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A B S T R A C T   

Background: Observation studies are used in health care research, e.g. to explore behaviors of patients or health 
care professionals in hospitals. A methodological challenge in observation studies is the observer effect, as it can 
jeopardize the quality of a study. 
Objectives: To capture different dimensions of the observer effect through health care professionals’ and patients’ 
experiences, and their reactions to being observed in a hospital setting, and in addition, observers’ experiences 
from performing an observation study. 
Method: Four focus group interviews (health care professionals and observers) and 10 individual interviews 
(patients) were conducted with participants from a Norwegian observation study focusing on medication 
communication at a hospital ward. In all 26 persons were interviewed, whereof 3 were observers (pharmacist, 
pharmacy students). Data were collected between September 2019 and January 2020 and analyzed by an 
inductive, thematic analysis approach. 
Results: Five main themes were identified; Experiencing being observed; Temporarily adapting medication 
communication behavior; Consequences for the patients; To interact or not - reflections on the relations and 
Observing the observers. Respondents reported some observer effects, but also that these diminished with time. 
Even though minimal interaction was used as a strategy, observers and the observed still built rapport. 
Conclusions: The observer effect in relation to medication communication seemed to be small and temporary in 
this specific hospital setting, among other things as staff and patients were used to extra persons (e.g. students) 
being around. Medication communication in hospital settings is a complex behavior, and appears to not be 
strongly impacted by the presence of observers, especially with a long observation time. It is important for re-
searchers to monitor and record the observer effect in the specific setting of the study. This can be done by 
interviews with the observed and the observers by someone not connected to the observation study.   

Introduction 

Observation studies shed light on people’s actual behavior instead of 
what is said in an interview or filled out in a survey. Variants of 
observation studies are used in a range of real world settings, including 
hospitals and pharmacies to e.g. understand patterns of work and 
patient-health care professional encounters. 

Observation studies have clear advantages; however, no method 
comes without challenges. The method is time consuming and often 
ethically troublesome.1 Probably the most frequently discussed disad-
vantage is the observer effect, previously called the Hawthorne effect, 
which has over the course of time changed to other labels such as the 
observer-expectancy effect or participant reactivity.1,2 In this paper we 
use the label observer effect. The observer effect can be defined as “any 
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form of artifact or consequence of research participation on behavior”2 and 
implies that people tend to change their behavior if they know they are 
being observed.2 

One psychological explanation of the observer effect is that if a 
participant is informed about or (sub-)consciously has an idea of what 
behavior is being studied, they might adapt to what they think is ex-
pected from them. Consequently, they may change their acting towards 
an “ideal” behavior compared to under normal circumstances i.e. con-
formity and social desirability considerations.1− 4Hence, the observer 
effect could lead to wrong conclusions of a study, threatening its internal 
validity and reliability. 

The impact of the observer effect is a rather unexplored area in the 
context of clinical and social pharmacy. Nevertheless, studies explicitly 
exploring the observer effect in clinical practice exist, and include a 
study by Goodwin et al. in a primary care setting, where little or no effect 
on physician encounters was identified, except for patients with lower 
sociodemographic status.5They however saw an initial effect the first 
day of observation as the duration of the visits on average were 10% 
longer compared to the second day. In addition, the participants them-
selves reported no effect of the observer on the interaction (74% of 
patients; 55% of physicians).5Another study, also exploring the observer 
effect in primary care found no clinical difference on the primary study 
outcomes (clinician management of skin and soft tissue infections).6A 
recent review of observation studies on hand hygiene concluded a var-
iable and possibly transient observer effect. The magnitude varied be-
tween clinical specialty and across departments, and ranged from 
− 6.9% to 65.3%.7 

The observer effect is, however, controversial. There are doubts 
about its actual existence, the magnitude of the effect and mechanisms 
behind it.2,5,8,9 It has also been suggested that the observer effect is 
overestimated by researchers.3Furthermore, it is said to depend on many 
known and unknown factors, including the context (e.g. kind of group 
observed and their profession and/or sociodemographic characteris-
tics), study design (e.g. type of observations, clinical trials or 
quasi-experimental studies), the observers (e.g. personality, character-
istics, and behavior), what the participants are doing and where, and 
observation intensity (incl. timespan and degree of pre-
sence).2-5,10Suggested measures to minimize the observer effect are: 
habituation (i.e. long observation times), no sharing of study hypothesis, 
use of native observers, minimal interactions between observer and 
observed, use of less obtrusive observation tools or clues of observers 
presence, and awareness of field entry.1,3–5 

New ways of understanding the observer effect is needed. For 
example, about whether, when, how, how much, and for whom research 
participation may impact behavior or other study outcomes, as research 
about this is scarce.2,5Therefore, in connection to an observation study 
of medication communication performed at a hospital ward by phar-
macists, the observer effect, and related issues was explored from the 
perspective of the observed health care professionals (HCP), patients 
and observers. By exploring research participation, this methodological 
study seeks to increase the understanding of participants’ experiences, 
including the observer effect, and hence improve the quality of future 
observation studies in hospital settings. 

