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INTRODUCTION 

The medical profession (respectively the dental profession) is not only humane, but also 

high-risk, with great social significance. It is legally regulated, subject to state control and the 

requirements for its practice are high. Thus, even the smallest error could lead to adverse 

consequences and a fatal outcome for the patient. Professional responsibility arises in case of 

violation of the basic moral and ethical principle in medicine "Primum non nocere!". 

In the last few years, society has encountered numerous examples of imperfections in the 

healthcare system. The crisis in healthcare, deepening due to the prolonged state of emergency 

(Covid-19), the lack of specialized healthcare in small settlements, the dissatisfaction of health 

workers due to the lack of personnel, adequate remuneration and working conditions, create a 

serious prerequisite for demotivation. This directly and negatively affects both the quality of 

work of medical specialists and the doctor-patient relationship and leads to an increase in the 

risk of medical errors.  

There is a tendency to undermine public trust in the healthcare system. There are doubts 

about its safety and security and these cannot be offset by the number of positive examples of 

medical and dental practitioners of good medical practice. Mistakes can be made despite the 

efforts of doctors to provide the best possible medical care. Thus, unintentionally, in the course 

of the treatment, consequences may arise for the patient, which have a pronounced negative 

effect on their health and finances. 

The problem of medical errors is not isolated to Bulgaria, it is observed both in Europe and 

worldwide. Therefore, it would be of great public interest to create a Risk Management Model 

in dental practice, as this problem has not lost its relevance. The active participation of the 

professional organization - the Bulgarian Dental Union (BDU) in this process is important in 

order to build a better functioning healthcare system. 

The creation of a registry accessible to all medical professionals, where already committed 

medical errors are regularly published and analyzed, would lead to the construction of a 

significant database with a significant educational character. This type of incident reporting 

would assist in the identification and prevention of medical errors. 

Postgraduate education is of great importance for increasing the quality of dental services. 

Regular attendance at courses, seminars and congresses gives health workers the opportunity 

to exchange knowledge and experience with colleagues, as well as to follow the latest 

developments in the professional field. This has the result of increasing the quality of the 

medical care offered by them and upgrading professional experience and qualifications. 
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Last but not least, the need to improve communication between members of the medical 

team and the doctor-patient should be considered, since a large percentage of medical errors 

occur due to a communication problem. This aspect is essential both in building trust between 

the treating dentist and the patient, as well as in taking an anamnesis, and hence correcting 

diagnosis and treatment. 

The in-depth study and analysis of strategies for a better and safer healthcare with the 

minimization of medical errors and risks, the search and implementation of effective and 

adequate measures to increase the safety of dental care are main goals that should be developed 

by the health policy to prevent serious accidents during the healing process.  
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OBJECTIVE AND TASKS 

      The objective of the present study is to research and compare the attitudes of dentists 

who graduated and have practised in Bulgaria and those who graduated and have worked in 

Germany in respect to the issues of "Patient Safety" and "Medical Error". 

     Main hypothesis:  

     The attitude of the dentists who studied and have practised in Bulgaria and those who 

graduated and have practised in Germany in respect to the issues of patient safety and medical 

error is different. 

          The verification of the hypothesis and the accomplishment of the set goal requires the 

following tasks: 

1. To make a socio-demographic characterization of all respondents participating in the 

survey. 

2. To study the attitude of dentists from Bulgaria and Germany in respect to the issues of 

"Patient Safety" and "Medical Error". 

3. To develop a model for improving patient safety and minimizing the risk of medical 

errors. 

4. To develop a postgraduate training program (or an elective subject) for medical 

specialists on "Patient Safety in Dental Practice".  
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PROSPECT 

MATERIAL AND METHODS  

OBJECT OF OBSERVATION: The object of the study is the attitude of dental doctors who 

have completed their education and are practicing in Bulgaria and those who have graduated 

and are working in Germany in respect to the topics of "Patient Safety" and "Medical Error". 

UNITS of observation:  

A) Technical Unit: for the purposes of the study, District Colleges of settlements in Bulgaria 

and Germany were randomly selected. 

B) Logical Unit: in accordance with the purpose and tasks of the study, every person is a dental 

doctor, included in the representative sample of the total number of dental doctors, in the 

relevant age groups and settlements, who meets the basic criteria that the respondents have 

completed their education in Bulgaria or in Germany and that they work in the respective 

country. 

SIGNS of observation: Fact-related- gender, age, experience, specialty, place of work, place of 

graduation. Result-related – the role of fatigue for making mistakes, theimportance of 

communication, the importance of the place of follow-up for recognizing reasons for making 

mistakes, etc. 

PLACE OF SURVEY: The survey was conducted in Bulgaria and Germany. 

TIME OF SURVEY: The survey was conducted in the period February 2020 - April 2021. 

AUTHORITIES OF THE SURVEY: The study was conducted with the personal 

participation and control of the researcher. 

Collection of primary information: The primary information required for the purposes of the 

survey was collected through a sociological method - questionnaire survey. An electronic 

questionnaire was used. The questionnaire was developed and translated by the researcher. For 

the needs of the research, a pilot study was conducted in January 2020, including 40 dentists 

from four regional cities - Sofia, Plovdiv, Varna, Burgas and 30 dentists from the provinces of 

Baden-Württemberg and Bavaria. The pilot study served to validate and refine the data 

collection methodology and also to test the effectiveness of the chosen data collection method. 

METHODS:  

• Sociological method - The survey of the opinion of the respondents was conducted 

using a direct anonymous survey. 
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• Statistical method - Data were entered and processed with the statistical package 

IBM SPSS Statistics 20.0. p < 0.05 was chosen as the level of significance at which 

the null hypothesis is rejected. The following methods were applied:   

1. Descriptive analysis – to describe the structure of the investigated variables 

2. Variational analysis for quantitative variables and frequency analysis for 

qualitative variables. 

3. Non-parametric analysis – Chi-square (χ2) test and Fisher's exact test - to test 

hypotheses about the presence of a relationship between categorical variables. 

4. Correlation analysis - the Cronbach coefficient α is 0.853, the Spearman-Brown 

coefficient rsb=0.722 was also calculated. Their high values confirm reliability. 

Covariates were examined using Pearson (r) and Spearman-Brown (rsb) coefficients.  

5. Graphical analysis – for visualization of the obtained results. 

SURVEY TOOLS: 

Questionnaire for surveying the opinion of dental doctors 

- Two identical questionnaires were used, in Bulgarian and German, respectively. After 

pre-given instructions on the topic of the survey and how to correctly fill in the 

questionnaire, the respondents were asked to answer the twenty-five questions 

contained therein.  

The questions are divided into the following panels: 

- Characteristics of the contingent 

- The role of education and postgraduate qualification in acquiring knowledge about 

mistakes 

- Willingness to share information about mistakes made 

- Determinants of making mistakes 

- Culture of blame and reporting of medical malpractice 

    

All the questions are of the closed type, the answers to the questions include: 

 

-  the five-point Likert scale – 

•     No, I do not agree at all; 

• Closer to No; 

• I cannot decide; 

• Closer to Yes; 

•      Yes, I completely agree; 
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-   Alternative Yes and No answers 

 

The reliability of the questionnaire was established by evaluating the internal consistency 

and by the test-retest method. 
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RESULTS AND DISCUSSION 

1. Socio-demographic characteristics of the contingent 

A total of 351 dentists participated in the study, and all of them answered the questions in 

the questionnaire. Of the respondents, 137 (47.90±2.95%) completed their higher education in 

Bulgaria, and 149 (52.10±2.95%) completed and practice their profession in Germany. Data 

from these 286 participants served as the basis for the present study and were processed and 

analyzed. The remaining 65 questionnaires were excluded from the study because they did not 

meet the basic criteria that the respondents had completed their studies in Bulgaria or Germany 

and were working in the respective country. 

Out of the respondents who took part in the online survey, 72.37±2.64% are women, and 

27.62±2.64%. are men. The largest is the relative share of participants in the 25-35 age range - 

48.60±2.95%, and with 6-15 years of work experience - 34.27±2.81%. The result shows 

compliance with global trends for the feminization of the profession. The reasons can be 

explained by the possibility of a better distribution of working time, an opportunity to develop 

one's own practice, on the other hand, it is a profession that requires a sense of empathy, 

patience, which are characteristic of women. 

22.03±2.45% of the respondents have additional education in the field of health services 

(e.g. health management), and their relative share for Bulgaria and Germany is approximately 

equal, 22.63±3.57% and 21.48±3.36%, respectively, and the initial data from the analysis 

showed no statistically significant differences between the two cohorts.  

