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Abstract 

Background 

The rate of harm resulting from unsafe care is known to be large in African health systems .A 

steadily growing knowledge base indicates that there is a significant need to improve patient 

safety in LMIC. The objective of this study is to assess the current awareness and culture for 

patient safety among clinical employees of Yaounde, Cameroon. An understanding of this 

landscape will inform future operators of potential areas in which to focus efforts towards 

strengthening patient safety practices in Cameroon as well as among LMIC institutions.  

Methods 

A cross-sectional study was carried out.  Four facilities in Yaounde, Cameroon of various 

categories: regional emergency center (REC), district hospital, mission hospital, and private 

clinic.Clinical employees (physicians, nurses and laboratory technicians) working in these 

four settings.A survey questionnaire was conducted among conveniently sampled clinical 

employees. Descriptive statistics on respondents’ age, gender, facility, unit, and position were 

generated from questionnaire responses. Likert items were aggregated into “Disagree”, 

“Neutral”, and “Agree” ordered categories for analysis. Chi-square tests, Mann-Whitney U 

tests, Kruskall-Wallis tests were conducted to test differences in responses by gender, facility 

type, unit, and position. Data was analyzed using Epi Info version 3.7, Microsoft Excel, and R 

version 3.1.2. A p-value <0.05 was considered to be statistically significant. 

Results 

In total, 120 clinical employees participated in the study. The majority (76.7%) of respondents 

across hospitals have no  notion of patient safety and 94.2% of all respondents expressed the 

desire for more training on the topic. Among participants, 71.6% were not sure or not aware 

of the presence of a committee in their hospital responsible for patient safety and quality 

improvement. Collaboration between managerial and medical staff varied across settings with 

high collaboration reported at the private   and district hospitals and poor collaboration 

reported at the regional and mission hospitals. Nearly half (47.5%) of respondents stated that 

they would not feel safe being treated in their own hospital. 

Conclusions 

There is considerable awareness and desire to learn about patient safety among frontline 

clinical employees. Main challenges regarding institutional culture include non-satisfactory 

collaboration between management and medical staff and low engagement on the part of 

hospital authorities around patient safety. 

Keywords: patient safety, culture, awareness, sub-Saharan Africa, Cameroon,  

 

 



 
 
 

 

Background 

 

Patient safety, defined as the avoidance, prevention and amelioration of adverse events to 

patients, is a serious global public health issue [1]. In low- and middle-income countries 

(LMIC), the probability of a patient being harmed in hospitals is high, with the risk of 

healthcare-associated infection as much as 20 times higher than in high-income countries [2]. 

The rate of harm resulting from unsafe care is known to be large in African health systems [8, 

9]. A steadily growing knowledge base indicates that there is a significant need to improve 

patient safety in LMIC [5].  

Patient safety processes and quality improvement (QI) programs can potentially mitigate the 

global morbidity and mortality due to medical adverse events [5]. Lack of appropriate safety 

measures for patient care not only results in unnecessary deaths and injuries, but also adds 

significantly to the costs of patients and to the organizations that finance care [6]. Patient 

safety culture, described as shared values, attitudes and behavior of health care staff, is crucial 

for effective care of patients in health care organizations [7]. Although staff awareness of 

patient safety measures is important, increased health care quality can only occur when an 

organizational culture with commitment to patient safety indicators exists.  

 

Most of the patient safety efforts to ameliorate health care standards have been made at the 

international level, particularly by the World Health Organization (WHO) [10]. Despite 

increased attention in African countries in the last decade, little is known about the challenges 

to inform strategic program design and implementation for patient safety in the African 

context. Recognizing this need, in September 2008, WHO presented a technical report on 

patient safety issues and solutions in African health systems to all 46 countries in the WHO 

African Region [11]. The report, endorsed by all 46 countries, consisted of 12 patient safety 

action areas: national patient safety policy; knowledge and learning in patient safety; patient 

safety awareness; health services for patient safety; health care–associated infections; health 

care worker protection; health care waste management; safe surgical care; medication safety; 

partnerships (patients, family, health professionals, and policymakers); and patient safety 

funding, research and surveillance [11]. 

