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ABSTRACT

Patient safety is regarded as prevention and danatjestment due to elimination of errors relatedntentioned
hygienic care which decreases the mistakes byedledf applying practical methods and causes notioence of
events. So this study was conducted aimed at gmecthe experiences of nurses as a challenge tiergasafety in
social security hospital of Zahedan in 2015. Thiglg is a qualitative research with a phenomenalabapproach.
Participants of this study have been selected framse population on the basis of purposeful samgplifihe
sampling continued until the completeness of tha.dad participants of this study consist of 2 suers, 1 head
nurse and 11 nurses aged from 22-45 years old dhdnarried. Data collection developed through deep,
nonstructural interviews which were tape recorded aranscribed word by word. The data were thenlyred in
Collaizzi’s7 step method. At the end of intervievalgsis, 130 codes were elicited and two theme® wleawn
named risk management and human resources manageRigk management consists of sub concepts; theypo
of punishments of managers, inefficient managemientedical errors and human resources managemetide
sub concepts; The shortage of nurse forces, imfticelection of nurses and increase in authemtig@quirements.
inefficient risk management is one of the most mapo patient safety challenges related to medirabrs which
should be specifically taken into account and istignthe encouragement system and the policy opuaoishing
nurses should be used in order to remove the nmmeedichallenges related to establishment of pasafdty system.

Key words: risk management, safety challenges, patients.

INTRODUCTION

Patient safety is regarded as one of the main ntt& sanitarian services qualifications and mgaesention of
occurrence of any damage to patient while doingdmjig care. It is also adjustment to the occurradrhbecause of
deleting the mistakes related to the mentioneddnygicares and to decrease the occurrence of ragstakpractical
methods and solutions and causes non repetitiotheshi providing the occurrence of events. Also meties
absence of any damage due to the sanitarian —thdreyservices and medical error.

One of the most evident human rights is the righteing safe from dangers and damages while regpsa@nitarian
services. The patient safety is a very essentidl gfatherapeutic-hygienic systems and one of ttennparts of
quality in world health organization and becauséehd it is of a special importance in performimatient safety
principles in necessitated hospitals.

93



Minou Mottaghi et al Int J Med Res Health Sci. 2016, 5(6):93-101

Zegers [1] shows that many people suffer from demgeevents and today many hospitals seek for \wagsder
for improvement of patient safety through decreg$ite medical errors.

There conducted a good number of studies on starafgpatient safety factors in hospitals and hesdthitarian
centers in and out the country. Non safe serviessdes the unfavorable effects in the process alttheecovery,
cause also an undesirable senses on patient hiamgkeHis accompaniers.

It also makes mental pressure on hospital sanitasé&@e personnel and community. According to thistieg

observations, it is estimated that in developingntnes one patient out of 10 gets injured whileereing health
services in hospitals. Nonetheless, in developimgntries, there exists no precise statistic in thigpect. But its
probability of occurrence is in turn more. Studesnducted in different countries demonstrate thdeast 2.9-
41.1% of patients have ever experience a sidetdfgc

Occurrence of an error in process of patient sadegs not mean human negligence or default but Inferaof

“work with no error” has created a special cultirenedical community which considers error a peasqmoblem
and uses blame and punishment instead of findingthmi cause of the errors. This is while the spaint of

decreasing the error occurrence is an awarenesgitong the its causes and supporting the cultirepeating the
error [3].

In 1998, a governmental American institute calletetlical institute” made the public surprised byakl at human
errors which said 44000 to 48000 American died egr because of medical errors. The US congressiéia

many sessions in order for listening to the repootscerning medical errors and patient safety affdrdnt aspects
of this kind of health system’s problem which cdfeet individuals anywhere any time. This took #itéention of
public opinion. Doctors, nurses and hospitals wiefermed in this respect and committed to orgartizeir

activities in order for improving the quality of fgent safety and healthcare. Desirable findingsioled but many
believe that there should be taken more actiotisisnrespect.

Despite many approaches, studies, reports, delzatdsactivities till 2006, we just see the progréassthe
knowledge. There were no miraculous treatments dandhexcept behavioral problems which are apparently
delightful and humanly complicated and accompami@tl obstinacy and pertinacity. It seems that sarhthese
complications come out of human activities. Proldeaoncerning present medical errors will be posed a
investigated [4].