2. Analysis of the questions for the assessment of the acquired knowledge during the 

study of "Dental Medicine" regarding the topics of "Patient Safety" and "Medical 

Error". 

In the conducted study, the opinions of already graduated doctors of dental medicine were 

surveyed - whether the study prepared them to recognize the reasons related to the admission 

of the medical error, and the results of the statistical tests showed that there was no statistically 

significant difference between the answers of the Bulgarian and the German contingent (p 

=0.294). It is noteworthy that in both samples, the respondents gave a positive assessment - 

51.09±4.27% of the Bulgarian and 48.32±4.09% of the German contingent. 

When asked whether they have managed to acquire sufficient knowledge during their studies 

on topics related to patient safety, a statistically significant difference in the responses of the 

two samples was demonstrated (p=0.005). The dental doctors from the Bulgarian sample 
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expressed a more categorically positive attitude with 21.89±3.53%, who answered "Yes, I 

completely agree", three times more than the German contingent with 6.71±2.05%. 

The third statement from the second part of the survey studied the opinion of the respondents 

in respect to whether they were well enough prepared during their education to avoid making 

medical errors in the future. 

No statistically significant differences were found between the average values of the given 

answers (p=0.140), and the conducted Chi-square test showed a statistically significant 

difference in the structure of the answers and the country in which the dental doctors practise 

their profession (𝟀2=11.61; p=0.021 ). It is important to point out  that a significant part of those 

asked from the German contingent answered with "Closer to Yes" - 58.39±4.04%. There is also 

a difference in the number of those who gave a negative answer - a total of 19.71±3.40% of the 

practitioners in Bulgaria and 12.08±2.67% of those in Germany, respectively. 

On the grounds of this analysis, it can be concluded that dental doctors who graduated in 

Germany feel more prepared on the issues of "Medical Error" and "Patient Safety". 

From the initial data, it is clear that despite the different countries in which the doctors of 

dental medicine studied, the majority of them give a positive assessment of the quality of the 

acquired knowledge. Respondents believe that they know the causes of medical errors and are 

well prepared to avoid them. In support of the above-mentioned thesis, the answers to the 

statement "I have attended post-graduate qualifications on the topic of "Patient Safety" and 

"Medical Error" can be interpreted, and of all respondents, only 18.18±2.28% chose the answer 

"Yes" - 19.71±3.40 % of those asked in Bulgaria and 16.78±3.06% of those in Germany, which 

shows that dental doctors do not feel the need for additional qualification in this field. No 

statistically significant structural difference was found in the responses of the two samples 

(p=0.521). (Table 1.) 

 

  



13 
 

Table 1. Distribution of the respondents' answers in respect to whether the study prepared them to recognize and avoid medical errors. 

Questions/ statements:  

1. My education prepared me to recognize the causes of medical malpractice. 
2. During my studies, I was able to acquire sufficiently good knowledge on the issues of patient safety and medical 

malpractice. 

3. My education prepared me to avoid making  medical errors. 
4. I have participated in postgraduate qualifications on Medical Malpractice and Patient Safety. 

Results from the conducted statistical tests: 

1. t(284) = - 0.27, p = 0.788; 𝟀2 = 4.94; p = 0.294 

2. t(284)=1.89, p=0.050; 𝟀2=14.73; p=0.005 

3. t(260)=-1.48, p=0.140; 𝟀2=11.61; p=0.021 

4. t(284)=0.64, p=0.523; 𝟀2=0.42; p=0.521 

 

Answers Germany Bulgaria Total 

Questions   1 2 3 4 1 2 3 4 1 2 3 4 

No 
Number 

 % 

3 

2.01±1.15% 

5 

3.36±1.48% 

1 

0.67±0.67% 

124 

83.22±3.06% 

6 

4.38±1.75% 

4 

 2.92±1.44 

4 

2.92±1.44% 

110 

80.29±3.40% 

9 

3.15±1.03% 

9  

3.15±1.03% 

5 

1.75±0.74% 

234 

81.82±2.28% 

Closer 

to No 

Number 

% 

26 

17.45±3.11% 

33  

22.15±3.40 

17  

11.41±2.60% 

 

- 30 

21.92±3.53% 

31 

22.63±3.58 

23 

16.79±3.19% 

- 56 

19.58±2.35% 

64  

22.38±2.46% 

40 

13.99±2.05% 

- 

I can’t 

decide 

Number 

% 

48 

32.21±3.83% 

44  

29.53±3.74 

28 

18.79±3.20% 

- 31 

22.63±3.57% 

29 

21.17±3.49% 

33 

24.09±3.65% 

- 79 

27.62±2.64% 

73  

25.52±2.58% 

61 

21.33±2.42% 

- 

Closer 

to Yes 

Number 

% 

56 

37.58±3.97% 

57  

38.26±3.98 

87 

58.39±4.04% 

- 51 

37.22±4.13% 

43  

31.39±3.96% 

54 

39.42±4.17% 

- 107 

37.41±2.86% 

100  

34.96±2.82% 

141 

49.30±2.96 

- 

Yes 
Number 

% 

16 

10.74±2.54% 

10  

6.71±2.05% 

16 

10.74±2.54% 

25 

19.71±3.40% 

19 

13.87±2.95% 

30  

21.89±3.53% 

23 

16.79±3.19% 

27 

19.71±3.40% 

35 

12.24±1.94% 

40  

13.99±2.05% 

39 

3.64±2.03% 

52 

18.18±2.28% 

Total 
Number 

% 

149  

100.0% 

149  

100.0% 

149  

100.0% 

149  

100.0% 

137  

100.0% 

137  

100.0% 

137  

100.0% 

137  

100.0% 

286  

100.0% 

286  

100.0% 

286  

100.0% 

286  

100.0% 
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3. The role of team communication and doctor-patient communication in relation to 

the problem of "Medical error" and "Patient Safety" 

In the third part of the questionnaire, the topic of communication between team members, 

as well as doctor-patient communication was touched upon. 

To the statement, whether the attending physician is ready to share with the patient about a 

mistake made by them, the greater relative share of the respondents from both the Bulgarian - 

42.34±4.22% and the German contingent - 46.30±4.08% responded with " Closer to Yes". The 

conducted tests proved statistically significant differences in the structure of the answers of the 

respondents from the two samples (p=0.034). It is noteworthy that only respondents from the 

Bulgarian sample gave a categorically negative answer - 4.38±1.75%. A discrepancy between 

Bulgaria and Germany is also observed in the statement "I can't decide", which is 7.08±0.98% 

more preferred by the Bulgarian doctors compared to their German colleagues. 

When asked if they would admit to a mistake made by their colleague, the majority in both 

samples gave a negative answer, in contrast to the statement that they would admit to their own 

mistake. The results also show that those asked by the German contingent for the most part 

maintain a neutral position with the answer "I cannot decide" - 40.27±4.02%, while almost 

twice as many Bulgarians gave the same answer - 21.17±3.49% . A positive answer was given 

by 33.58±4.03% of respondents in Bulgaria, with 12.10±1.28% more compared to those from 

Germany. Baseline data obtained after applying the Chi-square test showed statistically 

significant differences in the structure of responses and country (p=0.004). The data suggest 

that the surveyed dentists would rather share with the patient about an incident caused by 

them(selves), but would not comment on one, caused by their colleague. Also, the dental 

doctors who graduated and work in Bulgaria are more willing to admit to the patient about a 

mistake made by their colleague, and this can be interpreted as a higher culture of trust and 

openness. 

From the analysis of the answers to the next question, whether dental doctors can freely talk 

to their superior about the medical errors they have committed, it is noticeable that in both 

samples the percentage of positive answers is extremely high. The conducted statistical tests 

did not show statistically significant differences in the answers - p=0.328. (Table 2.) 
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Table 2. Distribution of the respondents' answers to questions related to communication between medical team members and  

doctor-patient. 