 

In direct response to this WHO report, this study aims to understand the existing awareness of 

patient safety in order to inform appropriate policy action and research. The objective of this 

study is to assess the current awareness and culture for patient safety among clinical 

employees of Yaoundé, Cameroon. An understanding of this landscape will inform future 

operators of potential areas in which to focus efforts towards strengthening patient safety 

practices in Cameroon as well as among LMIC institutions.  

 



 
 
 

 

Methods 

Study setting 

This study was carried out in Yaoundé, the capital of Cameroon, Four facilities of various 

categories were selected for the study: regional emergency center (REC), district hospital, 

mission hospital, and private clinic. 

Selection of health facilities 

We carried out a cross-sectional study, using a questionnaire to assess the awareness and 

culture of patient safety among clinical employees (physicians, nurses and laboratory 

technicians). Facilities were selected to ensure diversity in institution size, geographic 

location, and teaching versus non-teaching status in the sample. Facilities included had a 

minimum of four structured services, including surgery, internal medicine, pediatrics, and 

gynecology and obstetrics with a laboratory. 

Sampling participants 

The sampling for this study was a convenience sample of frontline clinical employees. 

Frontline clinical employees (e.g. physician, nurses, laboratory technicians) were defined as 

those who are in direct contact with the management of patients, and hence more exposed to 

afflict adverse events on patients [13]. The sample was drawn from the population of doctors, 

nurses, and laboratory technicians currently working in the participating facilities. Eligibility 

for inclusion in the study was restricted to those staff who were permanent employees with at 

least one year of work experience.Respondents categorized into four classifications: 

physicians, state registered nurses, laboratory technicians, and nursing aid. 

Data collection 

A structured questionnaire developed from the Agency for Healthcare Research and Quality 

(AHRQ)  Patient Safety Tools and Resources was used in this study. The questionnaire was 

made up of close-ended questions focused on demographic characteristics, awareness and 

culture of patient safety, and efforts towards QI. Indicators for awareness of patient safety 

were based on knowledge around patient safety, awareness of committees responsible for 

patient safety and quality improvement in their institution, and desire to participate in 

additional training and/or patient safety committees. Indicators for institutional culture 

focused on knowledge of the mission and vision of their institution or department, 

institutional emphasis on patient safety and QI, collaboration between clinical and 

management staff, morale, working environment, and perception of quality of care. Informed 

consent was obtained from all participants prior to data collection. Following informed 

consent, participants were asked to complete the structured questionnaire in the participant’s 

preferred language. 

 



 
 
 

 

Data analysis 

Descriptive statistics on respondents’ age, gender, facility, unit, and position were generated 

from questionnaire responses. Likert items were aggregated into “Disagree”, “Neutral”, and 

“Agree” ordered categories for analysis. Chi-square tests, Mann-Whitney U tests, Kruskall-

Wallis tests were conducted to test differences in responses by gender, facility type, unit, and 

position. Data was analyzed using Epi Info version 3.7, Microsoft Excel, and R version 3.1.2. 

A p-value <0.05 was considered to be statistically significant. 

 

Results 

Profile of facilities surveyed 

Four facilities with various capacities participated in this study: a regional emergency center, 

a district hospital, a mission hospital, and a private polyclinic. The number of beds in each 

hospital were 45, 108, 70, and 21, respectively (Table 1). The number of personnel was higher 

in the district hospital (170) as compared to the other facilities. The number of general 

practitioners was reported to be far higher at the regional emergency center compared to the 

other facilities (Table 1). 

Respondents’ demographic characteristics 

A total of 120 frontline workers participated in the survey. The sample included 22 (18.3%) 

physicians, 57 (47.5%) state registered nurses, 13 (10.8%) laboratory technicians, and 28 

(23.3%) nursing aids (Figure 1). Among respondents, 75 (62.5%) were female and 45 (37.5%) 

were male (Table 2). The mean age of respondents was 34.1 years. By facility, 39 (32.5%) 

respondents worked at the REC, 28 (23.3%) at the district hospital, 32 (26.6%) at the mission 

hospital, and 21(17.5%) at the private hospital.  

