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Abstract: Background: Patient safety is considered as important issue and fundamental to improve quality of care.
Its improvement is considered a target goal for many current healthcare systems. However, knowledge of how
improve patient safety is still growing and in recent years patient safety incidents have increased in Saudi Arabia.
Aim of the Study: To assess nurses' knowledge and practices related to patient safety in Jeddah Eye Hospital
(JEH). Design: A descriptive study. Setting: Male and Female wards in JEH. Study sample: The nurses who gave
direct care to ophthalmic inpatients. Tools: Data collected through two methods which were developed by the
researcher: 1) A structured questionnaire, 2) An observational checklist. Data were analyzed by SPSS version 20.
Result: More than half (56.7 %) of the sample were aged 28-33 years, 96.7% were female, 60 % of the nurses had
an experience in ophthalmic hospital between 1 to 5 years. Almost all of the nurses (93.3 %) had knowledge at an
average level, but only 6.6% of the sample observed had a satisfactory level of practice. Conclusion &
Recommendations: Nurses have adequate knowledge, but did not always apply their knowledge to practice
regarding patient safety issues. There was no statistically significant relation between knowledge and practice
among nurses in JEH (p-value = 0.818). Patient safety can be enhanced by promoting a safety culture in the
organization, where nurses are free of undesirable feelings as well as the importance of available resources that are
necessary for ensuring safety for patients. Most importantly, continuous staff education should be emphasized,
developing a patient safety program and implementation and evaluation of such programs in practice.
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1. INTRODUCTION

Hatlie et al. (2008) defined patient safety as “a discipline in the healthcare sector that applies safety science methods
toward the goal of achieving a trustworthy system of health care delivery. Patient safety is also an attribute of health care
systems; it minimizes the incidence and impact of, and maximizes recovery from, adverse events” (Hatlie et al., 2008, 6).
However the definition has changed, the concept of patient safety is same. Safer care is an intentional priority for health
care organizations but carrying out the process is quite complex. Good planning, making the right choice for the right
patient in the right situation, and learning from these events provides a realistic lens through which the safety and high
quality of care can be viewed (Kelly, 2009).

At 2002, the National Patient Safety Goals (NPSGs) were established (Al-Qahtani and Messahel, 2013). The National
Patient Safety Agency (NPSA) aimed to develop patient safety in the National Health Service (NHS) by minimizing risks
(Lewis & Fletcher, 2005). Four key suggestions emerged to improve patient safety, these were the need to recognize the
barriers to change; recognize the limited utility of “top down” models of application; to study policy context to find policy
dimensions that support the patient safety agenda and form barriers; and the need to improve multidimensional methods
to mobilize and insert “across the board” change, recognizing that there is a developing evidence base about which levers
in what combination are most effective (Lewis & Fletcher, 2005).
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Chaiken and Holmquest (2003) reported that review of patient safety can be maintained in three steps: identifying the
risk; plan, application, and evaluation of safety practices; and monitor to ensure safe environment. The goals of the Joint
Commission concerning patients’ safety (2015) focused on: patient identification improvement, improving the
effectiveness of caregivers’ communication, safe usage of medications, reducing harms associated with clinical alarm
systems, and reducing the risk of healthcare—associated infections. The hospital identifies safety risks (Joint Commission,
2015).

Safety problems are believed to start from unintentional errors and mistakes. Al Ahmadi (2010) reported that most
adverse events and errors originated from a complex chain of events rather than just human error. Therefore, efforts
should be taken to minimize such potential chains of events that might lead to injuries and may affect patient safety
(Ahmadi, 2010). With an anticipated 850,000 patient safety incidents occurring in the National Health Service (NHS) in
the UK annually, approximately one third exposed to disability or death and 50% of them may be preventable (Kelly,
2009). Therefore, improving patient safety is imperative and health care givers should be inspired to learn from both
failures and successes in delivering healthcare (Kelly, 2009).

