of every 10 healthcare professionals shared the 

view that the leading surgeon performing the operation would be most likely be 

considered responsible and be really the individual to blame for the foreign body 

misplacement. 

 

In terms of quality-associated questions, more than 80% regarded quality as a crucial 

parameter for their work in HFs. An equal number of participants considered that their 

personal work was qualitative enough and at the same time capable for further 

improvement. In terms of quality management, most healthcare professionals had a 

positive perception towards accreditation and QMS as shown in other studies (Grenade 

& Boldy, 2002; Nandraj, Khot, Menon, & Brugha, 2001; M. P. Pomey et al., 2004).  

For instance, in a qualitative and cross-sectional study in France that included over 

1,700 healthcare professionals, 77% of the participants considered accreditation and 
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accreditation preparation as a crucial procedure that would entire change the level of the 

hospital in a positive way (M. P. Pomey et al., 2004). Also, a large study from Australia 

involving over 600 healthcare professionals shown that 72% of the respondents 

characterized accreditation as of important benefit for their HFs (Krieg, 1996). 

 

Despite their undeniable significance in HFs, only one out of every two participants was 

familiar with the terms “QMS” and “accreditation”. Most respondents agreed that 

accreditation and QMS implementation have more to offer in terms of marketing and 

social status for the HF rather than actual quality improvement. Furthermore, it is 

widely believed that the perceived benefits from QMS implementation and accreditation 

did not worth the highly-increased workload, bureaucracy and demands on personnel 

time, something that has been underlined in other studies as well (Brasure, Stensland, & 

Wellever, 2000; Fairbrother & Gleeson, 2000; Gough & Reynolds, 2000; Grenade & 

Boldy, 2002; M. P. Pomey et al., 2004). In the previously mentioned French study, 81% 

of the participants characterized the entire accreditation process and its preparative steps 

as bureaucratic and prescriptive (M. P. Pomey et al., 2004).  Also, in an Australian 

study, although the attitude of healthcare professionals towards accreditation was 

generally positive, important limitations including excessive demands on staff and cost 

to the facilities were mentioned too (Grenade & Boldy, 2002). Finally, in another study 

involving clinical and managerial staff, it was reported that accreditation was 

unnecessarily unwieldy and it offered too little overall improvement in healthcare 

services for the crucial amount of human resources it consumed (Fairbrother & Gleeson, 

2000). Finally, when defining accreditation and certification, the large majority of the 

participants were under the false impression that accreditation and certification were of 

the same value and importance and thus should be used interchangeably, something that 

has been already reported in the literature (Alkhenizan & Shaw, 2011; Montagu, 2003; 

Rooney & van Ostenberg, 1999).  

 

Furthermore, an alarming unawareness was found among Greek healthcare 

professionals over various objectives and procedures aiming to higher quality and more 

efficient quality management in HFs. In detail, it was shown that 6 out of every 10 

healthcare professionals in Greek HFs were characterized by crucial ignorance over 

fundamental objectives and parameters including the existence or absence of QMS, 

Quality Handbook, official quality policy and organization chart of procedures. In 

addition, it was found that the majority was unable to confirm or deny the design and 
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implementation of quality indices, audit meetings and document control procedures in 

their workplace or even if their HF was accredited or not. These findings that revealed 

the high levels of self-reported unawareness, agreed with other studies as well 

(Alkhenizan & Shaw, 2012; M. P. Pomey et al., 2004; Reznich & Mavis, 2000). More 

specifically, in a qualitative study from Australia that included 72 doctors, it was found 

that most of them were completely unaware of accreditation and skeptical about such 

quality objectives in their HFs and raised concerns on how the quality indicators were 

going to be measured (Stoelwinder, 2004).   