Questions/ statements:  

1. I am ready to share with the patient any mistake I have made during the treatment. 

2. I am ready to share with the patient any mistake made by my colleague during the treatment. 

3. I am confident that I can talk about mistakes I have made openly with my superior. 

Results from the conducted statistical tests: 

1. 𝟀2=10.44; p=0.034; 

2. 𝟀2=15.39; p=0.004; 

3. 𝟀2=4.62; p=0.328 

Answers Germany Bulgaria Total 

Questions 1 2 3 1 2 3 1 2 3 

No 
Брой 

 % 

0 

0.0% 

8 

5.37±1.85% 

2 

1.34±0.94% 

6 

4.38±1.75% 

14 

10.22±2.59% 

1 

0.72±0.73% 

6 

2.1±0.85% 

22 

7.69±1.58% 

3 

1.05±0.60% 

Closer to No 
Брой  

% 

20 

13.42±2.79% 

49 

32.89±3.85% 

3 

2.01±1.15% 

12 

8.76±2.42% 

48 

35.03±4.08% 

6 

4.38±1.75% 

32 

11.19±1.86% 

97 

33.92±2.80% 

9 

3.15±1.03% 

I can’t decide Брой  

% 

21 

14.09±2.85% 

60 

40.27±4.02% 

9 

6.04±1.95% 

29 

21.17±3.49% 

29 

21.17±3.49% 

16 

11.68±2.74% 

50 

17.49±2.25% 

89 

31.12±2.74% 

25 

8.74±1.67% 

Closer to Yes 
Брой 

% 

69 

46.30±4.08% 

30 

20.13±3.29% 

66 

44.30±4.07% 

58 

42.34±4.22% 

40 

29.20±3.88% 

54 

39.42±4.17% 

127 

44.41±2.94% 

70 

24.48±2.54% 

120 

41.96±2.92% 

Yes 
Брой  

% 

39 

26.17±3.60% 

2 

1.34±0.94% 

69 

46.31±4.08% 

32 

23.36±3.61% 

6 

4.38±1.75% 

60 

43.80±4.24% 

71 

24.83±2.55% 

8 

2.80±0.98% 

129 

45.10±2.94% 

Total 
Брой 

% 

149  

100.0% 

149  

100.0% 

149  

100.0% 

137  

100.0% 

137  

100.0% 

137  

100.0% 

286  

100.0% 

286  

100.0% 

286  

100.0% 
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It is interesting to note that in both samples the percentage share of positive answers  "Closer 

to Yes" and "Yes, I completely agree" is extremely high - for Bulgaria it is 83.21±3.19%, and 

for Germany - 90.60±2.39% . This indicates a very good level of communication between the 

members of the medical team for both countries, as well as the presence of trust in the superior. 

4.The role of fatigue and overtime in medical malpractice 

In order to test the opinion of dentists whether fatigue affects the risk of making a medical 

error, a question about the relationship between the lack of regular breaks and the making of a 

medical error was included in the questionnaire. It is necessary to conclude that in both 

countries the prevailing attitude, (51.32±2.74%) positive answers for Bulgaria and 

(46.52±3.36%) for Germany, is that the lack of regular breaks increases the risk of making a 

medical error. 

In addition to the lack of regular breaks, the respondents were also asked whether, in their 

opinion, fatigue resulting from overtime work poses a risk in respect to making a medical error. 

Statistically significant differences were found in the answers of both contingents to this 

question - (p=0.000). Although the overall majority of both contingents gave a positive answer, 

the analysis shows that the Bulgarian respondents are more categorical in their opinion that 

fatigue increases the risk of medical errors. 

From the obtained results, it can be concluded that there is a higher relative share of dental 

doctors in both Bulgaria and Germany, who believe that the lack of regular breaks during work, 

as well as fatigue as a result of overtime work increase the risk of making a medical error. 

Therefore, reducing overtime, and thus reducing fatigue among medical staff, is an important 

strategy to increase patient safety. (Table 3.) 

 

Table 3. Distribution of the respondents' answers to the question whether fatigue and 

overtime increase the risk of making a medical error. 

Questions/statements: 

1. The lack of regular breaks during a shift can increase the risk of making a 

medical error. 

2. Fatigue from overtime can increase the risk of medical malpractice. 

Results from the conducted statistical twests 

1. 𝟀2=9.78; p=0.04; t(280)=2.01, p=0.045; 

2. 𝟀2=20.09; p=0.000; t(273)=4.39, p=0.000 

Answers Germany Bulgaria Total 

Questions 1 2 1 2 1 2 

No 
Number 

 % 

1 

0.67±0.67% 

1 

0.67±0.67% 

2 

1.46±1.02% 

0 

0.0% 

3 

1.05±0.60% 

1 

0.35±0.35% 

Closer to No 
Number 

% 

14 

9.40±2.39% 

7 

4.70±1.73% 

2 

1.46±1.02% 

3 

2.19±1.25% 

16 

5.59±1.36% 

10 

3.50±1.09% 
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I can’t decide Number 

% 

17 

11.41±2.60% 

19 

12.75±2.73% 

12 

8.76±2.42% 

5 

3.65±1.60% 

29 

10.14±1.78% 

24 

8.35±1.64% 

Closer to Yes 
Number 

% 

47 

31.54±3.81% 

55 

36.91±3.95% 

49 

35.77±4.10% 

34 

24.82±3.69% 

96 

33.57±2.79% 

89 

31.12±2.74% 

Yes 
Number 

% 

70 

46.98±4.09% 

67 

44.97±4.08% 

72 

52.55±4.27% 

95 

69.34±3.94% 

142 

49.65±2.96% 

162 

56.64±2.93% 

Total 
Number 

% 

149  

100.0% 

149 

100.0% 

137  

100.0% 

137  

100.0% 

286  

100.0% 

286  

100.0% 

 

5.Medical malpractice reporting and blame culture 

As a low level of blame culture and adverse event reporting are an important part of strategies 

to enhance patient safety, these topics were addressed in the present study. On the statement 

that even the most experienced and competent specialists can make a mistake, no statistically 

significant difference in the structure of the answers was observed between the two samples – 

(p=0.205). The extremely high level of positive responses "Closer to Yes" and "Yes, I strongly 

agree" in both samples is impressive. None of the respondents from either cohort gave "No, I 

do not agree at all" as an answer. This shows that in both countries the prevailing opinion is 

that even the greatest specialists can make a mistake. This shows, on the one hand, that the 

survey participants do not think that a high qualification is a guarantee of always flawless work, 

and on the other hand, it can be interpreted as a lack of judgment in the sense of  "Even the best 

make mistakes." 

The following two statements aim to check to what extent dentists see their responsibility 

when making a possible medical error and whether it is due to the carelessness of the support  

staff or is solely the responsibility of the medical professional. The statistical analysis of the 

question whether most medical errors are the result of carelessness on the part of the support 

staff showed a significant difference in the answers given (p=0.017). The data show that by 

10.05±2.42% more Bulgarian respondents preferred the answer "No, I do not agree at all". An 

impression is left  by the larger relative share of the German respondents who answered 

neutrally - by 12.33±2.85% more compared to the Bulgarian dental doctors. Although in both 

samples the number of those asked whether a negative answer was over 50% (for dental doctors 

from Bulgaria - a total of 69.34±3.94% and from Germany - 55.70±4.07%), the data show a 

more categorical position in the Bulgarian sample that the occurrence of a medical error is not 

due to the carelessness of the support staff. 

After rigorous statistical tests of the claim that an adverse event occurred due to physician 

negligence, no statistically significant differences were found in the response patterns of the 
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two cohorts. An impression is formed by the significantly high relative share of those who 

answered positively.  For both samples, the percentage of the answer "I can't decide" is the 

highest, for Bulgaria - 29.93±3.91% and for Germany - 36.24±3.94%. In contrast to the already 

discussed statement about the responsibility of the support staff, here - there is no unified and 

categorical position for any of the two contingents. 

With the last statement from this group, "I think that making a medical error is a sign of 

incompetence", the aim was to check what the respondents thought about the person who made 

the medical error. No statistically significant differences were found between the answers of 

the two contingents, and from the processed data, it can be seen that the majority of respondents 

preferred the answer "Closer to No", followed by "I cannot decide" and "No, I do not agree at 

all" . Only 13.14±2.85% of the respondents from the Bulgarian and 10.07±2.47% from the 

German contingent consider medical errors as a sign of incompetence. 

From the statements discussed so far on the issue of "blame culture", it can be concluded that 

dentists from Bulgaria and Germany have expressed similar positions, and the majority of them 

are of the opinion that even the best specialists can be wrong and that this is not a sign of 

incompetence. Both German and Bulgarian dentists are unanimous in their answers about the 

“fault” of the support staff.  In contrast to this conclusion, in respect to the statement whether 

the medical error is the result of negligence on the part of the doctor, both Bulgarian and 

German respondents gave relatively more positive answers, 35.31±2.83% of all respondents.  

The interpretation of this result can be that dental nurses would be more inclined to “look for” 

the blame within themselves and to hold themselves and their colleagues primarily responsible 

for an adverse event, rather than to blame the support staff. (Table 4) 
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Table 4. Distribution of the respondents' answers to the questions related to the culture of blame. 