Seven years after the publication of this reportigdical institute concerning the problem of medéaeors, there
revealed another report by another medical institntJuly2006, which said the error concerning guipson of
medicaments and medicines lead to injury of 1.Sionilin USA per year. Medical errors kill thousands
individuals each year. The hospitalized patienteaspitals are subjects to occurrence of a numb#rese errors
and their side effects. The incidence of theserguidfer in different hospitals and at the sanmeetiall errors are not
that serious [5].

There are different factors which influence theusoence of medical errors; such as human factarswledge and
function), technical, equipment, environmental dgtod of care, the factors related to patients,anigational
factors like policies and principles and disagreenie care team. But the majority of world commigstlike world
Health Organization (WHO) believe that medical esrand impendent events of patient safety takeepthe to
defective systems and problems related to care gixtems(not mere fault of a caregiver).

Studies demonstrate that only in 26%of undesirafsénts, errors related to the function of caregiae causes of
the events. Meanwhile, errors due to non-observaricpolicies (27%), errors related to loss of sK26%),
technical errors (25%), errors related to knowleddi®o), wittingly errors (7%) play the most rol&3.[

Reports of institutes in England, Canada and Alisteoncerning medical errors related to patierfetyain
hospitals make the system of sanitarian cares cmisiderable which have not enough safety. Andishisally in
patient safety inconspicuous but a serious propigm

Studies conducted in Iran also show that lots ofdioaments are not appropriate and there existsofot
medicament’s interventions in prescriptions. Alsostudies which investigate and view the rate efdioal errors
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through people complaints, the proved fault of dpeutic cadre is 42-53% of complaints. Among these
complaintsm22-44%relates to death,35%sides effetl@%to physical damages [8].

Findings of Parand [9] demonstrate that the spemt by managers and their activities in managirey fiatient
safety may meaningfully influence the quality leeékafety and efficiency of therapeutic proceskaapitals.

Also in another research by Salavati [10], theifigd show that the strong points of safety culinreniversity’s
hospital have three dimension of learning (orgaiornal and continuous improvement), team work isgital and
non-punishment answer in time of error occurreramthe most impact on development of patient safety

Smits et al [11] investigate the rate of similadtiand differences related to sanitarian systemsndér study
hospital, all level of staff education concerningfipnt care centers and their nurses and alsoysstf@hdards of
care.

Results of their study show that 3 countries of heédands, Taiwan and USA have 92%, 88% and 85%of
accordance to standards of care safety of pate@mtsisk management, respectively. Concerning tesfistudies,
patient safety is one of the basic concepts inafteutic-sanitarian systems and this issue is akatgmportance
also regarded as a priority for policy making iertpeutic domain [12].

Undoubtedly, performing plan of risk managementirmid in clinical government requires patient safet
information system in order for recording, repagtieud analyzing the medical errors and threatenienits related
to patient safety. Therefore, in order to desigs #ystem in Iran’s hospital, different dimensidntlois system
should be specified correctly. Then, concerningribeessity of having an appropriate framework afigigng of
this system in order to investigate and specify éesential components of designing patient infolonasystem
seems necessary.

Risk management in health care is applied to varietions which are done in order to improve thaliguand
ensure the safety services for patients [13].

Developments in hygiene concerning domain of makingventing ways of spreading disease, persona, car
apropos medical action, long term actions and cdinstudy emphasize on educating and propagategrehic
health which can secure the higher quality in patsafety care, risk management in sanitarian sesvand care
[14].

Therefore, concerning the special importance of thpic and failure to conduct an identical resednchospitals
and therapeutic centers existing in this respéet,present study proceed to investigate the riskagement from
nurse’s viewpoint in patient safety in social ségurospital of Zahedan.

MATERIALS AND METHODS

This study is qualitative research because of speopic of it and the fact that the researcherksefor
understanding and describing nurse’s experiencasskfmanagement in patient safety correspondiray. thhe
method of choosing samples was in such way thatebearcher went to all therapeutic units and cliosesample
on the basis of research criteria, up to the tilmee Sample number got complete. Sample of this strdyl14
participants; 2 supervisors, 1 head nurse, anduides aged between22-45 years old and all maiiedew data
was elicited.

