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ABSTRACT

Patient safety, i.e. prevention of any hurt to pla¢ient, is one of the main factors of health cauality. Improving

patient safety culture through the implementatibsystems and processes necessary to work caraplagportant
role in preventing errors and improving the qualiBor this purpose, the status of patient safetjuce in Kashsn
hospitals was examined. This cross - sectionalystuds performed in five hospitals of Kashan Uniipgref

Medical Sciences and one Social Security Hosplitgl,a 42-item standard patient safety questionnairth a

random sampling of 200 nurses available in 2016aMage, experience, experience in the last unitvark,

experience in nursing profession, work hours peekvevere obtained 34.28 + 6.89, 7.72 + 5.1, 5.87 .2,4
10.42+7.93years and 62.8426.8hours, respectivelyerage of safety culture and its dimensions inclgdeamwork
within the units, in line with expectations and thead of patient safety, patient safety managersapport,

organizational learning and continuous improvemehé& general perception of patient safety, comnatito and

feedback about errors were obtained 2.8840.56, 869, 2.8740.79, 3.0840.88, 2.9640.54, 2.87+0.9882+0.59,

2.5210.98, 2.91+0.43, 3.14+1.04, 2.9910.54, respesly. According to the obtained results, the stati safety
culture in hospitals was deemed unfavorable andheeketo need development by training and properadimes in

order to establish a culture of patient safety gmdvention of hurt to patients in order to assuneit safety at the
hospitals.

Keywords. Patient safety, Patient safety culture, Hospital

INTRODUCTION

Before the hospitals can plan performing their iesfatheir level of safety and security should lssessed and
improved [1]. Patient safety is one of the qualitatkey factors of care and no issue like harming hurting a
patient can disaccord with the foundations of tealte system. However, treatment and healthcatangmaries
are not always out of risks and medical errorscoidents which threaten the patient safety may pddee [4-2].
Healthcare quality is composed of a number of Heynents from which safety is one important fac&ir Patient
safety means prevention of occurring dangerousy risklents which may hurt patients once providingltheare
services to them [6]. These accidents may incluéédical errors (a mistake in a drug dose), surgigedrations
(performing the operation in an improper organngsk wrong technique and post-surgery complica}jonsong
diagnosis (delay in diagnosis, lack of diagnosigng diagnosis), hospital infections, patient tiwn from beds,
bedsore, wrong treatment and etc. [7].

Unforeseen events and medical errors are of thiedgas which involved healthcare system in allrtdas for
which they try to minimize the hurts and complioa8 incurred by the patients. One fifth of indivadkiin a
community are exposed to medical and health caoeseand risks, consequently there may millionpexfple who
have died or suffered from these treatment huttsH8perts of hospitals and healthcare centerb@fuinited States
say that 98000 mortalities occur because of medicalrs each year [9]. Studies show that safetblpros of the
patients stem from lack and inefficiency of propark systems and procedures within the hospitaksuniot from
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human errors [10-11]. It is believed that safetglgpems are rooted in unintentional wrongs and Wviegcof the
safety rules [12]. On the other hand, medical elewel is highly considered around the world and baen one of
the main causes of mortality [13].

Today, in most countries evaluation of organizaloculture is a priority [14-15] for their managefSulture is
defined as the beliefs and values of a group oplgeshich appears in their behaviors [16]. Orgatiireal culture
is concerned as a key determinant factor for theempasafety [15-17]. In fact, patient safety cuitishows the
priority level assigned to the patients in viewgowf healthcare center staff in their organizati¢h8]. Factors
relevant to the patient safety culture are stroraggociated with medical errors, hurts caused bgimy care,
hospital infections, patient satisfaction, patiamareness of nursing staff responsibility and antahility and also
nurses’ job satisfaction [19]. Different elementfe@ medical errors including human (knowledge and
performance), technical factors, equipment, envitent of health care service provision, patientganizational
factors (procedures and regulations) in additiorihi® inconsistence of the available healthcare sedrowever,
most world associations such as WHO believe thaticakerrors and patient safety threatening facteost occur
because of defective healthcare systems (not @nlth€ human mistakes) [2, 20-22]. Studies show 3kE7 % of
patients hospitalized in healthcare centers stiffen a hurt or complication resulted from an unimitenal medical
error from which 30-70 % seems to be preventableripfementation or development of the current glings [23].
Similar data from Canada and Great Britain alsdioona high frequency of these errors [24, 25].