 

In terms of auditing, although over 80% considered audits crucial for the detection of 

potential non-compliance or malpractice and that proper measures shall be applied, 

more than 50% stated that the findings from audits were not taken under serious 

consideration either by the administration or/and the working personnel. When asked 

about malpractice reporting, the vast majority claimed that they were capable to 

accurately detect potential malpractice and were in favor of official malpractice 

reporting no matter who was responsible. This reporting awareness of gynecology 

personnel could be possibly explained by the fact that Gynecology seems to be among 

the specialties with increased involvement in medical errors. According to the findings 

of a survey based on Civil Court Decisions in Greece, Gynecology is the most injurious 

medical specialty concerning the mean compensation amount (over 600,000 euros) and 

the second most injurious in terms of frequency of compensation per specialty (Riga, 

Vozikis, & Pollalis, 2014). Moreover, regarding the adverse events causing permanent 

disability, in approximately one fifth of the cases, the specialty of Gynecology was 

involved (Pollalis, Vozikis, & Riga, 2012). The fact that the specialty of Obstetrics and 

Gynecology is among the high risk specialties resulting in serious harm to the patients 

or even death, reveals the serious consequences that may occur every time a claim is 

never reported and as an outcome any official malpractice reporting associated with the 

particular specialty, is a step to the right direction for higher quality in the provided 

healthcare (Panagiotou, 2016). 

 

Regarding the human resources management, more than half the participants were 

unaware of QMS requirements about working personnel in HFs including job 

descriptions, organization chart of assignments and duties, list of clearances and 

technical competence assessment process, a process of high significance according to 

almost 80%. Additionally, there was an important gap of knowledge among the 
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healthcare professionals about some objectives of general resources management 

especially in terms of the supplier selection and periodical evaluation and the 

management of supplies and orders. Finally, a crucial lack of interest was reported 

towards audit findings, the personnel’s working satisfaction and the quality levels of 

their work on behalf of the HF administration together with a reluctance to invest in 

further quality improvement of provided healthcare. 

 

5. Conclusions and Recommendations 

5.1 Conclusions 
 

This study revealed that Greek healthcare professionals considered surgical safety 

measures as important but there was a critical gap in knowledge when it came to 

responsibilities and standardized processes during implementation. More effective 

implementation and increased personnel awareness of the surgical safety protocols and 

International Guidelines are necessary for enhanced quality of surgical safety in Greece. 

Concerning quality in healthcare and quality management, this study shown that Greek 

gynecology healthcare professionals considered quality as important for their services 

but there was a critical gap in knowledge about objectives/processes associated with 

quality management. Expert teams, well-organized educational programs and advanced 

computing could contribute to the personnel’s harmonization with the various quality 

objectives in Greek HFs. 

 

To conclude, the admonition “First, do no harm,” paraphrased from the Hippocratic 

oath, has long been a guiding principle for the practice of Medicine and the provision of 

healthcare services around the world. But harm due to human error is done every day 

and it is inevitable. Although it is not possible to entirely eliminate all medical errors, it 

is evitable to design and apply safer systems and efficient strategies including the 

implementation of surgical safety protocols and quality management standards in ORs 

and HFs mitigating this way the frequency, visibility and consequence of medical errors 

while providing excellent and safe healthcare services to mankind.  

 

This study had one important limitation associated with the “nature” of the participants. 

More specifically, 209 out of 227 participants were either professional midwifes or 
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midwife interns which basically made it difficult to extract conclusions about the 

opinions and attitudes of other healthcare professionals that are directly associated with 

surgical safety such as surgeons and anesthesiologists. Also, the relatively small average 

age of the participants may be considered as a limitation as well. In addition, the self-

reported nature of the questionnaire could possibly act as another limitation due to 

potential misunderstanding of questionnaire from participants who might be reluctant to 

request relative elucidations from our team when answering the questionnaire. 

 

Future relative studies could target a larger number of respondents focusing on a more 

balanced composition of the responding subgroups that should include if possible equal 

numbers of all the working personnel employed in Greek HFs including, among others, 

midwifes, surgeons, anesthesiologists, surgical technologists, nursing technicians and 

nursing assistants, doctors, medical and nursing students, laboratory and technical 

personnel, administrative and secretary personnel as well as heads of medical and 

nursing services, while at the same time trying to achieve a wider variety in the 

respondents’ age and working experience, in order to extrapolate more universal results. 