Awareness of patient safety 

The majority of respondents (76.7%) were not aware of the concept of patient safety. 

However, there were significant differences in responses by gender with 74.7% of female 

respondents indicating no knowledge of patient safety and quality improvement and 25.3% 

being unsure, while 80.0% of male respondents indicated no such knowledge and 13.3% 

being unsure (p = 0.0295). Nearly all participants (94.2%) indicated that they wanted to learn 

more about patient safety (Table 3). Most respondents (71.6%) were unsure or not aware of 

the presence of a committee in their hospital responsible for patient safety and QI. Most 

(90.8%) agreed to participate in and support activities related to patient safety in the future.  

Organizational culture around patient safety 

Most study participants (85%) responded that they clearly know the mission, vision, and goals 

of their institution as well as their service or department (Figure 2). Additionally, 97 (80.7%) 



 
 
 

of respondents agreed or strongly agreed that they receive strong emphasis on patient safety 

from their hospital hierarchy. About two-thirds of all frontline workers agreed and strongly 

agreed that hospital leadership are personally involved in patient safety. Participant responses 

varied by facility on the perceived culture of collaboration between management and medical 

staff (p = 0.0374). Only 43.8% of respondents at the mission hospital felt that there was 

strong collaboration between management and medical staff, while 67.9% and 55.6% at the 

district and regional hospitals, respectively, indicated this was the case. Participants working 

at the private facility most often reported strong collaboration between management and 

medical staff (76.2%). Participant responses also varied by unit regarding the perceived 

culture of collaboration between medical leadership and their teams (p = 0.0119). The highest 

proportion of respondents indicating high collaboration between medical leadership and their 

teams included pediatric (94.1%) and internal medicine (80.0%) units, while the lowest 

proportion made up gynecology and obstetrics (40.0%) and laboratory (41.7%) units.  

There were statistically significantly differences in proportion of responses indicating the 

existence of standard protocols for patient management by facility type (p = 0.0131). The 

district hospital had the highest proportion of favorable responses, with 72.7% of respondents 

from the district hospital indicating that standard protocols existed for their service. The 

corresponding proportions for the mission, regional, and private facilities were 71.9%, 64.9%, 

and 33.3%, respectively.  

Overall, 47.5% of all respondents expressed that they would not feel safe being treated in their 

own hospital. The only significant difference in responses by gender was in answer to the 

prompt, “I would feel safe being treated in this hospital as a patient,” with 42.3% of female 

and 60.0% of male respondents agreeing with the statement and 31.0% and 15.6% of female 

and male respondents disagreeing, respectively (p = 0.0379). The highest proportion of 

respondents who expressed not feeling safe as a patient in the hospital was among those from 

the private hospital (66.6%), followed by the district (53.6%), mission (43.7%), and REC 

(35.9%). Most (80%) of the clinical employees responded that they were passionate about 

their work and had high morale as a result of their position. Only 33 (27.5%) of all 

participants responded that they agree or strongly agree with the statement that their work 

environment is hostile. However, there was a significant difference in these responses by 

position. In response to the statement, “My work environment is hostile,” 68.2% of physicians 

disagreed, 58.5% of nurses disagreed, 66.7% of laboratory technicians disagreed, and only 

32.1% of nursing aids disagreed (p = 0.0479).  

 

Discussion 

Many studies on patient safety are carried out in high-income countries; meanwhile, little is 

known on patient safety in the African setting, especially sub-Saharan Africa. This study 

provides insight into frontline clinical workers’ current awareness around patient safety. In 

our study, most participants were not aware of the notion on patient safety and have a desire 

to learn more. The majority of respondents expressed support of any activity aiming to 



 
 
 

improve patient safety at their institution. Most respondents were unaware of any committee 

responsible for patient safety at their institution. With regards to patient safety culture, most 

frontline clinical employees knew the mission and vision of their institution and reported that 

they perceive a strong emphasis on patient safety from their superiors. However, frontline 

workers also reported that collaboration between clinical and managing staff is not 

satisfactory. Lastly, most of the clinical employees did not feel safe being treated at their own 

facility. 