In Iran, patients™ complains of safety status haeeeased during the past few years. Medical ete@ding to death
[3], bedsore prevalence, hospital infections andrdall from beds [26-29] have been common complaihshe
patients. In response to the increasing frequeriapeaxical errors and following that, the publiceations and
pressure toward this problem, Ministry of Healttraduced the program of "Superintendence of ClinBzvices"
in December 2009 as a preference of the Ministryinprove healthcare services including patient tyafe
improvement [30]. Referring to all the points assgrabove, in relation to the vital role of patisafety, patient
safety culture has been considered and evaluatbdspitals of Kashan Medical University Scienceahe present
study.

MATERIALSAND METHODS

The study data were gathered from nursing stafivef training healthcare hospitals of Kashan MebBeaience
University (Shahid Beheshti, Matini, Naghavi, Segsltbhada, Kargarnejad) and one S.S.O hospital {&hah
Rajayi), entirely included 200 nurses, through acdetive analytical cross sectional study in @0Data were
collected by random sampling form available andpprtional to the staff number. In this study, stmbdtools and
guestionnaires were used designating and editicly year by Quality and Healthcare Research Agehé&nwrica

in 2004, for patient safety [31], which have beepleed for examination of the hospital staff opimsoon patient
safety culture in different regions of the worlch€Ttool is a stable and valid tool designated Iffgdint literatures,
recognition tests and factor analysis in orderualate the patient safety culture in hospitalscivhierified and
validated by Tehran Medical Science University tlglo Confirmative Factor Analysis (CFA) [32]. Sméhal has
confirmed in his study that the test measures piasiafety culture in addition to the staff attitedaa3].

The questionnaire contained 42 items which meastdiifferent factors relevant to patient safetgluding

contents such as general knowledge of the staffadient safety, wrong reports and impunitive reggsnto the
mistakes, their superiors and directors acts ormrasgment of safety in different hospital wards, kiexge of
quality improvement in the organization, team wstitus within the workplace and within the hospitainvenient
interpersonal communications within the wards ahd hospital, their feedback and interactions agaihs

mistakes, proportionality between nurses numbdrthaeir work load, the way of patients transfenfrone ward to
the other. The questionnaire also included two roiteans, one relating to what score the respondgivs the
patients safety and another about how many casexsafor mistake occurred during the previous bhtis and at
last career information such as work experiencekvexperience at that ward, work hours per weekgcistized
work experience, job and type of the job contacthwthe patients, gender, age, and conditions of stiadf

employment.

In order to obtain the respondents views, a Likateswas used for the items (1= very low or strgmtifagree, 2=
low or disagree, 3=middle or no idea, 4= high areag5= very high or strongly agree). In orderdtculate percent
of the responses, strongly disagree and disagree tavdde “negative” and agree and strongly agree wencerned
as “positive” responses. The questionnaire itemsewmtegorized according to the questionnaire desigoy
Quality and Healthcare Research Agency of Amerigehghat a number of items formed one factor of 1Be-
factor patient safety culture [33]. Each dimensi@iue was calculated and extracted by collectireg résponds
scores for each item and dividing it by the numbérthe items for each dimension (table.1). Valueeath

10



Monika Motaghi et al Int J Med Res Health Sci. 2016, 5(11): 9-16

dimension was then compared to that of the Benckmpablished annually by Quality and Healthcare Rese
Agency of America and those units which gainedotgg in terms of the patient safety or needed imgneent
were identified. In deductive data Multi Regresshmalysis Model, which will be discussed forth womdas used
for obtaining total score of patient safety cultimerder to determine share and significance eflth factors.

Table.l Number of itemsincluded in patient safety culture questionnair e separ ated by safety factors

Patients safety culturefactors Number of items
Team work within the hospital units 4
Expectations and reactions of the ward superiougbatient safety 4
Support of administrative unit from patient safety 3
Organizational training, continuous improvement 3
General knowledge of patient safety 4
responses and feedback against errors 3
Communication convenience 3
Reporting event frequency 3
Our team work between the units 4
Job problems relating to the staff 4
Madifications and revolutions at the hospitals 4
Unpunitive response against errors 3
Total items 42
RESULTS

As nurses play a vital role in patient safety adfuthe study participants were selected from theses.
Demographic information of the participants is pded in table.2.

