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Patient safety in Saudi Hospitals:

Assessment of Provider perceptions

Badran Al-Omar

Nasser Al-Fawzan

The Institute of Medicine (IOM) report "To Err is
Human: Building a Safer Health System," made patient
safety a hot issue (in USA) among providers, patients,
purchasers, payers, decision makers, and the media; the
Joint Commission on Accreditation of Healthcare
Organizations (JCAHO) has recently approved 2003

(" There has been a

National Patient safety Goals
considerable interest in improving patient safety since the
release of some major reports in the USA 262 ) the UK, and
Australia ¥, To address this issue, healthcare providers and
professionals must collaborate in identifying the factors
risking patient safety in Saudi health hospitals for the sake

of increasing the level of patient safety. Because most of the
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current evidence on adverse events come from hospitals
(risks associated with hospital services are high), this study

aims at achieving the following objectives:

(1) To determine how staff perceive the implementation of

Patient safety in Saudi hospitals.

(2) To determine differences among Saudi Ministry of
Health (MOH) hospitals and private hospitals regarding

patient safety implementation.

(3) To find out the variables risking patient safety in Saudi
hospitals.

(4) To determine the relation between respondents' socio-
demographic variables and their perceptions towards patient

safety implementation.



Literature Review

Theoretical Framework

The influential goal of healthcare organizations has a
marvelous potential to benefit patients and the healthcare
team by accepting the fact that putting substantial energy
and skills into developing the culture if safety is a crucial

issue in the process of healthcare provision'”.

Safety, as the corner stone of quality, is defined as
“freedom from accidental injury.” Though measurement and
assessment of patient-care quality has been a motivating
force in the healthcare sector for several decades, medical

error is still one of the leading causes of death'®.

Patient safety necessitates leaders who are educated,
accountable, alert, and directly involved. Patient safety is
the main strategy of the health care organization that
requires involvement. It is the delivery of harm-free care to

people”.

This concept of patient safety has many different
definitions--each being defined by research context.

Generally, patient safety is related to the idea that patients in



health care organizations are getting the desired results ',
Patient safety is also defined by the Institute of Medicine’s
(IOM’s) as "freedom from accidental injury due to medical
care, or medical errors." A more recent [OM report defined
medical errors as "the failure of a planned action to be
completed as intended or the use of a wrong plan to achieve
an aim...[including] problems in practice, products,
procedures, and systems." ®'; this definition of IOM has
since been expanded to include "the failure of a planned
action to be completed as intended or the use of a wrong
plan to achieve an aim. Errors can include problems in
practice, products, procedures, and systems """, According
to the Institute of Medicine, "the biggest challenge to moving
toward a safer health system is changing the culture from
one of blaming individuals for errors to one in which errors
are treated not as personal failures, but as opportunities to

. - i
improve the system and prevent harm."'".

The significance of searching and studying errors in
promoting patient safety has been investigated in three
reports from the Institute of Medicine (JOM). The first was
"To Err is Human" which outlines the importance of
knowing about “what, why, and how” the error occurred.

The report also offers a full review of error reporting
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systems and how they positively or negatively influence
patient safety plans. The second report was "Crossing the
Quality Chasm" (12 which reflect the necessity of
redesigning healthcare to improve patient safety. Among the
suggestions is appropriate utilization of information systems
technology. The third report was "Keeping Patients Safe",
which reviews paticnt safety from the aspect of the work
environment, including the structures and processes
healthcare staff uses. A key concept in this report is the
promotion of an organizational safety culture or
environment, rccognizing that safety-oriented cultures are
created by 3 factors: organizational environment/processes,
staff perceptions and attitudes, and individual safety-related

N
behaviors'' ™.

The sccond 10M report, Crossing the Quality Chasm,
also stressed that the “non-system” in which patients see
many healthcarc  providers, in  many healthcare
organizations, with no complete information, influences the
quality and safety of health care. The same report indicates
that many types of “process errors” have been attributed to
this  “non-system.” including  medication  errors,
administrative mistakes. treatment delivery problems, and

. . . 12
miscommunication''”.