Data collection

In order to collect data, the researcher set wgnirgws with nurses working in Zahedan social sectospital. The
demographic characteristics of study were relatedde, sex, education, marital status and profeakiecord.
Researcher started her interview with the majorstiole of: “would you please express your experieateisk
management concerning patient safety in hospitals?”

The next questions formed on the basis of partitipeanswer to first question. Interviews were déamee to face

deeply and non-structurally. Also concerning thigiview questions like “can you explain more?5, your opinion
this...?” were used. These interviews done with trgédance of participants in 30-45 minutes and vedreecorded
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with consent of participants. Then researcherrmstieto them several times, over and over and tritnest the
required contents. To analyze the data, reseaudeel the Colaizzi's7 step method.

After carrying out the interviews and eliciting tltata, researcher attempted at referring to santpletest
verifiability of data and asked them if she undaust the contents of their interviews correctly. tBe data were
evaluated according to the noted content. Alsgtiobable significant contents were classified axglaned. Then
sample’s agreement and confirmation obtained mwhy. In order for assuring the certainty of tiagadresearcher
of this study also tried to collect data on thesibaf analysis by her supervisor which in turrpbeb concreteness
of the data and a way for certainty of them.

Demographic characteristics of participants of thestudy

In this studies interviews were done by 14 partinig;2 supervisors,1 head nurse, and 11 nurségimrést room
of therapeutic units of social security hospitednf 22/11/2015 to 22/12/2015 . Participant of 8tisdy were 22-45
years old. Table 1 shows the demographic charatitariof these participants.

Tablel. Demographic characteristics of participantf the study

Participants| Post Sex Age Education Marital stgtuRecord
N#1 Nurse Female | 3C | Bachelo of ari Marriec 14year
N#2 Nurse Female| 35 BA Marriec 13 year
N#3 Nurse Femalg 34 BA Married 10 yearg
N#4 Nurse Femalg 25 B A Married 4 years
N#5 Head nursg Female 42 BA Married 20 years
N#6 Nurse Femalg 38 BA Married 16 yearg
N#7 Nurse Male 32 BA Marriec 8 year
N#8 Nurse Male 33 BA Married 10 yeals
N#9 Nurse Male 35 B A Married 10yeals
N#10 Nurse Male 44 B A Married 18 years
N#11 Nurse Female 43 BA Married 19 yearg
N#12 Nurse Male 45 BA Married 20 years
N#13 Supervisol | Male 46 BA Marriec 22 year
N#14 Supervisor| Female 41 BA Married 15 yearg

Data analysis

Sampling of this study was done in such a wayttheresearcher went to the therapeutic units gbiteds and drew
names of a number of individuals, having the datéor experiments, with the help and guidanceheaf person in
charge of unit. After taking their telephone numbiire researcher made a call and after introdubiexgelf,
explained the objectives of her study. Then shecsedl a suitable place for doing interview provigihat they were
willing to do so (rest room of every unit). The eascher also asked them for an appropriate timedoying out
interviews. After attending the determined placal @stablishing a clear relation, the researcheuradsthe
participants that all information to be confidehtiad they can refuse participating in the studgméver they want.
After taking their permission, they did the intewis face to face, deeply and non-structurally. st ¢nd of each
interview, the researcher acknowledged the paditdipand took their consent for another probabletimg or a call
in order for completing or clarifying previous imtf@&ws. To observe moral consideration, the researtook a
confirmation from the moral committee of university order for conducting the research and authticimaof
therapeutic manager of social security hospital alss taken.

Also sufficient explanation concerning the impodarand objectives of the study, confidentialityttoéir personal
information, permission of recording participantioe, absence of any obligation or threat for pgéting in the
study and having the right of cancelling the intewv anytime in any steps of the study were all gite the
participants.

