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Abstract

The study was held at Makassed Islamic Charitable hospital during March — May 2010.

The purpose of the study was to assess the patient safety culture among health professionals at

Makassed Islamic Charitable Hospital in Jerusalem.

A sample of 300 health care professionals was selected using proportional stratified random
sampling method. 251 completed surveys were returned back making a response rate of
(83.7%). The Hospital Survey of Patient Safety Culture (HSOPSC), a self-administered
structural questionnaire was used. The survey consists of 14 dimensions including 10 safety
culture dimensions, and 4 outcome variables. This survey was developed by Agency of

Healthcare Research and Quality (AHRQ). Data were analyzed using SPSS version 16.0.

The study results showed the strength areas at the unit/department level which were teamwork
within unit and organizational learning —continuous improvement and the areas of potential

improvement were staffing and non-punitive response for errors.

At the hospital level the hospital handoffs and transition was considered as an area for
potential; improvement. The professional staff perception and grading of the safety level in
their working area were satisfactory but the frequency of event reporting and the number of
event report was considered a potential area for improvement. there were statistically
significant differences in patient safety perception among nurses and physicians related to
eight patient safety dimensions; supervisors/managers expectations & actions promoting
patient safety, organizational learning-continuous improvement , hospital management support
for patient safety feedback & communication about error, frequency of events reported ,
staffing ,handoffs and transitions and patient safety grade. There was a consensus upon the
other dimensions among the health professional with no significant differences in their

perceptions toward teamwork within units, overall perceptions of safety, communication



openness, teamwork across hospital, units non-punitive response to errors and number of

events reported.

The results of this study emphasizes that more comprehensive reporting on adverse events
should be developed, in a blame-free manner. Leaders must focus on building a “just” culture.
A just culture is one that supports the discussion of errors so that lessons can be learned from
them. Leaders can facilitate a culture of trust that encourages communication across clinical
disciplines about such issues as the causes of medical errors and non-punitive approaches to
reporting. Effective reporting system will attribute in monitoring and controlling patient safety,
and also will provide data on the effectiveness of implemented measures for the purpose of

learning and continuous improvement.

The study results recommend reviewing the hospital staffing and its adequacy to the workload
and type of services provided in the hospital .It is also recommended to have a standardized

approach for handoffs and transition during patient transferring.

It is also important to have an active Patient Safety Committee that meets regularly. An
effective committee must be comprehensive leadership-level action committee that reviews all

safety issues across the organization.



Eu.nb.ﬁ\ uadla

Gk 300 Oe 435S Ak abe LA & Cua 2010 alall e Ul Dty IS Jed o Al all o3y pal
'D.JJ._;J ‘.:I‘A.II ;1.“5"" (JAEL}AZOOS PILC‘- u'a_)i.“ 'IAG_‘ a_)g#‘:ﬁ ull,).lﬂ.ml H.‘.i:lul éJEJﬁLuA&LIJaL)g_aJ e _aa g
Sl g Al e

&b Ol nn gaa g elhal (g oaiall Jlaall (3 Culalall (s i pall Ledlas 48l o5 s A ) o3 e Cangll

gl 1 ol Gald el 2 5SPSS Lelia¥l plell Alaayl zdli  pladind 55 9483.7 Alaiu¥) 4o caly
. Microsoft Excel Data Tool <lisedll e

‘_AQLHlAL:.uL):Uer_)A.“ hhh&“gﬁ)ﬁ‘,ﬁ}w@‘:ﬂh@qﬂl _}.‘:L‘.x.h dU_\SJE)m _).;.ahc C_}L'i_\.“ QJ&_]:J

Ol o 3ol plall g anill 8 Gajill 75 0 Jaall b g 558 pealic LUl pabial) Clil€ i LY (5 gl e