The JCAHO has just released its 2007 National Patient

Safety Goals. Such goals include''":

- Improve the accuracy of patient identification.

- Improve the effectiveness of communication among

caregivers.
- Improve the safety of using medications.
- Reduce the risk of health care-associated infections.

- Accurately and completely reconcile medications

across the continuum of care.
- Reduce the risk of patient harm resulting from falls.

- Encourage patients’ active involvement in their own

care as a patient safety strategy.

- The organization identifies safety risks inherent in its
patient population [Applicable to psychiatric hospitals
and patients being treated for emotional or behavioral

disorders in general hospitals.]

Previous Studies

A retrospective screening and review of 15,000

admissions to 28 USA hospitals, conducted in 2000, showed
-10-



that about 3% of hospitalizations resulted in an adverse
event, 0.2% involved an adverse event resulting in death,
and 30% of all adverse events were judged as negligent.
Such damage is attributed to the complex mix of
procedures, technologies, and personal interactions that

43~ Another

forms the provision process of health services
study conducted in Colorado and Utah showed that the
incidence of overall adverse events and preventable adverse
events was related to the complicatedness of the patients’
conditions ''®". Therefore, safety is a very important principle
of paticnt care and a critical element of healthcare quality.
Only recently, the medical world realized the significance of
cnsuring patient safety *“”. Patient safety is seen as an

important issue for the American public and health care

: 17
delivery systems ',

The IOM report, "To Err is Human," identifies patient
safety as "freedom from unintentional injury and error as the
failure of a planned action to be completed as planned (error
in implementation) or the implementation of incorrect plan
to accomplish an aim; that is, error in planning % Ppatient
safety is also seen as subset of medical errors, which in turn

are subset of gaps in quality. Gaps in quality are a part of
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poor caring; such large problems need rational
prioritization, which requires policy and medical decision
makers to avoid narrow-minded and take a global
perspective in studying such large problems '”’. To some
extent, patient safety is an imprecise concept to many,
therefore, there is a need for a simple conceptual framework
so that patient-safety categorized as an important
component of risk management, clinical governance, and -.

quality improvement ",

The IOM report indicated that between 44000 and 98000
patients die yearly (in USA) due to medical mistakes, which
make medical mistakes the 8" top cause of death; total
annual national costs emerging from medical mistakes are
anticipated to be between $38 and $50 billion. The IOM
came up with the following three recommendations. The
first was the formation of a Center for Patient safety in the
Agency for Healthcare Research and Quality (AHRQ), the
second was the creation of a national compulsory reporting
system for adverse events that cause serious injury or death.
The third was supporting the idea of developing voluntary
reporting systems for acquiring information about less

serious adverse events, with protection of reported

12 -
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information "

The National Patient safety Foundation (NPSF) organized
a focus group encompassing professional nurses to address
issues related to reducing errors in the health field. They
discussed issues like barriers to reporting and resolving
errors, breaking down the barriers, education and training.
The focus group recommended the creation of a web-based
patient-safety education module for nurses to raise
knowledge related to theses issues #?. A study, conducted in
USA (2001), concluded that a safer healthcare requires safer
systems, and that healthcare quality control must focus on
systems not persons, on improvement not blame 23 In other
study, type of hospital ownership was found to be associated
with preventable adverse events **. A study conducted to
examine healthcare provider perceptions of patient safety
indicated that the organization's characteristics that
influence patient safety include regulatory/legal, financial,
staffing, internal environment, patient and provider
attributes, patient and  provider education, and
communication ‘. The Academy of Canadian Executive
Nurses accomplished a survey to examine Canadian nurses'

perceptions of patient safety; the sample consisted of 503

1



nurses from 22 Academic Health Science Centers. Nurses in
this study answered that healthcare organizational
environment presents escalating risk to their patient safety;
specifically, workload, nursing shortage, human resources,
restructuring (Bed closures), customers, systems matters,
physical environment and technology (specialization) were
factors highlighted as causes of risking patient safety *>. In
another study, conducted in (2003), the authors mentioned
that approaches to patient safety must concentrate on the
hidden errors, which correspond to the malfunction of
system design and processes; systems must be redesigned in
a way to prevent, detect and minimize effects of undesirable

