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Abstract

Introduction

Healthcare provision in Oman is moving towards establishing a patient safety
culture, by implementing national safety schemes and international accreditation
schemes for safe practice. Nurses’ understanding of how to guarantee patient
safety is one key aspect that contributes to the culture of patient safety in the
hospital setting. Undoubtedly, certain factors can influence nurses’ perceptions
and compromise patient safety, and the Manchester Patient Safety Framework
identifies these.

Aim
The aim of this study was to identify and explore nurses’ perceptions of patient
safety culture in Oman.

Settings and Participants
The research participants for this study were registered nurses from different

grades, working on the medical and surgical wards of a teaching hospital in Oman.

Methods

The study employed explanatory sequential mixed methods.

= Phase I: Survey of 330 nurses using a web-based questionnaire. Results were

analysed using SPSS and differential statistics.

» Phase II: Four focus-group-interviews involving 40 nurses, selected according

to their grades. Results were analysed using thematic analysis.

Results
The results from Phase | and Phase Il were mapped against the Manchester Patient

Safety Framework.

Phase |: Average positive responses indicated three areas of strength, with the
highest responses being: ‘supportive teamwork within units’ (84%) where staff
support each other, treat one another with respect, and work together as a team;
‘positive feedback and communication about error’ (81%) whereby staff are
informed about errors that happen, given feedback about implemented changes,

and discuss how to prevent errors; and ‘high impact through continuous
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improvement organisational learning’ (79%), arising when mistakes have led to
positive changes that can be evaluated according to effectiveness. The level of

disagreement over these statements is very low indicating minimal significance.

Phase Il: The findings from the four focus groups indicated that education and
training and team work were the principle factors influencing nurses’ perceptions
regarding the patient safety culture and their role in enhancing patient safety.
There was evidence of strong teamwork within the ward environment, as staff
routinely supported each other. However, there was a lack of incident reporting.
Moreover, when reported, the evaluation and investigation of incidents is only
addressed at the management level; thus, there is scope to develop this further
to include ward staff. There were cross-cutting emerged concerning the
expectations of Omani and expatriate nurses; these effect the role of the nurse
and generate novel complexities in terms of communication. The overall findings
of the study indicate a need for further research to improve the patient safety

culture inside Omani hospitals.

Conclusion

This study confirmed some previous research, and identified some areas for
development within Oman, highlighting new cross-cutting themes for further
exploration such as Omani and expatriate nurses, the role of the nurse and
communication. Strengths were apparent in the areas of teamwork and
educational and training activities. However, weaknesses emerged regarding
evaluating incidents and best practices where a non-punitive response to error
should be promoted. To support learning, establishing a robust process for
reporting, evaluating and feeding back information related to errors is crucial.
Innovations pertinent to a multi-cultural nursing workforce, introduction of
infrastructure to support nurses’ roles and communication require further

research and practical development.
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1. Chapter One: Introduction

This chapter provides the background and rationale for this thesis. It highlights
the role of the nurses in Oman, and the teaching hospital. It also presents the

organisation and structure, explaining its division into eight chapters.

1.1 Background to study

Multiple factors affect patient safety (Alkorashy, 2013), and it is becoming a major
area of concern globally (WHO, 2014). This is because estimates suggest that every
year ten million patients worldwide are harmed unnecessarily, suffering from
disabling injuries or death as result of unsafe medical practices and care (WHO,
2014). Consequently, patient safety is perceived as a central pillar of quality
healthcare, and is one of the major parameters monitored by healthcare
organisations worldwide (World Health Organisation (WHO), 2014). Undoubtedly,
an established patient safety culture is critical for healthcare organisations to
effectively address and reduce the risks encountered by patients. The culture of
patient safety is evolving, and typically encompasses the avoidance of errors by
healthcare professionals. Alkorashy (2013) describes patient safety culture as
comprising interactions between attitudes, values, skills, and behaviours,
underlining healthcare professionals commitment to workplace safety
management. Effective quality managers in healthcare settings promote a
systematic approach to preventing and reducing the potential for patients to be
harmed (Al Dhabbari et al., 2015; WHO, 2014).