Gl A S all dae 5 Al Do ) et g aagall aliiy Jad) OIS S8 il 5 giae e Ul
Ol Ll dalay 5 Cann ualie cUadl & gaa o Led

peill A Gl 79 daad) @ Aaldll jualiall Cplalall | geai] Ll a1 AL 25ay Al all oyl
Ahall ellaa¥) sae 5 elad¥) o HGall e 33 ¢ Juat) 8 2 sl 8 (i yal) adad Adlaay) 5 pdallc
el oaal Hga gnd aghplal oy jailly cLLY) o dlaaa) AV 55 M) lllia oS SIS i aldll oy
I cldaadlall y Juai™ 5 oY) pede ausall Cppuaatl cosnspall asledll o (g all dadlas pe g 5 a3 3 bl 5

ARl gadie (g (e all il e slaall i 5 Qa5 s il 5 LY e il 4y ) S5y elaal

e Cing, Ayl Jaly Akl (Wad¥ e jaliill aUis 3 gm g 5 5 e Lie Clpagisae ) Al ol ol caals
Atae A g 3 Y pea Ll dalay allaill 13 5| Laall dle ) ol patl Lie pual) i) 5 Lelilas s el sladl)
e bl allai e cangl ol 3 IaY1 48 S5 e pa (b Akl sUadY) e Caall s LR ae s LAl Allaad) e

celaa¥l e ol Y1 Al Gy ol pUnill 5y kil 5 Cppaaatll Aa) el adaill sa Ul

vi



(JAE-CJJ )_.;_}a:}_’u.iﬁ\:\uu.“@M|eﬁwmwﬁw$3%ﬂ'ﬂQu\éu:tu'lfé.c@lhl_}ﬂ]omwaﬁ
- ol Ll lacal Ll e Jl1 e (s Jladll JuatV Gaaal JLBY) (3 all

Jalit) ly liall g F ALY Ll agila slaay ) ol 823 g0 dangie il Layl Al al) o34 oy
li.‘.l.:.é«.'\;j.:,_;._,bjﬁu_l;L.z.ﬁ&ul_)aho'mw,sjjmhjhdﬂjluqﬂl&@mdcG_'L‘ﬁa‘s'qjll elaiyl
Pladl gy Sl W) dalid g el Ll M)l 3 Lliadll O Al il Ulall 3 H10Y1 (5 s e

i 5 ) gy Llaal & ) gyl

vii



Table of Contents

CHAPTER ONE ' X111

f—

Overview
1.1 Introduction

T

1.2 Problem Statement 3
1.3 Justification of the study 4
1.4 Context of the study 6
1.5 Aim of the study 8
1.6 Study objectives 9
1.7 Study limitation 9
1.8 Study assumptions 9
1.9 Summary 10
CHAPTERTWO 11
Literature Review 11
2.1 Introduction 11
2.2 International patient safety organizations 13
2.3 Literature review 18
2.4 Global studies in patient safety assessment 22
2.5 Summary 25
CHAPTER THREE 26
Conceptual Framework 26
3.1 Introduction 26
3.2 Concepts and definitions 27
3.3 Measurement of patient safety 28
3.4 Safety Culture Dimensions Measured in the Survey 30
3.5 Summary 37

CHAPTER FOUR 38

viii



Methodology

4.1 Introduction

4.2 Study Design

4.3 Instrument

4.4 Psychometric of the survey:
4.5 Sampling Methodology

4.6 Data Analysis

4.7 Ethical consideration

4.8 Summary

CHAPTER FIVE

Results
5.1 Introduction

5.2 Characteristics of Respondents
5.3 Patient safety culture dimensions
5.4 Overall Results:

CHAPTER SIX

Discussion
6.1 Participants characteristics

6.2 Results Summary

6.3 Unit —level aspects of patient safety

6.4 Hospital —level aspects of patient safety
6.5 Patient safety culture outcomes

6.6 Comparison with AHRQ database 2010
6.7 Conclusion

6.8 Recommendations

6.9 Areas for future research

References
Annexes

38
38

38
38
40
42
4
45

45

46

46
46

46
49

51

3

13
73

75
76
81
82
82
84
86

88

89
95



Chapter One

Overview

1.1 Introduction

When entering a health care facility, whether it be an ambulatory surgery center, a hospital, a
long term care facility, or a rehabilitation center, a patient hopes, if not expects, to receive an

appropriate care in a safe environment.