Colaizzi's 7step method was used in order for preting and analyzing the qualitative data. Intfatep, researcher
listened to the recorded interviews several timesteanscribed them word by word. Then she comptredvritten
notes with the recorded voices and checked thepigatg. In second step, she referred to each uiteran order for
elicitation of meaningful data, and the importaetated statements to case of the study. This stémown as
elicitation of “significant statements”.
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In third step, the infrastructural meaning of eveignificant statement related to the study’s casstled as

“formulized meaning” was elicited. Then in nexts{ge., 4th), after several reading out the cates repeating the
3" step, researcher put the formulized concepts fiierdnt topical categories and clusters and coetinup to

obtaining the theme categories or main subjectghénfifth step, the result was combined togetimeprider for

gaining a complete description of understudy phesrwon. In this step, theme and the way they are ddrare

explained.

In the 6'step, codification of the complete description teiato the understudy phenomenon, possibly wittearc
and non-vague statement was developed"Ist&p, findings were referred to participants idesrto confirm the
validity of them, then they gave their opinion ceming the agreement of their findings with theiperiences.
Thus, the final validity obtained [15].

Findings of the study

Findings of this study are classified in two thenus‘risk management” and “human resources” alorith w
objectives of the study. Risk management consis&ub-concepts; punishing policy of managers ardficient
management of medical errors. And human resourtd#ade shortage of human forces, increase in \idiofa
requirements and inappropriate selection of nurses.

Risk management theme
In establishment of risk management in order foeting patient safety, development of importancepatient
safety and making the patient safety systematiessential.

1. Punishment policy for personnel

Providing risk warning in hospitals, punishmentipplis considered as one of the week points andlestge in
encountering patient safety and is indeed the evytint of patient safety. Providing the existen€¢his policy,
fewer errors are reported and in order for prewenérror repetition, various problems will be madhel therefore
patient safety will be directly threatened. Fottamge: a participant said: “the personnel shoulahkthat they are to
inform the existence of error in a special form ethis certainly important in preventing the repetitof the same
error.

“If an error is related to equipment, then we avasidered blameful while its inefficiency has béafiore warned.
Or the fact that it was disordered while workingdamas no other alternatives and is in disagreerntepatient
safety.

The primary elicited codes are as follow:

-Fear of punishment by managers

-less support for reporting

-disagreement in punishment and patient safety@uilt

-punishment even if they report before

-Inefficient persuasion and encouragement of persion

The sum of them has been combined and these caestive sub concepts of “punishment policy of marslg

2. Inefficient management of medical error

In establishing risk management in hospital, ecagnition, error prioritization, investigating tkeem causes of an
error, eliminating or removing error cause and eirarestigating preventing and providence actiorss raally
necessary and with these methods there occursooddr in patient safety. A participant says: “sqeesonnel are
careless or have not enough care in preparing gticaments, the true prescription of drugs esfgdiabse with
the same package which is really dangerous.

Primary first level codes are as follow:

-Absence of support for reporting

-Absence of support for patient safety culture lyyesior managers

-non creation of a safe environment

-not carrying out of decreasing the professioreMsi

-absence of support of nurses if they are unindeatiblameful by managers
-non creation of motivation in working
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The sum of them is combined together and thesescor@ate “inefficient management of medical error”.

In establishing risk management in order for eshbig patient safety, the development of significand
systematic making of patient safety is regardee@rdsd. The encouragement for the cooperation esqgmel is
very important in advancement and developmentsi management which leads to voluntarily reporthgrrors
by them. The punishment policy and individualismreveot used in diagnosis the error cause and ngesesis
designed on the basis of patient safety. In stiagglgn of hospital, establishment of error manageinshould be
posed and if an error is reported and informedsgrershould not be blamed and punished. Errors ghoel
fundamentally solved in order for not repeating alainaging patient safety. For instance, drugs vdémntical
apparent package which cause more errors shouldenbbught then it prevents frequent repetitiormbrs. The
reflection of mistakes must be informed. Also suppd cooperative morale and teamwork of persoimefficient
in risk managing and decreasing rates of errors.