Table.2- demographic information of the study participants

variable frequency
age <25 10 (5%)
26-35 110(55%)
>35 80(40%)
<25 10(5%)
gender Male 22(11%)
female 178(89%)
Hospital ward internal 22(11%)
surgery 28(14%)
Obstetrics and Gynecolog 7(3.5%
Pediatric and infants 31(15.5%)
emergency 40(20%)
.C.U 29(14.5%)
midwifery 16(8%)
Nursing station 25(12.5%
Others 2(1%)
Work experience at the hospital <6 years 91(45.5%)
6-15 years 88(44%)
16-25 years 19(9.5%
>25 years 2(1%)
Work experience at the current unit <byears 124062%
5-15 years 67(33.5%)
>15 years 9(4.5%)
Specialized experience <5 years 61(30.5%)
6-10 years 54(27%)
11- 15 years 33(16.5%
>16 years 51(25.5%
Work hours per week <45 hrs. 69(34.5%)
45-55 hrs. 35(17.5%
56-65 hrs. 20(10%)
66-75 hrs. 15(7.5%)
>75 hrs. 61(30.5%
Type of recruitment Permanent 60(30%)
Temporary 52(26%)
Contractual 68(34%)
Education 20(10%)

The average work experience of the participants was7.72 years at the hospitals from which theimam and
minimum experiences were 27 and 1 year, respegtitelaverage, the participants had been workintheit last
job for 4.2+ 5.87 years from which the maximum anghimum were 20 and 1 year, respectively. Averagekw
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hour per week was obtained 26.2+62.8 hours frontlvimax and min hours were 179 and 12, respectivdig.
participants had been working as nurse, for 7.93¥1@ears in average, from which max and min expeg years
were 8 and 1, respectively.

Average age of the participants was obtained 34628%. Approximately, one third of the participgrascording to
table.3, have expressed their stress of their momistakes to be recorded in their personneimesfiles. More
than one third of the participants thought theistalkes have been used against them. More thamhénagf reported
that alternative (temporary) workforce had beenkivay overtime in the wards. Most of the particigabelieved

that hurting or threatening events for the patievege reported before any accident happened.

Table.3- Responsesto some items (questions) of the questionnaire

Someitems of the questionnaire Positiveresponse (%) | Mean SD
There are sufficient personnel to do the taskbigunit 68 2.26 1.06
We do any task actively in this unit to improveetgf 30 3.21 | 1.016|
We use alternative personnel more than usual inieir 54 2.56 1
Staff think that their errors will be applied aggtithem 32.5 2.9 1.04
It is completely by accident that there happensear@us error here 42 3.21 1.04
In critical conditions, we do a high workload wihhigh speed 28 3.57 3.0p
Staff are stressed about their errors recordinigeir personnel information file 29 2.8 1.0
There are problems about patient safety in our unit 34 2.89 2.89
Our systems and methods work well on preventioerafrs 36 291 1.08
How probable is to report the error which was azigd before hurting the patient? 51.5 2.56 097
Hospital administration has provided a proper wairkosphere to improve patient safety 48 2.67 1.09
The hospital different wards are not in a good divation together 45 3.02 1.04
Hospital administration acts show that patienttyafein a high priority 37 2.94 1.06

The mean scores of different factors of the patsafety culture are provided in table.4. Data iatécthat job
problems of the staff and frequency of the eveaporting obtained the highest and lowest scorehefpatient
safety culture with mean values 3.14 and 2.52 aetsgely. Total average of the patient safety aeltat the studied

hospitals obtained 2.88+ 0.56.

