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ABSTRACT



Patient safety is a serious global public health concern. During health care
delivery, unexpected and unwanted events can take place in any setting. To overcome
these events and deliver quality of healthcare, patient safety cultures among health
workers need to be assess and promoted. For this purpose, the status of patient safety
culture was assessed in Yangon Children Hospital. The study was a cross-sectional
study with mixed method and was carried out from August to November,2019 to
assess the current status of patient safety culture in Yangon Children Hospital. Among
healthcare providers, (20) assistant surgeons and (83) nurses participated and
responded self-administered questionnaires including background -characteristics,
twelve dimensions of patient safety culture and two more questions of overall patient
safety grade and number of events reported in the past 12 months. In-depth interviews
also were carried out to eight participants from all stratum of doctors, sister, staff
nurse and trained nurses. Most of the participants had 6months tolyear current
hospital experience. Most AS and trained nurses had 6months tolyear current hospital
experience and most of staff nurses and sisters had more than Syears current hospital
experience. The most common average working hours per week was 40-49 hours.
Half of AS and trained nurses had 6months tolyear professional experience. Overall
results of patient safety culture in Yangon Children Hospital showed ten dimensions in
the area of strength which is 75% or more in positive response to dimensions of
patient safety culture; teamwork within unit, organizational learning- continuous
improvement, feedback and communication about error, communication openness,
events reporting frequency, teamwork across unit, overall perception of patient safety,
management support for patient safety, handoffs and transitions, supervisor
expectation. Non-punitive response to error was in the area of potential improvement
and staffing was in the area of weakness. According to chi square test, there was no
significant association between the background characteristics of health care providers
of YCH and patient safety culture dimensions. The six themes were found from the
findings of in-depth interviews. The consistent findings occurred in both quantitative
and qualitative were staffing dimensions. All of the respondents mentioned no enough
staff, poor job description and over loaded work. Most of the respondents reported
about errors but not all received feedback properly. All of the respondents took
handover with verbally or with record books. Most of the respondents follow the

guidelines but only few stated they did not follow sometimes during live saving



events. They had awareness of safety precautions during transportation and fall and
accidents. Patient safety culture in Yangon Children Hospital was mostly positive
culture according to results apart from above non-punitive response to error and
staffing dimensions. To maintain good culture, medical and nursing educations on

patient safety culture should be continued and supported to the weak area.
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CHAPTER (1)
INTRODUCTION

1.1 Background Information

Since the time of Hippocrates patient safety had been existed long before
modern-medicine stated as “Do No Harm”. However, this was not paid much attention
in the past up to early 21% century (Gyani Thomas, 2014). “To err is human: Building a
Safer Health System”, published in 1999 by the Institute of Medicine (IOM) in the
USA alarmed the world to reduce the prevalence and severity of medical errors which
become a priority for hospitals all around the world and developing patient safety
culture could help healthcare professionals to consider patient safety as a constant
concern (Larramendy-Magnin et al., 2019).

In 2002, World Health Assembly (WHA) passed the resolution WHAS5.18,
which urged countries to pay the greatest possible attention to patient safety and
initiated to carry out a series of actions to promote patient safety including
development of global norms and standards, promotion of evidenced-based policies,
promotion of mechanisms to recognize excellence in patient safety internationally,
encouragement of research, provision of assistance to countries in several key areas
(WHO, 2004).

Patient safety in health care concerns safety in both patients and health care
providers. It is clinical, economical, managerial, and organizational concern in the
health-care system. Patient safety culture is a critical issue of quality of health care and
emphasizes the reporting of medical errors, adverse events, analysis and prevention of
these errors which may lead to adverse health events. Most of them are preventable and
occur due to system or organizational defect rather than due to health care providers’
performance. Not only misuse of technology but also poor communication between
different health care provider (HCP) and client may cause many harms (Reg et al.,
2018).

According to the IOM in the USA, ‘‘the biggest challenge moving toward a
safer health system is changing the blaming culture to one of individuals for errors in
which errors are treated not as personal failures, but as the system failures and prevent

harm.” Promoting a culture of safety is a fundamental principle of the patient safety



movement. In recent years there has been increasingly understanding within the
healthcare industry, more need to create a professional and organizational culture of
promoting safer patient care and error free environment. Healthcare systems must shift
from the current ‘‘blame and shame’’ culture that prevents acknowledgement of error
to learning from experience or errors. A fundamental culture change ensures that
innovations introduced to improve patient safety actually achieve their potential. For
example, in a punitive culture adverse event reporting systems can’t overcome chronic
underreporting problems where acknowledgement of error is not acceptable
(WHO,2017).

1.2 Problem statement

Patient safety is a serious global public health concern. There is a 1 in 300 chance
of a patient being harmed during health care compared to a 1 in a million chance of a
person being harmed while travelling by plane. Industries with a perceived higher risk
such as the aviation and nuclear industries have a much better safety record than
health care.

Health services treat the patients of older and sicker with significant
co-morbidities who require more difficult decisions for health care priorities.
Economic pressure on health systems often leads to overloaded health care
environments. During health care delivery, unexpected and unwanted events can take
place in any setting. (primary, secondary and tertiary care, community care, social and
private care, acute and chronic care). In Europe 1 in 10 of every patient is facing the
preventable harm or adverse events during hospitalization that may lead to suffer or
loss for the patient, their families and health care providers, and taking a high financial
toll on health care systems (WHO,2018).

Unsafe medication practices and medication errors are a leading cause of injury
but actually these harm are avoidable in health care systems. Globally, annual cost due
to medication and its associated errors has been estimated at $42 billion USD.
Medication errors occur in weak medication systems and/or human factors. Multiple
interventions address the frequency and impact of medication errors. In response to
this, WHO has identified “Medication without Harm™ as the theme for the third
Global Patient Safety Challenge. This will propose the solutions for the obstacles that
the world faces today. Aim is to reduce severe avoidable medication-related harm by

50%, globally in the next 5 years and goal is to achieve widespread engagement and



commitment of WHO Member States and professional bodies around the world to
reducing the harm associated with medication (WHO, 2017).
1.3 Justification

Modern healthcare systems are mainly concerned with improving the safety of
patient care and building of strong organizational safety cultures. The ability of safety
cultures is learning openly from safety incidents and reducing the preventable harm to
patients. (Al Salem, Bowie and Morrison, 2019) The first step of building
organizational safety cultures is to assess the current perceived patient safety culture in
hospital. One validated and well-established instrument to measure patient safety
culture is the “Hospital Survey on Patient Safety Culture” (HSPSC), developed by the
Agency Healthcare Research Quality from the United States and it was used to assess
perception of patient safety culture among the study participants. The instrument has
been translated into 24 languages and used in 45 countries (AHRQ, 2008).

The resulting data potentially offer the policymakers, healthcare providers,
teams and managers a clear view of areas to strengthen the prevailing safety climate
and specific challenges. It can also be used for measuring safety climate across time
and between organizations on national and international levels (Al Salem, Bowie and
Morrison, 2019).

Unsafe medical care is a major contributor to poor patient outcomes globally,
low and middle income countries that have limited resources are also facing the
challenges of unsafe care. Although there are many prevalence study for unsafe care
that emerge across the globe but the data from the Southeast Asia region are poor and
especially from the poor resource countries (Harrison, Cohen and Walton, 2015).

Yangon children hospital is 550 bedded teaching hospital and is affiliated to
University of medicine (1), Yangon. As a tertiary care center and according to hospital
current profile data, average number of out-patient per day is increasing about 2.5
times during last 5 years. In addition to these, percentage of sanctioned bed occupancy
become 67% to 90%. Health workforce for YCH is only two third of sanction
strength. Alongside limited health workforce, poor resource and increasing workload
may effect on patient safety culture. Moreover, there may be inadequate regulatory
system for the control of medical errors and mandatory reporting of such errors. It is a
common problem in all hospitals, especially in government hospitals.

Although patient safety is a critical issue in health-care delivery, there are very



few studies on this aspect, especially from developing countries such as Myanmar.
Considering the dearth of information on this key aspect, this study was planned to
carried out patient safety culture among health care providers (doctors & nurses) at a

tertiary care public sector hospital, YCH.



CHAPTER (2)

LITERATURE REVIEW

The simplest definition of patient safety is the prevention of errors and adverse
effects to patients associated with health care. While health care has become more
effective it has also become more complex, with greater use of new technologies,
medicines and treatments (WHO, 2017).

The patient safety culture is the extent to which an organization’s culture
support and promotes patient safety. Organizational culture refers to the beliefs,
values, and norms shared by staff throughout the organization that influence their
actions and behaviors. Patient safety culture is the extent to which these beliefs,
values, and norms support and promote patient safety. Patient safety culture can be
measured by determining what is rewarded, supported, expected, and accepted in an
organization as it relates to patient safety (AHRQ,2012).

2.1 International studies regarding in patient safety culture

The study of patient safety culture carried out in 13 general hospitals of Saudi
Arabian country at 2010 showed 60% respondents graded as very good or excellent in
overall patient safety grade, 33% as acceptable and 7% as failing or poor.
Organizational learning-continuous improvement, feedback and communication about
error and teamwork within units were in the area of strength. Teamwork across unit,
non-punitive response to error were in the area of potential for improvement
(Alahmadi, 2010).

One study of hospital Patient Safety Culture in Developing Country at 2014
was carried out in four educational hospitals (Imam Khomeini, Mustafa Khomeini,
Taleghani and Kowsar hospitals) in [lam city (Iran). Study showed that 47% of the
participants had 1- 5 years of work experience and 71.1% of them worked more than
40 hours per week in hospital. The mean positive answers score of the safety culture in
this study was obtained 40% that was much lower than the benchmark (64%). The
highest and lowest percentages of the positive answer were attributed to teamwork
within units (70%) and non-punitive response to error (11%), respectively. In order to

increase the patient safety culture in the hospitals, the number of professional staff



should be increased and a practical plan about the patient safety culture and hospital



management should support the staff to report errors without fear of the punishment
(Nourmoradi et al., 2015).

AL Lawati et al., conducted the assessment of patient safety culture in primary
health care in Muscat, Oman. The response rate is 94% and the staff had a strong sense
of teamwork within the units (85%), they reported organization learning for
continuous improvement (84%) and teamwork across the units (82%). However, the
four dimensions which received the lowest scores were related to communication
problems between the staff (23%), non-punitive response to errors (27%), frequency
of event reporting (40%), and errors occurring when transferring patients to higher
levels of health care during handoffs and transitions (46%) (AL Lawati et al., 2019).

The safety attitudes study conducted in five Norwegian nursing homes about
psychometric properties at 2019. Among them (62.2%) responded to the questionnaire
and the confirmatory factor analysis showed that the total model of the six factors
Teamwork climate, Safety climate, Job satisfaction, Perceptions of management,
Working conditions, and Stress recognition had acceptable goodness-of-fit values in
the nursing home setting (Bondevik et al., 2019).

A survey study of patient safety culture in a Switzerland university hospital
emergency department showed positive assessments for the categories, non-punitive
response to errors (78.7%), teamwork within units (70.1%), supervisor/ manager
expectations and actions promoting patient safety (67.9%) and compared to other
hospitals, also “staffing”. The lowest average percent positive responses were found in
the categories frequencies of reported event (37.8%), teamwork across units 46.88%
and handoffs and transitions (47.4%). Overall perception of patient safety was higher
by physicians (78%) than by nurses (60%). Older responders graded communication
openness as more positive than younger ones (p=0.037). The data also showed that
employees with a lower professional degree stayed longer in the emergency
department (p=0.033). Interestingly, this group also reported more adverse events
(p=0.0001) compared to HCP with a higher professional degree. Physicians thought
they would do more for patient safety than do nurses (p=0.001) and they also rated the
communication openness (p=0.0001) and the team work across units (p=0.013) to be
better than their nursing colleagues (Ricklin, Hess and Hautz, 2019).