 

Questions/ statements:  

1. Even the most experienced and competent specialists can make a mistake. 
2. Most medical errors are the fault of the support staff. 

3. Most medical errors are the doctor's fault. 

4. Medical error is a sign of incompetence. 

 Results from the conducted statistical tests: 

1. 𝟀2=4.58; p=0.205; t(284)=1.37, p=0.173 

2. 𝟀2=12.03; df=4; p=0.017; t(284)=-2.13, p=0.034 
3. 𝟀2=4.99; df=4; p=0.287; t(284)=-0.557, p=0.578 

4. 𝟀2=6.50; p=0.165; t(284)= 1.31, p=0.191 

Answers Germany Bulgaria Total 

Questions 1 2 3 4 1 2 3 4 1 2 3 4 

No 
Number 

 % 

0 

0.0% 

22 

14.77±2.91% 

6 

4.03±1.61% 

21 

14.09±2.85% 

0 

0.0% 

34 

24.82±3.69% 

10 

7.30±2.22% 

21 

15.33±3.08% 

0 

0.0% 

56 

19.58±2.35% 

16 

5.59±1.36% 

42 

14.69±2.09% 

Closer 

to No 

Number 

% 

1 

0.67±0.67% 

61 

40.94±4.03% 

36 

24.16±3.51% 

89 

59.73±4.02% 

2 

1.46±1.02% 

61 

44.53±4.25% 

38 

27.74±3.83% 

67 

48.91±4.27% 

3 

1.05±0.60% 

122 

42.66±2.92% 

74 

25.87±2.59% 

156 

54.55±2.94% 

I can’t 

decide 

Number 

% 

4 

2.68±1.32% 

51 

34.23±3.89% 

54 

36.24±3.94% 

24 

16.11±3.01% 

3 

2.19±1.25% 

30 

21.90±3.53% 

41 

29.93±3.91% 

31 

22.63±3.57% 

7 

2.45±0.91% 

81 

28.32±2.66% 

95 

33.22±2.79% 

55 

19.23±2.33% 

Closer 

to Yes 

Number 

% 

51 

34.23±3.89% 

15 

10.07±2.47% 

47 

31.54±3.81% 

15 

10.07±2.47% 

32 

23.36±3.61% 

9 

6.57±2.12% 

37 

27.01±3.79% 

15 

10.95±2.67% 

83 

29.02±2.69% 

24 

8.39±1.64% 

84 

29.37±2.69% 

30 

10.49±1.81± 

Yes 
Number 

% 

93 

62.42±3.97% 

0 

0.0% 

6 

4.03±1.61% 

0 

0.0% 

100 

73.00±3.49% 

3 

2.19±1.25% 

11 

8.02±2.32% 

3 

2.19±1.25% 

193 

67.48±2.77% 

3 

1.05±0.60% 

17 

5.94±1.40% 

3 

1.05±0.60± 

Total 
Number 

% 

149  

100.0% 

149  

100.0% 

149  

100.0% 

149  

100.0% 

137  

100.0% 

137  

100.0% 

137  

100.0% 

137  

100.0% 

286  

100.0% 

286  

100.0% 

286  

100.0% 

286  

100.0% 
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The second group of questions from the fifth panel of the questionnaire shows the attitude 

of the respondents towards their willingness to report an error. 

The purpose of the first question was to examine the extent to which respondents would 

report an error that did not lead to negative consequences for the patient. After the analysis of 

the received answers, a statistically significant difference was established in their structure 

(p=0.008), as the impression is made by the greater number of negative answers of the dentists 

from Germany - 46.98±4.09% as compared to those from Bulgaria - 34.30±4.06%. The 

respondents in Germany would report a medical error even when it did not result in any harm 

for the patient. 

Through the following statement, the opinion of the respondents was surveyed, whether 

reporting a medical error can serve for educational purposes, thus preventing the error from 

being repeated. The conducted statistical tests proved a significant difference in the structure of 

the answers - (p=0.006). It can be seen that 59.73±4.02% of those asked from Germany marked 

"Closer to Yes", and those who answered in this way from Bulgaria were 43.66±3.29%. On the 

other hand, 40.15±4.19% of the Bulgarian contingent gave a definite "Yes" answer, and this is 

7.94±1.89% more than the German respondents. Also, with 7.89±2.22% more Bulgarian 

dentists preferred the statement "I can't decide". Despite the differences in the structure of the 

answers "Yes, I completely agree" and "Closer to Yes" for both samples these are the statements 

with the highest relative share - 83.21±3.19% for Bulgaria and 91.95±2.23% for Germany. 

Therefore, it can be concluded that the view in both countries is that the reporting of medical 

errors can serve for educational purposes. 

The next question is related to the need for an anonymous register where mistakes already 

made can be published and which register is accessible to all dental practitioners. The statistical 

analysis of the data did not establish a significant difference in the structure of the answers 

(p=0.060). However, it is noteworthy that 75.17±3.54% of respondents from the German 

sample and 62.04±4.15% from the Bulgarian sample gave a positive answer "Closer to Yes" 

and "Yes, I completely agree". In addition, 8.65±2.22% more Bulgarian respondents declared 

a neutral position with "I can't decide". The negative answer was preferred by 9.40±2.39% of 

the German dental doctors and 13.87±2.95% of the Bulgarian ones. 

The last statement in the questionnaire examines the thesis whether the role of professional 

organizations is a key one in organizing and promoting trainings, courses, seminars, lectures,  

etc., dedicated to the issue of "Patient Safety" and "Medical Error". The results of the conducted 

tests showed a statistically significant difference in the structure of the answers (p=0.000). From 
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the obtained values, a large discrepancies can be observed between the two contingents in the 

number of respondents with "Yes, I completely agree", with 20.72±3.30% more Bulgarians 

choosing this answer. "Closer to yes" was chosen by 39.60±4.01% of the German respondents, 

which is 13.32±2.96% more than the Bulgarian ones. There are also differences between the 

two samples regarding the statements "No" and "Closer to No", as 12.08±2.67% of the doctors 

in Germany preferred to answer this way, and only 2.19±1.25% of those in Bulgaria. Despite 

the statistical differences, the majority from both countries gave a positive answer - 

75.18±3.69% of the surveyed Bulgarians and 67.79±3.83% of the surveyed Germans. From 

these results it can be concluded that, compared to Germany, more dentists in Bulgaria see the 

role of the class organization as crucial to promoting the issue of "Patient Safety" and "Medical 

Error". (Table 5.) 
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Table 5. Distribution of the respondents' answers to the questions related to medical malpractice reporting and the role of professional 

organizations. 

 
Questions/ statements: 

1. I don't need to report a mistake that didn't lead to negative consequences. 

2. Reporting medical malpractice can serve educational purposes. 

3. It is necessary to create an anonymous registry for reporting medical malpractice. 
4. State organizations play a key role in organizing and promoting courses, seminars, lectures, etc. on  "Medical 

Errors" and "Patient Safety". 

 

Results from statistical tests: 