Everyday people entrust their health to the care provided in a health care organization. In
return, these facilities have an obligation to provide the safest care, treatment and service
possible. It is this dedication that should compel healthcare organizations to continuously
improve their services and processes to provide even better and safer care in response to the
changing needs of their population served and the changing environment of the healthcare

industry.

Many view quality health care as the overarching umbrella under which patient safety resides.
The Institute of Medicine (IOM) in America considers patient safety “indistinguishable from
the delivery of quality health care”. IOM indentify the components of quality care for the 21st
century: quality care is safe, effective, and patient- centered, timely efficient and equitable.
Thus safety is the foundation upon which all other aspects of quality care are built

(http.//www. ARHQ. org/qual/sixerror. htm).

Patient safety was defined by the (IOM) as “the prevention of harm to patients”. Emphases is
placed on the system of care delivery that (1) prevents errors; (2) learns from the errors that
do occur; and (3) is built on a culture of safety that involves health care professionals,

organization, and patient(Kohn et al., 2000).




The Agency for Healthcare Research and quality (AHRQ, 2003) expanded upon the definition
of prevention of harm “freedom from accidental or preventable injuries produced by medical

care”.

Since the (IOM) report “To Err Is Human”, many health care organizations have focused on
reducing medical errors and enhancing the safety of patients. Despite this focus, the number
of medical errors occurring in USA has not appreciably changed, and little progress in patient

safety worldwide was achieved (Attp://www. ARHO. ore/qual/sixerror. htm).

The primary reason for the lack of progress is that organizations are not addressing the roots
of the safety problems. Organizations must commit to designing reliable process that prevent
or mitigate the effects of human error and establish a culture where team work thrives people
talk about mistakes, and everyone is committed to learning and improvement, then patient
safety become a property or characteristic of the organization and, by the definition, the

organization starts to reduce errors (Madden et al., 2008).

Despite the improvement in clinical training and guidelines, information technology, process
redesign, and industry regulations, one of key root causes of safety related problems remains

the culture of the organization.

Before organizational culture can he transformed, it must first be understood and confronted.
The starting point for changes is a safety culture assessment, that helps us to understand and
measure the staff’s perspective on safety culture in our organization, and how that culture
affects the provision of safe patient care. Once opportunities for improvement are identified,

strategies for change can be developed and implemented.



1.2 Problem Statement

The following phrases summarize the problem issues in patient safety:

Patient safety emerged as a major health policy issue in late 1999 with the release of the
Institute of Medicine’s (IOM) report “To Err Is Human”. The IOM report concluded that
preventable medical errors are the fifth-leading cause of deaths in the US and cause as many
as 98,000 deaths each year and increasing the total national costs of health between $17
Billion and $29 Billion. IOM called on all parties to make improving patient safety a national

health policy priority (Spath, 2000).

The World Health Organization (WHO, 2002) estimates show that in developed countries as
many as one in 10 patients is harmed while receiving hospital care. The harm can be caused
by a range of errors or adverse events. In developing countries, the probability of patients
being harmed in hospitals is higher than industrialized nations. The risk of health care-
associated infection is much as 20 times higher than in developed countries.

(http.://www.who.int/features/factfiles/patient_safety/en/index.html)

We are all aware that the costs of health care are rising, in part because of the costs associated
with medical errors, thus we must invest in making our organizations safe for patients and

providers and in making them economically sustainable (Youngber, 2004).

Safety is one of nine critical dimensions, efficiency, appropriateness, availability, timeliness,
effectiveness, continuity, safety and respect and caring that define the performance of

organizations ( Kohn et al., 2000).