The majority of respondents were state-registered nurses and nursing aids, which differs from 

the study carried out in Nigeria by Powell et al., where more of the respondents were 

physicians [10]. In their study, 90% of their survey participants held leadership positions, 

while in our study only 10% of the participants held leadership positions. The inclusion of 

state-registered nurses and nursing aids in this study highlight interesting differences in 

knowledge and organizational culture of patient safety and QI, particularly around perceptions 

of hostility in the work environment. This suggests that patient safety and QI efforts need to 

consider these differences in interpersonal interactions and the work environment based on 

clinical positions to achieve desired effectiveness.  

Awareness of QI was found to be relatively low in the four facilities surveyed. Christine et al. 

[14] found a growing awareness of quality and safety risk in the United States. However, 

sufficient data are largely not available in sub-Saharan Africa, to provide an effective 

comparison between current awareness of quality and safety versus previous notions or 

awareness rates. The lack of available evidence in this region limits the understanding of 

progress made in raising awareness of patient safety and QI in this context [10]. While 

awareness of the concept of patient safety among participants was low, more than 90% of the 

respondents expressed a desire to learn more about patient safety (i.e. training and coaching). 

Respondents expressed interest in participating in patient safety and QI activities in their 

hospitals if these were created and subsequent plans effectively followed up. This evidence of 

stakeholder interest provides a potential opportunity for hospital leadership to prioritize and 

invest in patient safety and QI programs as a strategy to improve patient outcomes.  

The origins and solutions to patient safety problems are likely to be found in human factors 

(e.g. ownership of roles and responsibilities, interaction with tools and technology, morale 

and motivation, team spirit, etc.) resources, culture (e.g. blame-free environment, increased 

collaboration, open communication, patient-centered focus, etc.) and behavior [15]. In order 

to promote patient safety culture, health professionals must value attitudes related to sound 

patient safety [16]. The organizational culture inherent in every health care organization often 

has a greater impact on patient safety than problems related to process [17]. Committed, 

effective leadership is the most important element in a successful patient safety program [18. 

Over 80% of respondents agreed that they receive strong emphasis on QI and patient safety 

from their hierarchy and that hospital management has a strong commitment to fulfill the QI 

mission. This could be explained by the fact that the participants themselves do not have a 

good awareness on notions of patient safety and could misunderstand the emphasis of the 

hospital hierarchy as geared towards some other area rather than patient safety. However, 

improving patient safety requires attention not only to resource levels, but to culture and 



 
 
 

organizational systems [19]. Patient safety requires that the medical team be competent in 

their field of specialization as well as effective teamwork between the medical and 

management staff for efficient patient safety [20–21]. This lack of good collaboration between 

the leadership and medical staff could be one of the hurdles to the effective role clinical staff 

has to play in improving activities on patient safety.  

A limitation of the study included the convenience sampling strategy, which could have 

introduced bias and may not provide a representative sample of the larger population of 

frontline health workers. Additionally, a limited number of health facilities participated in the 

study; only hospitals in Yaoundé were considered for inclusion, so results may not be 

generalizable to the rest of the country. Another limitation to this examination of awareness 

and culture around patient safety is that it presents self-reported information on conceptual 

awareness of patient safety, which may be limited, and does not empirically explore or 

evaluate respondents’ degree of understanding and training of these concepts in their role.  

Study findings suggest that there is need, interest, and motivation to engage in patient safety 

and QI practices in health facilities in Yaoundé, Cameroon. Investing in proper training for 

frontline health workers around such concepts and practices would be welcomed and presents 

a valuable opportunity to enhance the quality of care hospitals offer to their patients. 