2.2 Asian country studies regarding in patient safety culture studies

The characteristic of patient safety culture carried out in Japan, Taiwan and the



United states at 2010 showed event reporting during past 12 months was the highest in
Japan and lowest in Taiwan. In the US, staffing was high but continuous improvement
was rated in low (Fujita et al., 2013).

A study of factors affecting patient safety culture in a tertiary care hospital in
Sri Lanka at 2013 showed strong positive response in teamwork within organization.
Correlation between overall patient safety and other variables were significant. Their
patient safety culture was in reactive stage with strong blame culture (Amarapathy et
al., 2013).

A patient safety climate survey carried out in six hospitals of China between
July and October 2011 concerning nine composites: institutional commitment to
safety, unit management support for safety, organizational learning, safety system,
adequacy of safety arrangements, error reporting, communication and peer support,
teamwork and staffing. All composites were positively and significantly associated
with the two perceived safety. These are staff perception of the safety (B=0.81,
p<0.001), and overall perceived safety (B=0.80, p<0.001) (Zhu et al., 2014).

A study done in Malaysian hospitals and health clinics for safety culture
perceptions of pharmacists at 2015 with a multicenter assessment using the Safety
Attitudes Questionnaire. Response rate was 83.6%. Stress recognition (73.0 +20.4)
and working condition (54.8+17.4) received the highest and lowest mean scores,
respectively. Pharmacists exhibited positive attitudes towards: stress recognition
(58.1%), job satisfaction (46.2%), teamwork climate (38.5%), safety climate (33.3%),
perception of management (29.9%) and working condition (15.4%). With the
exception of stress recognition, those who worked in health clinics scored higher than
those in hospitals (p<0.05) and higher scores (overall score as well as score for each
domain except for stress recognition) correlated negatively with reported number of
medication errors. Conversely, those working in hospital (versus health clinic) were
8.9 times more likely (p<0.01) to report a medication error (OR 8.9, CI 3.08 to 25.7).
As stress recognition increased, the number of medication errors reported increased
(p=0.023). Years of work experience (p=0.017) influenced the number of medication
errors reported. For every additional year of work experience, pharmacists were 0.87
times less likely to report a medication error (OR 0.87, CI 0.78 to 0.98) (Samsuri, Pei
Lin and Fahrni, 2015).

In 2015 Korean study of patient participation and its relationships with nurses'



patient-centered care competency, teamwork, and safety climate showed response rate
was 74.1%, the mean score for patient participation was 2.76 + 0.46 of 4.0. The mean
scores for PCC, teamwork, and safety climate were 3.61 + 0.46, 3.64 + 0.41, and 3.35
+ 0.57 of 5.0, respectively. Nurses who experienced high patient participation in
patient safety activities (= 3.0) had higher scores for PCC, teamwork, and safety
climate. Multiple logistic regression analysis revealed that PCC (OR "4 2.31, 95% CI
72 1.14e4.70) and safety climate (OR % 2.51, 95% CI Y4 1.09¢5.78) scores were the
significant factors associated with patient participation (Hwang, Kim and Chin, 2019).

In Myanmar, patient safety culture was conducted in West Yangon General
Hospital, 2017. Overall results on the patient safety culture positive responses more
than 75% in nine dimensions such as teamwork within units, feedback about error,
communication openness, organizational learning, teamwork across hospital units,
supervisor expectations, overall perceptions of patient safety, management support and
hospital handoffs & transitions. And, there was with the positive responses less than
75% in another three dimensions such as staffing, non-punitive response to errors and
events reporting frequency. An association was observed between least working hours

per week and increased number of positive answers (Cho-Cho-Lwin,2017).



Conceptual Framework
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Figure (2.1) Conceptual Model for patient safety culture
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CHAPTER (3)

OBJECTIVES
3.1 General Objective

To assess the patient safety culture in Yangon Children Hospital

3.2 Specific Objectives
1. To assess the perception of patient safety culture among assistant surgeons and
nurses
2. To describe the relations between background characteristic of study
participants and their perceived patient safety culture
3.3 Research Question
How do the healthcare providers perceive patient safety culture in Yangon

Children Hospital?
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CHAPTER (4)
RESEARCH METHODOLOGY

4.1 Study design
Hospital based cross sectional study design with both quantitative and

qualitative methods was conducted.

4.2 Study period

The study was carried out from August to November, 2019.

4.3 Study area
The study was conducted in Yangon Children Hospital.

4.4 Study population
The study population was AS and nurses who had more than 6months service

in public hospital.

4.5 Sample size determination
Sample size was calculated by using the formula for sample size calculation in

finite populations as follow, (Eberly, 2018)

n= m m=2z>pq
1+ m-1 d?
N

Where n = minimum required sample size
p = proportion of positive answers of participants (p=0.79) (Cho-Cho-
Lwin,2017)
q=1-p=1-0.79=0.21
z=1.96 at 95%CI (reliability coefficient)
d = precision (margin of error) = 0.07
m = (1.96 ) (0.79) (0.21)/ (0.07) 2= 130
n=130/1+(130-1)/266=87.54
N = total number of study population
Non response rate 10% =9

Minimum required sample size = 88+9 =97

12



4.6 Sampling procedure

In Yangon Children hospital, there are (23) specialist AS, (31) civil assistant
surgeons, (18) sisters, (58) staff nurses and (136) trained nurses. AS and nurses with
more than 6months hospital experience were invited to participate the research.

For the quantitative data, stratified random sampling was done proportionately
of SAS (9), AS (11), sister (7), staff nurse (21) and trained nurse (50) was done.

For the qualitative data, two SAS, two AS, one sister, one staff nurse and two

trained nurses were invited for in-depth interviews.

4.7 Data collection method and tools

Quantitative data: Structured self-administered questionnaires of AHRQ Hospital
Survey on Patient Safety Culture User’s Guide was used after translation to Myanmar
(AHRQ,2004). It contains two portions, one is background information of respondents
and the other is hospital survey on patient safety culture which emphasizes patient
safety, error and event reporting. There are 42 items grouped into 12 composite
measures of the followings.

1. Teamwork within units (4 items)

. Supervisor/manager expectations and actions promoting patient safety (4 items)

. Organizational Learning—Continuous improvement (3 items)

. Management support for patient safety (3 items)
. Overall Perceptions of Patient Safety (4 items)
. Feedback and communication about error (3 items)
. Communication Openness (3 items)

. Frequency of Events Reported (3 items)

O 00 3 N W KA~ W N

. Teamwork across units (4 items)
10. Staffing (4 items)
11. Handoffs and transitions (4 items)
12. Non punitive response to error (3 items)

These composites are measured by using five points Likert scale of agreement,
(strongly agree, agree, neither agree or disagree, disagree, strongly disagree) for 9
composites and (never, rarely, sometimes, most of the time, always) for the rest of 3
composites. The survey also includes two questions asking about providing an overall
grade on patient safety for their work area/unit and indicating the number of events

they reported over the past 12 months.
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Qualitative data: In-depth interviews to doctors and nurses were done using interview
guideline. Voice recording were done after getting permissions. Note taking was also
done in every case.

Pretest was done at Yangon Eye Specialist Hospital before the study was

conducted.

4.8 Data management and analysis
4.8.1 Quantitative data

Collected data was checked for completeness, errors and consistencies. Data
entry by Epi-data and data analysis was carried out by using SPSS software version
16.0. Among 42 questions, 24 questions are positively worded and 18 questions are
negatively worded. The score for positively worded items were strongly agree 5 and
strongly disagree 1. Scores were reversed for negatively worded items. The highest
score 4 and 5 were regarded as positive response answers and the lowest score (1-3)
were considered as negative response answers. In the study, each dimension was
mentioned as an average of different items in that dimension.

For descriptive statistics, frequency distribution and percentage of each
variable was calculated. Background characteristics and patient safety culture
dimensions were described by using frequency distribution tables and graphs.
Association between socio-demographic characteristics, dimensions of patient safety
culture was tested by Fisher's exact test.

4.8.2 Qualitative data
Recordings of the interviews were transcribed into text (transcripts) which
include non-verbal expression of the respondents. Themes were identified and then

analyzed manually by thematic analysis.

4.9 Ethical consideration

The study was conducted according to the guidelines issued by University of
Public Health Institutional Review Board (UPH-IRB) and approval certification
number was UPH-IRB(2019/MHA/12). The selection of the participants and the
procedure were thoroughly explained to the participants. Gaining new knowledge
from this study and the freedom to withdraw were explained. Written informed
consents were obtained from the respondents. Privacy and confidentiality of the

collected information were strictly safeguarded.
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CHAPTER (5)
FINDINGS

Yangon Children Hospital is 550 bedded teaching hospital and is affiliated to
University of medicine (1), Yangon. As a tertiary care center, average number of
out-patient per day is 543 and average number of inpatient per day is 497. Percentage
of bed occupancy (sanctioned bed) is 90%.

5.1 Background characteristics of participants

Table (5.1) Distribution of current hospital experience in each profession

Hospital experience

Rank <1 year 1-3 year 3-5 years >5 years

N (%) N (%) N (%) N (%)

AS (n=20) 9 (45.0) 4 (20.0) 5 (25.0) 2 (10.0)
Sisters (n=7) 1 (14.3) 0 (0.0 0 (0.0 6 (85.7)
Staff Nurses (n=23) 2 (8.7 2 (8.7 4 (17.4) 15 (65.2)
Trained Nurses

(n=53) 26 (49.1) 17 (32.1) 8 (15.1) 2 (3.8

In the study, 103 participants were responded to patient safety culture
questionnaire. Among them, most of the assistant surgeons and trained nurses had
hospital experiences between 6 months and one year. Sisters and staff nurses had

hospital experiences more than 5 years.
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Table (5.2) Distribution of average working hours per week in each profession

Average working hours per week

Rank <40 hours 40-49 hours 50-59 hours >60 hours

N (%) N (%) N (%) N (%

AS (n=20) 3 (15.0) 5 (25.0) 10 (50.0) 2 (10.0)
Sisters (n=7) 5 (71.4) 1 (14.3) 1 (14.3) 0 (0.0
Staff Nurses (n=23) 3 (13.0) 11 (47.8) 6 (26.1) 3 (13.0)
Trained Nurses

(n=53) 10 (18.9) 21 (39.6) 8 (15.1) 14 (26.4)

Among the respondents, assistant surgeon worked mostly 50-59 hours per
week, most sisters worked less than 40 hours per week and majority of staff nurse and

trained nurses worked 40-49 hours per week as an average.