Providing development of risk management in hofgiteaking error form to personnel and deep analgsid
informing personnel in order for non-repetitionesfor are certainly of principles of work and tlirstfstep to take.
And if informing is weak and personnel do not hag information about the most widespread, impadrtard
dangerous errors and be punished even if repottieg, the risk management process in hospitalsb&ikubject to
guestions. The sum of the above theme makes “riskagement”. The way of its formation is shown ie th
following figure:

Y. Less investigation By

N
| of fundamental i Punishment if \
r cause of an error /l \ blameful /I

Inefficient

manage :
ment of Risk

il Management
error

£ Less

I importance of \

\ preventing /.
actions

N

Figurel. Form of Risk Management
CONCLUSION AND DISCUSSION

According to the findings of this study coming framrse’s experience, medical errors are one ofrtiportant
issues in care and health environments. Despitevéise dimension of nurse errors, patient safetyeligpment
becomes a great challenge. Although deleting nsirsgors seems impossible, one can make them féNueses
and all members of therapeutic cadre, regardlessowef skillful, committed and careful they are, meymmit
mistakes while doing their care duties [16].
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Nowadays in Iran’s hygienic and therapeutic systetimsre exists no systematic error reporting syst®m one
hand, the importance and advantages of this systemperienced countries are not covert. Certdimlyare plans
of Iran, there are reports but the lessons onegetiof these errors are concealed in order forrelrgg honor and
respectability of patient and fear of existing miment method. So these errors remain unspokerth®©nother
hand, superior managers of hospitals can have sidsmable role in the process of reporting as fimttrolling
system. In continuations of this process, it seéimas if managers have got a proper attitude, thélyphay an
important role in reporting of the error. In additi3 elements of fear, blame and inattention torermust be
deleted.one must not hide the mistakes, but rathalyze them and makes attempts to improve thetieriPaafety
should not be limited to managers and leaders dgggmdatient safety agency introduces risk mamege as a step
to patient safety which plays an important roléimaing out and analyzing the reason of errors.

Creating a clinical government system and atteraptsersons in charge of hospitals, in order to ter@areporting
system and instructing personnel to know that shigem can help analyzing the errors and learnimg fistakes
and preventing further occurrence error manageraadt medical errors in hospitals should be estadadisand
patient safety should be improved, so that todaglicaenent mistakes are considered as a criteriagecifying
quality of therapeutic staff's work [17].

Concerning the obtained theme of risk managemeret,sbiould point out that organization managers’radment
causes decrease in injuries and errors in hygiandttherapeutic parts and without help and supgloguperior
managers, one cannot make patient safety as angivedrapeutic domain.

Studies show that fear of making judicial probleansl patient’s complaint related to unwittingly railsts in care
domain is a very significant topic [17]. Althoughete is no unwritten statistic available in Iratated to rate of
error occurrence in hospitals, experts estimatettierate is very high as increase in returnedptaimt’s file of
doctors and nurses to medical system organizatidrcaurts witness this claim [18].

Dargahi[19] points out that the observed statisticceported errors is unfavorable to the reason tften an
intervention method for every medical error is aniphing process of personnel. Therefore it seems tte
defending behavior of individuals in form of notpoeting or concealing error is an obvious behaviuperior
mangers are to acculturate and pave the way fasteging error and educating in order to make respand basic
serious risk managements in hospitals. Also a mgatiould be set up to report errors without punisfit. Medical
error informing system is taken into accounts as @inthe main components required for performingepa safety
plan to decrease medical errors because it is rafismnt step in learning from the error and redamgy and
registering of the and lesson learning of theviptes experience. By means of this system, onecodiact patient
safety information as threatening events for pasafiety and inform them.

Considering the international standards of validity hospitals, one feels the need for improvenwrgafety and
quality of patient’s care in hospitals and therdjpecenters. Findings of many studies demonstitzdé nurses do
not have identical understanding of error defimitio organization and this is one of influentiatttars in the way
they encounter the error. In most studies, paditip believe that more than 40% of occurred eamot reported
as fear is the most important cause of not reppréin error. Most nurses believe that culture ganerrihe

organizational culture in which they are workingnore efficient in rate of reporting of errors finst step, a nurse
recognizes the error then sees the existing choagerding formal or informal reporting of erron the step of
view and selection, a nurse views the side effeahy probable answer.