The patient safety is critical in improving quality and considered as the first domain of
quality, refers to “freedom from accidental injury”. The second domain refers to the provision
of services in a manner that is consistent with current medical knowledge and best practice.
The third domain exemplifies the ability to meet customer- specific values and preferences

and customization of care (Spath, 2000).



was only (54%) ,and there is a big difference in the staff perception between USA hospitals

and Makassed hospital in their perception about the management support for patient safety.

The lowest positive responses in both Makassed Hospital and in USA hospitals was for
“Nonpunitive Response to Error, and “Staffing was the second lowest positive response in
Makassed Hospital , while * Hospital Handoffs & Transitions” was the second lowest positive

response in USA hospitals .

Makassed Hospital was better than USA hospitals in three dimensions; “Organizational

o

Learning--Continuous Improvement”, “Feedback & Communication about Error “and
“Hospital Handoffs and Transitions”. This shows that communication between staff about

errors or in transferring patient information is better in Makassed hospital than USA hospitals.

6.7 Conclusion

Patient safety culture assessments are a recognized tool in patient safety improvement, these
assessments should be viewed as a starting point in the development of patient safety
improvement interventions. This study permitted assessment of health professional
perceptions of hospital patient safety culture dimensions. In particular, it allowed us to have a
clear understanding of strengths and weaknesses of the current prevailing culture regarding
patient safety at the hospital. This is an important exercise at the time when the hospital is
introducing the JCI accreditation system at the hospital, where patient safety is in the core of

the system.

The data demonstrated the urgent need of the hospital for formulating safety- oriented
strategies and acquiring senior management support for safety actions in order to strengthen
positive culture across hospital. A culture of safety, in which everyone accepts responsibility
for patient safety is necessary before other patient safety practices are introduced, otherwise
individuals expected to implement the safety initiatives are unable to effectively communicate

or work together. This study indicated that, lack of an established system to report evenis



inhibited the hospital to review events systematically; this finding hi ghlights the importance
of developing a reporting system as a priority for this hospital. Staff general perception about
an existing a punitive response to events is a main barrier facing any safety improving
initiative. This study highlighted the importance of cultural change prior to any safety

Initiative.

Results show that there is statistically significant differences among nurses and physicians in
their perception of eight patient safety dimension; Supervisors/Managers expectations &
actions promoting patient safety ,Organizational learning-continuous improvement , Hospital
Management Support for Patient Safety, Feedback & Communication About Errors,
Frequency of Events Reported, Staffing, Patient safety grade and Patient safety overall
perception. These Patient safety dimensions were more positively perceived by nurses than

physicians except for two dimensions Handoffs and transitions and Patient safety grade.

The area for potential improvement at the unit/department level was the reporting system in
the organization. Staff feels that their mistakes and event reports are held against them, and
that mistakes are kept in their personnel files. This leads to underreported adverse events and
errors and (77%) of the participants reported no or from one to two incident reports during
the last 12 months any only (49%) of the participants frequently report these incidents. There
is an urgent need to an effective reporting system that has leadership support and be easy to
access. Often referred to as incident reports, these descriptions of harm to patients and “near
misses” are critical to continuous learning about how to prevent errors within the
organization. In a culture of safety, staff members are aware of safety issues and are free to
report conditions that could lead to near misses or actual adverse events. This open exchange
of information requires the management to have a non-punitive response philosophy that
rewards reporting of safety issues and events and does not punish staff members involved in
errors or adverse events related to system failures. The overall perception of patient safety as
perceived by the participants was only (54%) answered positively and this result should be

