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ABSTRACT

Purpose of the Research: Patient safety is the goal of all the activities undertaken in a Health care set up. In current times
of use of technology and awareness of the patients, it is important to determine the culture of safety in an organization.
Nurses, being the direct and immediate point of contact for patients need to be aware and have knowledge about their role
in patient safety. Methodology: Prospective cross-sectional observational design study, with a structured 5-point Likert
scaled questionnaire, simple random non-purposive sampling. The knowledge, current practices, attitude of critical care
nursing staff, organization culture toward patient safety, and reporting of events were studied. Results: Most of the
participants expressed their positive view about patient safety procedures in the hospital. Nurses had knowledge about
errors and safety in 74% of cases, but reported informally in 60% of cases. More than 75% nursing staff was dependent
on the peer group and seniors for discussions about patient safety issues in the organization. The culture of audits (in
45% cases) and competency based training was done in 37% cases. Nursing was committed to safety in 55% of cases and
positive attitude about being open and honest in accepting their mistakes in 61% of cases. Overall grade in patient safety
was above 60%. Conclusions: Overall, the culture of patient safety, perception about safety, and role of nursing officers
is well understood by them. However, reporting system, formalization of patient safety aspects, that is, development of
nursing “practice environment” should be undertaken to improve the patient safety with involvement of patients at this
Super Specialty Hospital.
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Introduction (WHO) states that “Patient safety is a health-care discipline

that emerged with the evolving complexity in health-care

Healthcare is the largest industry in the world and
extraordinarily varied in terms of activities involved and the
manner of its delivery. We are faced with mainly obstinate,
complex problems which are deeply deep-rooted within
our health-care system. The World Health Organization
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systems and the resulting rise of patient harm in health-care
facilities. It aims to prevent and reduce risks, errors, and
harm that occur to patients during the provision of health
care.”ll In the context of the patient safety, an error is an
occurrence that happens because of failure to do something
that should have been done to or for a patient (error of
omission) and doing the wrong thing to or for a patient (error
of commission). It is estimated that each year millions of
patients worldwide suffer disabilities, injuries, or death due
to unsafe medical care and that around 50% of these harmful
outcomes are preventable.B4

A corner stone of the discipline is continuous improvement
based on learning from errors and adverse events.’! The
International Organization for Migration report calls for all
involved in healthcare to reduce the burden of illness, injury,
and disability and to improve health and functioning. It
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defines the type of health-care delivery system needed (safe,
effective, patient-centered, timely, efficient, and equitable)
as shown in Figure 1.0

Certain management practices are essential to the creation
of safety with in organizations and to the success of the
organizational changes often needed to build stronger patient
safety defenses. These practices include (1) balancing tension
between production efficiency and reliability (safety),
(2) creating and sustaining trust throughout the organization,
(3) actively managing the process of change, (4) involving
workers in decision making pertaining to work design and
work flow, and (5) using knowledge management practices
to establish the organization as a “learning organization.”
Evidence shows that these practices are not employed in
many nursing work environments.[”’

Nurses are the key players because they have the most direct
and immediate contact with patients, and are therefore most
likely to have critical information about the feelings and
physical condition, information which is needed by the other
members of the team. Collegian Journal article depicts the
wide-ranging quality and safety role expectations of nurses.
It assumes the nursing workforce is equipped to fulfill its
responsibilities.®! Nurses are health-care professionals
who are most likely to intercept errors, and prevent harm
to patients.”? Arguably, the quality of healthcare may be
compromised if nurses are not aware of the breadth of their
responsibilities, do not accept those responsibilities, or do
not feel equipped to fulfill those responsibilities.

Errors often occur during the transitional phase of any
system, hence, continuity of care is most critical during the
patient’s transition from the institutional acute setting to the
community; however, the reality often is the antithesis of
the seamless care concept. Good communication between
the patients, caregivers, and providers and comprehensive
transitional care plan are crucial for successful medical
management during this period.!'” Systematic factors related
to change, technology, fast-paced work environments, and
restricted resources have a crucial bearing on nurses’ ability
to prevent or minimize harm.!'!

Patient safety interventions would not be successful without
a receptive culture for safety. The culture can only occur by
engaging leaders in the organization who understand the
importance of patient safety and is committed to enhance
it.1?! Health organizations which promote strategies focused
on delivering value to patients and practice environment
where professionals feel more autonomous are more likely
to produce benefits.!"*!