In terms of surgical safety, qualitative studies focusing on the evaluation of safety 

culture in Greece through in-depth assessment of patient safety perceptions and 

behaviors of the surgical personnel could be useful in the identification of the most 

vulnerable areas so that Hospital Management and Administration can promptly 

intervene in order to solve any issues with surgical safety. Finally, in terms of quality in 

healthcare, personnel from other medical specialties different than Gynecology could be 

included to detect differences in quality attitudes among Greek healthcare professionals 

of different expertise and background. 

 

5.2 Recommendations 

5.2.1 Limited implementation of surgical safety procedures and 

checklist and possible solutions 
 

In general, this study revealed that despite the fact that most of the gynecology 

healthcare professionals considered safety during surgeries in ORs to be extremely 

important, it was obvious that there was an important gap in knowledge among surgical 

personnel in Greece concerning the fundamental practices, protocols and standardized 

procedures that ensure surgical safety. This can be explained by the limited 
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implementation of safety standardized operating procedures that is restricted to only a 

few ORs in Greece and the low personnel self-reported awareness of the WHO 

Guidelines and Checklist for Surgical Safety, two findings that were extrapolated from 

the answered questionnaires. In other words, it was shown that healthcare professionals 

in Greece considered surgical safety measures and protocols to be highly important but 

there was a critical gap in knowledge when it came to responsibilities, roles and 

standardized processes during the relative implementation.  

 

A more effective implementation of the International Guidelines is necessary in order to 

further enhance the quality level of surgical safety in Greece. Methodological plans and 

effective strategies are required for a better implementation of surgical safety protocols 

and higher universal awareness of the surgical personnel towards fundamental 

standardized attitudes that focus on improved quality and safety of the provided 

healthcare services in ORs. Furthermore, the Management and Administration Boards 

of Greek HFs could contribute vitally to this direction with a well-organized educational 

program for its personnel, focusing on the understanding of the entire concept of 

surgical safety in everyday routine. Also, the methodological encouragement of 

multidisciplinary communication though interactions among different surgical 

professions in real-time situations could play a vital role. In the same context, older and 

more experienced healthcare professionals could become “real-time motivation trainers” 

for their younger less experienced colleagues acting as “implementation leaders” that 

provide useful guidance and training though the establishment of a more effective team-

learning process that creates psychological safety and encourages new behaviors 

especially from the younger team members (Edmondson, Bohmer, & Pisano, 2001).  An 

effective implementation of surgical safety procedures and checklist has been shown to 

be totally dependent on the ability of the implementation leaders to analytically describe 

and explain the rationale behind the above implementation avoiding at the same time 

frustration, disinterest and possibly abandonment among team members (Conley, 

Singer, Edmondson, Berry, & Gawande, 2011). On the other hand, it has been 

suggested that younger healthcare professionals could act as “wind of change” in their 

workplaces with their energy and constant effort for overall improvement (Panesar, 

Carson-Stevens, Fitzgerald, & Emerton). Generally, use of the surgical safety  checklist 

will require a change in culture for operating theatre teams, and the benefits will be 

realized only if everyone is supportive of the change and implementation is robust (Vats 

et al., 2010). After all, the WHO Guidelines mention that interactive communication 
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and effective team-work among surgical staff is essential to prevent possible 

complications and develop a patient safety culture (Haynes et al., 2011; Kawano, 

Taniwaki, Ogata, Sakamoto, & Yokoyama, 2014) which is important since the attitudes 

of surgical teams reflect the development of safety procedures in the OR (Haugen, 

Murugesh, Haaverstad, Eide, & Søfteland, 2013). Bad communication and ineffective 

interaction among the operating team usually act against surgical safety (Fourcade, 

Blache, Grenier, Bourgain, & Minvielle, 2012; Papaconstantinou, Jo, Reznik, Smythe, 

& Wehbe-Janek, 2013). 