In Saudi Arabia, patient safety issues have received increasing attention in the last decades and there is a sufficient
amount of pressure to improve patient safety within healthcare settings (Al Malki, Fitzgerald and Clark, 2011). Healthcare
workers and policy makers frequently fight for patient safety improvement. Common aspects of safety to be emphasized
among ophthalmic patients include correct patient identification, correct surgical site (left or right eye), prevention of falls
and prevention of medication errors (Zakari, 2011). Although, many international studies were done about patients' falls
and prevention strategies, such as the studies of (Kelly, (2009); Fortinsky et al., (2008), there are limited studies that
report about Saudi Arabia, particularly about medication errors which occur commonly as done by Al Malki, Fitzgerald,
and Clark (2011). Falls often occur in patients with eye disease due to visual disturbances. Numerous studies reported that
the risk of falls increased with low visual acuity (Foss et al., 2006; Kelly and Astbury, 2006; Kelly, 2009; Harwood et al.,
2005).

Ophthalmic patients have increased risks for hazards, therefore, promoting patient safety and providing high quality care
in Jeddah Eye Hospital (JEH) is one of the major concerns of the researcher in this study (where the researcher has the
opportunity to observe and assess nurses who provide direct care to ophthalmic patients). Delivering safe care to patients
is the responsibility of all healthcare providers. Nurses have the major responsibility in implementing safety practices for
patients who are vulnerable to accidents especially the elderly, due to visual impairment (Healey, 2010).

Nurses are responsible to assess high risk patients for aspects of safety such as falls, medication errors, identification
errors, or wrong site surgery and to identify ways to prevent these adverse events (Stone et al., 2007). Studies of errors or
accidents led to identifying the causes of these accidents, therefore, identifying methods to preventing such errors is
essential so that nurses have adequate knowledge to minimize errors (Stone et al., 2007).

1.1- The research problem:

Due to increasing problem of medical errors, and escalating media attention and public pressure, health organizations
have been applied more attention to address the quality of care and safety especially through ophthalmic patients.

In nursing, awareness about patient safety can be traced back to the 19™ century with Nightingale reinforcing ideas of
saving patients from injuries (Kangasniemi, 2013). To inhibit errors in nursing, patient safety requires appropriate health
care facilities and health care providers' practices based on knowledge (Odom-Forren, 2007).

Some adverse events and clinical errors occur due to a high volume of patients having ophthalmic surgery and outpatient
care, particularly in complex care environments with overarching performance and service demands (Kelly, 2009). In
other word, patients who need ophthalmic surgery are at high risk of errors. Ophthalmic patients are usually liable to
increased risks of surgery because they are commonly either elderly with associated medical conditions or young children.
It is considered that systems, or organizational failures, cause many patient safety incidents that consequently lead to
emotional, physical, and health economic effects.

Patient safety in KSA is an important issue that must be focused on because of the lack of research done on this topic, in
addition to increased number of incidents as reported in local newspapers and observed daily by the researcher.
Medication errors in Saudi Arabia commonly occur in prescribing forms. A recent study in the inpatient medical wards of
a teaching hospital in Riyadh City, the investigators reviewed 2380 medication orders and identified 56 prescribing errors
per 100 medication orders and the majority of these errors (79%) were classified as potentially harmful (Mahmoud,
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Aljadhey, and Hassali , 2014). Another study were done in King Fahad University Hospital , Alkhobar, they found that
38 medication administration errors reported for the study period, the most common error was missed medication (Sadat-
ali et al., 2010). There was a study done in King Abdul-Aziz University hospital , it was found that the highest incidence
of falls (60 events) occurred in the medical unit (57.6%).While the highest incidence of falls (86 events) (82.69%)
occurred between 5.00 am and 5.00 pm (Alsenany, 2010). Though many researches has been done about patient safety,
the study of patient safety in ophthalmic patients in Saudi Arabia could not be found. Falls, medication errors, wrong site
surgery, and patient identification errors are common patient safety issues that need to be focused on for ophthalmic
patients.

The researcher in this study attempted to investigate the gaps between nurses’ knowledge and practice while they are
dealing with ophthalmic patients. Most literature that was written in S.A was about safety cultures but there were limited
studies about assessment of nurses' knowledge and practices of patient safety in ophthalmic patients.