Aim 

This study aimed to capture different dimensions of the observer 
effect through HCPs and patients’ experiences, and their reactions to 
being observed in a hospital setting, and in addition, observers’ expe-
riences from performing an observation study. 

Method 

Context 

The observation study was conducted at an internal medical hospital 

ward in Norway, and had a focus on the patient perspective of medi-
cation communication during the hospital stay, and especially dis-
charge.11,12The observers (n = 3) were identifiable as they wore yellow 
t-shirts with the text “observer”. They did not have any active role in the 
social setting. The observer was only present in the patient’s room 
during HCP encounters, and was otherwise waiting outside the room. 
Observations took place Monday to Friday (and occasionally on week-
ends) from 8:00 to 15.30, covering the period when most hospital ac-
tivities normally take place. The same patient could be observed by 
different observers. A second observer performed observations if 
necessary, for example if the first observer needed a (lunch) break. 
Having a main observer maintained continuity, and adding a second 
enhanced consensus discussions. The observed (patients and HCPs) 
knew that the observers were either pharmacists (1 observer) or phar-
macy students in their final year (2 observers). 

HCPs had received information about the study several times: in 
information meetings before the study started, in connection to signing 
informed consent, and through a poster on the wall at the ward during 
the period of observation. Patients were informed in connection to in-
clusion in the study. The information included the aim of the study, 
which was to explore the patient perspective on medication communi-
cation, especially at discharge. The patients were recruited from 
September to December 2019, close to the day of their planned 
discharge, and followed through to hospital discharge. 

Methods 

Focus groups were conducted with observed HCPs and observers, 
separately.1,13 Patients were individually interviewed.1The consolidated 
criteria for reporting qualitative research (COREQ) were used when 
writing this paper.14 

Focus groups 

Focus groups were favored over interviews to increase the possibility 
of capturing different (and unanticipated) viewpoints, “… in a social 
context where people can consider their own views in the context of the 
views of others”.3 HCPs who had participated (i.e. agreed to and signed 
informed consent) in the observation study were possible participants 
for taking part in this study. Staff working at the ward recruited the HCP 
participants, and the potential participants received information about 
the study in writing beforehand. In addition, the 3 observing pharma-
cist/pharmacy students were included (the observers). For HCPs a 
convenience sampling strategy was used.1 However, there was a 
requirement that all 3 professions of HCPs (physicians, nurses and 
nursing assistants), who had been mostly observed, should be repre-
sented. Other professions occasionally observed were physiotherapists, 
pharmacists and pharmacy technicians. 

The interview guide consisted of one main area: the experience of 
being observed (HCPs) or the experience of being an observer (see ap-
pendix). The authors developed the guide based on the study aim and 
from information about how the observation study had been conducted. 
KS (moderator) and BK (assistant moderator) conducted the focus 
groups. The moderators had previous experience from conducting focus 
group interviews, but had no connections to the participants before-
hand, or role in the observation study. The interviews took place during 
the HCPs lunch break in a separate room at the hospital ward. Pizza and 
soft drinks were served and participants received a gift card (250NOK). 
Data were collected in January 2020. 

Patient interviews 

As part of the observation study, patients were interviewed (by the 
observers in the observation study) 1–2 weeks after discharge. They 
received information and gave written informed consent separately for 
the interviews. In these interviews a question was included about how 
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they had experienced being observed. Patients were eligible if they were 
≥18 years, home dwelling, responsible for their medication adminis-
tration prior to hospital admission, and expected to be discharged to 
their homes or a short-term nursing home department. Pre-terminal or 
cognitively impaired patients were not eligible. 

Data analysis 

Both focus groups and interviews were audio recorded and tran-
scribed verbatim. An inductive approach was chosen for the ana-
lysis.15Se Fig. 1 for an overview of the process. 

For the patient interviews, first relevant data were extracted, i.e. data 
concerning being observed, relationship to the observers and how pa-
tients perceived HCPs as observed. The analysis was then conducted by 
KS and SKS who first read all text (50 pages; 17 758 words) and indi-
vidually identified themes. At a first meeting, 6 preliminary themes were 
decided upon. Thereafter they individually sorted the text and identified 
relevant meaning units to each theme, and coded the text. Finally, 
analysis texts were written for each theme. Parallel to these steps there 
were several discussions between the analyzers where themes were 
refined. Subsequently YA and SER audited the analysis process, i.e. they 
read the transcripts and the preliminary analysis. The audit focused on 
two aspects: 1) does the analysis mirror the data and 2) are any relevant 
data left out. After the audit and some final discussions, changes were 
made – finally resulting in the current five themes. Microsoft Office 
Professional Plus 2016 Word was used to sort the data. 