26
results “°’,

Patient safety in Saudi Arabia

Currently little information exists on the magnitude of the
patient safety in Saudi Arabia. However, assuming that
10% of acute admissions involve some sort of adverse
event, the numbers of people affected in the country can be
estimated as 10.7% of the populations of Saudi Arabia
annually are admitted as inpatients to health facilities.

Therefore, working on the basis that at least 10% of all
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inpatient incidents result in unintended harm, this represents
a significant number of people affected by patient harm in
Saudi Arabia ?”. Recently, patient safety is getting more
concern in Saudi Arabia. The media in recent years raised
the issue of medical errors that caused many people to lose
their lives or get injured. The International Patient Safety
Summit conducted in Riyadh 2006 was the first of its kind
related to patient safety in Saudi Arabia. In this summit, the
Saudi Health minister told participants that the MOH
intends to require all expatriate doctors to undergo a
screening process to ensure that they are qualified to
practice medicine. He also revealed that there are plans to
create a nationwide body that would be responsible for
ascertaining the qualifications of non-Saudi physicians who
come to work in the country. As a result of this Summit, a
set of recommendations was approved concentrating on the
creation of a national centre for patient safety, the creation
of national reporting and adverse event notification systems,
strategies to boost patient safety awareness among staff and
national plan for continuing professional education

concentrating on patient safety **.

In a study conducted in Riyadh city to investigate the

factors risking patient safety in governmental (military,
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teaching and MOH) and private hospitals, it was found that
hospitals varied in their execution of patient safety
procedures; showing that private hospitals implement more
patient safety procedures than the MOH hospitals. The
study also revealed that the top ten factors risking patients'
safety in all Saudi hospitals included in the study include
medical staff work stress, human errors, recruiting
unqualified staff, lack of rcgular training, patients' low level
of education, miscommunication among medical staff,
miscommunication between patients and medical staff,
shortage of necessary supplies, lack of quality healthcare
standards, and finally the inappropriate documentation .
Such results might be explained by another study conducted
in Riyadh city in 2007; in which the author found that the
MOH hospitals were significantly the least among all
hospitals in crcating what 1s called patient safety culture. In
addition, a study investigating the medication prescribing
errors in Saudi hospitals showed that the overall incidence
of prescribing crrors in the private hospitals was
significantly less than that in the governmental hospitals °?.
Finally, a study searched the factors threatening dental

patient safety in Saudi Arabian health settings found that the

teaching health settings scored the highest overall rank in

. i =



dental patient safety and the least mean value was scored by
the MOH sector. The study showed that low level of patient
education, high work load, work stress, miscommunication,
lack of dental preventive programs, lack of regular training
and continuing programs, poor reporting system, not
implementing healthcare quality standards, insufficient
dental staff, and poor infection control system were the
main factors risking dental patient safety in the MOH

: 1
settings s

From the above it can be concluded that patient safety is
now of significant concern in Saudi Arabia. Generally
speaking, previous studies found that the MOH hospitals
were the least in creating patient safety culture and therefore
their patients' safety is not assured. On the other hand
studies revealed that private patients' are safer than the