Malpractice is usually caused by system failures or from individual’s error. Nurses are accountable for confirming patient
safety within the multidisciplinary team in addition to reporting their own errors. Also nurses are accountable to
identifying situations that could compromise patient safety (Kangasniemi et al., 2013). Kangasniemi (2013) also
discussed the nurse managers’ responsibilities that play a strategic role in patient safety in encouraging clinical nurses to
consider values in the provision of care to patients. Nurses have to be encouraged to practice only competent safe care, the
Nurse Managers are also responsible to identify the deficits in nurses’ knowledge and skills that threaten patient safety
and try to treat these gaps. (Kangasniemi et al., 2013).

1.2 — Aim of the study:

To assess nurses' knowledge and practices related to patient safety in Jeddah Eye Hospital.
1.3 — Study objectives:

1) To assess nurses' knowledge about patient safety issues at JEH.

2) To assess patient safety practices applied by nurses caring for ophthalmic patients.

1.4- Research questions:

1) What is the nurses' knowledge about patient safety issues?

2) Do nurses apply patient safety practices when caring for ophthalmic patient?

1.5- Operational definition of terms:

Nurses’ knowledge: Nurses’ previous ideas (background) about the principles of patient safety. In this study it will be
measured by a questionnaire.

Patient safety practices: Any nursing activities or measures related to the implementation of International Patient Safety
Goals that reduce the risk of adverse events due to exposure to medical care which include the following: correct patient
identification, preventing medication errors, wrong site surgery, and falls. This will be measured by an observational
checklist developed by the investigator.

Ophthalmic patient: Any patient admitted to the eye hospital or who visited the eye clinic for ophthalmic management.

2. RESULTS
TABLES:

TABLE 1. Frequency distribution of study nurses according to their demographic characteristics

. - Study sample (n=30)
Demographic Characteristics No. %
Gender
Male 1 3.4
Female 29 96.7
Total 30 100
Age
(22-27) 8 26.7
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(28-33) 17 56.7
(34-39) 5 16.7
Total 30 100
Marital Status

Single 19 63.3
Married 10 33.3
Widow 1 3.3

Total 30 100
Educational level

Diploma(private) 12 40.0
Diploma (Health collage) 16 53.3
BSN 2 6.7

Total 30 100

TABLE 2. Frequency distribution of study sample according to their demographic characteristics

. - Study sample (n=30)

Demographic Characteristics No. %
Years of experience in nursing: 5 16.7
Less than 1 year
1to 5 years 21 70.0
6 to 10 years 3 10.0
16 to 20 years 1 3.3
Total 30 100
Experience in ophthalmic hospital: 10 333
<1 year
1to 5 years 18 60.0
6 to 10 years 2 6.7
<10 year 0 0
Total 30 100
Attendance of ophthalmic courses in the last 3 years:

15 50.0
Yes
No 15 50.0
Total 30 100
Attended courses related to patient safety in the last 3 years:

19 63.4
No
1- 2 courses 9 30.0
3- 4 courses 1 3.3
5- 6 courses 1 3.3
Total 30 100
Attendance of safety- specific courses within organization:

6 20.0
Yes
No 24 80.0
Total 30 100

TABLE 3. Frequency distribution of the nurses' opinions about patient safety issues most likely to occur among ophthalmic
patients
Study sample (n=30)
Statements Never Rarely Frequently | Usuall
No. % No. | % No. |% No. | %
a. Patient Identification 2 6.7 15 |50.0 |5 16.7 |8 26.7
b. Medication error 0 0.0 15 |50.0 |11 36.7 |4 13.3
c. Patient falls 3 100 |16 |53.3 |8 26.7 |3 10.0
d. Wrong site surgery 12 400 |11 |36.7 |4 13.3 |3 10.0
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e. Lack of communication 7 23.3 14 |46.7 |4 133 |5 16.7
f. Infection (eye infection) 3 100 |13 433 |11 36.7 |3 10.0

TABLE 4. Frequency distribution of the nurses’ opinions about team members who were more likely to commit medical errors