1. t(284)=2.55, p=0.011; 𝟀2=13.72; p=0.008 

2. t(284)= -0.44, p=0.661; 𝟀2=14.41; p=0.006 

3. t(284)= -1.55, p=0.123; 𝟀2=9.03; p=0.060 

4. t(284)= 3.58, p=0.000; 𝟀2=21.97; df=4; p=0.000 

Answers Germany Bulgaria Total 

Questions 1 2 3 4 1 2 3 4 1 2 3 4 

No 
Number 

 % 

21 

14.09±2.85% 

0 

0.0% 

3 

2.01±1.15% 

4 

2.68±1.32% 

12 

8.76±2.42% 

3 

2.19±1.25% 

7 

5.11±1.88% 

0 

0.0% 

33 

11.54±1.89% 

3 

1.05±0.60% 

10 

3.50±1.09% 

4 

1.40±0.69% 

Closer 

to No 

Number 

% 

49 

32.89±3.85% 

2 

1.34±0.94% 

11 

7.38±2.14% 

14 

9.40±2.39% 

35 

25.55±3.73% 

0 

0.0% 

12 

8.76±2.42% 

3 

2.19±1.25% 

84 

29.37±2.69% 

2 

0.70±0.49% 

23 

8.04±1.61% 

17 

5.94±1.40% 

I can’t 

decide 

Number 

% 

42 

28.19±3.69% 

10 

6.71±2.05% 

23 

15.44±2.96% 

30 

20.13±3.29% 

47 

34.31±4.06% 

20 

14.60±3.02% 

33 

24.09±3.65% 

31 

22.63±3.57% 

89 

31.12±2.74% 

30 

10.49±1.81% 

56 

19.58±2.35% 

61 

21.33±2.42% 

Closer 

to Yes 

Number 

% 

37 

24.83±3.54% 

89 

59.73±4.02% 

60 

40.27±4.02% 

59 

39.60±4.01% 

34 

24.82±3.69% 

59 

43.07±4.23% 

36 

26.28±3.76% 

36 

26.28±3.76% 

71 

24.83±2.55% 

148 

51.75±2.95% 

96 

33.57±2.79% 

95 

33.22±2.79% 

Yes 
Number 

% 

0 

0.0% 

48 

32.21±3.83% 

52 

34.90±3.90% 

42 

28.19±3.69% 

9 

6.57±2.12% 

55 

40.15±4.19% 

49 

35.77±4.10% 

67 

48.91±4.27% 

9 

3.15±1.03% 

103 

36.01±2.84% 

101 

35.31±2.83% 

109 

38.11±2.87% 

Total 
Number 

% 

149  

100.0% 

149  

100.0% 

149  

100.0% 

149  

100.0% 

137  

100.0% 

137  

100.0% 

137  

100.0% 

137  

100.0% 

286  

100.0% 

286  

100.0% 

286  

100.0% 

286  

100.0% 



23 
 

For the purposes of this research, it was necessary to establish the presence or absence of a 

relationship between the professional qualification, work experience and the attitude of the 

respondents regarding the issues concerning the reporting of medical errors and the creation of 

an anonymous register of medical errors. The conducted Chi-square test proved that there is no 

statistically significant difference in the structure of the answers among the dentists with and 

without a specialty (p=0.283) and with different work experience (p=0.248) for the statement 

"The reporting of a medical error committed by me or another person, may serve for educational 

purposes and prevent the mistake from happening again.' 

Statistical tests were also conducted to examine whether qualifications and work experience 

influence the willingness to report a medical error, even when it did not lead to negative 

consequences. The results showed that a statistically significant difference in the structure of 

the answers of respondents with and without a specialty was not observed (p=0.420), but such 

a difference was rstablished in the answers of dental doctors with different work experience 

(p=0.048). (Figure 1.) 

 

 

Figure 1. Reporting of a medical error that did not lead to negative consequences, 

distribution by "Work experience" mark. 

This is due to the fact that the majority of respondents with 16-30 years of work experience 

would admit to a possible mistake, even if it did not lead to material or non-material damage - 

55.81±7.57%. In the subgroups with 6-15 years of work experience and more than 30 years, the 

majority of the respondents preferred the statement "I cannot decide" - 35.71±4.84% and 

37.84±5.64%, respectively. The polarity of the opinions of dentists with less than 5 years of 
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experience is also impressive, as 43.66±5.88% of them would admit to a medical error, and 

33.80±5.61% would not, if it did not lead to negative consequences. From the responses 

structured in this way, it can be deduced that dentists with more experience would be more 

likely not to report a medical error, even if it did not cause harm to the patient. 

The distribution of responses by Education and Work Experience to the statement - It is 

necessary to create an anonymous registry for reporting medical malpractice was also checked 

for structural differences using a Chi-square test, which showed no statistically significant 

difference in the responses of dentists with and without a specialty (p=0.632) and the presence 

of one in the subgroups with different work experience (p=0.025). (Figure 2.) 

 

 

 

Figure 2. Creation of an anonymous medical malpractice reporting registry, distribution by 

length of service. 

Although the majority of the respondents in each subgroup are of the opinion that the 

creation of such a register is necessary, the results show that dental practitioners with more than 

30 years of experience are more emphatic in their position with the answer "Yes, I completely 

agree" – 48.64±5.81%. This statement was the most preferred by the doctors with the least 

experience, as 39.43±5.80% of them indicated it.  
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DENTAL PRACTICE RISK MANAGEMENT 

MODEL (DPRMM) 

 

The quality and security of the services offered in a dental practice are of utmost importance 

for the success of the treatment and the satisfaction of the patients, and the main factor for 

achieving and increasing quality is the individual. The understanding and application of this 

concept should be realized and introduced into the work process in the form of a quality 

management model as one of the main strategies to improve patient safety. 

Implementing a safety and quality management model in the healthcare system would be of 

great importance not only for large hospitals and healthcare facilities, but also for smaller 

medical and dental practices. 

1. Survey of Bulgarian dentists. 

For the development of DPRMM, applicable to Bulgaria, a survey was conducted among 

Bulgarian dentists, taking into account the needs and specifics of their activity. 

In the legal requirements for quality and safety management in the dental practice in 

Germany, the written definition of responsibilities and tasks between members of the medical 

team is noted as an important requirement. In order to check whether these recommendations 

have been implemented by practicing Bulgarian dentists, the questions "How are the 

responsibilities and duties distributed in your practice?" and "Are the main tasks and activities 

in your practice defined in writing?" were included in the survey. Only 2.91±1.66% of the 

dentists distributed the responsibilities in their practice entirely in writing, and 39.80±4.82% 

entirely orally. The fact is that the majority of the respondents - 52.43 ± 4.92% replied that they 

did not assign the main tasks and activities in writing. Keeping such documentation is an 

important part of the structures of quality and risk management systems, because the tasks and 

duties delegated in written form can always be controlled and, if necessary, changed and 

adapted. This is a way of achieving order and structure in the working environment since each 

member of the team is familiar with their responsibilities in writing. 

According to the results of the research, the highest percentage are the written processes 

related to the preparation of the schedule 53.40±4.92%, followed by the primary examinations 

of patients - 43.69±4.89% and the activities for processing and protecting personal data and 

organizational activities in the practice – 41.75±4.86%. Of the respondents, 29.13±4.48% stated  
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that in their practice there are no processes and manipulations that are defined in writing. This 

result could be explained by the fact that a large part of dentists in Bulgaria work independently  

in their practices, and there is no large staff turnover. Routine personnel know the processes 

and do not feel the need to document them. However, when training new staff, a written 

definition of work processes would facilitate and shorten the onboarding period. 

In the survey, the issue of collaboration between individual specialists was also touched upon 

in order to check whether there is a regulation established in practice for this type of 

communication. The majority of the respondents stated that such rules were introduced for 

communication and contact with the dental laboratory - 75.73±4.22%, and in more than half of 

these, there is also a regulation for exchange of medical information with the patient's GP, as 

well as for the need for interdisciplinary treatment . These answers show that, for the most part, 

dentists have adopted rules for working together with other specialists, probably with the aim 

of improving the quality of the services offered and the safety of patients. 

The processed data from the conducted survey showed that the largest relative share of the 

respondents used checklists for taking anamnesis (28.16±4.43%) and for taking hygiene 

measures (22.33±4.10%). It is worth mentioning that the majority of the respondents have not 

implemented any checklists in their practice - 54.73.±4.91%. These data could be interpreted 

as a lack of motivation on the part of dental practitioners to use checklists due to the significant 

time investment in their preparation and due to ignorance in respect to potential benefits. 

To the question "In your practice, do you carry out operative interventions with the 

participation of two or more doctors or by means of sedation?" 76.70±4.17% of the survey 

participants answered "No", and 23.30±4.17% answered positively. Because of the importance 

of surgical checklists, these respondents were asked if they had implemented an operative 

checklist. The largest relative share of them gave a negative answer - 37.50±9.88%, and only 

4% less - were those who use checklists for all manipulations. The analyzed data from this 

question show a strong polarity in the opinions of dental practitioners, with one part of them 

realizing the benefits of using checklists and another rejecting them entirely. 

A good method of improving the communication between members of the medical team are 

the regular meetings, where both problems that have arisen in practice and the ideas for 

optimizing the work process can be discussed; responsibilities can be distributed and new tasks 

can be delegated. These meetings can also be held in the form of group events - team building 

events, in which, through exercises and open discussions, practitioners can actively work 

towards improving communication and setting common work goals. 
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In the present survey, to the question of whether dentists hold regular meetings with their 

team, the majority of the respondents answered "Yes, but irregularly" - 50.49±4.93%, and 

22.33±4.10% gave a "No" answer. 