 

In addition, new initiatives could be developed by HFs and ORs in Greece aiming to the 

reduction and/or elimination of the incidence of RFOs. Such initiatives could possibly 

include the introduction of new technology-based solutions such as the radiofrequency 

detection, the  barcode identification, X-ray scanning and tracking of RFOs prior to 

surgical closure and team-based approaches (Feldman, 2011; Greenberg, Diaz-Flores, et 

al., 2008; Regenbogen et al., 2009; Rogers, Jones, & Oleynikov, 2007; S. P. Stawicki et 

al., 2014; S.P. Stawicki, Galwankar, Papadimos, & S.D., 2014; S. P. Stawicki et al., 

2013; Styskel et al., 2016). The expense associated with the implementation of these 

advanced RFO identification approaches and RFO tracking systems would be possibly 

balanced by the decrease in perioperative personnel’s labor and time required 

previously for the surgical counting and relative counting documentation report 

(Feldman, 2011; Styskel et al., 2016). Other methods employed include routine X-rays 

performed in the operating room before definitive wound closure, the use of traditional 

counting bags, and better communication strategies within the surgical team (S. P. 

Stawicki et al., 2014; S. P.  Stawicki et al., 2014; S. P. Stawicki et al., 2013; Styskel et 

al., 2016) which is important since the attitudes of surgical teams reflect the 

development of safety procedures in the OR (Haugen et al., 2013). 

 

Finally, the quality and safety level of the surgical operations could be highly increased 

through the design and implementation of a well-organized Quality System and 

successful achievement of official accreditation status in the surgical clinic. Being 

accredited, basically means that a clinic has been evaluated according to international 

standards to demonstrate its competence, impartiality, credibility and professional 

capabilities. Accreditation will lead to the personnel’s compliance to strict standards for 

staff, equipment, facilities, documentation and patient care resulting this way to a 

surgical facility of excellence, quality and, of course, surgical safety. 
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5.2.2 Limited implementation of quality management procedures and 

possible solutions 
 

In today’s environment where a constantly increasing international focus on improving 

patient outcomes, safety and quality in healthcare has appeared, QMS in HFs has been 

introduced as an ideal candidate for excellence (Shekelle, 2002). However, this push for 

QMS implementation and accreditation does not seem to be the case in Greek HFs 

where, according to this study, although most gynecology healthcare professionals 

considered quality as a vital parameter for their work and admitted that QMS are highly 

likely to improve the procedures and services, most of them shared the view that the 

resulting drawbacks (extensive bureaucracy, workload and personnel effort) completely 

outbalance against the perceived benefits. Despite the undeniable benefits of the 

implementation of a QMS in HFs, the relative cost in both work labor and devoted time 

cannot be overlooked.  

 

The latest advances of modern computer technologies could potentially be used in order 

to improve the implementation of QMS in Greek HFs. It is generally approved that a 

well-structured and constantly updated and monitored document system of records and 

files will ensure the continuous workflow inside the HF while optimizing the 

management of resources, personnel, non-compliances and facilities. However, this 

well-organized document system can become static and obsolete basically due to the 

working personnel’s incapability to keep all these records and files updated all the time 

due to excessive work-load in terms of everyday healthcare provision.  

 

An initial idea to overcome this problem could be the transformation of every printed 

document into a digital file creating, in other words, a Quality Management Information 

System (QMIS). This QMIS, in most cases, will be basically a standalone client that 

only operates on computer units using the power of a central hosting server nearby. This 

kind of conventional QMIS, no matter how a great improvement may be, however, it 

would be likely to become static very quickly due to various technical and maintenance 

issues and the fact that access would be provided only though specific limited 

computers inside the HF facilities.  

 

This is where cloud computing could act as promising solution. More specifically, the 

modern trend of cloud data services could be adopted from the HF to gradually 
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transform its entire document system of records and files into digital files that will be 

uploaded in the personal online capacity that the HF possesses. This way, all the 

necessary documents will be easily and continuously revised and monitored by the 

healthcare professionals with just a few mouse clicks without the need for searching for 

the relative printed record or file to manually update it. Furthermore, all the personnel 

would have easy and instant access to every document they need each time with just a 

single log-in from a web browser though either a computer, a smartphone or a tablet 

without having to use only the desktops and laptops located in the HFs as in 

conventional QMIS cases. All these cloud services would be characterized by various 

security features and settings that are able protect the entire QMS documents from 

unauthorized changes. Every member of the HF would be assessed with specific reading 

and editing privilege rights, according to its employment position and duties, ensuring 

this way that only authorized personnel would be able to alter the content of specific 

documents. 