Table4. Mean scores and per centage of positive responses separated by different factors of patient safety culture

Patient safety culturefactors Mean score | SD | Positiveresponse (%)
Team works inside the units 3.04 0.Y8 41.5
Expectations and acts of the unit head for patefety 3.03 0.69 56.5
Administrative support of patient safety 2.87 0.79 43
Organizational training, continuous improvement 83.0 | 0.88 35.5
General knowledge of patient safety 2.96 0|54 35
Communications and feedbacks against errors 287 .98 |0 47.5
Communication convenience 2.81 0.59 65.5
Event reporting frequency 2.52 0.98 64
Our team work between units 291 0.43 60.5
Job problems of the staff 3.14 1.04 325
Variations and revolutions at the hospitals 3.08| .38( 52
Unpunitive response against errors 2.99 0.54 64
Patient safety culture 2.88 0.56 49.79

As it can be observed from table.5 bellow, 13 petrcd the participants believed that they had reggbno event
during the last 12 months in their workplace ands2gercent also confirmed that they had reportesl antwo
events during the previous 12 months. All the pagoéints had responded the item that the reportises was well

working at the hospitals.

Table.5. Number and per centage of the events and accidentsreported during the previous 12 months

variable frequency | percentage
No event has been reported 26 13%
1 -2 events 53 26.5%
3-5 events 62 31%
6-10 events 23 11.5%
11-20 events 25 5.12%
21 and more events 11 5.5%
Total 200 100%

Forward Regression Model was used to determineesiradl importance of the factors in total scorehef patient
safety culture. Results showed that five importfactors of patient safety culture gained 88 peradrhe total
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patient safety culture score which are “adminigteasupport, communications and feedbacks aboutristakes,
team work between the units, and communicationsnaonét relations convenience among the staff, retbgelg.
Data are shown in table.6. Other factors of théeptt safety culture compose about 12 percenteivtriations
relating to the total patient safety culture inéhgd organizational training and continuous imgment,
expectations and initiations of the director or fhupervisors for safety, team work at the unitsiegal knowledge
of safety, frequency of reporting the events argidents and revolution at the hospitals.

Table.6. Forward Regression Model

Fields ( patient safety culturefactors) index SD Statistical Significance
Constant index 32.04 1.8] <0/001
Administrative support of patient safety 1.88 0.114 <0/001
Communications and feedbacks against erfors  1.741970. <0/001

Team work between the units 136 0.008 <0/001
Communicative ways availability 1.71 0.109 <0/001
Job problems of the staff 1.2 0.131 <0/001

DISCUSSION AND CONCLUSION

The start point to establish a safety culture ihealthcare center is to evaluate the present eulising an
appropriate suitable tool [5]. The present studys wanducted using the questionnaire of patienttysafelture
which was one of the best tools in this area [3b-B@&sults revealed that above 75% of the hosp#af had a
work experience lower than 11 years at their prepesition and of the rest 25%, only 14.5% had beerking
over 11 years in their latest post at the relat@t! Whis could be a sign of high amount of stafjpfhcement among
the hospital wards and this can affect the patsafety culture of the staff because of lower knalgk and
acquaintance about the new affairs. In a similadt about 19% of the staff had been working forerihan 11
years at their latest posts [35].

Similar studies also conducted in hospitals of [[aB-37], Saudi Arabia [38], Lebanon [39], Turke40] and
Belgium [41] to review the status of patient safetjture, however, most participants included nsinglich was in
accordance with the present study. Around 83% @fsthdies show that nurses work over 40 hr. pekwsdech is
13% higher than that of the similar studies at &ahj35] and Belgium [41]. It seems that work hoilrghese
studied hospitals have been over the ideal starttasdaccording to the standard work hour of nurgkih is 36
hours per week. The reason may be rooted in defigief healthcare personnel, especially nurseseahospitals.
The obtained results also showed that 58.3%, 3af@5% of the participants in this study had a wexgerience
in their present posts below 10, 10-20 and oveyezis, respectively.