The lack of regular meetings between members of the medical team deprives the 

management of the opportunity to receive feedback from its employees, to discuss and debate- 

in a wider circle - alternatives to improve patient safety and reduce the risk of adverse events; 

and last but not least, to improve teamwork and intercollegiate relationships. As another 

advantage of these meetings, the opportunity to openly discuss mistakes or possible risks and 

analyze them in detail can be considered. Subsequently, safety-enhancing mechanisms can be 

developed and implemented. In this regard, the absence of a "blame culture" and fear of 

personal punishment for medical errors are important prerequisites for reporting them to the 

management and taking measures to avoid them. As from the current study, the majority of 

respondents - 62.14±4.78%, discuss errors that have occurred as soon as they are detected, and 

25.24±4.28% do not have defined rules for reacting to such a situation. This is also the second 

most preferred answer by the survey participants. 

Postgraduate studies are an important and integral part of the dental profession. Digitization, 

continuous development and improvement of work methods impose among the need for 

continuous improvement. This need is also confirmed by the data obtained from the present 

survey, with 78.64±4.04% of dental practitioners reporting that their employees take part in 

postgraduate training. 40.78±4.84% of the respondents make decisions about this after 

individual conversations with their employees. This response indicates that, for the most part, 

dental practitioners would consider the wishes and interests of their employees. With a small 

difference, the respondents preferred in the second and third place the answers "At the 

discretion of the management" (28.16±4.43%) and "Decisions during regular meetings with the 

team" (25.24±4.28%). Management's sole discretion as to which trainings team members to 

attend can be seen as putting the needs of the practice above the preferences of the employees.  

On the other hand, the discussion of the need for postgraduate qualification during the work 

meetings speaks of good teamwork and openness in communication. 

Because of its importance, the issue of patient feedback has also found a place in the present 

study. To the question of whether surveys are conducted among patients, only 7.77±2.64% of 

respondents answered that they use this feedback method continuously or at regular intervals. 

The majority of the sample - 68.93±4.56% gave a negative answer, and 71.84±4.43% of the 

dentists noted that in the last 3 years they did not conduct any inquiries among patients. 
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The reasons for the high relative share of negative responses can be sought in the lack of 

time resources on the part of dental practitioners, as the data from the questionnaire surveys 

must be processed and analyzed. This involves not only clinical time but also financial 

resources. However, regular feedback from patients is of paramount importance in improving 

the quality of dental services. In support of this statement is the question of whether dentists 

have certain rules of action in the event of a complaint from the patient, to which 44.66±4.90% 

answered "No". 

This relatively high proportion of negative responses could be explained by the lack of 

feedback from patients, since a specific complaint regulation could not be drawn up when the 

doctor does not know what exactly his patient is dissatisfied with. 

Providing information materials and obtaining written informed consent from the patient is 

a mandatory step before starting any treatment. The patient should be explained in a language 

understandable to them the possibilities for prevention, the course of the diseases of the oral 

cavity, the treatment plan, the treatment alternatives and any manipulations that are unclear to 

them. Only then could he make an informed choice. From this point of view, it is necessary for 

dentists to have appropriate, reliable written information materials in their practice. The 

analyzed results of the survey showed that the respondents were provided with written 

information mostly about their treatment plan (70.87±4.48%), prophylaxis and prevention 

(45.63±4.91%) and the different treatment alternatives (42.72±4.87%). 

The comprehensibility and reliability of the information provided by dentists are of great 

importance for the informed choice of the patient. When asked how to assess whether the 

provided written information is accessible and understandable to the patient, the largest relative 

share of respondents (41.75±4.86%) chose the answer "By personal judgment". 

 This could not be qualified as an objective evaluation method, since the doctor, as a 

specialist in their field, and the patient, on the other hand, would have a different perception 

and understanding of the information materials. 24.27±4.22% of the sample asked for the 

opinion of individual patients, and only 4.85±2.18% used survey cards for feedback. 

23.30±4.17% of the respondents did not take such measures. Due to the lack of a method to 

assess the comprehensibility of the written information, the patient's informed choice could not 

be guaranteed. 

After the dentist has explained in detail and comprehensibly to the patient the course of the 

disease, the essence of the upcoming manipulations, the treatment plan and its risks and 

alternatives, as well as its financial value, one should proceed to obtaining a written consent.  
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In the questionnaire of the present survey, the questions "Do you take informed consent?" 

and "In what form do you take informed consent?" were included. The majority of the 

participants in the survey stated that they do this only for the expensive procedures 

(45.63±4.91%) in written and oral form (53.40±4.92%). 

Regarding the question of whether dentists keep strict medical records, 75.73±4.22% of them 

answered "Yes" and 84.47±3.57% stated that they check every single treatment stage. 

Dentists must introduce into their practice rules of action for at-risk patients, be able to 

recognize them, and be prepared in the event of emergency situations. In the conducted 

research, 41.75±4.86% of the respondents did not have any rules for action in case of potential 

risk (e.g. polymorbid patients), and 35.92±4.73% did not have any introduced rules for coping 

with pain. It is noteworthy that the majority of the respondents (58.25±4.86%) rely on the 

availability and up-to-dateness of emergency equipment, and 38.83±4.80% chose as an answer 

"the training of staff on proper behavior in the event of an emergency". 28.16±4.43% stated 

that they do not have rules in place for handling emergencies. 

Although the results of the survey indicate that the majority of respondents have 

implemented policies for coping with emergency situations, nearly 30% of dental practitioners 

are not prepared for such a situation. The reason for these results could lie in the lack of 

sensitization on the subject and not realizing that even during routine dental treatment, 

especially in high-risk patients, life-threatening situations can occur. 

Dentists should also know the pharmacodynamic and pharmacokinetic characteristics of the 

medications they work with and prescribe. A large proportion of the older population is 

polymorbid and takes regular medication for hypertension, diabetes or is on 

antiplatelet/antiplatelet therapy. To the question, how to ensure the safety of working with 

medicinal products in the dental practice, the majority of the respondents answered the taking 

of medicinal anamnesis (86.41±3.38%) and determination of the risks of allergy and adverse 

medicinal interactions (70.87±4.48%). These data point to responsible behavior and knowledge 

of the risks when working with medications. 

An integral part of risk management in dental practice is the establishment of rules regarding 

hygiene measures and the prevention of the spread of infection. In the survey on the question 

of whether they had introduced such rules, more than 90% of the dental doctors asked stated 

that they had a regulation for sterilization of devices used directly on the patient, and 

82.52±3.74% had introduced a regulation for cleaning and disinfection of the premises and 

medical appliances. 
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The results of the processed and analyzed data show that dental practitioners are aware of 

the importance of hygiene measures that must be observed in practice and the majority of 

respondents have implemented the necessary rules. 

In order to be able to develop a complete risk management model, the risk of slippage in 

dental practice should also be investigated. To the question from the questionnaire "Have you 

analyzed the risk of slipping in your practice in the last two years?" most of the dental doctors 

answered "No" - 75.73±4.22%. 

Fall risk assessment should begin with identifying patients who are most at risk for such an 

incident. These are often older patients or people with diseases of the vestibular apparatus, 

paralysis and paresis, diseases of the visual apparatus, etc. Some medicines can also increase 

the risk of falling and injury, e.g. medication with psychopharmacological substances and 

opioid analgesics. The accessibility of the practice, the presence of large staircases, the presence 

or absence of an elevator are just some of the aspects that include analyzing the risk of slipping 

in the practice. 

The results from the answers to this question show that the majority of the respondents do 

not realize the seriousness of the consequences of a possible fall and injury to the patient in the 

dental practice. Such results can be associated with severe physical consequences such as limb 

fractures, trauma and head injuries requiring hospitalization, etc. 

2. Dental Practice Risk Management Model (DPRMM) for Bulgaria 

  After the analysis of the conducted survey and the conclusions drawn, the need for a 

structured risk management model in the dental practice is clearly established. The aim of the 

present scientific work is to propose a similar system that would be applicable to the dentists in 

Bulgaria and that would comply with the legal regulations. By introducing the DPRMM and 

documenting the main work processes, an opportunity is created for their control, evaluation 

and analysis.   

Developed on the grounds of what was conducted among Bulgarian dentists, the Model for 

risk management in dental practice includes 10 main units, through which to achieve 

improvement of patient safety and in the quality of the manipulations carried out. (Figure 3.) 
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Figure 3. Dental Practice Risk Management Model (DPRMM) 

1. Written definition of the processes and preparation of the "Practice Manual". 

This step is considered one of the most important in risk management. The 'Practice Manual' 

should include checklists, written definition of staff responsibilities, practice objectives and 

internal policy, organizational processes, and patient fall risk assessment. The creation of such 

documentation would facilitate the hiring of new staff and reduce the risk of making mistakes. 