MOH patients.
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Methodology

Population and Sample

The target population of this study included all hospital
doctors, nurses, pharmacists, quality staff, specialists, and
technicians working in both MOH and private hospitals in
Riyadh city. To represent the target population properly, a
stratified random sampling was used to represent the two
sectors (MOH and private). The sample size was determined
by using the equation (n=p(1-p)Z*/e) using the portion of
targeted population (p) as 50%, the standardized value as Z=
1.96 and the accepted error (e) as 0.05 ©?; this equation
yiclded that the required sample size was 384. A
questionnaire was developed and 500 questionnaires were
distributed to three hospitals in each sector based on the
number of staff in each hospital (300 to the MOH and 200
to the private hospitals). A follow up letter was sent to
remind selected people to respond to questionnaires. Of the

500 questionnaires 350 were valid for analysis (70 %).
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The instrument

The study instrument consists of two parts. The first part
was designed for the demographic information of the
respondents:  hospital ownership, occupation, gender,
experience, and age. The Second part included variables
jeopardizing patient safety in hospitals. In addition, subjects
were asked a question to reflect the perception about the
extent to which patient safety is implemented in there
hospitals. Scale used in the questionnaire was the five-point
likert scale (Strongly disagree= 1, disagree= 2, not sure =3,
agree= 4, and strongly agree= 5). For those whose mother
language is mnot Arabic, an English version of the

questionnaire was available.

Validity and Reliability

For the purpose of validity the questionnaire was given to
three academicians specialized in health and hospital
administration and their suggestions were taken into
consideration. In addition, a pilot study of 13 hospital staff
(not included in the main study) was conducted, and their

suggestions and comments were also taken into
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consideration in developing the final draft of the
questionnaire. The reliability of the questionnaire was

measured using the coefficient alpha; it was 95 %.

Results and Discussion

The respondents’ characteristics are included in table 1
and table 2. The majority of respondents were nurses
(28.3%), females (51%) and from the MOH (65.7). On
average respondents have 10 years of experience (SD= + 7
years) and the age mean was about 34 years (SD=+8.3

years).
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Table (1)

Socio-demographic characteristics of respondents

(n=350)
Variable Frequency %
Occupation
Physician 79 22.6%
Nurse 99 28.3%
Specialist 69 19.7%
Technician 45 12.9%
Quality staff 27 7.7%
Pharmacist 31 8.8%
Gender
Male 172 49.0%
Female 178 51.0%
Sector
MOH 230 65.7%
Private 120 34.3%
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Table (2)

Age and experience of respondents

Variable Mean SD
EXPERIEN 10.01 7.09
AGE 34.44 8.30

Table 3 showed the results of two-independent samples t-
test, such results indicated a significant difference between
respondents’ perceptions regarding the implementation of
patient safety due to the sector they belong to. Results
pointed out that the overall mean of the responses from the
private sector regarding the implementation level of patient
safety was significantly higher than the overall mean of the
responses from the MOH hospitals (4.27 vs. 3.58, t=7.83
and p<0.01). This result goes along with general conclusion
of most of the previous studies in which they concluded that
the patient safety in private hospitals was significantly better
than patient safety in the MOH hospitals. Such result is
-expected since previous research showed that the MOH
hospitals were the least in providing patient safety culture

among its medical and health staff.
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Table (3)

Results of t-test for differences between respondents’
perceptions regarding the implementation of patient

safety due sectors

Sector Mean | SD | t-Value P-value
1) Private 4.27 0.73 7.83 0.004
2) MOH 358 0.87

Results of the Analysis of variance (ANOVA) in table 4
revealed that there is a significant difference between
respondents, in their perception towards the implementation
of patient safcty. duc to their occupations. Scheffe test
showed that the overall mean of nurses' and pharmacists'
responses arc significantly higher than that of specialists
(4.15 and 4.14 vs. 3.60. F=2.33 and p<0.05). That is, nurses
and pharmacists think that the implementation of patient
safety measures is significantly higher than what the
specialists think. However, the ANOVA test did not reveal
any significant differences between the remaining
occupations concerning the level of patient safety

implementation.
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Table (4)