Table (5.3) Distribution of professional experience in each profession

Profession experience

Rank <1 year 1-3 year 3-5 years >5 years

N % N % N % N %
AS (n=20) 11 (55.0) 7 (35.0) 1 (5.0 1 (5.0)
Sisters (n=7) 0 (0.0) 2 (28.6) 2 (28.6) 3 (429)
Staff Nurses (n=23) 0 (0.0) 0 (0.0 0 (0.0 23 (100.0)
(anjisr;e)d Nurses 27 (509) 16 (302) 8 (I51) 2 (3.8)

All of the respondent staff nurses had more than 5 years in professional
experience and also nearly half of the sisters. Most of assistant surgeons and trained

nurses had less than 1 year of professional experience.
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Table (5.4) Distribution of working area in each profession

Professional experience

OPD
Surgical oT ICU & ’ Specialt
Rank Medical unit urg}ca . ) Emergency, pec1f1 y Others
unit Unit Isolation Unit
Day Care

N (%) N (%) N (%) N (%) N (%) N (%) N (%)

AS (n=20) 3 (1500 2 (10.0) 0 (0.0) 3 (1500 5 (2500 5 (250) 2 (10.0)
Sisters (n=7) 0 (00 1 (143) 0 (0.0) 1 (143) 0 (00 4 (57.1) 1 (143)
Staff Nurses (n=23) 3 (1300 0 (0.0) 1 (43) 1 (43) 1 (43) 14 (609 3 (13.0)
Trained Nurses (n=53) 4 (15 6 (11.3) 9 (17.0) 6 (113) 5 (94 22 415 1 (19
Total (n=103) 0 97 9 @871 10 (97 11 (107 11 (107 45 43.6) 7 (6.8

The main participants were currently working at the specialty units (orthopaediatric unit, haemato-oncology unit, nutrition-renal

unit and neuro unit).
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5.2 Results of patient safety culture dimensions

Table (5.5) Results on patient safety dimension in all respondent (n=103)

Positive Negative

Dimensions of patient safety culture answer answer

N % N %
Teamwork within units 102 99.0 1 1.0
S;ifyisor expectation & actions promoting patient 78 757 23 243
Organizational learning-continuous improvement 102 99.0 1 1.0
Management support for patient safety 78  75.7 25 243
Overall perceptions of patient safety 90 87.4 13 12.6
Feedback & communication about error 95 922 8 7.8
Communication openness 97 942 6 58
Events reporting frequency 92 893 11 10.7
Teamwork across units 92 893 11 10.7
Staffing 29 282 74 71.8
Handoffs and transitions 81  78.6 22 214
Non-punitive response to error 58  56.3 45 43.7
Total Average Score 83 804 20 19.6

Overall results on patient safety show highest percent positive answers in two

areas. One is teamwork within units and the other is organizational learning and

continuous improvement. The highest percent negative answer is staffing. Total

average score was 80.4% for positive answers. For the responses of the questions in

each dimension was described in annex (6).
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Figure (5.1) Positive responses on overall patient safety dimension according to
the rank

Positive responses on patient safety culture of all ranks were more than 75%.
The highest positive responses were occurred among sisters and the lowest positive

responses were occurred among trained nurses.

Figure (5.2) Results on patient safety dimension in assistant surgeon (n= 20)
Assistant surgeon positively answered 100% in dimension of teamwork within
units, organizational learning-continuous improvement and overall perceptions of

patient safety but negatively answered in staffing dimension.

Figure (5.3) Results on patient safety dimension in sisters (n=7)
Although sisters of YCH positively answered most of the dimensions of

patient safety culture, they strongly answered in staffing dimension as 100% negative.
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Figure (5.4) Results on patient safety dimension in Staff nurses (n= 23)

In the dimension of teamwork within units, teamwork across units and
organizational learning-continuous improvement, staff nurses responded 100%
positive. The highest percentage of negative answer by staff nurses was staffing

dimension.

Table (5.5) Results on patient safety dimension in trained nurses (n=53)

Among the participants, trained nurses answered positively in dimension of
teamwork within units and organizational learning-continuous improvement. They

also answered as the most negative in staffing dimension.
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Table (5.6) Results on patient safety culture dimensions in less than lyear

hospital experience group (n=36)

Positive Negative
Dimensions of patient safety culture answer answer

N % N %
Teamwork within units 36 100.0 0 0.0
Organizational learning-continuous improvement 36 100.0 0 0.0
Feedback & communication about error 35 972 1 2.8
Communication openness 34 944 2 5.6
Events reporting frequency 34 944 2 5.6
j;ifyisor expectation & actions promoting patient 13 917 3 23
Overall perceptions of patient safety 32 889 4 11.1
Teamwork across units 31  86.1 5 139
Management support for patient safety 30 833 6 16.7
Handoffs and transitions 28 77.8 8 222
Non-punitive response to error 22 61.1 14 389
Staffing 10 27.8 26 722

Among participants who have experience less than lyear hospital service

answered highest percentage of positive answer in teamwork within units and

organizational learning-continuous improvement. The weakest dimension they

answered was staffing.
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Table (5.7) Results on patient safety culture dimensions in 1-3years hospital

experience group (n=21)

Positive Negative
Dimensions of patient safety culture answer answer

N % N %
Teamwork within units 20 952 1 4.8
Organizational learning-continuous improvement 21 100.0 0 0.0
Feedback & communication about error 20 952 1 4.8
Communication openness 21 100.0 0 0.0
Events reporting frequency 18 85.7 3 143
j;ifyisor expectation & actions promoting patient 11 504 10 476
Overall perceptions of patient safety 16 76.2 5 238
Teamwork across units 18 85.7 3 143
Management support for patient safety 16 76.2 5 238
Handoffs and transitions 15 714 6 28.6
Non-punitive response to error 6 28.6 15 71.4
Staffing 4 19.0 17  81.0

Differ from other results, participants of 1-3 years of hospital services answered

100% in communication openness. The other highest percentage of positive answer is

organizational learning-continuous improvement. The lowest percentage of positive

answer is staffing dimensions.
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Table (5.8) Results on patient safety culture dimensions in 3-Syears hospital

experience group (n=13)

Positive Negative

. . . answer answer
Dimensions of patient safety culture

N % N %

Teamwork within units 13 100.0 0 0.0
Organizational learning-continuous improvement 12 923 1 7.7
Feedback & communication about error 11 84.6 2 154
Communication openness 10 769 3 231
Events reporting frequency 11 84.6 2 154

Supervisor expectation & actions promoting patient 9 692 4 308

safety

Overall perceptions of patient safety 12 923 1 7.7
Teamwork across units 10 76.9 3 231
Management support for patient safety 8 615 5 385
Handoffs and transitions 11 84.6 2 154
Non-punitive response to error 10 76.90 3 231
Staffing 5 385 8 615

In the dimension of teamwork within units, all respondents of (3-5) years
hospital experience group showed positive answer. However most of respondents
answered less positively and got the lowest number of positive answers in the

dimension of staffing.
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Table (5.9) Results on patient safety culture dimensions in more than S years

hospital experience group (n= 33)

Positive Negative

. . . answer answer
Dimensions of patient safety culture

N % N %

Teamwork within units 33 100.0 0 0.0
Organizational learning-continuous improvement 33 100.0 0 0.0
Feedback & communication about error 29 879 4 121
Communication openness 32 970 1 3.0
Events reporting frequency 29 879 4 121

Supervisor expectation & actions promoting patient 25 758 ] 242

safety

Overall perceptions of patient safety 30 909 3 9.1
Teamwork across units 33 100.0 0 0.0
Management support for patient safety 24 727 9 273
Handoffs and transitions 27 81.8 6 182
Non-punitive response to error 20  60.6 13 394
Staffing 10 303 23 69.7

In more than Syears hospital experience group, there was the highest positive
answers in the dimension of teamwork within units, teamwork across units and
organizational learning-continuous improvement. The lowest positive answer was

observed in the dimension of staffing.
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Table (5.10) Results on patient safety culture dimensions in working hours (less

than & equal to 40 hours per week (n=21)

Positive Negative
Dimensions of patient safety culture answer answer

N % N %
Teamwork within units 21 100.0 0 0.0
Organizational learning-continuous improvement 21 100.0 0 0.0
Feedback & communication about error 21 100.0 0 0.0
Communication openness 21 100.0 0 0.0
Events reporting frequency 19  90.5 2 9.5
j;ifyisor expectation & actions promoting patient 19 905 ) 9.5
Overall perceptions of patient safety 20 952 1 4.8
Teamwork across units 21 100.0 0 0.0
Management support for patient safety 19 90.5 2 9.5
Handoffs and transitions 18 85.7 3 143
Non-punitive response to error 14  66.7 7 333
Staffing 4 19.0 17  81.0

Participants, whose average working hours less than or equal to 40 hours per

week, showed positive answers in full range in five dimensions of patient safety

culture. These are teamwork within units, teamwork within units, organizational

learning-continuous improvement, feedback & communication about error and

Communication openness. The least positive answer was also observed in the

dimension of staffing.
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Table (5.11) Results on patient safety culture dimensions in working hours (41-

50 hours) per week (n=38)

Positive Negative
Dimensions of patient safety culture answer answer

N % N %
Teamwork within units 37 974 1 2.6
Organizational learning-continuous improvement 38 100.0 0 0.0
Feedback & communication about error 34 895 4 105
Communication openness 35 921 3 7.9
Events reporting frequency 34 895 4 105
j;ifyisor expectation & actions promoting patient 711 11 289
Overall perceptions of patient safety 34 895 4 10.5
Teamwork across units 34 895 4 105
Management support for patient safety 26 68.4 12 31.6
Handoffs and transitions 25 65.8 13 342
Non-punitive response to error 16 42.1 22 579
Staffing 12 31.6 26 684

Participants with 41-50 average working hours per week had positive

responses totally in the dimension of organizational

learning-continuous

improvement. The lowest positive answer was observed in the dimension of staffing.
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Table (5.12) Results on patient safety culture dimensions in working hours (51-

60 hours) per week (n=25)

Positive Negative

. . . answer answer
Dimensions of patient safety culture

N % N %

Teamwork within units 25 100.0 0 0.0
Organizational learning-continuous improvement 24 96.0 1 4.0
Feedback & communication about error 22 88.0 3 120
Communication openness 22 88.0 3 120
Events reporting frequency 22 88.0 3 120

Supervisor expectation & actions promoting patient 16 64.0 9 360

safety

Overall perceptions of patient safety 18 72.0 7 28.0
Teamwork across units 20 80.0 5 20.0
Management support for patient safety 16 64.0 9 36.0
Handoffs and transitions 22 88.0 3 120
Non-punitive response to error 17  68.0 8 32.0
Staffing 9 36.0 16 64.0

In the dimension of teamwork within units, all respondents with 51-60 average
working hours per week group answered positively. However most of respondents

answered less positively answer in the dimension of staffing.
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Table (5.13) Results on patient safety culture dimensions in working hours (more

than 60 hours) per week (n=19)

Positive Negative
Dimensions of patient safety culture answer answer

N % N %
Teamwork within units 19 100.0 0 0.0
Organizational learning-continuous improvement 19 100.0 0 0.0
Feedback & communication about error 18 94.7 1 53
Communication openness 19 100.0 0 0.0
Events reporting frequency 17  89.5 2 105
j;ifyisor expectation & actions promoting patient 16 842 1 158
Overall perceptions of patient safety 18 94.7 1 53
Teamwork across units 17  89.5 2 105
Management support for patient safety 17  89.5 2 105
Handoffs and transitions 16 84.2 3 158
Non-punitive response to error 11 579 8 421
Staffing 4 21.1 15 789

Participants with more than 60 average working hours per week had positive

responses totally in the dimension of teamwork within units, organizational

learning-continuous improvement and communication openness. The lowest positive

answer was observed in the dimension of staffing.
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Table (5.14) Results on patient safety culture dimensions in less than 1 year of

professional experience (n= 40)

Positive Negative
Dimensions of patient safety culture answer answer

N % N %
Teamwork within units 40 100.0 0 0.0
Organizational learning-continuous improvement 40 100.0 0 0.0
Feedback & communication about error 39 975 1 2.5
Communication openness 38 95.0 2 5.0
Events reporting frequency 37 925 3 7.5
j;ifyisor expectation & actions promoting patient 34 850 6 15.0
Overall perceptions of patient safety 35 875 5 125
Teamwork across units 35 875 5 125
Management support for patient safety 32 80.0 8 20.0
Handoffs and transitions 31 775 9 225
Non-punitive response to error 25 625 15 375
Staffing 14 350 26 650

Less than 1 year of professional experience respondents group had highest

positive answers in two dimensions, teamwork within units and organizational

learning-continuous improvement but they gave lowest positive answers in dimension

of staffing.