 

Conclusions 

There is considerable lack of awareness and a great desire to learn among frontline clinical 

employees when it comes to patient safety. This desire is further substantiated by their 

eagerness to participate in patient safety activities in their facilities. This could be an 

opportunity to invest and adequately equip frontline clinical employees with the appropriate 

patient safety culture. Obstacles to patient safety identified from our survey include the lack 

of patient safety and QI committees in these hospitals, the lacking collaboration between 

management and medical staff, and the high number of personnel who do not feel safe being 

treated in their own hospitals. Hospital leaders should create a healthy environment in their 

institutions that will encourage personnel to be more involved in patient safety and QI 

activities, which includes the establishing of patient safety and QI committees in their 

facilities. We recommend further research to be done at a large scale in Cameroon on patient 

safety and quality improvement, such as additional epidemiologic and survey studies to 

evaluate existing patient safety and QI programs in various health care facilities. 
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Tables & Figures 

Table 1: Profiles of hospitals surveyed 

Items REC District Mission Private  

 Beds 45 108 70 21 

Full time  

personnel 
NR 170 110 77 

Fixed 

Specialist  
14 13 NR 7 

Part time 

specialist 
NR NR 15 9 

General 

practitioners 
10 10 3 3 

State 

registered 

nurses 

58 NR 8 10 

Laboratory 

technicians 
33 NR 6 6 

Nursing aid 52 NR 36 8 

NR = Not reported 

REC = Regional Emergency Center 



 
 
 

 

Table 2: Respondents’ characteristics by position 

  

Physician 

State 

registered 

nurse 

Nursing aid  
Lab 

technician 
Total 

  

n = 

22 
% n = 57 % 

n = 

28 
% 

n = 

13 
% 

N = 

120 
% 

Gender (n, 

%) 
          

Male 9 40.9 19 33.3 9 67.9 8 61.5 45 37.5 

Female 13 59.1 38 66.7 19 32.1 5 38.5 75 62.5 

Age (years)           

Mean 32.2 34.4 35.1 34.3 34.1 

Median 30 34 35 35 34 

Facility type           

Regional 4 18.2 19 33.0 10 35.7 6 46.2 39 32.5 

District 7 31.8 16 28.1 2 7.1 3 23.1 28 23.3 

Private 5 22.7 10 17.5 2 7.1 4 30.8 21 17.5 

Mission 6 27.3 12 21.1 14 50.0 0 0.0 32 26.7 

Unit           

Emergency 7 31.8 14 24.6 10 35.7 - - 31 25.8 

Ob/Gyn 2 9.1 8 14.0 1 3.6 - - 11 9.2 

Medicine 8 36.4 13 22.8 10 35.7 - - 31 25.8 

Pediatrics 1 4.5 12 21.1 4 14.2 - - 17 14.2 

Surgery 4 1.8 10 17.5 3 10.7 - - 17 14.2 

Laboratory - - - - - - 13 100 13 10.8 

Years of 

work 

experience         

  



 
 
 

<1 year 15 68.2 27 47.4 14 50.0 6 46.2 62 51.7 

1-2 years 4 18.2 16 28.1 6 21.4 4 30.8 30 25.0 

2-3 years 0 0.0 5 8.8 1 3.6 1 7.7 7 5.8 

3-4 years 3 13.6 1 1.8 3 10.7 1 7.7 8 6.7 

>5 years 0 0.0 8 14.0 4 14.3 1 7.7 13 10.8 

 

Table 3: Percentage of respondents indicating awareness of patient safety-related items by 

facility type 

  

Regional 

n = 39 

District 

n = 28 

Mission 

n = 32 

Private 

n = 21 

Total  

N = 120 

Lack of awareness of PS concept 64.1 78.6 75.0 100.0 76.7 

Belief of importance 100.0 85.7 90.6 100.0 94.2 

Awareness of patient safety/QI 

committee at facility 
33.3 28.6 15.6 38.1 28.3 

Willing to participate in patient 

safety and QI activities 
89.7 89.3 87.5 100.0 90.8 

 

 



 
 
 

 

Figure 1: Proportion of respondents by profession (N = 120) 

 

Figure 2: Participants’ responses to questionnaire items related to organizational culture 

around patient safety and quality improvement (N = 120) 

 

 

 



 
 
 

 