Authors’ background and preunderstanding 

KS is a pharmacist, holding a PhD in social pharmacy and trained in 
qualitative methods. BK was at the time a medical student in her final 
years. SKS is a social scientist, holding a PhD in social medicine, and 
working within social pharmacy. LM is a pharmacist with a PhD in 
pharmacology, currently working within clinical pharmacy at a uni-
versity. YA is a medical scientist with a PhD in medical research. She is 
currently working as head of research at a hospital pharmacies enter-
prise in South Eastern Norway. SER is a clinical pharmacist and PhD 
student within clinical pharmacy. SKS, YA, LM and SER were all 
involved in the observation study, SER also as observer. The researchers 
in the observation study held the preunderstanding that the observer 

effect could be present and have an impact on the behavior of especially 
the observed HCPs, and hence study results. The assumption was that 
HCPs, would make extra efforts regarding medication communication– 
both amount and quality - during patient consultations, as they knew the 
study was about this topic. In order to find out more about the observer 
effect two researchers (first and second authors), not involved in the 
observation study, were asked to conduct the focus groups with HCPs 
and observers. 

Ethical approval 

The study was approved by the Data Protection Officer at the Hos-
pital Pharmacies Enterprise, South Eastern Norway (no 2019/0002). 
Data was stored at Services for sensitive data (TSD) through the Uni-
versity of Oslo. 

Results 

In total 17 HCPs participated in 4 focus groups (3 senior consultant 
physicians, 9 nurses, 2 nursing assistants, and in a separate focus group 
the 3 female observers. In the HCP focus groups the professions were 
mixed, nevertheless, physicians were present only in one focus group. 
Three participants were male and 14 female, the age ranged from 24 to 
60, with an average age of 38 years. The HCPs were asked about in how 
many encounters they had been observed; one person had not been 
observed, one person only one time, 4 persons had been observed 2–5 
times, 3 persons 6–10 times and 5 had been observed over 10 times. The 
focus groups with the HCPs lasted on average 23 min and with the ob-
servers for 53 min. 

In total 10 patients were interviewed, 4 men and 6 women, ages 
40–90 and their encounters with HCPs had been observed between 1 and 
22 days. 

The data analysis resulted in 5 main themes (Table 1). The results 
from the focus groups and interviews are presented together. In the 
quotations, the following abbreviations are used; Assistant nurse (AN), 
Nurse (N), Observer (O), Patient (P), Senior consultant physicians (SCP) 
followed by an Arabic number or a letter to specify the specific person, 
and for focus groups, at the end the number of the focus group. 

Fig. 1. Overview of the data analysis process.  
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Experiencing being observed 

Overall, the HCPs described the experience of being observed as 
good, and as a neutral experience for them and the patients. This 
impression was confirmed by the observers. The HCPs said several times 
that observing other’s performance and being observed by others, e.g. 
students, is part of their ordinary workday and training as HCPs, and 
cause little discomfort. 

Still a few participants (both SCP and other HCPs) described their 
experiences as if they had a shadow after them or being bugged and 
judged. Generally, patients reported not being affected by the presence 
of the observers. They phrased this as “I have not cared about that at all, I 
have pretended that you are not there” (Pa), or: 

Pb:… when the doctors were present, there were often a couple of 
nurses, as well. They were just standing there and said nothing, but I 
knew they were nurses. And I saw that you [the observer/inter-
viewer] were there, but I knew that you should be there. This was not 
more disturbing, than anything else. I focus on the doctor who talked 
to me. 

For some patients the presence of the observers had actually been 
positive. In addition, patients commented that having extra people 
observing was something they were used to in a care setting: 

Pb: I did not think about it. When I go to the physicians, GP or other 
places, I’m so used to them asking ‘can he or she observe?’ and so on. 
I always say yes, because it’s quite important. So I’m used to that 
quite a few people can join in. 

Both the observed and the observers referred to time as a critical 
factor regarding HCPs’ behavior. 

O3: I guess it’s just that you get to be there for a long enough time, 
maybe. When we have been in the room a few times, they understand 
that it isn’t that uncomfortable. 

Many HCPs reported a feeling of safety as they already “knew the 
observers” i.e. were familiar with clinical pharmacists at the ward. The 
observers thought that the fact that they were relatively young women 
and students reduced the intimidating effect on the HCPs compared to if 
they had e.g. been a SCP. 