considered as a potential area for improvement by the hospital management.
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Patient safety is dependent on many factors, including: an adequate level of resources;
sufficient financing; an appropriate number of well-trained staff; appropriate buildings; use of
high-quality material, technical equipment and medicines; the establishment of standard
diagnostic and therapeutic procedures (clinical practice guidelines); a clear division of tasks
and responsibilities; appropriate and smooth connections between processes; proper
information systems; accurate documentation and good communication between health-care
professionals and teams, patients and informal caregivers. The creation of suitable working
conditions and atmosphere through: correct work organization, the reduction of stress and
tension; the provision of good, safe, social and health conditions for health-service workers;
and increased motivation reduces the role of the “human-factor” issues in patient-safety
incidents. It includes prevention of causes contributing to (near) incidents and errors, such as:
time-pressure on health-care providers (leading to insufficient time to communicate properly
among professionals and with patients and other informal caregivers); frequent “handing
over” of patients from one health-care professional to another (which leads to poor
communication and errors related to poor transfer of information); shortage of staff} pressure
on health-care professionals to quickly discharge a patient from hospital; intrusion of
commercial elements in health care and side-effects of competing commercial insurance

companies.

6.8 Recommendations:

Patient safety should be a top strategic priority for policy makers, managers, leaders and
frontline staff. An organization can improve upon safety only when leaders are visibly
committed to change and when they enable staff to openly share safety information. When an
organization does not have such a culture, staff members are often unwilling to report adverse
events and unsafe conditions because they fear reprisal or believe reporting won’t result in

any change.

The commitment to quality and patient safety should be articulated at the highest level of the

health-care system and translated into policies and political support of public-heaith and
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patient safety issues. Senior leaders should drive the culture change by demonstrating their

own commitment to patient safety and providing the needed resources to achieve results.

Their message about safety must be consistent and sustained, as it takes a long time for

culture to change.

These recommendations are targeted to affect and promote patient safety in Makassed Islamic

Hospital including:

Defining the existing culture of the organization. The organization should introduce
systems allowing it to regularly conduct safety-culture assessments and learn from
them. It is recommended to repeat performing patient safety culture assessment
periodically as a mean of tracking changes, possible improvements or degradations.
Developing a safety culture in the organization through strong leadership and careful
planning and monitoring. It also requires changes and commitment to safety at all
levels of the organization, from the governance ,senior leaders to clinical teams and
supporting staff;

Improving Communication between individuals and teams and across organizational
levels Communication must be frequent, cordial, constructive and problem-oriented.
Organizational management must be kept informed about and involved in the
improvement of patient safety.

Standardizing an approach to hand-over between staff, change of shift and between
different communication patient care units in the course of a patient transfer.

Reporting of incidents should be promoted. At all levels, actual patient-safety incidents,
problems and errors should be properly reported when they occur. Staff should be
comprehensively trained in clinical and administrative procedures for responding to a
serious error. At all levels, problems and errors should be treated openly and fairly in a
non-punitive atmosphere. The response to a problem must not exclude individual
responsibility, but should focus on improving organizational performance rather than

on individual blame.

» Reviewing and investigating incidents thoroughly, transparently and fairly, free from

hindsight bias. Problem analysis should focus on organizational performance and
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continuous learning .All staff should be trained in teamwork-based problem solving
and encouraged to use root-cause analysis to learn how and why incidents happen.

e Leaders need to pay attention to the impact of staffing numbers and workload that is
adequate and have impact on the quality of patients’ outcomes. Adequate health
professional staffing is a key to improve the quality of patient care.

e Establishing a hospital Patient Safety Committee that meets regularly to review
incidents and safety matters across the organization and recommend actions. The

committee should include senior managers as well professional groups.

Although no single activity can offer the solution, the combination of activities proposed
offers a roadmap towards a safer health care organization. With adequate leadership, attention
and resources, improvements can be made. It may be part of human nature to err, but it is also

part of human nature to create solution, find better alternatives and meet the challenges ahead.

6.9Areas for future research

The results of this study have elucidated some avenues for further research:

o The relationship between patient safety culture and patient outcomes (mortality and
morbidity).

. An in-depth assessment of the relationship between each patient safety dimension on
patient safety indicators.

. Future research should not stop at the level of hospital wards, out-patient clinics, and
ERs, but collect and analyze data on the micro-systems within them: nurse teams, doctor-
nurse teams, operating teams etc.

. A comparative study on patient safety culture among EJH, governmental and private
hospitals.
. Building and promoting an event reporting system within the Makassed hospital

context.
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