Theories associated with safe healthcare system

There are two main factors, human factors and system factors
for errors in healthcare. Errors related to human factors are:

Cognitive psychology theory

This provides a framework for understanding the complex
circumstance and human vulnerabilities that lead to mistakes
due to individual cognitive functions. The unsafe acts
committed by individuals can be characterized as unintentional
errors and intentional errors (slips, lapses, or mistakes), or
intentional violations. Unintended actions may lead to two types
of error- attention errors (slips) or memory failures (lapses).
Intentional actions may lead to knowledge or skill-based
errors (mistakes), violations. Violations are motivationally
rooted and social in nature, only understood in a context of an
organization.'"" In medical and nursing literature, competency
is classified according to knowledge, skills, and attitudes.!-2%

Organizational (system) factors

Relate to the conditions under which individuals work.
Unit structural variables comprise the factors within the
practice setting that influence nurse’s ability to engage in
effective role performance. These include variables such
as nurse staffing, leadership, and structure to support role
clarity and professional autonomy. These include effective
patient safety and clinical governance, financial resources,
educational system, and hospital design.l*!!

3 N
Safe «Safe environment & avoid preventable patient injury or illness
) *44,000 to 98,000 deaths /year from hospital error (I0M, 1999)
\,
r Y
Effective *Use EB care and metrics to determine the best method of care
*Reducing outcomes such as preventable readmissions and HAls
\, J
~ ) -
Efficient *Get the best value for the money spent; Reduce quality costs
*Reduce non-value processes, inefficiencies, and excess inventory
e
Timel *Maximize patient turnover and avoid costly bottlenecks
y *Reduce patient wait times and preventable delays
\ 7
4 N
Patient *Focus on the patient’s needs & experience; Respect patient values
Centered «Evidence shows PC care reduces LOS, readmissions, & ED visits
\
d N
Equitable eImprove people’s health & performance and reduce illness & injury
9 *Make care and services available regardless of age, sex, gender, etc.
L. o

Figure 1: Institute of medicine’s six aims for improvement
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Various studies have shown that the following are the
most common patient safety issues: Medication/drug
errors, health-care-associated infections, surgical errors
and post-operative complications, diagnostic errors,
laboratory/testing errors, injurious falls, communication
errors, and patient identification errors.??!

Methodology

An institutional based, prospective cross-sectional
study with an observational design was undertaken
from March 2021 to April 2021, at a tertiary care Super
Specialty Hospital. The data were collected using a study
instrument, a structured and pre-tested questionnaire. The
questionnaire was in English. It was a 5-point Likert scaled
questionnaire which had five sections having a total of 26
questions. Four questions were on knowledge about error
and patient safety, six questions about communication,
and 11 questions about nosocomial infections (NIs), their
knowledge and prevention. Five questions about safe
practices, overall grade of the hospital in patient safety.
5™ section was an open-ended question about patient safety
comments or experiences, if any. The appropriateness of
the instrument was measured through a pre-test exercise
before applying the instrument, the researchers engaged
different experts to evaluate and finalize the instrument.
The principal of naturalistic enquiry was attempted which
assisted the researchers to gain an understanding of the real
world context as it is experienced by the participant. The
knowledge, current practices, their attitude toward safety in
relation to patient care, reporting culture in the organization
was studied.

With regard to the open questionnaire, the framework
method uses interviews with the participants that further
helpstojudgetheresponsesreceived. Itappliesthe principles
of qualitative analysis to a series of interconnected stages
that guide the process. The comments given were analysis
and discussed in this paper.[*! The eligibility criteria were
nurses working in the same hospital for at least more than
1 year, critical care nurses since this hospital is a Super
Specialty Hospital having 60% of beds as critical care
beds.

Data collection

Simple random non-purposive sampling was done among
nursing officers whereas an attempt was made to include all
the nursing staff as per eligibility criteria. The questionnaire
was administrated during all the three shifts to compare
the facilities and processes during peak and lean hours
among 70 nursing staff. The participants were told about the
purpose and objective of study before the data collection.
The anonymity of the participants was kept confidential
since no name was written, and only coded numbers were
used.

Statistical analysis

The survey responses were entered into an Excel spreadsheet
and descriptive statistics were analyzed using SPSS 17.0
software. Continue variables are presented as mean SD.
Categorical variables are expressed as frequencies and
percentages. The lower (negative) scale of grading (1, 2, 3)
in Likert scale was considered as “no” and the positive scale
corresponding to 4, 5 was clubbed as to consider “yes.”
Nominal categorical data between the groups were compared
using Chi-squared teat, P < 0.05 was considered statistically
significant. Furthermore, the transcript of open-ended
questionnaire was done alongside the final categories and
making adjustment as necessary.