In Oman, improving performance in the healthcare system is high on the policy
agenda, and benchmarks to measure performance are understood to be crucial
(Sherwood and Zomorodi, 2014). Implementing quality measures to ensure better
patient safety outcomes in Oman poses a significant challenge to healthcare
professionals, because of the lack of infrastructure, frameworks and guidelines
for efficient care delivery (Appendix 1). Significant challenges remain in the areas
of patient safety research and considerable effort will be required to produce

improvement. Notable requirements at present include the need to evaluate the
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cost-benefit ratio when assessing safety improvement efforts, by establishing a
targeted research programme (Sorra et al., 2014). Improvements to patient safety
are commensurate with changes already being implemented to provide a higher

quality of service, to meet patients’ rising expectations (WHO, 2014).

One of the reasons change is desired by healthcare professionals in the healthcare
sector is to satisfy people’s healthcare needs and promote healthy living and safer
practices within the hospital setting (Taher et al., 2014; Homauni et al., 2014).
The increasingly elderly population and the prevalence of chronic diseases are the
key factors triggering demands for improved performance in the healthcare sector
(Sherwood and Zomorodi, 2014). To create a functional patient safety culture,
and to communicate on quality measures efficiently, exchange of information
between leaders and frontline staff is recognised as crucial (Sherwood and
Zomorodi, 2014). Thus, it is necessary to build effective systems and to educate
staff regarding the necessity for change. The lack of research in this area,
particularly in Oman, forms the primary justification for conducting this PhD

research.

1.2 Why Study Patient Safety?

As stated above, the WHO suggested in 2014 that approximately ten million
patients worldwide each year suffer from unsafe medical practices and
deficiencies in care provision (WHO, 2014). Meanwhile, the protection of human
life, upheld by humanist discourse prevails in all aspects of daily life. Thus, those
policy makers responsible for the healthcare system are expected to take steps to
preserve the safety of patients; thereby benefitting patients, stakeholders, and
healthcare service providers. In relation to this, the Scottish Patient Safety
Programme (SPSP) had initiated a national initiative that aims to improve the
safety and reliability of healthcare and reduce avoidable harm, whenever care is
delivered. Hence, areas, such as leadership, communication, safety culture and
safer use of medicines are key elements of every programme that may require
improvements in Oman (NPSA, 2012 and WHO, 2014).
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Establishing a comprehensive quality healthcare system, is contingent on
implementing proper safety measures to protect patients. Certainly, in the
medical field, tolerance for error is necessarily minimal, because errors can cause
death. According to a report prepared by the World Health Organisation, one out
of every 300 patients worldwide experience serious consequences to their health
as a result of accessing healthcare services (World Health Organisation, 2012). It
has also been observed that one patient out of every ten is harmed in some way
at the time of admittance to hospital (World Health Organisation, 2012). This is
apparently a problem encountered most frequently by patients in developing

nations.

Typically, injuries and harm are caused by healthcare professionals’ errors and a
range of adverse situations. The occurrence of a healthcare error can increase the
duration of an individual’s stay in hospital, resulting in loss of income for the
patient, and potentially high litigation costs for the hospital. In this way, repeated
failures in the area of patient safety can have a negative and indirect impact on
economic growth within the healthcare sector. When funding is low, this can in
turn reduce an institutions capacity to manage infectious diseases and other
problems associated with limited healthcare services. Therefore, it is essential to
minimise the occurrence of healthcare errors, which can be accomplished by
enhancing all facets of patient safety. According to Kohn et al. (2000), the term
patient safety can be defined as the prevention of patients’ harm. In order to
prevent injury and fatalities arising due to healthcare errors, the Institute of
Medicine suggests actively developing a patient safety culture (Institute of
Medicine, 2004). This can be done through accreditation organisations,
responsible for overseeing healthcare standards (Joint Commission Resources,
2007).