Nevertheless, being observed provoked different feelings among the 
HCPs. In general, in the focus groups, the senior consultant physicians 
had very few reflections about the experience compared to the other 
HCPs. The physicians explained it as very smooth and did not see any-
thing negative about being observed compared to nurses or nursing 
assistants. Some nurses and nursing assistants reflected on how they 
would be portrayed in the observations, and felt a need for changing and 
thinking about their behavior when being observed. One participant 
described a situation of uneasiness when she at one time did not know 
how to respond to a patient. She did not like the thought of being 
described as unable to master the situation in the observer’s notepad. 
The observers also told about situations where the HCPs had reported 
nervousness related to medication use, information and knowledge, in 
the presence of the observers. The observers said they experienced this 
behavior also among SCPs, who did not report any of this in the focus 
group interview. 

AN: And they also write.‘What are they writing, I wonder? Now they 
write’. I can be a little preoccupied with the girls. I’m kind of like 
that. Eventually I relaxed and was myself. And I thought ‘Oh, oh, oh, 
what are they thinking now?’ 

Moderator: But if I understand you correctly, it was something that 
disappeared after a while, right? 

N2: Yes, it kind of became more natural. 

N3: Yes. 

(Focus group 2) 

Temporarily adapting medication communication behavior 

When asked about the information given prior to the observation 
study, HCPs seemed unsure, and could not really state the aim of the 
study (for comparison, see context section in Methods). It was for 
example described as “a research project having something to do with 
medications”. There were different interpretations of what this ‘some-
thing’ was, although medication information and communication were 
mentioned by some of the HCPs. Some HCPs mentioned that they 
considered the overall aim of the study not being associated with 
judging them as individual professionals. Instead, they felt that they and 
the observers (i.e. pharmacists) were part of the same interdisciplinary 
team working towards the same goal, wanting to improve patient care. 

The HCPs reported a potential effect on, and awareness of, their in-
formation behavior regarding medication (use) in the presence of the 
observers, who they knew had expertise in pharmaceuticals. For 
example, some felt obliged to check that the medications they admin-
istered was accurate, if the information was correct or not, and they 
reflected on what and how much information they gave. They reported 
focusing on these matters. The observers stated that in the beginning 
some HCPs had explained their behavior towards the patient immedi-
ately after the observed encounter or confirmed the observer’s presence 
e.g. by a nod. 

O3: /…/ I would also have been aware of what I said about medi-
cations if there had been someone there in a yellow t-shirt who said 
that they should look at medication communication. And who stands 
there and writes like crazy. You would have been conscious of it. And 
I understand that certain physicians when leaving a room would say 
‘now I said that because’ and that they wanted to defend what they 
did, I understand that. But when you have done it a few times, maybe 
that effect disappears. But I think it’s going to be there anyway, I 
think … 

The first observation encounters were described as something 
different from ordinary practice, where HCPs were more observant to-
wards their own behavior on medication communication, i.e. what the 
observers were looking for and the patients’ reactions. However, these 
situations seemed to, quite fast, become everyday life at the ward. Some 
reflected on a similar behavior with new patients as well, explaining that 
they are always more aware about what they are saying compared to 
after a while. The observers thought that rather than the presence of 
observers, stressing situations and lack of staff had an impact on HCPs’ 
communication about medications. 

SCP3: No, maybe the very first time I heard it was medication in-
formation. Maybe I thought a little …, maybe I thought a little extra 
about it when I was with the patient. But other than that, I have not 
thought about it. I do not think I have behaved any differently. At 
least not thought about it. 

SCP1: No, I gave medication information to a patient. I remember 
there was a pharmacist there.I think I would have done that anyway. 
/.../ 

Table 1 
Overview of the main themes identified from the qualitative analysis of the 
observed and observers.  

Experiencing being observed 
Temporarily adapting medication communication behavior 
Consequences for the patients 
To interact or not - reflections on the relations 
Observing the observers  
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N2: It has not made any difference. You got used to it very quickly 
too. /.../ But I would be if there are physicians in the room as well if I 
provide medication information. So you get used to it quickly. 

(Focus group 1) 

Consequences for the patients 

If HCPs changed their behavior because of the observer effect, this 
could potentially have had consequences for the patients they were 
treating, consequences that were good, bad or neutral. HCPs in the focus 
groups stated that there were no consequences for patients, or at least 
not any negative ones. HCPs further stated that they probably would 
have objected if they had had any such experiences. 

N2: I do not think it affected the patient care to any great extent. 

SCP3: Yes, then we would have said something, I guess, then we 
would have objected ‘can you go out while we examine this and 
that?’ I guess. 

(Focus group 1) 

The patients also said they had not experienced any difference in 
HCPs’ behavior during observations as compared to when not being 
observed: 

Interviewer: Did you feel that there was any difference in how people 
talked, or something else that was different the day we were in the 
room? 

Pc: No, I don’t think so, at least it didn’t feel that way. 