In step of taking an action, she answers the etmofeedback step, nurse view the effect of heigi@e which
affects the way she answers to her error in futbract statistic collection of all types of errdrg nurses is very
important and the occurrence of them is differardifferent studies. Failure in exact checking afignt and taking
patient's health state, failure in preparing redort body’s state and changes in condition of petispecifying
patient identity and recognizing patient, wrongatneent giving, failure in evaluating care and ondireporting to
doctor, patient collapse, failure in observing aegistering correctly and on time, using imperfegtipment which
leads sometimes to injuries and burn of patient, keeping the confidential information of patiemtdaerror in
registering nurse’s reports are some typical emaleged to function of nurses.

In another research, risk management is considased very essential issue in safety challenges fdsearch
views 12 dimension of patient safety culture andwshthat a non-punishing answer and staff probleenge the
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least mean in safety culture dimension. Hellingal¢R0] also views the 12 dimension of patienesatulture and
counted reporting of error in safety culture dimensa very significant fact in enhancing patiesfiesy.

In this respect “risk management”, the best waytevent medical error, recognizing them and theisid and
systematic causes is learning from them and refayroare system in order for preventing the repetitf these
errors. On the other hand, hygienic care orgaminatmust, along with recognizing the threateningnév of patient
safety and medical errors, analyze them and rezeghie improvement opportunities and do improvenpéart on
their basis [21].

The above mentioned studies are in agreement dinfie of the researcher. The main organization gemant’s

commitment leads to decrease in injuries and eirotg/gienic therapeutic parts and without help angport of
superior managers one cannot perform patient safegn objective in therapeutic domain. Havingaagement
cadre committed to patient safety and paying dtiertb quality improvement in hospitals are vergegsary. One
basic act of every organization to patient safatituce is that manager should do this change dfuets of

personnel. Requirement of setting down policied elear and obvious applicable methods is veryuaritial in

patient safety enhancement. Attention of superiangers and healthcare system’s staff effect ongrézimg the

weak points of patient safety in hospitals, committnconcerning the patient safety , improving istiractures ,
encouraging to cooperation and teamwork of stafpatient safety plans , creating systems for rémprand

analyzing unwanted and undesirable events and avgasthff who cooperate in this respect, codifyihg valid and
stable indicators for evaluating patient safetyider for revealing imperfections and non-efficiescand finally
for removing recognized obstacles.

Risk management, concerning its integration bytheainistry, applies determined and written pokcie order for
enhancing patient safety, in risk management wisi¢ébr determining evaluation and analysis of dasgad events
in order to decrease the damages to patient anchddsmpanier, nurses. Solution of risk management a
integration of error is one of the basic steps taMenhancing patient safety, which is emphasizethtgrnational
patient safety agency. Finding out the basic caufedangers and their analysis play an importaté iia
advancement of patient safety. After codificatidmpolicies concerning reporting of an error, emgporting process
and holding educational classes in this respect samtling a message with this content: dean of tabsisi
committed to culture of not blaming persons conicgytherapeutic reported errors and registeringntsprelated to
therapeutic errors in order to increase patierdgtgafnd quality improvement of therapeutic serviddserefore, no
punishment for person having done that error amsigmereporting should be considered.

Also we suggest forming a committee in order fomdosystematic methods in hospitals for reportingdioal
errors, to first acculturate and attempts to irdéze reporting of an error as a valuable thinghierapeutic cadre
should be allowed and appropriated. Also educaticnarses for therapeutic cadre to get familiarhwéurrent
medical errors and solutions to confront them sthdug held. Next solution or method for reportingd aal
dimensions of errors, management and scientifictimgdor making the major factor in occurring esdhe least
and an organization for spiritual support of blanhgberson and injured patient is one of the gohlt this
committee may reach it. And also this committee ba influential by creating a reporting system tfoe whole
country and reports deduction and error warningréer for alarming and preventing repetition ofstaerrors.

Limitations of the study

Different aspects of challenges related to estaivlient of risk management in social security hospitae studied
and discussed. These are some limitations of thdys

1. inaccessibility to the same research in Iran tomam other hospitals condition

2. Newness of the scope of the study.

3. Worries of personnel related to impact of expereexpressing on managers function.

Acknowledgment

This study derived from MA thesis conducted in hsia Azad University of Khorasgan under supervisairDr

Minou Mottaghi. | hereby acknowledge my reverenpeswisor and persons in charge of Faculty of Nyrsind
Midwifery in Islamic Azad University of Khorasgargverent manager of social security organizatioZatiedan,
reverent dean of social security hospital of Zaheatad all nurses who participated in this study.