Study sample (n=30)
Statements Never Rarely Frequently Usually
No. % No. % No. % No. %
a. Physician 0 0.0 19 63.3 9 30.0 2 6.7
b. Pharmacist 11 36.7 |16 53.3 2 6.7 1 3.3
c. Nurses 1 3.3 15 50.0 11 36.7 3 10.0
d. Lab technician 0 0.0 9 30.0 16 53.3 5 16.7
e- Radiation technician 15 50.0 |12 40.0 3 10.0 0 0.0
TABLE 5. Frequency distribution of the nurses "opinions about factors most likely related to patient safety problems
Study sample (n=30)
Statements S_trongly Disagree Nelthgr Agree Agree Strongly
disagree nor Disagree Agree
No. % |No.|% | No. % |No. |[% |[No.|%
a. Work load 0 00 |1 |33 |2 6.7 |14 |46.7|13 |43.3
b. Shortage of nurses 0 0.0 |0 0.0 |3 10.0(15 |50.0|12 |[40.0
c. Lack of policies 0 00 |3 100 |11 36.713 |433|3 10.0
d. Lack of hospital design facilities 0 00 |2 67 |5 167115 |500!8 26.7
(resources)
e. Lack of organizational support 0 00 |3 100 |5 16.7|16 |53.3|6 20.0
;.tafl;ack of experience of nursing 1 33 |5 16716 200114 14672 133

TABLE 6. Frequency distribution of the nurses’ evaluations of the levels of patient safety at the hospital

Study sample (n=30)

Statement Poor Acceptable Very Good Excellent
No. % No. % No. % No. %
Grading patient safety in the
g p Y 6 200 |20 |667 |4 133 |0 |00
hospital.
TABLE 7. Frequency distribution of the nurses' knowledge about fall prevention
Study sample (n=30)
Wrong Don’t Correct
Statements
answer know answer Total

No. [% [No.[% [No. [%

A-The role of nurse to reduce the risk of fall
1- Remove unnecessary equipment and furniture from

the patient's surroundings. 0 00 |0 0.0 30 |100.0 | 30

2- Avoid medications that have potential side effects. 16 533 | 4 133 |10 1333 30

3- Involve the relatives to assist in patient's care. 1 33 |2 6.7 27 190.0 |30

4- Provide a commode at bedside (if appropriate). 8 267 | 3 100 |19 ls33 30

5- Avoid leaving the patient unattended during

diagnostic treatment. 2 6.7 |2 6.7 26 |86.7 |30

B -The patient's fall assessment should be done.

6- On admission and every shift 5 16.7 |0 0.0 25 833 |30

7- With high risk patient 1 33 |0 0.0 29 |96.7 |30

Total score of knowledge = 40 Average > 60% Below average < 60 %
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TABLE 8. Frequency distribution of the nurses’ knowledge about correct patient identification

Study sample

(n=30)

Wrong
answer

Statements

Correct
answer

Don’t know

No. [%

No. [% [No. [%

C- The nurse should identify patients when administering medication,
patient’s care by the following

collect blood sample or other

8- Using room no. 16 533 |0 00 |14 46.7

9- Asking the patient about his / her name. 0 0.0 0 0.0 |30 100.0
10- Checking the Medical Record No. 0 0.0 0 0.0 |30 100.0
11- Checking the ID bracelet. 0 0.0 0 0.0 |30 100.0
D- When delivering the patient's care the nurses use identifying methods through

12- Using at least two identifying methods. 10 333 |0 0.0 |20 66.7

13- Using one identifying method is enough. 3 100 |0 0.0 |27 90.0

14- Using all identifying methods. 0 0.0 0 0.0 |30 100.0

Total score of knowledge = 40 Average > 60% Below average < 60 %

TABLE 9. Frequency distribution of the nurses' knowledge about correct identification of the surgical site