An observation study could be a potential threat for patient confi-
dentiality. When possibly intimidating situations came up, there seemed 
to have been a silent agreement that the observers left the room, or that 
HCPs informed the observers before they entered the patient room, so 
the observers could stay outside. These situations could be toilet visits, 
helping patients get dressed etc. One patient reported telling the 
observer to stay outside, during a meeting with a social worker 

Pd: I did not want her [i.e. the observer] to come in, she was not 
allowed. 

Interviewer: No, of course. 

Pd: Sorry but just some private stuff, I do not want that... It’s money 
and banks and loans. 

To interact or not - reflections on the relations 

The HCPs reported mainly not talking to the observers during the 
observations. Still some said they had tried to ask the observers medi-
cation related questions, however, getting the reply they were only there 
to observe. 

N3: So I kind of try to consult and hear if they [i.e. the observers] 
agree with me. But I was told that ‘no, I don’t want to answer’. They 
were just supposed to observe without providing any more infor-
mation. They expect me as a nurse to know what I am supposed to. I 
do not know. But if you ask them any questions, they said why they 
could not answer it. 

(Focus group 3) 

Communication had however taken place outside observations. 
Some HCPs reported having asked the observers outside the patient’s 
room both regarding medical issues, but also trying to help them prac-
tically. This was typically by saying which patient they were going to see 
(when there were several patients in one room) so that the observers 

should know if it was the patient being observed or not. 

N2: And so when we were going into a triple room, I tried to 
communicate a little with them before we went in, so that they un-
derstood if it was ‘that patient’ or someone else. Because it was a 
little difficult for them to understand whether they should join in or 
not, when there are three or two others in the room. So that was fine. 

(Focus group 2) 

Both these forms of communication were confirmed by the ob-
servers; they reported that after a while they understood some of the 
HCPs without having to speak to them regarding practical issues e.g. if 
the observers should enter the room or not. The observers also verified 
that during the observations they were asked questions about e.g. if a 
medicine had a specific medical indication or not. Furthermore, outside 
observations they were asked questions about medication use e.g. about 
inhalation medications or antibiotics in general or for a specific patient 
(not necessarily those observed). The observers thought that a reason 
could be that the HCPs were used to having clinical pharmacists in the 
interdisciplinary team, and hence forgot the role of the observers. The 
observers also got questions about the reasons for them being there. 

HCPs also reported a feeling of awkwardness, wondering whether 
they should de-brief or not with the observers after the observed 
encounter. They compared it to having training of students, to whom 
they always explain everything about their behavior, whereas the ob-
servers just stood there taking notes with no further interactions with the 
HCPs. The observers, on the other hand, felt being in somebody’s way 
and disturbing the relations among HCPs and patients, especially when 
sensitive topics where discussed. The observers were then extra afraid of 
making noises e.g. by dropping the pen, turn papers, or a beeping tele-
phone. According to both HCPs and observers, the HCPs and the 
observing pharmacists interacted non-verbally, by e.g. a smile of un-
derstanding if something funny happened or a nod if the HCPs wanted 
their confirmation in some medication related question. Several HCPs 
stated that a possibility to interact more may have made some situations 
less awkward. One pointed out that they recognized the observers’ faces, 
but knew nothing about their names or them as persons, even though 
they had spent months at the ward. 

According to the observers, they and the patients seldom talked to 
each other during the observations. Still, the observers built relations 
with the patients outside and during the observing situations: by eye 
contact or small talk in the corridor. Patients were reported to use 
metaphors like “my guardian” to describe the observers’ role during 
their hospital stays. One of the patients said she saw one of the observers 
“almost as my daughter” (Pg). 

Observing the observers 

The observed HCPs described the observing pharmacists as overall 
humble, non-obtrusive, and neutral. Also, that they seemed to “under-
stand the hospital culture”, and “respected challenging situations”, for 
example when to walk out of the room. 

N3: They kept very much to themselves in the background. Very 
quiet. Almost invisible. 

N2: I think they were very professional in the way they worked. 

N1: They have been very nice. Very sweet, all of them. 

(Focus group 3) 

Also the patients said the observers were non-obtrusive, “just standing 
in the background” (Pe), or 

“I almost didn’t see you [the observers] /…/ I think it was fine /…/ 
you didn’t interfere with anything, you just were there” (Pf) 

In the HCP focus groups there was also much talk about what the 
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observers actually did, and it seemed clear that HCPs had been thinking 
about this. Predominantly the reflections were about the time observers 
spent just waiting, which was seen as most of the time they spent at the 
ward – or as a patient said: “you were in guard at the door!” (Pe). 