Results

This study revealed the knowledge, attitude of the
participants, and organization safety culture w.r.t to patient
safety at this tertiary care Super Specialty Hospital. Most
of the participants had worked for more than 3 years in the
organization as depicted in Table 1.

The mean age of the participants was 32 years (minimum age
was 24 years and maximum age was 40 years). Regarding
knowledge of errors and their reporting, 74% had knowledge
about errors, and 87% knew about the rights of medication
but they were not aware of the reporting mechanism of errors
as shown in Tables 2 and 3. On enquiring further in the open
questionnaire, the information about any error occurred was
reported to nursing in-charge but did not follow-up further.
The staff was reporting the errors to their senior/
supervisors in 78% of cases, and there was free and robust
communication among the unit staffs in about 87% of cases.
There were discussions about errors and their prevention in
53% of cases as depicted in Table 3.

The nursing staff was aware of the statutory requirements
as it was enforced from time to time by the organization
such as hand hygiene (76%), wearing of personal protective
equipment (PPE) (100%), and waste handling (78%).
Assessment audits were conducted regularly 78% in urinary
catheter related infections and 82% in central line-associated

Table 1: Work experience of nursing officers in the hospital

Experience (in years)

<1 year 12.90%

1-3 year 25.70%

3-5 years 21.40%

>5 years 40.00%
Table 2: Errors and safety measures

Level of knowledge Yes (%) No (%)
Medication error 74 26
Rights of medication 87 3
How to report error 10 90
Role of HCO in error reporting 18 88

© 2021 IJNR | Published by Innovational Publishers

¢



Joseph, et al., IINR, Vol 7 (4), 100-106, 2021

bloodstream infections (CLABSIs) but precautions to
prevent hospital acquired infections and actual action taken
was required as depicted in Table 4.

The hospital routinely conducts audits in only 45% of cases
and competency based training is done in 37% cases only.
The identification of hazards is done mostly in 72% of cases
which relates to the knowledge of nurses and their number
of years in the organization. The attitude of nurses and their
commitment to be honest about their mistakes was largely
positive as depicted in Table 5. Overall safety culture was
very good in 52% nurses as depicted in Table 6.

Discussion

In the study, most of the nurses, 74% had knowledge about
the patient safety in relation to medication error, prevention
of NI. However, knowledge was good in cases, average
of 75%, where the topics are covered under statutory
requirements, common topics such as hand hygiene and
PPE. It seems that being a COVID dedicated hospital, and
enforcement by the government agencies played a major
role.?*! It was observed that culture of nursing units in the
hospital had good communication, such as staff is free to
inform errors in the unit. Staff is free to make decisions
regarding safety and is not afraid to ask questions. This is

Table 3: Communication regarding errors/events

Communications (frequency Never/ Sometimes/
of occurrence of events) rarely (%) mostly/
always (%)

Feedback about changes regarding 70 30
patient safety in organization given

Free communication by staff about 39 69
patient safety issues

Information about errors happening 22 78

in the unit

Staff free to make decisions 13 87
Discussion about ways to prevent 47 53

errors in the unit again

Afraid to ask questions when safety 80 20
compromised
Table 4: Knowledge about NI’s

NI’s (knowledge) Yes No
Hand Hygiene 76% 24%
PPE 100% 0%
Safe Injection Practices 41% 59%
Routine Hospital Cleaning 37% 63%
Safe Waste Handling 78% 22%
Patient Care Equipment Processing 36% 0%
Safe Linen Handling 12% 88%
Precautions to prevent NI's 44% 66%
Actual Action to Prevent NI’s 19% 81%
Patient with Urinary Catheters are accessed Daily 78% 22%
Hospital Monitors CLABSI 82% 18%

NI: Nosocomial infections, CLABSI: Central line-associated bloodstream
infection, PPE: Personal protective equipment
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comparable to other studies, where nurses have relatively
low perceptions of working conditions and high perception
of safety climate. Safety culture attitudes are reflection of
complex culture that result from the complex interactions
among unique individuals and unique circumstances over
time.?! Since, the culture of safety was still to be well
established in the institute, the formal reporting of error
was low which was comparable to other studies of similar
nature.?®! This is comparable to our study where 61% nurses
had a positive attitude toward patient safety.

The routine audits are conducted in only 45% of cases. The
competency based training program is done only 37% of the
time. Still the identification of hazards is very high, 72%. This
relationship between training and high level of identification
of hazards is not understandable. Probably, the time period
spent in the organization, very good communication among
the nursing units can be an explanation for the same. This
result could be explained by more experienced senior health
professionals/supervisors. The reporting mechanism, that
is, free communication of errors, feedback regarding errors,
and their prevention was not formalized.