29



Table (5.15) Results on patient safety culture dimensions in (1-3) years of

profession experience (n=27)

Positive Negative
Dimensions of patient safety culture answer answer

N % N %
Teamwork within units 26 963 1 3.7
Organizational learning-continuous improvement 27 100.0 0 0.0
Feedback & communication about error 25 92.6 2 7.4
Communication openness 27 100.0 0 0.0
Events reporting frequency 24 88.9 3 111
j;ifyisor expectation & actions promoting patient 18 667 9 133
Overall perceptions of patient safety 23 852 4 14.8
Teamwork across units 24 88.9 3 111
Management support for patient safety 20 74.1 7 259
Handoffs and transitions 22 815 5 185
Non-punitive response to error 13 48.1 14 519
Staffing 6 222 21 778

Dimensions of patient safety culture in organizational learning-continuous

improvement and communication openness were the highest positive answers among

participants with 1-3 years of profession experience and the lowest positive answer is

staffing.
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Table (5.16) Results on patient safety culture dimensions in (3-5) years of

profession experience (n=15)

Positive Negative
Dimensions of patient safety culture answer answer

N % N %
Teamwork within units 15 100.0 0 0.0
Organizational learning-continuous improvement 14 933 1 6.7
Feedback & communication about error 13 86.7 2 133
Communication openness 11 733 4 26.7
Events reporting frequency 11 733 4 26.7
j;ifyisor expectation & actions promoting patient 7 467 2 533
Overall perceptions of patient safety 13 86.7 2 133
Teamwork across units 12 80.0 3 200
Management support for patient safety 10  66.7 5 333
Handoffs and transitions 11 733 4 26.7
Non-punitive response to error 9 60.0 6 40.0
Staffing 6 40.0 9 60.0

Participants with 3-5 years of profession experience mentioned 100% positive

in teamwork within units and most of them mentioned lowest positive answer as

staffing.
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Table (5.17) Results on patient safety culture dimensions in more than S years of

profession experience (n= 21)

Positive Negative
Dimensions of patient safety culture answer answer

N % N %
Teamwork within units 21 100.0 0 0.0
Organizational learning-continuous improvement 21 100.0 0 0.0
Feedback & communication about error 18  90.5 3 143
Communication openness 21 100.0 0 0.0
Events reporting frequency 20 952 1 4.8
j;ifyisor expectation & actions promoting patient 19 905 ) 9.5
Overall perceptions of patient safety 19 90.5 2 9.5
Teamwork across units 21 100.0 0 0.0
Management support for patient safety 16 76.2 5 238
Handoffs and transitions 17  81.0 4 19.0
Non-punitive response to error 11 524 10 47.6
Staffing 3 143 18  85.7

In the dimensions such as teamwork within units, organizational learning and

communication openness, all positive answers were obtained among the respondents

with more than 5 years of profession experience. The lowest positive answers were

observed in the dimension of staffing.
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Table (5.18) Results on patient safety culture dimensions in medical unit (n=10)

Positive Negative
Dimensions of patient safety culture answer answer
N % N %
Teamwork within units 9 90.0 1 10.0
Organizational learning-continuous improvement 10 100.0 0 0.0
Feedback & communication about error 8 80.0 2 20.0
Communication openness 9 90.0 1 10.0
Events reporting frequency 8 80.0 2 20.0
j;ifyisor expectation & actions promoting patient 7700 3300
Overall perceptions of patient safety 8 80.0 2 20.0
Teamwork across units 9 90.0 1 10.0
Management support for patient safety 4  40.0 6 60.0
Handoffs and transitions 7 70.0 3 30.0
Non-punitive response to error 4  40.0 6 60.0
Staffing 5 500 5 50.0
The  participants from  medical unit answered organizational

learning-continuous improvement dimension was the highest positive answer and

management support for patient safety and non-punitive response to error were the

lowest positive answers.

33



Table (5.19) Results on patient safety culture dimensions in surgical unit (n=9)

Positive Negative
Dimensions of patient safety culture answer answer

N % N %
Teamwork within units 9 100.0 0 0.0
Organizational learning-continuous improvement 9 100.0 0 0.0
Feedback & communication about error 9 100.0 0 0.0
Communication openness 9 100.0 0 0.0
Events reporting frequency 8 88.9 1 11.1
j;ifyisor expectation & actions promoting patient 2 889 1111
Overall perceptions of patient safety 9 100.0 0 0.0
Teamwork across units 9 100.0 0 0.0
Management support for patient safety 8 88.9 1 11.1
Handoffs and transitions 7 778 2 222
Non-punitive response to error 6 66.7 3 333
Staffing 1 11.1 8 88.9

Half of the dimensions of patient safety culture such as teamwork within units,

teamwork across units, organizational learning-continuous improvement, overall

perceptions of patient safety, feedback & communication about error and

communication openness were 100% positive answers and the lowest positive answer

was staffing dimension.
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Table (5.20) Results on patient safety culture dimensions in operation theatre

(n=10)

Positive Negative

. . . answer answer
Dimensions of patient safety culture

N % N %

Teamwork within units 10 100.0 0 0.0
Organizational learning-continuous improvement 10 100.0 0 0.0
Feedback & communication about error 9 90.0 1 10.0
Communication openness 10 100.0 0 0.0
Events reporting frequency 9 90.0 1 10.0

Supervisor expectation & actions promoting patient 9 900 1 10.0

safety

Overall perceptions of patient safety 10 100.0 0 0.0
Teamwork across units 9 90.0 1 10.0
Management support for patient safety 9 90.0 1 10.0
Handoffs and transitions 7 70.0 3 30.0
Non-punitive response to error 6 60.0 4 40.0
Staffing 2 200 8 80.0

All respondents from operation theatre mentioned teamwork within units,
organizational learning-continuous improvement, overall perceptions of patient safety
and communication openness were the highest positive answers and staffing

dimension as the lowest positive answer.

35



Table (5.21) Results on patient safety culture dimensions in ICU & Isolation unit

(n=11)

Positive Negative

. . . answer answer
Dimensions of patient safety culture

N % N %

Teamwork within units 11 100.0 0 0.0
Organizational learning-continuous improvement 10 90.9 1 9.1
Feedback & communication about error 9 818 2 182
Communication openness 11 100.0 0 0.0
Events reporting frequency 9 818 2 182

Supervisor expectation & actions promoting patient R 727 3 973

safety

Overall perceptions of patient safety 10 909 1 9.1
Teamwork across units 10 90.9 1 9.1
Management support for patient safety 8 727 3 273
Handoffs and transitions 9 818 2 182
Non-punitive response to error 8 727 3 273
Staffing 4 364 7 63.6

Patient safety culture dimensions of teamwork within units and
communication openness were the highest positive answers among ICU & Isolation

unit participants group. Staffing dimension was the lowest positive answer.
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Table (5.22) Results on patient safety culture dimensions in OPD, Emergency &

Day care unit(n=11)

Positive Negative
Dimensions of patient safety culture answer answer

N % N %
Teamwork within units 11 100.0 0 0.0
Organizational learning-continuous improvement 11 100.0 0 0.0
Feedback & communication about error 11 100.0 0 0.0
Communication openness 11 100.0 0 0.0
Events reporting frequency 11 100.0 0 0.0
Supervisor expectation & actions promoting patient 9 818 > 180
safety
Overall perceptions of patient safety 11 100.0 0 0.0
Teamwork across units 9 818 2 182
Management support for patient safety 10 909 1 9.1
Handoffs and transitions 10 90.9 1 9.1
Non-punitive response to error 8 727 3 273
Staffing 3 273 8 727

Teamwork within units, organizational learning-continuous improvement,

overall perceptions of patient safety, feedback & communication about error,

communication openness and events reporting frequency were the highest positive

answers among the participants of OPD, Emergency & Day care units. The lowest

positive answer was staffing dimension.
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Table (5.23) Results on patient safety culture dimensions in specialty units (n=45)

Positive Negative
Dimensions of patient safety culture answer answer

N % N %
Teamwork within units 45 100.0 0 0.0
Organizational learning-continuous improvement 45 100.0 0 0.0
Feedback & communication about error 42 933 3 6.7
Communication openness 41 91.1 4 8.9
Events reporting frequency 40 88.9 5 111
Supervisor expectation & actions promoting patient 30 667 15 333
safety
Overall perceptions of patient safety 36  80.0 9 20.0
Teamwork across units 40 88.9 5 111
Management support for patient safety 33 733 12 26.7
Handoffs and transitions 36 80.0 9 20.0
Non-punitive response to error 21 46.7 24 533
Staffing 12 26.7 33 733

The respondents from specialty units (ortho, neonate, haemato-onco, nutrition

& renal) answered the dimensions of patient safety culture of teamwork within units

and organizational learning-continuous improvement as highest positive answers and

staffing as least positive answer.
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Table (5.24) Results on patient safety culture dimensions in other unit (n=7)

Positive Negative

Dimensions of patient safety culture answer answer

N % N %

Teamwork within units 7 100.0 0 0.0
Organizational learning-continuous improvement 7 100.0 0 0.0
Feedback & communication about error 7 100.0 0 0.0
Communication openness 6 85.7 1 143
Events reporting frequency 7 100.0 0 0.0

Supervisor expectation & actions promoting patient 7 100.0 0 0.0

safety

Overall perceptions of patient safety 6 85.7 1 143
Teamwork across units 6 857 1 143
Management support for patient safety 6 85.7 1 143
Handoffs and transitions 5 714 2 28.6
Non-punitive response to error 5 714 2 286
Staffing 2 286 5 714

In other units (PR, Office, Blood Bank) group, there were the highest positive
answers in the dimension of teamwork within units, supervisor expectation & actions
promoting patient safety, organizational learning-continuous improvement, feedback
& communication about error and events reporting frequency. The lowest positive

answers were observed in the dimension of staffing.
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Figure (5.5) Results of overall grade on patient safety of hospital (n=102)
The overall grading given by the participants were mostly acceptable and very

good.

Figure (5.6) Number of event reported by the participants in the past 12 months
(n=103)
There was no participant who reported 11-20 events past 12 months and most

of the participants reported no events.

5.3 Relation between background characteristics and patient safety culture
dimensions

Table (5.25) Relationship between background characteristics and Patient safety

culture
Patient safety culture Chi square
Variables Positive Negative (Fisher P value
n(%) n(%) Exact)
Profession
AS 19 (95.0) 1(5.0)
Sister nurse 7 (100.0) 0 (0.0)
0.488 1.000
Staff nurse 22(95.7) 1(4.3)
T/N nurse 50 (95.1) 3(5.7)
Current hospital experience
<1 year 39 (97.5) 1(2.5)
1-3 years 26 (96.3) 1(3.7)
2.818 0.369
3-5 years 13 (86.7) 2(13.3)
>5 years 20 (95.2) 1(4.8)

Working hours per week
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<40 hours 20 (95.2) 1(4.8)

40-49 hours 35(92.1) 3(7.9)
2.018 0.551
50-59 hours 25 (100.0) 0 (0.0)
>60 hours 18 (94.7) 1(5.3)
Professional experience
<1 year 39 (97.5) 1(2.5)
1-3 years 26 (96.3) 1(3.7)
2.248 0.465
3-5 years 2(13.3) 13 (86.7)
>5 years 20 (95.2) 1(4.8)

Table (5.25) Relationship between background characteristics and Patient safety

Culture (continued)

Patient safety culture Chi square
Variables Positive Negative (Fisher P value
n(%) n(%) Exact)

Working area in each profession

Medical unit 9 (90.0) 1(10.0)
Surgical unit 9 (100.0) 0 (0.0)
OoT 9(90.0) 1(10.0)
ICU & Isolation 11(100.0) 0 (0.0) 3 405 0757
i}r’?’ Emergency, Day 11 (100.0) 0 (0.0)
Specialty unit 42 (93.3) 3 (56.7)
Others 7 (100.0) 0 (0.0)

Positive patient safety culture results were occurred sisters group in the
profession, less than lyear service in YCH, 50-59 hours of average working hours,
less than 1 year of professional experience and surgical, ICU, isolation, OPD,
Emergency, day care and other units (office, blood bank, PR). But there were no
significantly association between background characteristics and patient safety

culture.
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5.4 Qualitative findings on patient safety culture in Yangon Children Hospital

Eight IDIs were conducted for qualitative assessment on patient safety culture

among participants of Yangon Children Hospital. IDIs were performed to two

specialists AS, two AS, one sister, one staff nurse and two trained nurses according to

the qualitative guideline questions.