N3: But they sit mostly out in the corridor, don’t they? I’ve seen them 
mostly there. Outside the room. /…/ 

N3: Okay. But when they’re sitting out in the corridor, I’ve just been 
thinking they were sitting and writing on the project, or I do not 
know what [they do]. 

SCP2: I think they just waited, right? 

N3: I do not know, they are just sitting there. 

(Focus group 1) 

The observers also commented on the long times spent waiting, and 
that it could be tiring. They experienced the mornings as rather busy, but 
that not as much happened in the afternoons, and hence there was more 
time spent sitting in the corridor. When observers went in to patient 
rooms together with the HCPs they were described as standing in the 
background, taking notes. 

The HCPs were clearly curious about what was noted, was it for 
example something they personally had said or done. There were dis-
cussions in the HCP focus groups about what the observers had observed 
and this was, according to the HCPs “everything”, even though they 
earlier had agreed that the study was about medications. 

Another aspect of the observers sitting in the ward corridor was, 
according to the HCPs, that people from outside the ward asked about 
who they were, this could be next-of-kins visiting, but mainly staff from 
other wards who happened to see them. The HCPs then reported just 
informing whoever asked that these were observers working on a 
research project. The fact that the observers wore bright yellow t-shirts, 
with ‘observer’ written on them was seen as a very positive thing, and 
from different perspectives. Firstly, that you could actually read what 
they were (the word observer in large print), secondly, that the color 
differed so much from the HCPs mostly dressed in white, so that ob-
servers were not taken for HCPs and e.g. asked questions, and thirdly 
that it was clear to all (including patients) when the observers entered 
into a patient room. 

N1: Yes, because it’s okay. Everyone is wondering what’s going on. If 
it is a white coat, all patients and relatives come and ask for help. If it 
says ‘I’m just there’, then everyone else knows it too. 

AN: Yes, fine to wear. 

N2: And yellow color stands out. ‘Observer’. Clearly what the role is. 
So there was not much doubt. I think they got to sit pretty much in 
peace. 

(Focus group 3) 

Discussion 

This study aimed to explore the observer effect through HCPs and 
patients’ experiences of being observed in a hospital setting, and in 
addition, observers’ experiences from an observation study. The analysis 
resulted in 5 main themes:experiencing being observed; temporarily 
adapting medication communication behavior; consequences for the 
patients; to interact or not - reflections on the relations, and observing 
the observers. One other finding is regarding how participating HCPs 
comprehended the information given about the observation study. 

Some of the factors suggested to minimize the observer effect are 
habituation, no sharing of study hypothesis, use of native observers, and 
minimal interactions.1,3− 5In the observation study, several of these 
measures were taken into consideration. In the following sections, we 

reflect upon consequences of these actions, along with a discussion on 
additional findings, and thereby try to increase the understanding of 
how the observer effect appear using pharmacists/students as observers 
in a hospital setting. 

Habituation 

According to the participants, there was initially a minor observer 
effect in the observation study, but they also stated that it lessened with 
time, i.e.that habituation took place.1,3 One important factor here is, as 
expressed by the interviewed HCPs and patients, that being observed is 
everyday practice at a hospital ward. Both patients and HCPs were used 
to having additional people present in encounters. The additional 
presence of an observer appeared not to have impacted this culture. This 
is supported by Paradise et al. who concluded that HCPs have a high 
work load and have to focus on the patient and that HCPs in (teaching) 
hospitals always are observed.8HCPs were also used to clinical phar-
macists working at the ward, which might have lessened the observer 
effect, i.e. even if the specific observers were mainly new, what they 
represented (pharmacists and students) was not. 

Medication communication is, however, a complex behavior with 
many components compared to for example hand hygiene. Even if 
especially HCPs change their behavior in some sense by e.g. focusing on 
giving more information, the full ‘medicationcommunication behavior’ 
is difficult to change. For example, the quantity can change without the 
quality being modified. 

Both HCPs and patients considered the consequences for patients to 
have been small or non-existing. The observer effect is usually thought 
to make people behave in a better way, hence patients could have been 
exposed to better communication about medications. If so, this could 
result in patients having less of something else (e.g. communication 
about psychological health) or that other patients got less time with 
HCPs, but no conclusions about this can be drawn from our study. As the 
observer effect, however, diminishes with time, the pros and possible 
cons of the observations would only have lasted for a shorter time. From 
the above, a hypothesis is that habituation takes less time in hospitals 
than in other settings, since both HCPs and patients are used to different 
groups of people (e.g. students) being there. 