Moreover, healthcare errors that occur due to the lack of attention on the part of
healthcare professionals, such as nurses, may not only prove detrimental to their
careers, but in some cases also endanger their personal safety (WHO, 2008; WHO,
2014). However, the IOM report 2014 have indicated the value of nurses and the
environments in which they provide care, and discussed how to design nurses’
work environments to enable them to provide safer patient care. Based on their

review of research, they concluded that nursing actions were directly related to
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better patient outcomes and that nursing vigilance defended patients against
errors (IOM, 2012 the Board on Global Health and WHO, 2014). Therefore, as
nurses play a crucial role in preserving and supporting the safety measures
designed to protect patients this research focuses on the perceptions of nurses

regarding the existing patient safety culture in Oman.

Oman has a government funded National Health Service that includes general and
speciality hospitals. The main health care provider is the Ministry of Health (MoH)
followed by the Ministry of Defence and the Teaching Hospital. The teaching
hospital is currently the only hospital that has obtained an international
accreditation of its practice (Accreditation Canada International). In addition to
its being a tertiary hospital, it is the only teaching hospital in Oman that covers
all specialities of care for teaching purposes with highly specialised staff. It also,
holds all the policies, guidelines, and standards of care up to the maximum due

to its high accreditation standards.

Professional nursing in Oman has grown rapidly since the country’s 1970
modernization of its health care system. Previously, nursing education was
primarily vocational training, but since 1990 nurses must earn a diploma to
practice as registered nurse (RN). Hence, in Oman, nursing functions in the
primary health care centres are restricted to traditional nursing tasks that are
normally performed in secondary and tertiary healthcare settings. The directorate
of nursing and midwifery affairs (DNMA) at the MoH in Oman stressed that
currently nurses working in primary health care, particularly those in small health
centres are functioning in an advanced practice role without any formal
educational preparation and often in the absence of medical supervision during
the evening shifts and the weekends (MoH, 2013). There is no regulatory
mechanism to protect these nurses and the public when they function in this
advanced role. In 2011, the World Health Organization (WHO) consultants have
done a partial situational analysis in Oman of and the issue and have suggested
that these nurses need to be provided with appropriate educational preparation
and advanced skills in order to function in this advanced practice role (MoH, 2013).
The need to develop the role of advanced nursing practitioner in Oman is top of
the agenda and clarity around the role is needed. Hence it has been studied

extensively worldwide (MoH, 2013).
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However, within the teaching hospital, it is a requirement in the teaching hospital
to have a bachelor’s degree to practice as an RN, in addition to a specialised
qualification in highly demanding areas such as Intensive Care Units and
Emergency Medicine. In the teaching hospital uses advance nurses’ practices that
require nurse degree in Advanced nursing practices. Also, within the teaching
hospital, nurses hold additional responsibilities to teaching, mentoring and
supervising students and junior nurses as well as their professional responsibilities
to patients and their families. This is done in liaison with the training directorate
at the teaching hospital. Nurses with qualified specialities take the responsibility
to deliver some training programmes to their colleague nurses and other medical
staff as part of continuous training programs within the hospital. Nurses in the
teaching hospital come from different cultural backgrounds with recruitment of
75% as expatriate nurses and 25% Omani nurses. All Omani nurses are Bachelor
Degree graduates, and some are graduates from the College of Nurses of the Sultan
University that was launched in year 2002. The Expatriate nurses are recruited
from different countries such as the UK, India, Philippines, Malaysia, and South
Africa. Also, in the past two years, some midwifes are recruited from Tunisia. All
expatriate nurses, are recruited with a minimum of 2 years experiences along with

their RN qualifications (more details in Section 1.4.1).