Table (5.26) Characteristics of respondents of in-depth interview

Current hospital

No Ranking Age Sex Education .
service
1 | SAS 33 | female | M.Med.Sc(Paed) 3year 8§ month
2 | SAS 38 | male M.Med.Sc(Paed) 3year 3month
3 | AS 25 | male M.B.,.B.S 6 month
4 | AS 27 | male M.B.,.B.S 7 month
5 | Sister 50 | female | B.N.Sc (Bridge) Oyear
6 | Staff nurse 46 | female | Nursing diploma Tyears
7 | Trained nurse 34 | female | Nursing diploma 3 years
8 | Trained nurse 24 | female | Nursing diploma 3 years

Among the respondents of in-depth interview, the youngest one was 24 years

old and the oldest one was 50years old. Maximum current hospital service was 9 years
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and minimum current hospital service was 6months.
A total of six themes were identified from in-depth interviews:

1. Staffing

2. Feedback and communications about error
3. Handoffs and transition
4. Provider safety
5. Patient safety during Transportation
6. Fall and Accidents
1.Staffing

Six out of eight participants mentioned about not enough staff from general

workers to doctors. They carry loads of burden with unclear job description.

D§JoOqEEGEIRM[PEICD  20§qGEaEI0EN:MDGG  S0§qGEaeed  Ward
BMYGE 03 IOOGEIE  P§RJoMEEIZHOCdNGQEdLq  Job description ©§3
2HVYTD 200062§0067 903 (2)(y)over0q0§anog
SOQPOSBIGINEIDEIADC0EIMO20OGAlonug S0 qEOENAS 29031 Indent
906:00031000Rd 29033 ad0oeR1 POSBAS (9)00e20yd §oroIICUNS rsP3oEEFd
Bogopedlgend: Trolleyopsjsqooodke oo’

(2$QIOPCOGEI0N:0PROEPOS| )

“General workers do everything in the ward such as cleaning, transportations
of patients, tasks ordered by the staffs, etc without specific job description for them.
There is only I to 2 workers in the ward but I think there is enough doctors. They do
also general works of the ward and help the staff in indenting medicine
transportations. There is only 1 worker at night. So we also help the patient transport

to ICU with trolley.”
(33 years old SAS)

"32800067 frontlineed C¥Q$EaIIR0PES A3dlodogi wardods3cd ASmd
GooeooyBfosug Sloncd  sfgeaues§goocoemocleoar Sloooepiep  SqgGee?
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080G 9E0M0EEI0T$Ea3 AS (J)0oed0ym OToSogEroq Wardaded (J)ooedoyd
onfgjodog 3B (9)ooedoyon  chart showoper oogschangesopeapq) oofglom
2DOS03 $6007) (2)00ed0qn CRgjeERLg)l Sloo surgical ward oglseqn sag: ward
096> 8030 meoqEed §ooogi (2)o0eI0yD CVYEEDE;  228336PO[§R07006
§oooqp”

(JR$g| COMEOEINY FOEPOF)

“Frontline persons are mainly required. There are four AS in the ward. That’s
all they can appoint. 1'd prefer more AS. Two AS are assigned at OT and two AS are
assigned in the ward at OT day. One AS from the ward do chart shows and other
changes. Another AS do all other works in surgical ward. Some obstacles also present
in other wards. Doing things by only one makes more or less missing things.”

(27 years old AS)

2. Feedback and communications about error
Nearly all participants in IDI said error were happened and reported to seniors.
One of participant expressed her feeling due to unacceptance of her remind by the

senior. Some who had done error are warned and some are taken action by the

in-charge.
‘G009 6PFO0GIENRGG| doseodl 0poom oG 0dGE GO
F3efoodgiodoq g#SagIeoe? apafgagaqarqodoq Peid

~ 00 Q
opeaEoqsddiprope 036 fooog gajggeqee? 88apid: comyepsREYy
oggpg Baopoooqn  (USG  §ogencddkichanges  ocoqBom@kji  a3apsqgjfine
00gjondl§) odOq”

(2$QIOPCOGEI0N:0PROEPOS| )

“Usually another mistake is error in calculation of dose. I experienced one

time which was found out and he or she was warned by head of the unit. Recheck
again & again make more catchment of error doing before.(example , doing changes,

USG). If errors was found out, you must pay FINE ”
(33 years old SAS )

“Error  3202:3000Gg  oncogomepdlosogi  §8onoqjieogRodngedeged
reporting (\qué]oooqlu 3990GJOOG| reportapqIOR0D0YI$EIMEP:n0de ward in-charge
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$ professor 033l IEOGIVYSGHGED QQRP:0Y SEIOIGEOPE COSRIO) GSQIOSY

OOMOGGR GO0 0N0PEIIGEI(GE  YFIQEIRFOO030GI00IZIE 00|
0ggoed ol

(LEbealavleicloollopivelaplel )

“There is scarce of error in hospital. If we had done error, we reported the

senior up to ward in-charge and professor. We warned our college and juniors not to

do same error although it was occurred last 4-5 years ago.”

(38 years old SAS)

“Haemangioma thigh e>coei General PG a$0r3 sgé]m@)cs? @:)3::?:" ofx,qoo

remind cogodoqoel oepsey| FFP (fresh frozen plasma) oncoe: body weight $a§
oPp$G0003E0ePI 06PO3MaGES Mgecdmad sagrocidoyoiogsloed mcoem
Overload ggjopzonoq) o3ugjonward SOEPECOE M SOEPOFIVESEI POV edo
o3 remind cogEdL3CRE (J)8l(2)dl Bogigecug Sloed Bpo3mn CoMEOITIM
AB0gioreqon 0m005[GEven Sl0ed MVEIM S3:EAINYGEOII EX APVODOYCOG”
(°6$q] p§ogeOePe)
“One night a case of haemangioma thigh, general post graduate student didn’t
know the correct amount of FFP(fresh frozen plasma). I reminded him this was more
enough for the child with that weight. But he ordered me to carry on the infusion and
1'd done it. I'm only a nurse and he is a doctor. I reminded him 2 to 3 times but he

didn’t accept. The child become overloaded and expired.”

(34 years old trained nurse)

3.Handoffs and transition

Most of the participants gave the handover case by case, especially ill case and
the one to do special procedure. They always use to give over by verbally and note
books also. They also used to take handover before changing ward which is a good

habit for patient safety culture.
“oogward § oogjward QedGEOpqG roaster POy esedRqEY(ge ward §
sisterodwish amcpqgdonog §essogiedoy wish cpqidlonoqi §eqg) o3ug8a)zaeo
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0060y ©Bcddward over opqolodoq day duty 20p0g SaqGeRqClodoq night
e ogogelge Slppelgesfape:oney oogpgrepqie vadlosag”
(JG$Q[OR$3¢908P0)

After releasing the duty roaster, we wish the sister of the new ward and other
seniors. Then we takes ward duty over for the morning shift and for night shift later.”

(24 years old trained nurse)

“ward 3209:359e0GieD handoversased ward § culture Soglsey)l procedure
900p6aRgeS Sldhandover  cpgomepidlodog  handover oo Duty Rosterods
apIo? OGjrodpclodog eeoeexcprREadgqaq griede> cgupd Sadlgdaoooq
9Rqq] Jogaqpeds Roster eapoyjooeiopin oqopaija§Foreaenaddoog”

(4298 COT3IEOGO0Y S0EPOg)

“During the period of ward change, mostly we take handover such as ward
culture and procedure. Handover taken was depend on the release of duty roaster. If
the order release early, we get more times to take handover. Today is 28 and had not

released yet. Too late make us less convenience.”

(27 years old AS)

4. Provider safety

Most of the participants described the provider safety and followed the
protocol and procedure of their hospital. Only few mentioned they didn’t follow the

safety procedure during life-saving times.

‘0003 investigation cpqodGRuoqedaq) Gpogooey safe gqEREdGR
:qged: Glove oojdlooug cpsnon BCR(hepatitis B, hepatitis C, Retro test)
omogped8Gooe; oyfgec; Glove 3agooydlodogi  cpsnodgds  investigation
2207510982 G) handwashing soeeprpqdlosog)”

(2659 9p§OgOP0)

“Before doing investigations we wear glove for personal protection. We can’t

guess who have infection so we always wear glove. After doing investigations, we do

handwashing properly.”
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(34years old trained urse)
“906pe0pG safetysaopoqon day duty Sggieq) night duty Sggeg) Cp§706IG0d
ongjoooqjeoniomodh onoydqos] rpgaeiod paoPoysh SacpqEowicd cpse o)
$06pOp 26003 R0 000"
(9089 9p#3090P0Gt)

“For the safety of nurses whatever day or night duty, we limited patient
attendants and locked the area where there is no patient at night.”

(50 years old sister)

“Urgent 0peadqqg ©adigqons S96G06] $26@0a)00geoqoae 83qg| Suction
PQe0quesdqg COnE3o3EooyegRRH mask GPEODYEETRI COYPGSGIGIODE?
o onxdlonugjizageagionoyl

20003 p3zeSgedonslondgendgdonog glovesooy B LG
(6E5[320003005:$37)

During urgent & emergency condition, we had not worn gloves and mask
mostly. We tried to wear these things but we usually do with bare hands at the time of
life saving.”

(46 years old staff nurse)

5. Patient safety during Transportation

Two of eight participant describe Patient safety during Transportation.

“Transportation 3Gropeogh 8seeo0yen0  dlogrueom:ygsndi LgIERSD
eI B60e§oed  disable @QISGO; PCVGLONESPPOY  BPOGIEYEI:
o08loosl o phest tube 0B:0ped sogEaIOzO00gIchest tube Fopsnadon oooy’geg
mobilize ©ggO 3mEIGESd:dI F3cdsogEcibottlean 0 gEd0y) Slopsnzacoy
safety oge) opm spdodepogfooq ©

(J2$8) COORYCOEI0Y SOPOg)

“In transportation, the problem is elevator. It’s not serious for patient but for
the disable. Sometimes they went down with chest tubes which is bottle up and it’s
dangerous and not safety for patient.”

(27 years old AS)

“ICUms6 000099 g3 transportationopeenomenyedeq
Emergency boxcﬁoaqqeomu box c0w>cd Bag &Mask (ﬂqeuﬂunﬁoeﬁsao?cq (ﬂqeuﬂu
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oopog  weshy oqf:  opopiquOquaRd  sgmadg  ggsed  %pigoPqy
QHEHSRAACo

(20$qI02006:3209:0780PO)

“During transportation eg ICU MO(medical officer) must bring the emergency

box. It must contain bag & mask. Before going transportation, must check thoroughly

and we always fill up after use.”

(38 years old SAS)

6.Fall and Accidents
One of the participant mentioned about fall and accident of patients which is

one of the international patient safety goals.

“prednisolone 206207$660I0PMN G’D%:O?G @O$E:;neoqj MCOGI0PE QGO
09220000 30C3YQEDSEEOLIOOFIAP(GPE CITILOEROVLYI TOGITIICVE: 0PGED
wfroofgeeg saepieoion safpothpr cgedoqoay oqfgleoen Sao0oqRq
sogpeopeadagd sa853GEsacd0y 0VE:0pE ABYYBNEPEYEREDG| CYGLEIOI”

(9089 9p#300P0Gt)

“We care the patient who took the drug prednisolone so we tell not to run to
prevent fall and not to get fracture. Some are so playful and we mostly afraid of
getting fracture. So we, duty nurses always care the patient as much as we can.”