No sharing of study hypothesis 

The observer effect was, according to HCP participants, mostly 
related to medication communication, the reason being that they had 
perceived this as the aim of the observation study. Even though it had 
been communicated to HCPs several times, they only had a vague idea of 
the aim of the observations. The observers having a connection to 
pharmacy might have been more important to the focus on medications 
communication than the information HCPs had received previously. 
That is, the presence of an observing pharmacist/student per se raised 
the initial level of awareness of medication related behavior and 
communication at the ward. As the HCPs were used to working with 
clinical pharmacists, they had a preunderstanding of what a pharmacist 
is and what they emphasize in their work. This points at the preunder-
standing of the observer’s profession having greater impact on the 
observer effect than revealing the study aim. Consequently, for example 
a physician/medical student or nurse/nursing student would have had a 
different impact. 

As stated above, HCPs had a very vague idea about what the obser-
vation study was about, even though they had received information both 
before and during the observation study. This illustrates the challenges 
with giving the right amount of information at the right time, but also 
raises a question about how informed consent really works. In studies 
with longer time spans (using observations or other methods) it might be 
that participants should be reminded several times about what they have 
consented to in order to have a real chance to make an informed decision 
to participate or withdraw from the study later on in the process. The 
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information part of informed consent is given high priority in all kinds of 
studies, but it could be that other factors are more important for what 
study participants think they are part of. Here the profession of the 
observers seemed to have an impact (see above). The information about 
the aim of the study (e.g. as part of an informed consent procedure) and 
the observer effect that relates to who the observer is, might include an 
interesting connection or tension. This should be further investigated.3 

Native observers 

The characteristics of the observers has previously been described as 
important, this could for example be profession, sex, age, ethnicity and 
social class.3,5,10It has also been concluded from interview studies that 
the social status of the researcher has an impact (deference, social 
alignment) and that “… respondents’ perceptions of the interviewer 
[their profession/social status] influenced the interview in-
teractions.“,10 which supports that who the observers are, and what 
preconceptions are connected to that, is of importance for the observer 
effect. Hence, in order to lessen the observer effect, it is important to 
have observers who are both native and non-threating to any hierarchy 
(in our case the hospital hierarchy), also in order not to provoke per-
formance anxiety among participants.3 

In the observation study, the observers were not only pharmacist and 
pharmacy students, they were also female and relatively young – both 
characteristics that are less ‘threatening’ in our society. In the focus 
group, nurses and nurse assistants (lower in hierarchy) appeared to have 
reflected more about the presence of the observers than SCPs (higher in 
hierarchy) had, at least according to what was explicitly said. Melby 
suggests that physicians often have experience of performing research 
and thereby more easily accept researchers in their territory.16The 
“unthreatening” appearance of the observers seems to have contributed 
to diminishing the observer effect in this context. In relation to the 
characteristics and social status of observers in this specific setting, 
trained students might be suitable in order to decrease the observer 
effect. 

The observers wore yellow t-shirts with the text “observer”, which 
was commented on by several participants. This could presumably have 
worked against the “nativeness” and further made the observers more 
visible. An observation study with a sociologist as observer at a hospital, 
instead took advantage of the white medical work suit and used it as a 
way to be more integrated: “We soon experienced that with a white coat 
and a name sign, no-one asks questions about who you are or where you 
go. The costume hence is a powerful entrance ticket to the hospital 
ward” [authors’ translation].16It can be questioned whether the 
observer effect would have been less with the observers wearing white 
clothes. The yellow color, that contrast the white clothes worn by HCPs, 
showed them to be ‘something else’, for example making it clear to 
patients what to except (or not) from them. Having a uniform dress, also 
made them part of a group having a common mission, hence less of 
individuals. Nevertheless, the idea about a uniform dress (the yellow 
t-shirts) as a symbol of demarcation – i.e. making the observers not being 
seen as HCPs - did not seem to fully work in relation to the involved 
HCPs. They were still acknowledged as pharmacists and not only ob-
servers. For example, HCPs still asked the observers questions about 
medications even though they had stated they would not answer such 
questions (see next section on minimal interaction). 

Minimal interaction 

Minimal interaction between observers and observed is another 
strategy suggested to decrease the observer effect, and it was employed 
in the observation study. All groups of participants talked about their 
“silent relationship” with some warmth. This silence, however, appeared 
to have been demanding to some extent, at least for some HCPs as it 
seemed to make them somewhat insecure not getting answers to ques-
tions, feed-back or confirmation. It is difficult to conclude the impact of 

this strategy as insecurity might lead to passivity. In any case, it is 
essential to have a common approach, when being several observers. 
The silent relationship, acknowledged by all parts (also patients) shows 
that rapport can be created without that many words, between observers 
and observed. 