ANOVA results for differences between respondents’

perceptions towards the implementation of patient safety

due to type of job
Sig.
. F- p-
Occupation | Mean | SD Difference
Value | value
between

1) Quality staff 3.94 0.84 2.33 0.040 | (3)and (5)

' (4) and (5)

2) Physicians 3.89 0.88 |

|
3) Nurses 4.15 0.73 ‘

4) Pharmacists 4.14 0.84

5) Specialists 3.60 0.75

6) Technicians 3.88 0.77

To test if there is a significant difference between males
and females concerning their view about the implementation
of patient safety in their health organizations t-test was
utilized. The results are included in table (5) showed that
females believe that patient safety is implemented in their
hospital; such believe is significantly higher than that
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reflected by males (=-2.77 and p<0.01). In addition,
Pearson correlation (see table 6) showed that the more
experienced the respondent is, the higher perception of the
implementation of patient safety (r=0.23 and p<0.05). Yet,
the correlation did not show a significant relationship
between respondents' age and their perception towards

patient safety implementation in their hospitals (p>0.05).

Table (5)

Results of t-test for differences between respondents'
perceptions regarding the implementation of patient

safety due gender

Variable Mean SD t-value | p-value
Gender
Male 3.76 0.95 -2.77 0.005
Female 4.04 0.98

= 951 -



Table (6)

Correlation coefficients between respondents'

perceptions and their age and experience

Age Exp.
Extent of patient r 0.11 0.23
safety
, , p-value 0.06 0.04
implementation

Variables risking patient safety in hospitals

Respondents from the MOH agreed that there were 24
variables (mean is greater than 3.40) risking patient safety in
their hospitals. The top ten variables risking patient safety
(see Table 7) included the lack of regular equipment
maintenance as the first or the most important cause of
risking patient safety. Next cause was the lack of new
technologies such as the drug ordering system and the
computerized charting system. Shortage of necessary
supplies came as the third cause negatively influence the
patient safety at the MOH hospitals. The next two
significant causes risking patient safety were the

employment of unqualified staff and the absence of regular
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training of the MOH hospital staff. All the five causes could
be related to the improper allocation of financial resources.
The next five cause according the MOH hospitals
respondents were the medical staff work-stress, not
implementing quality health care standards, low patients'
educational level, absence of effective infection control
system, and the improper investigation and suing system
(incase of medical staff errors). The last cause, coupled with
the absence of health care quality standards and ineffective
infection control system, may induce secrecy and silence in
the MOH system, which is opposing the fact that high
quality institutions should learn from their mistakes to

improve their performance.



Table (7)

Factors risking patient safety at MOH hospitals

Factor Mean (SD)
I- Lack of regular equipment maintenance. 4.00 (1.08)
2- Lack of new technologies (i.e. Drug
ordering system, computerized charting 3.99 (1.26)
system).
3- Shortage of necessary supplies (i.e. Drugs,
s 3.94 (1.24)
needles...etc.).
4- Employing unqualified staff. 3.92 (1.28)
5- Lack of regular training of staff. 3.88 (1.05)
6- Medical staff work related stress. 3.88(1.17)
7- Not implementing quality health care
P = A 3.87 (1.01)
standards.
8- Low educational level of patient. 3.86 (1.04)
9- Absence of effective infection control
3.79 (1.19)
system.
10- Improper investigation and suing system
i S 3.78 (1.08)

incase of medical staff errors
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Table (8), on the other hand, showed that respondents
from the private hospitals reported 20 variables risking
patient safety in their hospitals. The top ten variables risking
patient safety in their hospitals encompass the medical staff
work-stress as the first cause. Then, the miscommunication
among medical staff, human errors, miscommunication
between patient and medical staff, low educational level of
patient, employing unqualified staff, specific cultural or
traditional behaviors of the society, lack of regular training
of staff, the improper documentation system, and the
influence of personal relationship when dealing with patient

(favoritism).