100



Minou Mottaghi et al Int J Med Res Health Sci. 2016, 5(6):93-101

REFERENCES

[1] Zegers M, De Bruijne MC, Wagner C, Personal commation in hospitals, 2008.

[2] Sadoughi F, Ahmadi M. Informing system of patieafiesy. Mazandaran school of medicine, 2011;21(83%-
188.

[3] Halbach J, Sullivan L. Medical errors and patieafety a curriculum for teaching for Teaching metatadents
and family practice residents. Department of familgdicine new York medical college. September, 28@ed:
p26.

[4]Khan H, Smith A, Boissinot, S. Molecular evolutiend tempo of amplification of human LINE-1
retrotransposons since the origin of primates, GenBesearch, 2016; 16(1): 78-87.

[5] Anderson JD. Creating of a safety: leadership, seand tools. Nurse Leader Journal 2006;5:38-41.

[6] Wacher RM. Understanding patient safety. New Yafk:Graw Hill; 2008.

[7] Johnstone M, Kanitsaki O. Culture, language andpatsafety: making the links. International Jouioral
Quality in Healthcare, 2009;5: 383-88.

[8] Ebrahimzadeh MA, Gharanjik U; Jadadian SM. Evabratiof drug interactions of non-steroidal anti-
inflammatory drugs (NSAIDS) in sari insured prepticgns during 1999-2001, Razi J Med Sci 2003; 1(386
(Persian).

[9] Parand A. The role of hospital managers in qualitgt patient safety: a systematic review. BMJ Op2015b.
[L0]Salavati S. Patient safety culture from viewpoifnhorses.Iran journal of nurse.2013; 26. n84: 24-33

[11] Smits M, Wagner C, Spreeuwenberg P, Wal G vanderii@wegan PP. Measuring patient safety, 2009.
[12]Mohebifar R. Investigating patient safety cultureni viewpoint of staff of educational hospitals Téhran.
Quarter of hygiene and work safety, 2013; 5:57-68.

[13]Walshek V, Dineen M. Clinical risk: making a difégrce: its just a sham? In Brimingham. University of
brimingham, 2011;7(14): 813-816.

[L4]Marzban,S. evaluating system of patient safety mament in ICU. Scientific journal of faculty of ruing.
OlumvaTahghighatUniversity, Tehran, 2013; 17(5):567

[15]Ansari M,Yousefi A, Yamani N, Yarmohammadi M,intrtoetion to qualitative methodology: methods of
theorization inhuman science and healthcare. Isf&thool of Medicine publications, 2006; 166.

[16]Baghaei J. Evaluating patient culture in educatitmspitals staff of medicine school of Tehran.MPehran
school of medicine, 2011.

[17]Hosseinzade M, Aghajari,P Mahdavin A. Causes ofica@dent mistakes of nurse, influential factors @ n
reporting them of nurse’s viewpoint. Journal of meate school of Tehran (hayat), 2012; 66-75.

[18]MonjoughiN. Reporting hospital errors by nursesri@l of medical morale and history, 2012; 5(4)7%8

[19] Dargahi A.lmproving patient safety by voluntarilgporting of medical errors in therapeutic unitsnadrtyr
Drlavasani hospital. MA. Tehran school of mediciz@l2.

[20]Hellings J,Schrooten W,Klazinga N,Vleugels A.Chafjing patient safety culture: survey results. Hgalth
Care Qual Assur.2007;20(7):620-32.

[21]1Benn J,Koutantji M,Wallace L,Spurgeon P RejmaNl, Healey A. Feedback from incident repoting
:information and action to improve patientsggfQualSaf Health Care, 2009;18(1):11-21.

[22]Khon L,Corrigan M. “To err is human: building a sahealth system”, Committee on Health Care in Acaer
Institute of Medicine;2002.

[23]Said B, Emel F. Validity and reliability of Turkiskersion of “Hospital Survey on Patient Safety Qrétand
perception of patient safety in public hospital§urkey. BMC Health Services Research, 2010;10:28.

101