(50 years old sister)

Table (5.27) Summary of themes for patient safety culture

Themes Subthemes
1.Staffing Not enough staff No job description
Overloaded work
2.Feedback and communication  Reporting of errors Accept and take action
about error Accept and find out ways
not to do again same error
Not accept the
suggestions of others
Feedback Received
Not received
3.Handoffs and transitions Handover after duty Verbally
period Written with note book
Handover when Case by case
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changing wards/units

4.Provider safety During procedure Follow the
guideline/procedure
Working environment ~ Safety of providers
5.Patient safety during Transportation within ~ Available of trolley,
transportation hospital wheel chair, lift
Transfer to other Available of emergency
hospital care, drugs
6.Fall and accident Awarenessof fall and ~ Admin also clinical
accidents in the personal
hospital
CHAPTER (6)
DISCUSSION

6.1 Background characteristics

In this study, 103 participants of health staffs from Yangon Children Hospital
were responded to patient safety culture self-administered questionnaire. About half of
assistant surgeons and trained nurses had current hospital experiences between 6
months and one year. Sisters and staff nurses had current hospital experiences more
than 5 years. Assistant surgeon and trained nurses were less experience among
participants because AS were shifted mostly two to three years after posting in tertiary
hospital. Similar finding that AS had less than lyear current hospital experiences
found in a study conducted by Cho-Cho-Lwin (2017) but nurses had more than 5 years
hospital experiences. Another study done at Saudi Arabia to health professionals
including nurses, lab technician, manager and medical staff showed 1-5 years of
common current hospital experiences (Alahmadi, 2010).

Among the respondents, most of assistant surgeon worked 50-59 hours per
week, sisters worked less than 40 hours per week but most of the participants worked
40-49 hours per week as an average in the study. The respondents worked
(33.6h/week) or more was found in a survey study which is done at emergency

department in Switzerland (Ricklin, Hess and Hautz, 2019).
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All of the respondent staff nurses had more than 5 years in professional
experience and most of the sisters also. More than half of assistant surgeons and
trained nurses had less than 1 year in professional experience. Different finding found
in a study done at turkey to 265 nurses. Their result showed participants among nurses

had 1-5 years of professional experience (Ege, 2019).

6.2 Results of patient safety culture in all respondents

According to the Agency of Health Research and Quality (AHRQ), any
composite that achieves 75% and above can be considered as an area of strength, that
have average positive responses between 50% and 75% as area for potential
improvement and that have average positive response below 50% as area of weakness
in the safety culture.

Ten dimensions of patient safety culture results of all respondents in YCH
were in area of strength. They were teamwork within unit, supervisor expectation &
actions promoting patient safety, organizational learning-continuous improvement,
management support for patient safety, overall perceptions of patient safety, feedback
& communication about error, communication openness, events reporting frequency,
teamwork across units and handoffs and transitions. Remaining two were staffing and
non-punitive response to error. The findings which is the lowest positive responses,
staffing and non-punitive response to error were found as similar to a study conducted
in 13 general hospitals at Saudi Arabia (Alahmadi, 2010).

In the study, teamwork within unit and organizational learning-continuous
improvement were nearly 100% positive responses. This reveal staffs are supporting
each other and working together as a team and mistakes lead to positive changes to
build strong patient safety culture. Similar finding that teamwork within unit and
organizational learning-continuous improvement were highest positive responses was
found in the study of Saudi Arabia (Alahmadi, 2017; Liu et al., 2014; Ricklin, Hess
and Hautz, 2019). In in-depth interview, almost respondents did not mention too much
about teamwork although teamwork within units were highly positive response in
quantitative questionnaire.

The two dimensions; communication openness and feedback and
communications about error were second high positive responses of participant in the
study. In current study, most of the respondents in in-depth interview said majority felt

free to question to seniors if they had doubt and most of the seniors replied
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respectfully. Feedback and communication about error in a Jordan study showed
second most highest positive responses but lower than current study (Suliman et al.,
2017).

In the study, overall perceptions of patient safety, events reporting frequency
and teamwork across units were also in the area of strength. These dimensions indicate
hospital units are well cooperated each other and obeyed and followed their respective
protocol of each unit. Good perception of patient safety may be the results of training
program in CME, CNE about patient safety which is the most popular nowadays in
Myanmar. Similar findings of overall perceptions of patient safety and teamwork
across units were found in the study conducted in West Yangon General Hospital but
events reporting frequency was lesser than current study which was different
(Cho-Cho-Lwin, 2017). In in-depth interview, one of the respondent said they did not
do personal protection while life-saving periods. It pointed out to check the practice of
health workers although perception was good.

On the margin of area of strength and area for potential improvement, there
were three dimensions. These were supervisor expectation & actions promoting
patient safety, management support for patient safety and handoff and transitions. To
improve this area, supervisors should praise the staffs who follow the safety protocols
and should also take into account their suggestions. Another way to improve was
providing a work climate which showed patient safety was the top priority. Handoffs
should be effective because gaps of handover lead to tons of problems. These findings,
supervisor expectation & actions promoting patient safety, management support for
patient safety were found similar to a study of tertiary hospital in Sri Lanka
(Amarapathy et al., 2013). In in-depth interview, all of the respondents expressed their
handover process accurately during day and night duty change and ward change.

The dimension non-punitive response to error was the second lowest positive
response and staffing was the lowest. There was controversial because management
support for patient safety and supervisor expectations dimensions had high score but
low positive response in non-punitive response in error. There may be blaming culture
and take action for error upon the staff. There was no doubt that staffing was
becoming the lowest positive response because considerable shortage of staffs and no
enough staff to handle the workload and increasing demand of consumers during this

decade. This was consistent to the studies done in Saudi Arabia and Sri Lanka
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(Alahmadi, 2017; Amarapathy et al., 2013). In in-depth interview, all of the
respondents mentioned no enough staff to give quality care and safer care which is
consistent to quantitative results. Nearly all participants answered that there was error
which may or may not be harmful to the patients but some added that there was taking
action which may be warning letter or may be the money ‘fine’. This may lead to
reduce reporting which become less awareness for positive effects of reported errors.
In a study of UK, participants accept reporting was important for organizational
learning but remain problematic due to existing barriers and cause less delivering of
actionable learning (Sujan, 2015).

In the study, common overall grade on patient safety of hospital was
acceptable and very good. Only small percentage was accounted for poor and
excellent on patient safety grade. No one thought as failing. Grading finding was
consistent to a study conducted in Japan and Taiwan. More than half of the
participants reported no adverse event in the past 12 months. Among participants,
nearly one third of respondents reported 1-2 events and 3-5 events. Healthcare
workers of the Asian countries were more likely to avoid the reporting of adverse
events because they did not want to lose face. This finding was same in a study, but
Japanese health workers were reported more than Taiwanese though they were being
Asian countries (Fujita et al., 2013).

6.3 Results on patient safety culture according to profession, current hospital
experiences, working hours per week and working units

Less positive culture was found in staffing and non-punitive response to error
in all professionals. Among the participants, sisters responded positive in eight
dimensions with full strength 100% but they strongly responded negative in staffing.
Public hospitals are now facing with shortage of general workers, less retention of
health workers, both doctors and nurses. So they worked with the strength they had in
order to overcome the obstacles such as increasing workload and increasing demands
from patients. Teamwork within unit, organizational learning-continuous
improvement and overall perception of patient safety were the highest positive
response mentioned by AS and trained nurses and these are the main core dimension
for the patient safety culture. The perception on patient safety culture by AS and
nurses were positive in nature though their experiences were less than 1 year and this

may be a step to climb the ladder of patient safety.
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In the study, one different thing is the result of communication openness by the
participants of 1-3years hospital experience was 100% positive response. According to
the operational definition, communication openness means staff can speak freely if
they see something that make worse to the patient and can ask without hesitation.
Although they had less experience, their perception was very high positive. This
indicates the shift of blame culture to an objective response to error in newer
generations. Building trust among healthcare workers, providers and consumers is
needed to achieve patient safety and foster the outcome which are learnt from errors
(Liu et al., 2014).

Fewer working hours (less than and equal to 40 hours per week) had the more
positive responses in teamwork within unit, organizational learning-continuous
improvement, feedback & communication about error, communication openness and
teamwork across units. A study conducted in China found out that those who worked
more than 60 hours a week had poor response fewer than those working less than 60
hours (Liu et al., 2014). Participants with fewer working hours replied more positive
in both study although cut off point was not the same.

Similar to other findings, the highest positive responses were teamwork within
unit and organizational learning-continuous improvement for nearly all groups of
professional experiences. According to working area, the respondents working in
surgical unit, OPD, Emergency and Day care units responded in 6 dimensions as
highest positive responses (100%) and another 4 dimensions were more than 75%.
The respondents working in medical unit responded less positive to the dimensions of
management support for patient safety and non-punitive response to error. These may
be due to the needs of providing a work climate that promote patient safety is a top
priority. Another need was to encourage the staff for openness of communications and
start to shift blame culture toward the system that allow error and from which change
to more safety culture (Ahmad Al-Nawafleh, 2016).

6.4 Relation between background characteristics and patient safety culture

No significant association between background characteristics and patient

safety culture, and background characteristics with patient safety grading.
6.5 Strength and Limitation of the study
The strength of this study in qualitative approach is that qualitative questions

were asked till the data became saturated. Likewise, for quantitative findings, the
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questionnaire used in this study was developed by the Agency for healthcare research
and quality (AHRQ) which is widely used internationally.

On the other hand, there are some limitations in this study. It was only
cross-sectional study so the results were snapshot of perception and could not find out
causal relation. It was conducted in one tertiary specialist hospital so it may need to
expand and increase sample size. The study described the perceived behavior of the
participants only and had not contained checking the records of patient safety such as

reporting of adverse events, changes after the lesson learn from error.

CHAPTER (7)
CONCLUSIONS

Modern healthcare systems are mainly concern with improving patient safety
culture. To establish the patient safety culture, the first step to do is assessing the
current situation. So the study was carried out in YCH by using standard tools and
questionnaires designed by AHRQ which is widely used around the world. By doing
so, strengths and weaknesses of the hospital can be recognized and can manage to
improve patient safety culture.

According to the results, total positive responses were (80.4%) and total
negative responses were (19.6%). Areas of strength were teamwork within unit,
organizational learning-continuous improvement, communication openness and
feedback and communications about error, supervisor expectation and actions
promoting patient safety, management support for patient safety, overall perception of
patient safety, events reporting frequency, teamwork across unit, handoffs and
transitions. Non-punitive response to error was in the area of potential improvement
and staffing stand in the area of weakness. Positive responses of doctors were (81.2%)
and that of sisters were (86.9%). Positive responses of staff nurses were (84.6%) and

that of trained nurses were (79.6%). The patient safety grading mostly showed
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acceptable and very good. Majority (66%) of the participants had reported no event in

the past 12 months. Although communication openness was highly positive response,

event reporting was low that may be due to presence of blame culture and obstacles.

In in-depth interviews, the participants answered no enough staff, over

workload, feedback and communication error. They did not emphasize about

teamwork within or across units although these dimensions were high positive

response.

Overall patient safety cultures of YCH were not totally positive in patient

safety culture and to maintain and promote the positive culture, dimension in the area

of weakness and in the area of potential improvement should be supported.

CHAPTER (8)
RECOMMENDATIONS

To improve patient safety culture, the following recommendations were drawn

based on the findings of the study.

1.

Emphasizing the patient safety and developing patient safety culture by all
employees, patients and their families.

Continuing education or training program should be available for improving
patient safety and healthcare organization.

To improve skills and competencies of health workforce, patient safety
curriculum guide for both medical and nursing students should be developed.
Encourage and support non-punitive culture and shifting the blame culture to
open environment where blame is seen as impediment to improve patient
safety.

Staffing dimension is in the area of weakness for patient safety culture and so
responsible authorities should do proper recruitment.