 

Furthermore, modern cloud services are basically multifunctional platforms that can be 

used for other purposes apart from online storage. More specifically, cloud office 

applications that support real-time document editing are included. This way, two or 

more HF members could access the same document from their personal computers at 

the same time and together make their suggestions and changes at the same time 

without any need of physical presence at the same room to do so. Also, every time a 

new document is created or an existing file would be updated, a relative notification 

could be send to every possibly interested healthcare professional to keep up with the 

overall record of documents and files that the HF possesses. 

 

In addition, most of the cloud services support a cloud calendar function that could be 

used from the HF to synchronize all the important events such as the scheduled internal 

audits, management reviews and other meetings in the online calendar. This calendar 

application could be adjusted to send reminders and notifications to all the HF staff to 

inform them about date transfers or other changes. Finally, the defined time-line for the 

implementation of potential corrective/preventive measures that the HF has decided to 

apply could also be synchronized to organize and follow the suggested deadlines for 

each action-plan. It is obvious from the above that the gradual implementation of the 

cloud services by Greek HFs will be of great assistance in its effort to maintain or 

enhance the quality level of the healthcare services it provides through better 
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management, instant control and easier monitoring of the established QMS while 

preventing from additional bureaucracy and or workload. 

 

Also, there is consistent evidence that shows that there was a critical gap in knowledge 

between Greek healthcare professionals concerning the requirements and standard 

operating procedures associated with QMS implementation in HFs. Management and 

Administration Boards of Greek HFs could contribute vitally to this direction with the 

creation of distract healthcare teams, consisting of experts in Total Quality Hospital 

Management and Quality Control and Assurance, that would be assigned with the 

establishment of strategic planning on behalf of the HF to harmonize the personnel with 

quality objectives such as QMS, quality handbook, quality policy, accreditation etc. 

(Brubakk et al., 2015). This strategic planning would indicate the way the HF plans to 

progress from its current situation to the desired future situation in term of quality 

management by defining the decision-making criteria and the decisions taken and 

implemented by the HF to definitively and permanently guide its activities and 

structure. This team would be responsible for defining the mission, vision, values and 

indices of the HF that would ensure the high quality levels of the provided healthcare 

(Lee, 2010; Rodriguez Perera Fde & Peiro, 2012).  

 

Finally, a well-organized educational program for the personnel could help to the 

harmonization of the healthcare professionals with quality and quality management in 

HFs. For instance, HFs could design and apply a standardized procedure though which 

the new employees would be introduced and gradually adjusted to the environment, 

conditions and rules of the HF (personnel initial orientation). At the beginning, the HF 

could provide the recently hired staff with suitable and adequate information concerning 

quality management in their workplace including the already implemented QMS along 

with relative operating procedures, protocols, working instructions and records that are 

kept by the working personnel along with other quality management objectives such as 

the rules and guidelines related to the safety and health of the working personnel, the 

established confidentiality policy and rules of ethical conduct of the HF etc. The 

education of the working personnel could not be limited only during the period of 

orientation but it could be maintained constantly though a suitable and proper education 

program that would ensure that the already employed staff is properly trained to 

successfully accomplish its working assignments and is constantly trying to improve the 

quality of the provided healthcare services at any given time. This continuing 
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educational program could include, among others seminars, lectures and meetings that 

aim exclusively to provide important information associated with quality objectives 

such as the technical and management requirements of the ISO QS, QMS, Quality 

Control and Quality Assurance in HFs, quality policies, quality indices, risk analysis 

and management, proper design of internal audits etc. A well-organized educational 

program aiming to a deeper understanding of the benefits offered by a well-

implemented QMS, would effectively contribute to the establishment of a “quality in 

healthcare” and a “continuous quality improvement” culture in Greece which is the 

crucial milestone before any hospital accreditation or QMS implementation.   
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