Observing (and taking responsibility for) the observers 

Above we have discussed several factors associated with the observer 
effect (habituation, no sharing of study hypothesis, native observers and 
minimal interaction). In addition to these, an interesting aspect in our 
study is how the observers are observed by the observed. It is clear that 
the observed patients and HCPs thought and speculated about what the 
observers were doing, what they observed, what they wrote. Hence, 
apart from the observer effect (i.e. how the observed change behavior) 
there was also an effect more related to HCPs’ cognition and emotions. 
This was partly from a concerned subjective perspective (what are they 
writing about me?) but also from a wider perspective, being engaged in 
the best possible conditions for the observers – taking on a kind of 
ownership for the study. This was, for example seen as the observed 
engaged in explaining about the observers’ presence to ‘outsiders’. 

It also seemed like the observed came to feel sympathy for the ob-
servers - feeling sorry for them as they spent so much time just waiting. 
This tacit comradeship can be interpreted as the observed (HCPs and 
patients) having an extra burden, i.e. caring for the observers. HCPs 
expressed how they tried to help the observers, and the patients 
expressed warm feelings towards them. The later also related to observer 
characteristics (age and gender), like with the patient who called one of 
the observers “my daughter”. To be noted is that the silent relationship 
between HCPs and observers was, among other things, used to protect 
patient integrity, which is an ethical challenge when conducting ob-
servations of vulnerable groups. 

Methodological reflections 

A strength with this study is the integration of several perspectives: 
the observed HPCs, patients and the observers. This was done to capture 
different dimensions of how the observer effect was perceived. On a 
general level the results from the different groups supported each other. 
Patton suggests that the observer effect often is overestimated by re-
searchers.3 This is in line with our preunderstandings, as several of us 
expected the patients, and especially the HCPs to be very concerned with 
the fact that they had been observed and consequently changing their 
medication communication behavior. This turned out, however, not to 
be the case according to the participants. 

This study have several limitations. Most patients were interviewed 
by an observer who had observed them which could have led to social 
desirability bias, i.e. they reported less observer effect than was actually 
the case. The HCPs were recruited via a convenience sample strategy, 
based on who was available at the days of the focus groups. This 
recruitment approach meant that no junior physicians participated. 
Focus groups may involve social constraints, making participants less 
willing to share their views.17Hence, the mix of senior consultant phy-
sicians and others in HCP focus group 1 might have limited the discus-
sions due to the power relations mentioned earlier. 

An aspect that counteracted social constraints, was that the focus 
group participants knew each other beforehand, and that the HCP focus 
groups were conducted at the participants’ workplace. In the HCP focus 
groups the moderators experienced time pressure from the participants, 
which partly led to less active discussions and sometimes created a 
question-and-answer situation,18 where the focus groups method did not 
reach its full potential. This was not the case in the observer focus group. 

To summarize, HCPs and patients argued that they were used to 
being observed, i.e. that there were often ‘extra’ people around them. 
Being an inpatient in a hospital often means constant surveillance, if not 
by HCPs so by other patients in the same room. Also HCPs work in an 
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‘open landscape’ where they can see each other, and in addition often 
have other people watching them (students, patients, nextofkins). Hence 
the participants’ arguments are relevant, and the observer effect prob-
ably small. 

Saturation was reached when it comes to patients and observers, but 
is questionable regarding HCPs even though the number of participants 
was highest in this group. In assessing saturation the 5 factors identified 
by Malterud et al.19as important for information power is used:  

1. The study aim was very narrow, which requires less participants than 
a broad aim.  

2. Regarding observers and patients, the sample specifity was high – both 
groups had much experience of observing/being observed. The 
experience of HCPs varied, hence information power for this group is 
lower.  

3. An established theory was used (the observer effect), which 
strengthens information power.  

4. As stated above, the HCP focus groups had a time pressure aspect, 
which had an impact on the quality of the dialogue, and hence 
lowering the information power. This was not the case for the other 
respondent groups. 

5. The analysis strategy was cross case, which requires more partici-
pants. However, all observers and patients were included, whereas 
the convenience sample (rather than sample size) of HCPs is a 
weakness regarding this factor. 

One methodological conclusion is the importance for researchers to 
monitor and record the observer effect in the specific setting of the 
study. We suggest that one way to achieve this is by explicitly inter-
viewing the observed and the observers about their experiences using 
someone not connected to the observation study. This could be done 
immediately after observations – to reduce recall bias – but also while/ 
after analyzing data to further explore the observer effect in the specific 
study. The latter as aspects important for data interpretation can be 
revealed. 

Conclusion 

Participants reported some initial observer effects. Most noticeable a 
temporary modification of HCPs medication communication behavior in 
the presence of observers who were pharmacist and pharmacy students. 
However, according to the participants, this diminished quickly with 
time. This habituation could partly be because patients and HCPs in the 
hospital context are used to having extra persons in the encounters, e.g. 
students. Even though minimal interaction was used as a strategy, ob-
servers and the observed still built rapport. Medication communication 
in hospital settings is a complex behavior, and appears to not be strongly 
impacted by the presence of observers, especially with a long observa-
tion time. 
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