Further study is needed on patient safety culture in other hospitals both

specialty and general.
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ANNEXES

ANNEX (1) Operational Definition of Variables

Measurement
No Variable Operational definition
scale
The product of individual and group
' beliefs, values, attitudes, perceptions,
Patient safety ‘ ‘ _
1 competencies and pattern of behavior Nominal
culture _ o
that determine the organization’s
commitment to quality and patient safety
Staff freely speak up if they see
Communication something that may negatively affect a
2 ‘ ‘ Nominal
Openness patient and feel free to question those
with more authority
Staff are informed about errors that
Feedback and ‘
happen, are given feedback about
3 | Communication ‘ ‘ Nominal
changes implemented, and discuss ways
About Error
to prevent errors.
Mistakes of the following types are
reported:
(1) mistakes caught and corrected before
Frequency of affecting the patient,
4 ) ) ) Nominal
Events Reported (2) mistakes with no potential to harm
the patient, and
(3) mistakes that could harm the patient
but do not.
Important patient care information is
Handoffs and ) i
5 transferred across hospital units and Nominal
Transitions

during shift changes.
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Measurement

No Variable Operational definition
scale
Hospital management provides a work
Management Support | climate that promotes patient safety and _
6 ' ' ' Nominal
for Patient Safety shows that patient safety is a top
priority.
Staff feel that their mistakes and event
Non punitive reports are not held against them and _
7 _ ' ' Nominal
Response to Error that mistakes are not kept in their
personnel file.
Organizational Mistakes have led to positive changes
8 | Learning-Continuous | and changes are evaluated for Nominal
Improvement effectiveness.
. Procedures and systems are good at
Overall Perceptions ' ' _
9 ' preventing errors and there is a lack of Nominal
of Patient Safety '
patient safety problems.
There are enough staff to handle the
workload and work hours are _
10 Staffing ' . Nominal
appropriate to provide the best care for
patients
_ Supervisors/managers consider staff
Supervisor/Manager _ _ _ _
] suggestions for improving patient
Expectations and ' ' ' _
11 ‘ ‘ safety, praise staff for following patient Nominal
Actions Promoting
' safety procedures, and do not overlook
Patient Safety '
patient safety problems.
Hospital units cooperate and coordinate
Teamwork Across ' . _
12 ‘ with one another to provide the best Nominal
Units '
care for patients.
o Staff support each other, treat each
Teamwork Within ' _
13 other with respect, and work together as Nominal
Units

a team.
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ANNEX (2) Informed consent (Myanmar and English)
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Informed consent form
Institutional Review Board
University of Public Health, Yangon
Name of Investigator — Dr Thanda

Title of research - “Patient safety culture in Yangon Children Hospital, 2019”

Part (A) Informed consent form for self-administered questionnaires
1. Introduction

I am Dr Thanda, a doctor and a candidate of Master of Hospital Administration
attending at University of Public Health, Yangon. I am doing research on “Patient
safety culture in Yangon Children Hospital, 2019”
2. Purpose of the research

This study is to assess “Patient safety culture in Yangon Children Hospital,
2019”.
3. Type of Research Intervention

This research will involve your participation in self-administered

questionnaires about thirty minutes.
4. Participant Selection

Youare being invited to take part in this research because we feel that you will
interest in “Patient safety culture in Yangon Children Hospital”.
5. Voluntary Participation

Your participation in this research is entirely voluntary. It is your choice
whether participate or not.
6. Procedure

I would like to invite you to take part in this research project. If you accept,
you have to answer in self-administered questionnaires about thirty minutes. The
questionnaires will include information about your background information and
patient safety culture in your hospital. You do not have to answer any question or take

part in the discussion if you feel the issue(s) are too personal or if talking about them
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makes you uncomfortable.
7. Benefits

Participation in this study will not benefit the participant directly but your
participation is likely to help us find out more about how to solve the problem of
patient safety in our health care organization.
8. Confidentiality

I will not be sharing information about your participation in this study to
anyone outside. The information that I collect from this research project will be kept
private.
9. Sharing the Results

The knowledge that I get from research will be only to the persons who have
the responsibility for this study. I will then publish the results to be read only by the
interested people.
10. Who to contact

If there are any queries before, during and after the study you can directly
contact the investigator Dr Thanda, Phone — 095196884 or via email thanda.td77@
gmail.com. This proposal had been reviewed and approved by the Institutional
Review Board, University of Public Health, Yangon which is a committee whose task
is to make sure that research participants are protected from harm. If you wish to find
out more about the committee, contact the secretary of the committee at University of
Public Health, Yangon, No. 246, Myo-ma Kyaung Street, Latha Township, Yangon,
11311. Office phone +95 1395213, +95 1395214 extension: 23/25.
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Part (B) Consent form

I have been invited to participate in research about “Patient safety culture in
Yangon Children Hospital”. I know that I will have to answer the self-administered
questionnaires which will take about thirty minutes. I am aware that there may be no
benefit to me personally. I have read the foregoing information, or it has been read to
me. | have had the opportunity to ask questions about it and any questions I have been

asked to my satisfaction. I consent voluntarily to be a participant in this study.

Name of participant

Signature of participant

Date
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Part (C) Informed consent form for in-depth interview
1. Introduction

I am Dr Thanda, a doctor and a candidate of Master of Hospital Administration
attending at University of Public Health, Yangon. I am doing research on “Patient
safety culture in Yangon Children Hospital, 2019”
2. Purpose of the research

This study is to assess “Patient safety culture in Yangon Children Hospital,
2019”.
3. Type of Research Intervention

This research will involve your participation for in-depth interview about
fifteen minutes.
4. Participant Selection

Youare being invited to take part in this research because we feel that you will
interest in “Patient safety culture in Yangon Children Hospital”.
5. Voluntary Participation

Your participation in this research is entirely voluntary. It is your choice
whether participate or not.
6. Procedure

I would like to invite you to take part in this research project. If you accept,
you have to answer for in depth interview about fifteen minutes. It will be taken at a
place which is comfortable for you. The questionnaires will include patient safety
culture. You do not have to answer any question or take part in the discussion if you
feel the issue(s) are too personal or if talking about them makes you uncomfortable.
7. Benefits

Participation in this study will not benefit the participant directly but your
participation is likely to help us find out more about how to solve the problem of
patient safety in our health care organization.
8. Confidentiality

I will not be sharing information about your participation in this study to
anyone outside. The information that I collect from this research project will be kept

private.
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9. Sharing the Results

The knowledge that I get from research will be only to the persons who have
the responsibility for this study. I will then publish the results to be read only by the
interested people.
10. Who to contact

If there are any queries before, during and after the study you can directly
contact the investigator Dr Thanda, Phone — 095196884 or via email thanda.td77@
gmail.com. This proposal had been reviewed and approved by the Institutional
Review Board, University of Public Health, Yangon which is a committee whose task
is to make sure that research participants are protected from harm. If you wish to find
out more about the committee, contact the secretary of the committee at University of
Public Health, Yangon, No. 246, Myo-ma Kyaung Street, Latha Township, Yangon,
11311. Office phone +95 1395213, +95 1395214 extension: 23/25.
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ANNEX (3) Data Collection Form (Myanmar and English)
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Questionnaire for Patient Safety Culture in Yangon Children Hospital
Patient Safety is the prevention of errors and adverse effects to patients associated
with health care.

No Harm: A failure has taken place, but this did not have any impact on the
patient.

Part-A Background Information

1. Age years

2. Gender Male
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Female
How long have you worked in this hospital?

(months/years completed)

How many hours per week do you work in the current ward/department?

(hours)

How long have you worked in your current profession?

(months/years completed)

What is your current profession?

What is your primary work area or unit in this hospital?

In your staff position, do you typically have direct interaction or contact with
patients?

Yes

No
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Part-B Patient Safety Culture Dimensions and Items

Teamwork Within Units

Strongly
Agree

Agree

Neither

Disagree

Strongly
Disagree

(1

People support one another in

this unit.

2

When a lot of work needs to be
done quickly, we work together

as a team to get the work done.

3)

In this unit, people treat each

other with respect.

4

When one area in this unit gets

really busy, others help out.

Supervisor/Manager
Expectations & Actions
Promoting

Patient Safety

Strongly
Agree

Agree

Neither

Disagree

Strongly
Disagree

(1

My supervisor/manager says a
good word when he/she sees a
job  done according to
established  patient  safety

procedures.

2

My supervisor/manager
seriously considers staff
suggestions  for  improving

patient safety.

3)

Whenever pressure builds up,

my supervisor/manager wants
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us to work faster, even if it

means taking shortcuts.

“4)

My supervisor/manager
overlooks patient safety
problems that happen over and

OVer.
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Organizational
Learning-Continuous
Improvement

Strongly
Agree

Agree

Neither

Disagree

Strongly
Disagree

(1

We are actively doing things

to improve patient safety.

2

Mistakes have led to positive

changes.

3)

After we make changes to
improve patient safety, we

evaluate their effectiveness.

Management Support
for Patient Safety

Strongly
Agree

Agree

Neither

Disagree

Strongly
Disagree

(1

Hospital management
provides a work climate that

promotes patient safety.

2

The actions of hospital
manage-ment show that

patient safety is a top priority.

3)

Hospital management seems
interested in patient safety
only after an adverse event

happens.

Overall Perceptions of
Patient Safety

Strongly
Agree

Agree

Neither

Disagree

Strongly
Disagree

(1

Patient safety is never
sacrificed to get more work

done.

2

Our procedures and systems
are good at preventing errors

from happening.

3)

It is just by chance that more
serious mistakes don't happen

around here.

4

We have patient safety

problems in this unit.
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Feedback & Communication
About Error

Always

Most of
the time

sometime

Rarely

Never

(1

We are given feedback about
changes put into place based on

event reports.

2

We inform about errors that

happen in this unit.

3)

In this unit, we discuss ways to
prevent errors from happening

again.

Communication Openness

Always

Most of
the time

sometime

Rarely

Never

(1

Staff will freely speak up if
they see something that may

negatively affect patient care.

2

Staff feel free to question the
decisions or actions of those

with more authority.

3)

Staff are afraid to ask questions
when something does not seem

right.

Frequency of events Reported

Always

Most of
the time

sometime

Rarely

Never

(1

When a mistake is made, but is
caught and corrected before
affecting the patient, how often

is this reported?

2

When a mistake is made, but
has no potential to harm the
patient, how often is this

reported?

3)

When a mistake is made that
could harm the patient, but
does not, how often is this

reported?
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Teamwork Across Units

Strongly
Agree

Agree

Neither

Disagree

Strongly
Disagree

(1

There is good
cooperation among
hospital units that need to
work together.

2

Hospital units work well
together to provide the
best care for patients.

3)

Hospital units do not
coordinate well with each
other.

“4)

It is often unpleasant to
work with staff from
other hospital units.

10

Staffing

Strongly
Agree

Agree

Neither

Disagree

Strongly
Disagree

(1

We have enough staff to
handle the workload.

2

Staff in this unit work
longer hours than is best
for patient care.

3)

We use more agency/
temporary staff than is
best for patient care.

4

We work in “Crisis
mode” trying to do too
much, too quickly.

11

Handoffs & Transitions

Strongly
Agree

Agree

Neither

Disagree

Strongly
Disagree

(1

Things “is fall between
the cracks” when
transferring patients from
one unit to another.

2

Important patient care
information is often lost
during shift changes.

3)

Problems often occur in
the exchange of
information across
hospital units.

4

Shift changes are
problematic for patients
in this hospital.

12

Non-punitive Response

to Errors

Strongly
Agree

Agree

Neither

Disagree

Strongly
Disagree
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(1

Staff feel like their
mistakes are held against
them.

2

When an event is
reported, it feels like the
person is being written

up, not the problem.

3)

Staff worry that mistakes
they make are kept in

their personnel file.

13

Patient safety grade

Failing

Poor

Accept-able

Very
good

Excell-ent

Please give your work
area/unit in this hospital
on overall grade on

patient safety.

