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Abstract

Patient safety is a critical component to the qualf health care. As
health care organizations strive to improve theialdy of care, there is a
growing recognition of the importance of establigha culture of patient
safety. The aim of this study was to assess theireubf patient safety
within one of the governmental hospitals in Gizav&oorate. Descriptive
cross sectional study was conducted in Om-El massrygeneral hospital
overa period of three monthssing an AHRQ adapted questionnaire.

Hospital staff stratification was done into four imgob categories;
physicians, nurses, technical and administratiadf.siThe survey was
completed and returned by two hundred and five \2@Spital staff from
different categories. Eighteen (18) surveys werduebed from this study
so the net number of the surveys entered in thidystvas one hundred
eighty seven (187)

The survey measured fourteen (14) dimensionsectlat the aspects
of safety culture through 44 items in addition teven (7) items as
background variables related to the staff demodcaph Internal
consistency reliabilities were examined for 12 safaultures dimensions
and found to have an acceptable reliability andldsetwo are single-item
dimensions used to check the validity.

There are only two dimensions show positiaibpve 50% which
were Organizational Learning and Continuous Impnmoset 53% and
Teamwork within Hospital Units 66%. The rest of tbdenensions are

below 50% with the lowest positivity in three dinsgans which are the



non-punitive response to errors is 22%, the frequeri event reporting is
23% and hospital hands-offs and transition is 25 %.
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List of Important Definitions

Term

Definition

Active failures

Unsafe acts (i.e. errors and violkag) committed by those at the
human system interface. Staff actions at the “shemngd” of
patient care may slips (e.g. picking up wrong y&n cognitive
failures (e.g. memory lapse or misreading of infation) and

violations (deviation from standard procedures rudocols).

Adverse Event

Unintended injury to a patient resglfrom a medical
intervention; generally with lesser degree of siydnat may be

a precursor to a sentinel event.

Clinical Incident

e

Any event or circumstance whichash actually or coul
potentially, lead to unintended and/or unnecessaental or
physical harm to a patient.

(D

Error The failure of a planned action to be caetgad as intended (i.
error of execution) or the use of a wrong plandbieve an ain
(i.e. error of planning).

Error of Incorrect action, such as wrong drug to wrong péatie

Commission

Error of Omission

Failure to act.

Failure Modes
and Effects
Analysis

A prospective technique, usually taken early indaeelopment
of a product that seeks to imaginatively identibtgmtial
failures and their effects.

Latent failures

Stem from decisions, essentiallgenby management and mgre
senior clinicians within the healthcare setting tthmovide

conditions in which unsafe acts may occur (e.gdeomate

VIII



system of communication, inadequate supervisioderstaffing

and unworkable procedures.

Near Miss

An incident which could have, but did not, resalthiarm, eithe
by chance or through timely intervention.

Patient safety

The avoidance and prevention oépaitnjuries or adverse
events resulting from the process of health caligatg.

Patient Safety

Any system design or intervention that has dematedr the

Solution ability to prevent or mitigate patient harm stemgiinom the
processes of health care.

Root Cause A retrospective technique, in which analysis of twlwant wrong|

Analysis

when an adverse event has occurred

Safety Culture

Refers to shared beliefs, attitudakies and norms of behavig
it is the way things are done around here as vslha ways
things are understood, judged and valued. Cult@ethie

foundation for patient safety.

Safety sciences

Refers to the methods by which leune of safety is acquires

and applied to create high-reliability designs.

Sentinel Event

An unexpected occurrence involviegth or serious physical
psychological injury, or the risk thereof. Serionjsiry

specifically includes loss of limb or function.

Systemic Refers to focused attention at each level of thalthecarg
Mindfulness system on how its functions affect patient safety.
Violation Deviation from standard procedures anatqeols.




Introduction

The assumption of safety in the provision of heath is as
fundamental as care itself. “First do no harm”he tmain phrase we all
know and can quote from the Hippocratic Oath takgmphysicians. Safety
Is the most basic dimension of performance necgdsanmprovement of
healthcare quality. It is the underlying reasonrisk management, infection
control and environmental management program. Thasebeen significant
investment in recent years in the improvement ofises, the enhancement
of the capacity of the system, the recruitmentighly trained professionals
and the provision of new technologies and treatsx@ndwn, 2004).

Knowledge about the burden of unsafe care in n@pital settings,
where the majority of health care is deliveredesarally not enough. Even
more importantly, we have very little evidence abthe burden of unsafe
care in developing countries where there may batgreisk of patient harm
due to the limitations of infrastructure, technglognd resources. Patient
safety means the reduction and mitigation of unsadés within the
healthcare system, as well as through the usesbfsactices shown to lead
to optimal patient outcomes. Essentially, patiafety is about constantly

working to avoid, manage and treat unsafe actamitie healthcare system
(CCHSA, 2008).

It is estimated that between 44,000 and 98,000 faes die each
year from medical system failure. In Australia, 1@f#foadmissions were
associated with adverse events; 51% of these were considered highly

preventabléwilson et al., 1995 and Kohn et al., 1999



World Health OrganizatioWHO) defines a patient safety incident as
an event that could have resulted, or did resnltunnecessary harm to a
patient. Incidents may arise from either intendedunintended acts. An
adverse event is an incident that results in harenpatient. Patient safety is
a global issue affecting countries at all levelsdefzelopment. Although
estimates of the size of the problem are scaragicpiarly in developing
and transitional countries, it is likely that nolfis of patients worldwide
suffer disabilities, injuries or death every yeaedo unsafe medical care.
Health care-associated infections, misdiagnosigyden treatment, injury
due to the inadequate use of medical devices, aanvkrse events due to
medication errors, are common causes of preventahlen to patients.
Reducing the incidence of patient harm is a mdtiereveryone in health
care and there is much to be learned and shared:éetdeveloped nations,

developing countries and countries in transif\wrO, 2009).

Culture is the foundation for patieafety. Safety culture refers to
shared beliefs, attitudes, values and norms of\behat is the way things
are done around here as well as the ways thingsralerstood, judged and
valued(Guldenmund, 2000).

Patient safety strategies and plans matl succeed in a culture that
does not support the values, attitudes and belsaviecessary for safety.
Safety requires new ways of thinking, acting ancheatment to see safety

as a priority from all levels of the organizati@cKnight and Lee 2001).

According to the Institute of Medicine (IOMihe biggest challenge
to moving toward a safer health system is changegculture from one

blaming individuals for errors to one in which e@gaare treated not as
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