The information in the "Handbook" should be monitored, analyzed and updated regularly - it is 

recommended at intervals of no longer than 6 months. All treatment manipulations and 

processes carried out in the dental practice should be described step by step and controlled, 

supplemented or corrected. Written assignment of tasks is also seen as a way to improve safety 

in dental practice. Through its application, a structure is created in the work duties of the 

employees, and everyone  
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is informed about their responsibilities. In the event of an error or adverse event, it could be 

traced back to the relevant employee and the reasons for it be analyzed, and processes - 

redesigned and improved to prevent this error from occurring again. The creation of checklists 

and their implementation in the practices would help standardize processes and thus reduce the 

risk of making an error. Checklists could be introduced in addition to conducting surgical 

manipulations and the preparation of the necessary tools for the respective treatment, the 

assignment of treatments, the control of the quality of the services provided, the inspection of 

the emergency cabinet and equipment for emergency conditions, etc. 

2. Introduction of written rules for the implementation of hygiene measures in  practices, 

disinfection and sterilization of instruments, disinfection of hands. 

Hygiene in dental practices is of primary importance for patient safety, therefore, it is 

necessary that the processes related to disinfection and sterilization, as well as all hygiene 

measures, be defined in writing. Working in an aerosol environment contaminated with saliva 

and blood requires compliance with strict hygiene standards. Establishing checklists for 

handling and sterilizing instruments, written instructions for hand disinfection, regular 

inspection of sterilizing equipment and keeping records of sterilizing equipment, developing a 

hygiene plan for the entire practice are essential elements of a risk management system. 

3. Rules for collaboration and coordination with other specialists 

Dentistry is a specialty in which interdisciplinary treatment as well as the communication 

with dental laboratories are part of the working routine. The introduction of written rules in this 

area would contribute to the rapid and accurate exchange of information between specialists, as 

well as to reducing the risk of making mistakes in communication. The documentation for 

working with the dental laboratory could include the processing of written offers for the services 

offered by the laboratory, the preparation of an order slip, including instructions for the 

manufacture of the selected structure. In order to standardize quality control, a checklist can be 

introduced to check the quality of the finished work. 

To facilitate communication and collaboration with other professionals, it would be helpful 

to have a list of their names, addresses, and phone numbers. Template texts can also be prepared 

for a quick exchange of patient information, in which the attending physician only fills in the 

patient's personal data and the specifics of the case. This approach would save considerable 

clinical time. 

4. Recognizing patients with high health risks and medical emergencies in dental practice 

An important part of risk management is the recognition and medical approach to patients at 

high health risk. Information about the patient's current condition and the presence of 
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accompanying diseases should be collected in writing in the form of an anamnesis, with which 

the dentist should be familiar before starting treatment. In older and polymorbid patients, it is 

also essential to take a drug history to determine the risk of possible adverse drug interactions. 

To achieve this, checklists should be introduced to reduce the risk of missing information 

important to the patient. 

Copying with emergency situations is a process that requires quick intervention because this 

concerns patients with impaired vital functions. In order to take the fastest possible and 

adequate measures in such a situation, the dentist must be prepared in advance. A written 

definition of rules and steps when emergency situations occur is a reliable way to manage risk. 

As exemplary steps, the following measures could be introduced: 

• Written description of processes; 

• Written distribution of established responsibilities; 

• Creation of an action plan for medical emergencies; 

• Regular first aid refresher courses and simulation training; 

• Introduction of checklists for regular inspection and updating of emergency medical 

equipment; 

5.Obtaining patient feedback 

Receiving feedback from treated patients is at the heart of improving work processes.  

Dentists should actively seek one and be interested in the opinion of his patients. Regularly 

conducting anonymous surveys in the dental practice is recommended as an objective method 

of obtaining feedback. After processing the collected data and analyzing the results, the 

management has the necessary information to change individual processes. 

6. Providing information to the patient and obtaining informed consent. 

Providing information to the patient is a primary task of the treating dental practitioner. In 

practices, there should be information materials on prevention, the occurrence of various 

diseases, their course, therapeutic options and their costs. These can be in the form of texts, 

tables, brochures, photographs or models, illustrating possible treatment alternatives. 

Information should be given to the patient in a form that they can understand and they should 

be given time to think and make decision as far as the lack of urgency allows.  After every detail 

of the upcoming treatment has been discussed with the patient, their informed consent should 

be obtained in writing. 

7.Keeping detailed patient records 

Keeping detailed documentation should include the collected information from the 

anamnesis and the objective condition of the patient, the type and scope of the diagnostic 
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measures, including imaging diagnostics, photographs, the type and scope of therapy, informed 

consent, financial documents, etc. It would be optimal to introduce checklists to facilitate the 

process. 

By keeping strict documentation, the attending physician can always follow the progress of 

their work, as well as, in case of need for interdisciplinary intervention, they can provide quick 

and detailed information about the activities performed. The introduction of this process is of 

particular importance for dental practices with more than two dental doctors, when in multi-

stage therapy, the patient is not always with the same doctor. This reduces the risk of making a 

medical error due to missing data on the manipulations performed. Another advantage is that 

the collected information about treatment measures can be used to analyze and evaluate the 

work done. 

8.Additional studies and postgraduate qualification 

Additional training for employees in dental practices is of great importance in maintaining a 

high level of competence. This is of particular importance for the personnel responsible for 

quality control and risk management, who must be well trained and must possess the necessary 

knowledge to professionally carry out the tasks entrusted to them. 

Attendance at these events should be planned and documented. In order to facilitate the 

organization of postgraduate studies, especially in dental practices with more than two doctors, 

the following steps can be introduced: 

• Establishing the need for postgraduate training and/or specialization and in which 

professional direction; 

• Defining the objectives; 

• Documenting the certificates received from the training; 

• Creation of new checklists, work protocols, change of processes; 

• Control of the newly introduced measures; 

9.Error and risk management 

This is one of the most important processes of the DPRMM.  Detecting, fixing and analyzing 

errors is part of the daily work in almost every dental practice. To make error and risk 

management more effective, a list of errors that have already occurred could be created to help 

develop measures to prevent them from happening again. Followed by regular control of the 

events and creation of a new list of errors for subsequent analysis. 

10. Holding regular meetings with the team 

Through meetings with the team, the management receives feedback from its employees; 

goals and ideas for the development of the practice are discussed, as well as errors, unwanted 
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events and potential risks. The structured conduct of these meetings with predetermined topics 

for discussion is a prerequisite for their effectiveness. In doing so, the following steps can be 

applied: 

• Determining the objectives of the meeting and the topics to be discussed; 

• Drawing up a schedule for regular meetings with the team; 

• Preparation of minutes of the meeting; 

• Feedback from employees about the effectiveness of the meeting; 

 

Implementation of the DPRMM 

 

In order to introduce such a system, it is first necessary to establish the current state of risk 

management. In this way, the gaps in the current model can be analyzed and new processes can 

be developed and implemented to improve the safety and quality of dental services. The 

implementation of the planned changes should be followed by a new assessment of the 

situation, forming a "cycle" of continuous improvement of the processes in the dental practice.  

(Figure 4.) 

 

 

Figure 4. Improving work processes in dental practices 
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The conclusions of the conducted survey among Bulgarian dentists showed the need for the 

construction and implementation in practice of a Risk Management Model. Despite the 

indisputable advantages of this type of system, it should be noted that its introduction would 

consume a considerable amount of time and the availability of sufficient support staff is also 

necessary. These prerequisites, as well as the fact that there is no legal requirement for 

mandatory introduction of DPRMM, present dental practitioners with the choice of whether 

such an investment would be justified. Extremely important for making this decision would be 

the position of the professional organization – the Bulgarian Dental Union. The Union could 

organize training events on this issue in order to sensitize more dental practitioners on the 

subject.  
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MEDICAL SPECIALIST POSTGRADUATE PROGRAM (OR ELECTIVE ONE) 

IN "PATIENT SAFETY IN DENTAL PRACTICE" 

 

Continuing their dental education is a legal, professional and ethical obligation of every 

dental practitioner. Education is part of patient safety and all studies in this area need to be 

used as models in the future to help improve the quality of services provided and prevent 

unwanted incidents. 