14

Number of event

reported

No event

1-2

event

3-5 event

6-10

event

11-20

event

In the past 12 months,
how many event reports
have you filled out and

submitted?
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Interview guidelines for In-depth interview

Age (completed age in year)
Sex -
Designation -
Education -
Government service -

Service in current hospital

1) For promoting Patient Safety Culture, what tasks are being done in your
hospital?

2) Ifyou have experience concerned with Patient Safety Culture, please describe.

3) During implementation of Patient Safety Culture, which challenges do the
hospital face?
Please mention strength & weakness in implementation of Patient Safety
Culture.

4) Toimprove Patient Safety Culture, if you have any suggestion or opinion?

ANNEX (4) SCORING SYSTEM

‘ 1 ‘ Teamwork Within Units ‘ Strongly ‘ Agree ‘ Neither ‘ Disagree | Strongly
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Agree

Disagree

(1

People support one another in

this unit.

2

When a lot of work needs to be
done quickly, we work together

as a team to get the work done.

3)

In this unit, people treat each

other with respect.

4

When one area in this unit gets

really busy, others help out.

Supervisor/Manager
Expectations & Actions

Promoting Patient Safety

Strongly
Agree

Agree

Neither

Disagree

Strongly
Disagree

(1

My supervisor/manager says a
good word when he/she sees a
job  done according to
established  patient  safety

procedures.

2

My supervisor/manager
seriously considers staff
suggestions  for  improving

patient safety.

3)

Whenever pressure builds up,
my supervisor/manager wants
us to work faster, even if it

means taking shortcuts.

4

My supervisor/manager
overlooks patient safety
problems that happen over and

OVer.
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Organizational
Learning-Continuous
Improvement

(1

We are actively doing things to
improve patient safety.

2

Mistakes have led to positive
changes.

3)

After we make changes to
improve patient safety, we
evaluate their effectiveness.

Management Support for
Patient Safety

(1

Hospital management provides a
work climate that promotes
patient safety.

2

The actions of  hospital
management show that patient
safety is a top priority.

3)

Hospital ~management seems
interested in patient safety only
after an adverse event happens.

Overall Perceptions of Patient
Safety

(1

Patient safety is never sacrificed
to get more work done.

2

Our procedures and systems are
good at preventing errors from
happening.

3)

It is just by chance that more
serious mistakes don't happen
around here.

4

We have patient safety problems
in this unit.

Feedback & Communication
About Error

Always

Most
of
the

time

Some-ti
me

Rarely

Never

(1)

We are given feedback about
changes put into place based on
event reports.

2

We inform about errors that

happen in this unit.

3)

In this unit, we discuss ways to
prevent errors from happening
again
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Most

7 Communication Openness Always of | Some-ti Rarely Never
the me
time
(D) | Staff will freely speak up if they
see something that may 1 2 3 4 5
negatively affect patient care.
(2) | Staff feel free to question the
decisions or actions of those with 1 2 3 4 5
more authority.
(3) | Staff are afraid to ask questions
when something does not seem 5 4 3 2 1
right.
Most
8 Frequency of events Reported Always of | Some-ti Rarely Never
the me
time
(1) | When a mistake is made, but is
caught and corrected before
affecting the patient, how often is 1 2 3 4 5
this reported?
(2) | When a mistake is made, but has
no potential to harm the patient, | P 3 4 5
how often is this reported?
(3) | When a mistake is made that
could harm the patient, but does 1 2 3 4 5
not, how often is this reported?
9 | Teamwork Across Units Strongl Agree | Neither | Disagree St.rongly
y Agree Disagree
(1) | There is good cooperation among
hospital units that need to work 1 2 3 4 5
together.
(2) | Hospital units work well together
to provide the best care for 1 2 3 4 5
patients.
(3) | Hospital units do not coordinate s 4 3 ) 1
well with each other.
(4) | 1t is often unpleasant to work with s 4 3 ) 1
staff from other hospital units.
Strongl . . Strongly
10 | Staffing v Agree Agree| Neither | Disagree Disagree
(1) | We have enough staff to handle 1 ) 3 4 s
the workload.
2) Staff in this unit work longer 5 4 3 ) 1
hours than is best for patient care.
() | We use more agency/ temporary 5 4 3 2 1
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staff than is best for patient care.

“4)

We work in “Crisis mode” trying
to do too much, too quickly.
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11 | Handoffs & Transitions Strongl Agree | Neither | Disagree St.rongly
y Agree Disagree
(1) | Things “is fall between the
cracks” when transferring patients
. 5 4 3 2 1
from one unit to another.
2) .
Important patient care 5 4 3 > 1
information is often lost during
shift changes.
(3) | Problems often occur in the
ﬁxch'fmge Qf information across 5 4 3 ) |
ospital units.
Shift changes are problematic
(4) | for patients in this hospital. 5 4 3 2 1
12 Non-punitive Response to Strongl Agree | Neither | Disagree St.rongly
Errors y Agree Disagree
(1 . o
Staff feel like their mistakes are 5 4 3 ) 1
held against them.
2)
When an event is reported, it feels
like the person is being written 5 4 3 2 1
up, not the problem.
(3) | Staff worry that mistakes they
make are kept in their personnel 5 4 3 2 1
file.
. - Accept- Very Excellen
13 | Patient safety grade Failing | Poor able g00d ¢
Please give your work area/unit in
this hospital on overall grade on
patient safety.
14 | Number of event reported No 1-2 3-5 6-10 11-20
event | event | event event event

In the past 12 months, how many
event reports have you filled out
and submitted?
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ANNEX (5) Gantt Chart

Month August September | October | November | December
Week 213 1(2(34 2|3 1 |[2/3/4|/1(2|3|4
Protocol
preparation

Protocol defend

Pilot study —
Preparation for data

collection

Data collection

Data entry and

analysis

Preparation for

Grand Presentation

Thesis preparation

Submission

of Thesis (Draft)

Thesis defend

Correction and
Submission

of thesis
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ANNEX (6) Results of Patient Safety Culture

Positive Negative
> Patient Safety Culture answer answer
Ne N % N %

(1) Teamwork within units
1 People support one another in this unit. 103 (100.0) 0 (0.0
2  When a lot of work needs to be done quickly, we 103 (100.0) 0 (0.0
work together as a team to get the work done.
3 In this unit, people treat each other with respect. 101 (98.1) 2 (1.9)
4  When one area in this unit gets really busy, others 64  (62.1) 39 (37.9)
help out.
(2) Supervisor/Manager Expectations & Actions
Promoting Patient Safety
1 My supervisor/manager says a good word when 65  (63.1) 38 (36.9)
he/she sees a job done according to established
patient safety procedures.
2 My supervisor/manager seriously considers staff 84  (81.6) 19 (18.4)
suggestions for improving patient safety.
3 Whenever pressure builds up, my 60  (58.3) 43  (41.7)
supervisor/manager wants us to work faster, even if
it means taking shortcuts.
4 My supervisor/manager overlooks patient safety 76 (73.8) 27  (26.2)
problems that happen over and over.
(3) Organizational Learning-Continuous Improvement
1 Weare actively doing things to improve patient 100  (100.0) 0 (0.0
safety.
2 Mistakes have led to positive changes. 97  (94.2) 6 (5.8
3 After we make changes to improve patient safety, 9 (87.4) 13 (12.6)
we evaluate their effectiveness.
(4) Management Support for Patient Safety
1 Hospital management provides a work climate that 71  (68.9) 32 (31.1)

promotes patient safety.
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Positive Negative
> Patient Safety Culture answer answer
Ne N % N %

2 The actions of hospital management show that 77 (74.8) 26 (25.2)
patient safety is a top priority.
3 Hospital management seems interested in patient 49 (47.6) 54 (52.4)
safety only after an adverse event happens.
(5) Overall Perceptions of Patient Safety
1 Patient safety is never sacrificed to get more work 79 (76.7) 24 (23.3)
done.
2 Our procedures and systems are good at preventing 85 (82.5) 18 (17.6)
errors from happening.
3 Itis just by chance that more serious mistakes don't 85 (82.5) 18 (17.6)
happen around here.
4 Wehave patient safety problems in this unit. 67 (65.0) 36 (35.0)
(6) Feedback & Communication About Error
1 Weare given feedback about changes put into place 70 (68.0) 33 (32.0)
based on event reports.
2 Weinform about errors that happen in this unit. 96 (93.2) 7 (6.8)
3 In this unit, we discuss ways to prevent errors from 87 (84.5) 16 (15.5)
happening again
(7 Communication Openness
1 Staff will freely speak up if they see something that 99 (96.1) 4 (3.9
may negatively affect patient care.
2 Staff feel free to question the decisions or actions of 88 (85.4) 15 (14.6)
those with more authority.
3 Staff are afraid to ask questions when something 52 (50.5) 51 (49.5)
does not seem right.
(8) Frequency of events Reported
1 When a mistake is made, but is caught and 82 (79.6) 21 (20.4)

corrected before affecting the patient, how often is

this reported?
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Positive Negative
> Patient Safety Culture answer answer
Ne N % N %

2 When a mistake is made, but has no potential to 48  (46.6) 55 (53.4)
harm the patient, how often is this reported?
3 When a mistake is made that could harm the 94  (91.3) 9 (8.7
patient, but does not, how often is this reported?
) Teamwork Across Units
1 There is good cooperation among hospital units that 98  (95.1) 5 49
need to work together.
2 Hospital units work well together to provide the 93  (90.3) 10 (9.7
best care for patients.
3 Hospital units do not coordinate well with each 81  (78.6) 22 (21.4)
other.
4 It is often unpleasant to work with staff from other 45  (43.7) 58 (56.3)
hospital units.
(10)  Staffing
1 Wehave enough staff to handle the workload. 24 (23.3) 79 (76.7)
2 Staff in this unit work longer hours than is best for 72 (69.9) 31 (30.1)
patient care.
3 Weuse more agency/ temporary staff than is best 60  (58.3) 43 (41.7)
for patient care.
4 Wework in “Crisis mode” trying to do too much, 6 (5.8) 97 (94.2)
too quickly.
(11)  Handoffs & Transitions
1 Things “is fall between the cracks” when 46  (44.7) 57 (55.3)
transferring patients from one unit to another.
2 Important patient care information is often lost 83  (80.6) 20 (19.4)
during shift changes.
3 Problems often occur in the exchange of 84  (81.6) 19 (18.4)

information across hospital units.
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Positive Negative
> Patient Safety Culture answer answer
Ne N % N %

4 Shift changes are problematic for patients in this 79  (76.7) 24 (23.3)
hospital.
(12) Non-punitive Response to Errors
1 Staff feel like their mistakes are held against them. 49  (47.6) 54 (52.4)
2 When an event is reported, it feels like the person is 81  (78.6) 22 (21.4)
being written up, not the problem.
3 Staff worry that mistakes they make are kept in 31 (30.1) 72 (69.9)

their personnel file.
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Name

Gender

Date of birth

Race

Religion
Permanent address
Yangon

Phone number
Email address

Academic qualification

Employment history

Publication

ANNEX (7) Curriculum Vitae

Dr Thanda

Female

15.4.1977 %
Bamar \ N | )
Buddhist ~4 f

No (61), Forest Road, Ahlone Township,

095196884
thanda.td77@gmail.com
Dip.Med.Sc (Hospital Administration), (2014),

University of Public Health, Yangon
M.B.,B.S (2003), University of Medicine (2),
Yangon

Assistant Director, Yangon Eye Hospital
(1.10.2015 to date)
Assistant Medical Superintendent, Yangon Eye
Hospital (19.8.2014-1.10.2015)

Assistant Surgeon, Botataung Township Public
Health Department (5.8.2009-18.8.2014)
Assistant Surgeon, Phyapon District Hospital
(27.10.2006-31.7.2009)

Assistant Surgeon, Central Women Hospital,

Yangon
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