A study conducted in Tehran (70%) and Saudi Argb626) also revealed that most staff had below th@ayear
work experience [35, 38]. 13%, 38.5% and 48.5%hef $tudied population reported the patient safatjue as
weak, middle and strong, respectively, while intadg conducted in Tehran, the U.S and Turkey, it weported
well by 82%, 74% and 42%, respectively [35, 40]eThsults showed that the studied hospitals rankddle with

score 2.88 among those of other countries. Jobgmabof the staff and frequency of the events rippare of the
least and highest important factors of the patsadiéty culture with average scores of 3.14 and,2&sbectively
which are different with those obtained in Tehrarigam work at the wards of the hospitals and uitipanmesponse
to the errors gained highest and lowest scores grpatient safety culture factors [35] and this wismmed from
cultural differences between the geographical regio

The study results are not in accordance with thafsthe similar study in which 82 % of participantsarked
reporting errors factor lower than the averagegtabe present study 23.5% of the participantgyassi lower than
average score to error reporting item which migiavg the increased knowledge among the staff inatea.

In the study accomplished by Edmonson, lack of mipmp errors was claimed to be rooted in weak @jyatice

culture [42]. Thereby, the status of reporting esfeas been reported desirable in the studied tadspihich show a
proper training to the personnel and understandinthe fact that errors are an opportunity for téag [13].

Medical Association of America mentions the issge “&lthough all the events are caused by humaargethe

mistakes are usually stemmed from deficiencies orfkywsystems and processes and leads the indigidoahe
errors" [13].

Results show that although the administrative systeas prioritized safety as their first preferenaehigh
percentage of the nurses (40.5%) confessed thahdmagement has paid more attentions to the gustr®nce a
dreadful event happens which is not in accordantiethvose obtained from other studies. Most attsnptimprove
safety has been along with a reaction nature asddéen always tried to detect the mistakes andventhem,
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although these attempts play an important roleaflety improvement of the hospitals [37,47]. Thespré study
results were in accordance with those obtained fitmmsimilar ones in terms of role of the hospétdministration
system in activation and improvement of patienesatulture [37, 44].

Patient safety culture can improve first by evabraand modifications of the available culture lexethe hospitals
to recognize the weak and strength points of theieuand then by designating interventions likeakkshment of
an error establishment system, variation of thegmepunishment culture, using sufficient persgnaed reduction
of work load and hour [45]. The important point abdistribution of patient information is that thatient safety or
medical error information are deemed as confideati@ cannot be used in legal authorities, foranee for the
confidentiality cautions and necessity to repoetitiedical or hospital events, some rules have approved in the
U.S in which using the patient safety informatisnfarbidden for the purposes except than for leggncies and
authorities [46]. As patients report those errofsclv can recognize them and do not diagnose prabkmh as
hospital infections after their release [47], ikses necessary for the policy makers to establidhirstroduce proper
strategies and train the target group the requiriedmation and guidelines.

Advances in patient safety culture at the hospitalsd a number of alterations such that the prevalgture of

blaming the individuals against their errors shobkl disappeared. Blaming personnel will lead toaemthe

incentives to report errors and will deviate usrirattention to weak points of the systems and aukyprocedures.
[17]. If no error is reported, the value of infortioa of the errors will be neglected, therefore tiagpability of the

organization to analyze them will be restricted #rid will lead to disability to prevent errorsn®of the problems
with which developing countries are faced for treducation systems, is separating different disegl of science
[48]. In this respect, establishing a culture tioim different classes of the community against ghéents, their
rights, physical, mental and social safety regasilef expedited legislations seems to be insufftciend

incomplete. On the other hand, more attentionsh#o dafety guidelines in all units of the hospitalarder to

preserve and improve the safety of patients, stadf attendants to the hospitals and more proteofipossessions,
is an unavoidable and important issue becauseeafiiimber of the personnel and availability of adeahfacilities

and versatility of processes at present, atteritidhe safety and the related regulations seenentrtn this respect,
the following suggestions are provided:

To employ managers well acquainted with academicagament, preparation of required guidelines ftetgaules
respect of physical and utilities structure of ktiezdre centers, active use of medical engineerss mgolvement of
environment health issue, specifying instructiond eules and paving way of required conditions tawilities to
preserve and protect the staff health and safedycamcerning public cautions in hospital cares,s@aration of
legal system and legislations to a correct, faid axact discipline establishment directing the gat’
communications with other citizens in order to reslueficiencies of medical organization in patietneatment
section, patient drug safety supply, avoiding disration in respecting patients rights, to protpatient private
limits, coordination of educational and legislatsyestems with medical findings, detection of int#seand questions
of each patient individually regarding their perabcharacters, attitudes, culture and mental status
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