Governments, health-care  organizations, researchers,
and educators have come to recognize the key role that
communication plays in patient safety and the provision of
quality healthcare. This leads to the international adoption of
particular model of patient care and communication known
as patient centered care. Patient centered care is now being
posted as the most effective and safe model of health-care
delivery.l?”

The importance of health-care professional’s education and
regular training has to be emphasized to gain information,
ability and attitude for safety patient car as regular training
sessions. Providing patient safety is an important topic that
every country has to care about regardless of development
level. Each year millions of people have died or have fallen
in non-recoverable permanent diseases because of health
professionals errors. Patient safety is the responsibility of all
health professionals.[3% This studies show the importance
of continuous patient safety education and training to be

Table 5: Practices regarding safety culture

Safe practices (depicts Yes (%) No (%)
organization culture)
Hospital routinely audits 45 55
Hospital has competency based training 37 63
program
Identification of hazards 72 28
Nurses committed to identify and 55 45
address patient risk
Being open and honest about the 61 39
mistakes and be acceptable
Table 6: Overall grade of safety
Grade Poor Acceptable Very Good Excellent
Overall Gradein ~ 26% 19% 52% 3%

Patient Safety
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provided to all categories of staff, developing standard
protocols and guidelines for supervision and monitoring
along with training in risk management.®'" Governance in
patient safety is required for development of patient safety
framework and policy development and implementation.
There is need for an active patient safety committee, directly
reporting to higher management to provide resources for
corrective and preventive action.?? It is seen that the nursing
staff discuss safety issues among themselves as any error
done was reported to the immediate supervisor or in-charge
nursing officer. However, the culture in hospital safety was
underdeveloped which is comparable to culture in Taiwan,
wherein the results revealed that safety climate received
lower scores related to safety culture.??

The work environment within health-care organizations
plays an important role in providing care to patients. Huges
RG, put forth the following standards for establishing and
sustaining healthy work environments: (1) Effective, skilled
communication; (2) true collaboration that is fostered
continuously; (3) effective decision making that values the
contributions of nurses; (4) appropriate staffing that matches
skill mix to patient needs; (5) meaningful recognition of the
value of all staff; and (6) authentic leadership where nurse
leaders are committed to a healthy work environment and
engage everyone.?**!

The nursing “practice environment” is defined by
organizational characteristics that can either facilitate or
constrain professional nursing practice. Changes to the
nurses’ work environment need to focus on enabling and
supporting nurses to provide high-quality and safe care.
Nurses also need to possess certain competencies that reflect
the nature of nursing in improving patient and systems
outcomes, including evidence-based practice, patient-
centered care, teamwork and collaboration, safety, quality
improvement, and informatics.!"?!

Role of nurses in improving patient safety

* Identify “wrong site, wrong procedure, wrong patient”
errors — Nurses are like the second pair of eyes to
physicians; therefore, it is nurse’s duty to overlook
patient during their entire hospital stay

*  Catch medication mistakes: Nurses play an important
role in medication management, that is why it is
important that hospitals should have “quiet” stations for
nurses to do this work without any interruption

* Educate patients about their medications: Improper
usage and non-compliance with medication regimen
is often the cause of harm in patients who have
chronic conditions and who are on may be ten or more
medications. Therefore, nurses should communicate
properly with patient and their family members, explain
them about prescribed medicines, answer their queries
and motivate them to take medications

*  Monitor patients for deterioration: As physicians cannot

be present with all the patients at same time; therefore,
it is nurses’ duty to monitor suspicious post-operative
incision sites, wound which is not healing, downbhill
progression of patient after their surgery or medications

*  Proper Staffing of Nurses: Nurse-to-patient ratio plays
an important aspect in patient safety. Adequate staffing
with proper shift changes does not increase workload
of nurses and indirectly improves patient outcome.
Appointment of experienced nurses with training in
dealing with complex clinical scenarios helps improve
patient safety.

Conclusions

To summarize, the role of nurse in hospitals is pivotal
in developing a patient-safety agenda as they are well
positioned, to identify, establish, and support safe practices
being at the fore front of direct patient care. Many of the
features of patient safety do not involve financial resources;
rather, they involve commitment of individuals to practice
safely. Organizations that are committed to high-quality and
safe care will not place nurses at the “sharp end” of care,
but will focus on system improvements, proper training,
and communications to overcome the challenges of patient
safety.
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