One of the most recent research in the middle east is a systematic review that has
shown that healthcare organisations must focus on the need of assessing safety
culture as this will indicate the basic understanding of the safety-related
perceptions of their staff (EImontsri et al., 2017). More importantly is the regular
monitoring of the patient safety culture that assesses any introduced initiative or
programmes related to safety culture. The review also has highlighted the
importance of introducing a just culture to promote the learning from errors
where staff are encouraged to report errors, to learn from them, but not for
punishment (Elmontsri et al., 2017). Hence, policy makers need to introduce
legislation and regulations to encourage health organisations to implement patient
safety reporting system that will help in identifying risks to patients and learning
from them (Elmontsri et al., 2017 and WHO, 2014).
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1.3 Key Definitions

For the purpose of this thesis the following terms are used:

Patient Safety refers to the prevention of errors that might endanger patients in
healthcare settings. Simultaneous with the rapid improvements in the treatment
of illness, disease, and injury has been an increase in the complexity of medicines
and treatments, and the breadth of methods and technology with which medical
staff must be familiar (WHO, 2014).

Patient Safety Culture refers to shared values (what is important) and beliefs
(what is held to be true) that interact within a system’s structures and control
mechanisms that produce behavioural norms. It influences patient safety directly,
by determining accepted practices, and indirectly by acting as a barrier or enabler
to the adoption of behaviours known to promote patient safety. Understanding
the components of and influences upon culture, and assessing the safety culture
in a specific work environment, is essential when seeking to develop strategies to
create a culture that is committed to providing the safest possible care for
patients (AHCQ, 2012).

The Safety Culture of an organisation arises from individual and group values,
attitudes, perceptions, competencies, and patterns of behaviour that determine
each person’s commitment to, and the style and proficiency of, an organisation's
health and safety management procedures (WHO, 2014). It is also referred to as a
sub-facet of organizational culture, which is thought to affect member’s attitudes
and behaviours in relation to an organization’s ongoing health and safety

performance (Cooper, 2000).

Adverse event is referred to as an unintended injury or complication that results
in disability at the time of discharge, death or prolonged hospital stay and that is
caused by health care management rather than by the patient’s underlying disease

process (Baker et al., 2004).
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Safety climate is a measurable aspect of culture of safety within an organisation,
which can be recognised from the attitudes and perceptions of the workforce at

a given point in time (Flin et al., 2006 and Guldenmund, 2000).

Attitude is referred to as the predisposition to respond in a positive or negative

way to someone or something in one’s environment (Schermerhorn et al., 1994).

Perceptions is referred to as a belief of opinion, often held by many people and

based on how things seem (Cambridge University Press, 2008).

1.4 The Healthcare System in Oman

This section will consider the healthcare system in Oman, background to teaching
hospital, patient safety initiatives in Oman and the challenges in quality and
patient safety in Oman. The Sultanate of Oman is a progressive country, with a
healthcare management system focused on improving health services throughout
the country. The intention is to be able to deliver an excellent level of service at
teaching hospitals, which are accessible to all citizens. Omani teaching hospitals
and medical/nursing education institutions are coming together in pursuit of this
vision, by improving the quality of their health services and enhancing measures
to guarantee patient safety. The nursing institutions in Oman are all overseen by
the MoH, and the ministry’s training services provide the qualifications for nurses
at diploma degree level only. At present (2018), Sultan Qaboos University (SQU) is
the only nursing college offering the opportunity for nurses to study for a
Bachelor’s Degree in Nursing. In addition, there is just one tertiary teaching
hospital, which has obtained accreditation by improving the quality and safety of
their services based on the following standards: the International Organisation for
Standardisations; Accreditation Canadian International; and the Joint Commission
International. One of the other three tertiary hospitals is seeking accreditation
though the British Standard Institution (BSI) and Accreditation Canadian
International to endorse their safety and quality of care. Hence, with other
hospitals acquiring accreditation, the quality of care around Oman will be

improved.
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It is widely believed in Oman that improvements in the quality of healthcare
services overall will be central to enhancing the patient safety culture. Indeed,
there have been a number of rapid and important improvements in healthcare in
Oman since the 1970s, largely due to the country’s successful completion of a new
state-of-the-art healthcare infrastructure. Over the previous forty years, the
Omani Renaissance has brought prosperity, and social and economic progress to
Oman, with health always viewed as a primary concern (Omaninfo.com, 2012).
Currently, Oman’s health policy is committed explicitly to fulfilling the global
strategy commitment of Health for All (HFA) (MoH, 2007); the government has
thus established a broad national strategy to achieve HFA, based on Primary
Healthcare (PHC) provision (Ministry of Health , 2007; Omaninfo.com, 2012).