Our own research into patient safety awareness and training of dental practitioners, as 

well as their attitudes and preferences regarding refresher courses, led us to propose a 

postgraduate training program that could be used not only for general practitioners and dental 

practitioners, but also for all health professions. The program can also be used to train 

students as a freely chosen discipline, thus complying with the WHO recommendation for 

training in patient safety at the earliest stage. As a result of the training, students will master 

the basic concepts, conceptual and theoretical approaches to the process of ensuring patient 

safety. They will build basic skills for correctly assessing the interests of the various subjects 

in medical practice, for finding ways to optimize the communication process, and last but 

not least, for applying the acquired knowledge in their professional practice. 

 

1. Annotation of the program 

 

• Target group - The program is intended for dental doctors from pre-hospital and hospital 

care 

• Hours: 10 hours of theory and 5 hours of practice 

• Venue: theoretical classes - auditorium, conference halls of health facilities; practical 

classes - according to the nature and subject of the class. 

• Curriculum - 10 hours of theory, divided into classes of 2 hours duration, to be held before 

or after working hours on the territory of the educational/health institution or in another place;  

5 hours of practice - divided into 1-hour classes to be held once a week after working hours. 
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2. Objectives of the program – effective training to acquire and improve basic and 

specialized knowledge and skills for safe patient care. 

 

3. Tasks of the program: 

- Theoretical and practical preparation for the types of doctor-patient legal relationships 

- Theoretical and practical training on patients' rights 

- Theoretical and practical preparation for obtaining informed consent 

- Theoretical and practical training for communication with team members, dental 

technicians and other specialists 

- Acquisition of knowledge and skills for keeping medical records; 

- Acquiring teamwork skills; 

- Acquiring skills to work in a team and in a tense and stressful environment. Application 

of ergonomic rules; 

- Theoretical and practical training for participation in copying emergency situations. 

 

4. Forms of training - lectures and practical exercises. 

5. Teaching methods - interactive lecture, demonstration, simulation, exercise, role play, 

solving cases and incidents. 

6. Didactic tools and aids used in training - multimedia; audio-visual means and 

information technology 

7. Mandatory competencies: 

Theoretical knowledge about: 

- Legislation 

- Proper maintenance of medical records 

- Communication techniques 

- Obtaining informed consent 

- Recognition of high-risk patients 

- Ergonomics in the workplace 

- Protection against nosocomial infections 

- Patients' rights 

Practical skills: 

- For proper communication in interdisciplinary treatment; 

- Preparation of job checklists; 

- Providing information to the patient; 
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- Communication with dental technicians and other specialists; 

- Written definition of tasks, preparation of a practice manual; 

 

 

LECTURE COURSE PROGRAM 

 

Lecture 1: Patient and patient safety around the world. Definitions and historical 

overview. Patients' rights according to international sources. 

Trainees: the entire staff of the health facility. 

1. Historical overview of patient safety. 

2. Global Patient Safety Definitions. 

3. Doctor-patient relationship. Types of legal relations. 

4. Treatment contract. 

5. Patient safety around the world – comparative and legal analysis of different 

health systems. 

6. Major initiatives worldwide to improve patient safety. 

7. Patient Rights Resources. 

 

Lecture 2: Analysis of the healthcare system and patient safety in Bulgaria 

Trainees: the entire staff of the health facility. 

1. The health system and patient safety in Bulgaria. Current programs to improve the 

health of the nation. 

2. Legislative regulation of patients' rights. 

3. Healthcare control bodies. 

4. Protection of patients' rights. 

5. Adverse Medical Event Reporting Registry. 

 

Lecture 3: Legal responsibility of medical specialists according to Bulgarian law 

1. Theories of doctor errors and liability. 

2. Types of legal liability. 
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Lecture 4:  Medical quality 

Trainees: the medical staff of the health facility 

1. Quality management in healthcare. 

2. The patient as a quality criterion. 

3. Electronic health care. 

 

Lecture 5: Education and patient safety. Risk management in patient safety. 

Trainees: the medical staff of the health facility 

1. Continuing education. 

2. Risk management culture. 

 

 

PRACTICAL EXERCISES PROGRAM 

 

 

Practical session: Medical documentation – types and keeping 

1. Written definition of tasks, preparation of a Practice Manual. 

2. Checklists. 

 

Practical session:  Culture of interdisciplinary treatment 

1. Communication skills. 

2. Communication with dental technician and other specialists. 

3. Role play. 

 

Practical session: Identifying high-risk patients 

Trainees: medical staff 

1. Elderly and polymorbid patients. 

2. Written definition and visualization of rules and steps in the event of emergency situations 

is a reliable way of risk management. 

3. Creation of an action plan for medical emergencies 

4. Regular first aid refresher courses and simulation training 
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Practical session: Providing information to the patient and obtaining informed consent. 

Trainees: medical staff 

1. Obtaining informed consent. 

2. Feedback from the patient in order to improve work processes through surveys, interviews, 

etc. 

 

 

Practical session: Postgraduate studies and additional studies. Ergonomic rules. 

Trainees: medical staff 

1. Determination of the need for postgraduate training and/or specialization and in which 

professional direction; 

2. Defining the goals; 

3. Documenting the certificates received from the training; 

4. Creation of new checklists, work protocols, change of processes; 

5. Control of newly introduced measures; 

6. Ergonomic rules.  
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GENERAL CONCLUSIONS 

 

1. The problems related to patient safety and medical malpractice are relevant, both for 

Bulgaria and Germany, and achieving a safer environment should be a priority in the efforts to 

ensure better quality of healthcare for every European citizen. 

2. In Bulgaria and Germany, there is a lack of a mandatory scientific discipline in the 

curriculum of Medical Universities, dedicated to the topics of "Patient Safety" and "Medical 

Error", and the introduction of such a discipline would be an important strategy for improving 

patient safety. 

3. There are differences in the legal regulations concerning patients' rights and quality 

and risk management in Bulgaria and in Germany. 

4. Impaired communication between members of the medical team and doctor-patient 

communication, as well as fatigue, increase the risk of making a medical error. 

5. The surveyed dental practitioners  believe that even the greatest specialists can make 

a medical error and this is not a sign of incompetence, but the responsibility lies with the dental 

specialists. 

6. Bulgaria lacks an anonymous register for reporting medical errors, and the 

respondents are of the opinion that such a register would be useful for their practice. They see 

the role of the organization as pivotal to promoting the issue of Patient Safety and Medical 

Malpractice. 

7. The surveyed dentists do not define in writing the main processes and tasks in their 

practice, have not introduced checklists and conduct irregular meetings with their team. 

8. A large number of respondents do not conduct surveys among patients and there is a 

lack of objective feedback regarding the comprehensibility of the provided information 

materials. 

9. The gaps identified by the survey data point out the need to create a Dental Practice 

Risk Management Model (DPRMM)  
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FINAL CONCLUSION 

 

The present scientific work proves the hypothesis that the attitude of the dental practitioners 

who studied and practise in Bulgaria and those who graduated and practise in Germany towards 

the issues of patient safety and medical error is different. 

The Dental Practice Risk Management Model (DPRMM) developed by the researcher could 

be used by dental practitioners in Bulgaria to improve the quality of dental services and reduce 

work-related risk. 

The developed postgraduate training program or elective course for medical professionals 

on the issue of "Patient Safety in Dental Practice" could contribute to increasing patient safety.  
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RECOMMENDATIONS  AND CONTRIBUTIONS 

 

 

RECOMMENDATIONS 

 

1. Recommendation to  Dental Faculties 

To introduce an elective subject for fifth-year dental students on Patient Safety in Dental 

Practice. 

 

2. Recommendation to the Bulgarian Dental Union and the Bulgarian Medical Union 

To establish an anonymous medical malpractice reporting registry for educational purposes. 

To organize postgraduate trainings, lectures, seminars on "Patient Safety" and "Medical 

Errors". 

 

3. Recommendation to dental practitioners 

To implement a Dental Practice Risk Management Model in their practice, through which 

to increase patient safety and reduce the risk of making  medical errors.  
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CONTRIBUTIONS 

 

Contributions of a theoretical nature 

 

1. The opinion of dentists in Germany and in Bulgaria was compared and evaluated on the 

issues of medical errors and patient safety. 

 

2. A survey was conducted among the dentists in Bulgaria in order to establish the needs and 

specifics of their activity in terms of quality management of healthcare services. 

 

Contributions of a practical and applied nature 

 

1. A Dental Practice Risk Management Model (DPRMM) was created, which aims to improve 

patient safety. 

 

2. A postgraduate training program (or an elective course) was developed for medical specialists 

on "Patient Safety in Dental Practice". 

 

3. Specific recommendations to various institutions have been developed that would contribute 

to the development of strategies to increase patient safety and reduce the risk of medical errors.  
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