Study sample (n=30)
Statements Wrong answer | Don’t know Correct answer
No. |% No. [% No. |%
E- Identify the operative site by:
15- Using an indelible pen to mark above the |7 23.3 2 6.7 21 70.0
operated eye.
16- Placing a tape above the operated eye. 6 20.0 2 6.7 22 73.3
17- Placing the ID bracelet on the same site of | 7 23.3 0 0.0 23 76.7
operated eye.
18- Asking the patient about his / her site of surgery. |7 23.3 0 0.0 23 76.7
F- The person / people responsible (s) for marking the surgical site is / are:
19- Anesthesiologist. 5 16.7 1 3.3 24 80.0
20- surgeon or deputy nurse. 6 20.0 1 3.3 23 76.7
21- Physician only. 26 86.7 0 0.0 4 13.3
22- Nurse only. 0 0.0 0 0.0 30 100.0
G- The wrong site surgery risk factor(s) is/are:
23- Lack of communication among surgical team 3 100 1 33 26 86.7
members.
24- Lack of uniform marking method. 6 20.0 0 0.0 24 80.0
25- Lack of preoperative checklist. 8 26.7 0 0.0 22 73.3
26- La(_:k of comm_unlcatlon between surgical team 1 36.7 ’ 6.7 17 56.7
and patient and family.
Total score of knowledge = 40 Average > 60% Below average < 60 %

TABLE 10. Frequency distribution of the nurses' knowledge about medication error prevention

Research Publish Journals

Study sample (n=30)
Statements Wrong Don’t know | Correct answer
answer
No. [% [No. [% [No. [%
H- In case of unlabeled medication / solution /drops, the nurse should:
27- Immediately discard it. 4 133 |0 00 |26 86.7
28-Identify the medication by its color & shape. 6 20.0 |0 00 |24 80.0
29- Ask the pharmacist about its name. 25 833 |0 00 |5 16.7
30- Ask the head nurse about its name. 19 633 |0 00 |11 36.7
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I- Before instilling suspensions drops, the nurse follow this instructions:

31- Check only the trade name of the drug. 11 36.7 |0 0.0 |19 63.3
32- Shake it well before instilling the drop. 0 0.0 0 0.0 |30 100.0
J- When instilling pupil dilating drops the nurse should do the following:

33-Check the vision of patient before instilling the drops. 14 46.7 |1 33 |15 50.0
34-Educate him/her to avoid driving till 1 3.3 0 00 |29 96.7
the effect is resolved.

35-Do punctal occlusion or (close the eyes) for 5 minutes | 29 96.7 |0 00 |1 3.3
after instilling the drops.

K -When you administer an intravenous antibiotic drug , after few hours the patient complains of
itching , skin rash and diarrhea what is the correct action you will do:

36- Decrease the dose of the medication. 4 133 |0 00 |26 86.7
37- Discontinue the medication & inform the physician. 0 0.0 0 0.0 |30 100.0
38- Check the vital signs immediately. 0 0.0 0 0.0 |30 100.0
L- Element contributing to medication errors is/ are:

39- Personal neglect. 5 16.7 |0 00 |25 83.3
40- Unclear doctor's prescription. 2 6.7 0 00 |28 93.3

Total score of knowledge =40

Average > 60%

Below average < 60 %

TABLE 11. Frequency distribution of the nurses’ practice in relation to correct patient identification

Study sample , n=30
Statements Not done Not observed Done

No. % No. % No. %
1- Use at least two patient identifiers when providing | 2 6.7 0 0.0 28 93.3
care, treatment, and services.
2- Use two patient identifiers when administering | 3 100 |0 0.0 27 90.0
medications
3- Use two patient identifiers when collecting blood | 1 3.3 22 73.3 7 23.3
samples and other specimens for clinical testing.
4- Use two patient identifiers when providing other | 26 86.7 1 3.3 3 10.0
treatments or procedures.
5- Avoid using the patient’s room number or physical | 28 933 |0 0.0 2 6.7
location as an identifier.
6- Containers used for blood and other specimens are | 1 3.3 19 63.3 10 33.3
labeled in the presence of the patient.