Table (8)

Factors risking patient safety in private hospitals

Causes Mean (SD)
1- Medical staff work related stress. 4.00 (1.02)
2- Miscommunication among medical staff. 3.90 (1.07)
3- Human errors (either from patient or staff). 3.86 (0.89)
4- Miscommunication between patient and medical
3.86 (1.07)
staff (i.e. Languagce).
5- Low educational level of patient. 3.84 (1.04)
6- Employing unqualificd staft. 3.75 (1.29)
7- Lack of regular trmming of staff, 3.70 (1.17)
8- Improper documentation. 3.67 (1.12)
9- Improper error reporting systems between
P 4 3.51 (1.29)
hospitals.
10- Denial of discase due to social reasons (i.e.
Psychiatric patients and mentally or physically | 3.50 (1.17)

retarded patients).
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These above results matches to a great extent the results
of the previous studies investigated factors risking patient

and dental patient safety in Saudi healthcare settings.
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Conclusion and Recommendations

Results showed that hospitals vary in their
implementation of patient safety measures. It also revealed
the existence of various variables risking patient safety in
Saudi hospitals. Indeed, the improvement of patient safety
demands a complex system-wide effort in both sectors,
including continuous quality improvement in all aspects of
performance, environmental safety and risk management
and prevention (including infection control at the MOH),
utilization management, including safe utilization of
medicines and equipment, updating and proper maintenance
of medical cquipment, and safe clinical practice. This effort
must involve all hospitals' regulations and players, which
need a comprehensive approach to detect and hence manage
all current and potential variables or causes risking patient

safety in health settings in Saudi Arabia.

Both sectors must start the improvement by paying
particular attention to the top 10 causes in each sector in
order to increase patient safety levels in Saudi hospitals.
According to results, this study suggests the following

recommendations:
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1) It is very important that all hospitals look at patient safety
as a comprehensive system that requires attention to all its
components, rather than providing individual solutions to a
narrower aspects of a specific patient safety problem. As
one suggested; "If we truly want safer care, we will have to

: 33
design safer systems" "”".

2) To enhance patient safety, Saudi hospitals need to
concentrate on three procedures or levels. The first is
concerned with preventing variables risking patient safety
from occurring. The second is concerned with making such
variables noticeable. The third is to alleviate their
consequences when they occur. To do so, hospitals need to
improve their healthcare quality by: improving their error
and incidents reporting systems (to learn from failures),
improving their data collection system and data
measurement and analysis to determine significant causes
risking patient safety and to be better able to predict
mistakes and weaknesses that may risk patient safety. They
also need to increase and improve the current knowledge
resources (more appropriate training sessions; especially in
the epidemiology of adverse events), and to use high

standards to employ sufficient high quality medical and
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non-medical staff to reduce work load and hence work
stress. In addition infection control systems need to be
strictly implemented with higher level of documentation.
Such issues are extremely important for both MOH and

private hospitals.

(3) With the growing interest in patient safety and the
implementation of cooperative health insurance in the
Kingdom, it is the time for decision makers at the Saudi
MOH to create a national commission or authority for
ensuring  the implementation of hospital  quality
accreditation standards that enhance patient safety in Saudi
health organizations. In addition, such standards need to
necessitate that patients be told about unexpected outcomes
in their treatment programs. It is known that multiple factors
may prevent doctors from disclosing medical errors; such
factors may include fear of malpractice suit, damage
doctor's  reputation, and being embarrassed and
uncomfortable **. However, failure to inform patients about
errors may damage patients' confidence and satisfaction, and
malpractice suit. We must remember that patients'
confidence and satisfaction as well as malpractice suit will

be among the central issues in the Saudi health system with
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the full implementation of cooperative health insurance.

Discloser of errors needs a very high level of
communication skills among doctors due to the fact that the
interaction between the patient who experienced the medical
error and his/her doctor is a significant factor of patient

reaction to a medical error.
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