The organisation of healthcare delivery in Oman is principally based on the PHC
approach, with clearly delineated referral pathways between three levels of care.
Level one care is preventative, and is provided within general practice. Level two
is secondary care, and includes minor specialised treatment and care provided
within a hospital setting regionally. Level three is highly specialised national care
offered throughout Oman and based in hospitals (Figure 1.1). The national referral
hospitals, which mostly provide tertiary medical care, are: The Royal Hospital
(specialising in cardiology and oncology), Khoula Hospital (specialising in burns
and orthopaedics), Al Nahdha Hospital (specialising in ophthalmology and
otolaryngology), and Ibn Sina Hospital (specialising in behavioural medicine).
Oman has one university teaching hospital that covers multiple specialities for
teaching purposes. A referral system links the multiple levels of care through a
pyramidal structure, as shown in (Figure 1.1). The Declaration of Alma-Ata in 1978
established the central role of community health services in primary healthcare
by WHO Member States (WHO, 2008). Since then, there has been an increase in
the utilisation of health services, and primary healthcare in particular. Globally
speaking, Oman is one of the few countries to have dramatically transformed its

healthcare system over such a short period of time.
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First level of Health Care
(PHC)

Third level of Health Care
(Mational Hospitals)

I_.
I-

Second level of Health Care
I (Regional Hospitals)

Figure 1.1 Primary Healthcare (PHC) Referral System in Oman
Reference: Ministry of Health (2007)

The Sultanate of Oman has entrusted the MoH, its principal healthcare provider,
with the responsibility of the stewardship and coordination of the health sector.
The MoH develops health policies, strategies and health programmes, and plans
for the sector, while undertaking responsibility for preventive, curative, and
rehabilitative care (Ministry of Health, 2007; Omaninfo.com., 2012). Services
provided by the Ministry of Health are supplemented by government
hospitals/clinics, including: the Armed Forces Medical Services, the Royal Oman
Police Medical Services, the Petroleum Development Oman Medical Services, and
the teaching hospital. While the teaching hospital serves primarily as an
educational institution, providing tertiary care, further public care providers focus
primarily on employees and family members. Private hospitals and clinics are
licensed by the MoH, through its Directorate of Private Health Establishments, and
are also supervised by respective regional directorates. Private hospitals are
playing an increasingly important role in healthcare provision in Oman (Ministry of
Health, 2007; Omaninfo.com., 2012).

According to the latest WHO data, published in 2015, average life expectancy in
Oman has increased to 77.32 years, with male life expectancy at 75.0 years and
female life expectancy at 79.2 years. This gives Oman a World Life Expectancy
ranking of 48 out of 173 countries (WHO, 2015; Table 1.1).
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Table 1.1 Life Expectancy Rates in Oman

Date Life expectancy - Life expectancy - Life expectancy
Women Men
2015 79.42 75.33 77.32
2014 79.2 75.07 77.09
2013 78.98 74.8 76.84
2012 78.75 74.53 76.59
2011 78.51 74.25 76.33
2010 78.25 73.97 76.05

Reference: WHO (2015).

However, one of the main benefits to the teaching hospital is that these roles are
unique to teaching hospital in Oman that enhance the care that has been
delivered. The MoH is catering for over 18000 healthcare professional staff that
focus mainly on primary health care. However, the teaching hospital is large and
cater for approximately 5000 staff where it focuses in specialisation. In addition,
the challenges for the teaching hospital is the demand from the public for
specialisation even for treatments that require primary healthcare consultation.
One of the challenges is the restricted opportunity for nurses from MoH to gain
employment in the teaching hospital due to their nurse education and
experiences. Hence, the problem recruiting b<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>