Total practice score= 45

Total practice score= 45

Satisfactory >70 %

Unsatisfactory < 70 %

TABLE 12. Frequency distribution of the nurses' practice in relation to correct identification of surgical site

Study sample ( n=30)
Statements Not done Not observed | Done

No. % No. % No. |%
1- Check the patient’s identity. 0 0.0 0 0.0 30 100
2- Use pre-op checklist 0 0.0 0 0.0 30 100
3- Mark the intended site with an arrow using an indelible | 23 76.7 |7 23.3 0 0.0
pen and using two identifiers.
4- Involving the patient in the process of marking and | 23 76.7 |7 23.3 0 0.0
using two identifiers.
5- Check reliable documentation and/or images to |1 3.3 0 0.0 29 96.7
ascertain intended surgical site.
6- Confirm the site of surgery against the patient’s |17 56.7 |9 30.0 4 13.0
supporting documentation.

Satisfactory >70 %
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TABLE 13. Frequency distribution of the nurses’ practice in relation to medication error prevention

Study sample ( n=30)
Statements Not done Not observed Done

No. % No. % No. %
1- Check the ten rights about administration of
medication
Right patient 0 0.0 0 0.0 30 100.0
Right drug 0 0.0 0 0.0 30 100.0
Right dose 0 0.0 0 0.0 30 100.0
Right route 1 3.3 0 0.0 29 96.7
Right time 14 46.7 1 3.3 15 50.0
Right documentation 18 60.0 1 3.3 11 36.7
Right client education 19 63.3 4 13.3 7 23.3
Right to refuse 0 0.0 26 86.7 4 13.3
Right assessment 16 53.3 12 40.0 2 6.7
Right evaluation 15 50.0 11 36.7 4 133
2- Double check all medication or solution labels by two | 29 96.7 0 0.0 1 3.3
nurses for verifying verbally and visually
3- Keep the sterilization of the eye drops through |2 6.7 0 0.0 28 93.3
avoiding its contact with the eye.
4- Shake the suspension drops well before instilling | 17 56.7 0 0.0 13 43.3
them.
5- Asking the patient to close his eyes or do punctual | 21 70.0 0 0.0 9 30.3
occlusion for at least one minute.
6- On discharge :
Review Dr.'s order. 0 0.0 1 3.3 29 96.7
Educate the patient about use of medications 0 0.0 1 3.3 29 96.7
Follow post-op precautions. 0 0.0 1 3.3 29 96.7

Total practice score= 45

Satisfactory >70 %

Unsatisfactory < 70 %

TABLE 14. Frequency distribution of the nurses’ practice in relation to fall prevention

Study sample (n=30)
Statements Not done Not observed Done

No. |% No. % No. %
A-Communication: 30 100.0 0 0.0 0 0.0
1- Do the patient's fall assessment on admission and during
every shift.
2- Orient the patient to surroundings & hospital routines, | 25 83.3 1 3.3 4 13.3
point out location of the bathroom
3- Use ambulatory aids with high-risk patients when | 0 0.0 12 40.0 18 60.0
moving.
4- Keep call light in easy reach 30 100 0 0.0 0 0.0
B - Medications:
5-ldentify medications for potential side effects. 21 700 4 133 5 16.7
9- Assess level of consciousness. 3 10.0 1 3.3 26 86.7
C- Environment :
6- Place the bed in low position and lock the brakes. 9 300 0 00.0 21 700
D- Safety:
7- Consider patient safety alarm. 30 100.0 0 0.0 0 0.0
8- Consider placing the high-risk patient in a room near the | 29 96.7 1 3.3 0 00.0
nursing station, for close observation, especially for the
first 24-48 hours of admission.

Total practice score =45

Satisfactory >70 %
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Figures:

m Average 93.3%

H Below average 6.7%

Figure 1. Frequency distribution of the nurses’ score in knowledge

m Satisfactory 6.7%

m Unsatisfactory 93.3%

Figure 2. Frequency distribution of the Nurses’ Score in practice

3. CONCLUSION

Findings in this study showed that nurses had adequate knowledge but they did not apply that knowledge to practice with
their ophthalmic patients. There was statistically significant differences between the mean score of knowledge and
practice of the nurses, but there was no statistically significant relation between knowledge and practice. There was no
statistically significant difference between the mean score of nurses’ knowledge and practice related to different classes of
age, different educational level, and different years of experience.
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